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ABSTRACT

CREATING MOTHERING FOR PRETERM INFANTS:
A GROUNDED THEORY OF VETERAN PARENT SUPPORT

-INITIATED IN A NEONATAL INTENSIVE CARE SETTING

By

Lee Anne Walsh Roman

Lack of research about the processes and o?tcomes of
veteran parent-to-parent support that is initiated in the
Neonatal Intensive Care Unit (NICU) has restricted the
development of this clinical intervention and has threatened
the continued subsidization of such programs by health care
organizations. This study was undertaken to conceptualize
the processes of NICU veteran parent support so khat
relationships between process and outcomes of the
intervention could be tested in the future. Additionally,
the research will provide information to professionals who
provide service to families with NICU-involved children.

This study was a component of a comprehensive
demonstration and research evaluation program entitled:
NICU/Perinatal Positive Parenting, a program for families

with high risk infants in the Neonatal Intensive Care Unit.



Grounded theory methodology was used to identify and
describe the processes of parent-to-parent support.
Ethnographic interviews, observations and document
inspection were the primary methods of data collection.
Data were collected from NICU parents and their veteran
support parent over a two year period of time from 1985 to
1987. An emerging conceptual model of parent-to-parent
support was the study outcome that could be used to generate
future research questions and propositions.

The findings of the study suggest that the central
process which explains and clarifies the interaction between
parents is a process called being with/creating mothering.
This process can be defined as a physical and/or
psychological proximity between an experienced NICU parent
and an NICU parent, a space that is non-judgmental and
caring, that enables the new mother to see, hear and create
for herself a new mothering style that is sensitive to both
the needs of her vulnerable infant and herself. Preliminary
processes of parent support and conditional variables that
affect the process were identified and integrated into a
conceptual model from which propositions and research

questions were developed.
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CHAPTER ONE

INTRODUCTION

Professional staff in the Neonatal Intensive Care Unit
(NICU) have been concerned with the needs of parents of the
critically ill and/or preterm infant. They have sought
strategies to help families cope with this experience in
ways that may enhance positive parenting relationships
(Boukydis, 1982; Eager and Exoo, 1980; Field, 1980; Garrand,
1978). One intervention that health care providers have
found useful is the development of supportive relationships
between experienced NICU parents, whose infants have been
discharged from the unit, and those parents who are
currently involved in NICU care (Eager and Exoo, 1980).
Although the particular forms of such supportive
interventions vary, the purpose is similar. The purpose is
to give the parent whose infant is in the NICU access to
someone who understands the parent’s experience and has
practical knowledge of the NICU as well as parenting a sick
and/or preterm infant. This endeavor can be labeled veteran

parent support or experienced parent support. Such activity
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can be described as support from another parent whose infant
has been hospitalized in an NICU. While parent could refer
to either mother or father, traditionally the support
relationship is maintained by mothers.
Background of the Problem

The birth of a preterm infant and the subsequent
hospitalization in an NICU is a significant stressor event
for the family system (Blake, Stewart and Turcan, 1975;
Caplan, 1960; Kaplan and Mason, 1960; Newman, 1980;
Paludetto and Faggiano-Perfetto, 1981). Families who
experience the birth of a preterm infant are faced with the
simultaneous tasks of adapting to an intensive care unit
environment, coping with the feelings of anxiety and grief
that accompany a preterm birth, and forming a beginning
parenting relationship with an infant who has developmental
capabilities which limit participation in social
interaction. Although survival rates for low birthweight
infants have improved and the incidence of subsequent major
handicaps is decreasing since the advent of NICU care, there
is support for the belief that the preterm infant is a more
difficult child to parent in the first year of 1life
(Brazelton, 1981; Goldberg and DeVitto, 1983). Additionally,
many of these children will also have what health care
professionals label as mild developmental problems related
to their prematurity. There is conflicting research evidence
about whether NICU parents are more at risk than non-NICU

parents for parental dysfunction (Hunter and Kilstrom,1978;
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Klein and Stern, 1971; Leventhal, 1981). However, there is
enough concern for professionals to attempt to provide
clinical support for these families as they begin the
difficult task of parenting their preterm infants.

Recent studies, to be reviewed in detail later, suggest
that higher 1levels of maternal social support facilitate
mother-infant interaction. However, no attempt to document
parent or family outcomes for those parents who participate
in a one-to-one veteran parent support relationship has been
found. Limited evidence does exist to sustain the notion
that positive maternal behaviors increased for mothers who
participated in a parent support group that was co-led by a
veteran parent during the infant’s NICU hospitalization
(Minde, Shosenburg, and Marton, 1980; Minde, Shosenburg,
Thompson and Marton, 1983).

Regardless of such a limited knowledge base about the
process or outcomes of veteran parent support, health care
providers and/or parents have widely initiated veteran
parent support programs (Mangurten, Slade and Fitzsimmons,
1979; Shosenburg, 1980). Most of these programs have been
operationalized with part-time professional input and
supported with community funds, such as local March of Dimes
organizations. However, lack of research to document the
process or outcomes of this intervention has jeopardized the
continuation of funding by external organizations or the
securing of internal funding within the hospital system

(Streeter, personal communication, March, 1987). In a
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hospital system where such a program was discontinued, a
majority of parents surveyed indicated that they would have
liked an opportunity to meet with an experienced parent
(Robertson, 1983). Health care providers who choose to
provide veteran parent support services as a means of
strengthening families need access to an expanded knowledge
base about the processes of the support relationship in
order to be able to begin to measure the outcomes of such an
intervention. Additionally, providers need to understand
the conditions that might optimize such an intervention and
identify any aspects that inadvertently may create
difficulties for families.
Statement of Purpose

Since 1981, the Institute for Family and Child Study at
Michigan State University has been involved in research
demonstration efforts to study parent-to-parent support. A
primary prevention program that focused on first-time
mothers and their full term, healthy infants, Perinatal
Positive Parenting, was developed and evaluated. The
results of this evaluation indicated that program families
had significantly better maternal involvement and child-
nurturing environments that control families at 15 months
(Boger, Richter, Kurnetz and Haas, 1986). In 1985, the
research institute secured funding to further develop the
Perinatal Positive Parenting model for families whose
infants are hospitalized in a Neonatal Intensive Care Unit

and evaluate the processes and outcomes of such a program
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(Boger, Roman and Haas, 1987). This study represents the
qualitative analysis of support processes that complements
the quantitative program evaluation. The purpose of this
study was to: a) gain insight into the complex phenomena of
veteran parent support from the viewpoint of the
participants, b) conceptualize the processes of support in
order to be able to identify and test relationships between
process and outcomes of the intervention, and c) enhance the
understanding of health professionals who serve families
with NICU-involved children.
Statement of Research Questions

1. What is involved in veteran support parent relationships
initiated in an NICU setting?

A, What happens when a veteran support parent has

contact with a parent whose infant is or has been

hospitalized in a NICU setting?

B. How do veteran support parents, NICU parents and

other observers describe the relationship?
2. What is the central complex process that explains and
clarifies the interaction between individuals under
study?

A. What are the supporting processes?

B. What are the conditions under which it occurs?
3. What propositions or research questions can be generated

from the emerging theory for future research?
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Conceptual Background

Symbolic interaction theory and a family ecological
perspective were used as the researcher’s frame of reference
for approaching the research problem. Symbolic interaction
is a theory of the inner or experiential aspects of human
behavior, that is, how people act in relation to their
beliefs (Chenitz and Swanson, 1986). Symbolic interaction
theory guided the researcher to study behavior on two
levels: the behavioral/interactional level and the symbolic
level, with the full range and variation of behavior sought
(Denzin,1970). The researcher who uses symbolic theory
attempts to understand behavior as the participants
understood it, learn about their world, learn about their
interpretation, and then translate the meaning derived to
the 1language of the research discipline (Chenitz and
Swanson, 1986). Grounded theory is a process of research
that was developed from symbolic interaction theory. This
grounded theory approach guided the researcher in viewing
the participants of parent support, the NICU parent and the
experienced parent, as those most knowledgeable about
interpreting the processes of parent support, both in
behavior and in descriptions of the processes.

A family ecological perspective was useful in drawing
attention to the processes of support and the participants
of parent support in their 1life context. Experienced
parents and NICU parents were viewed as members of two

distinct family systems. These two family systems are
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embedded in environments that provide both resources and
demands , which can enhance or limit the potential for the
growth and development of family members (Paolucci, Hall and
Axinn, 1977). The NICU family system, at the time of the
initiation of the support relationship, is coping with the
NICU as a highly stressful, new environment. The program
that facilitates the @establishment of the support
relationship and the support parents are important
components of the environment for the NICU family.

The transactions that occur between family members and
the environment are a critical component of a family
ecological perspective. Transactions between family and
environment can be defined as the mutual, simultaneous
influences that occur between the individual family member
and the family system and the family system and the
environment (Melson, 1980). Stress can arise from a
transaction between the family and environment if the family
perceived environmental input as damaging, threatening or
challenging (Scott, Oberst, and Dropkin, 1980). If
environmental demands increase and resources are not
available or mobilized, the family may not be able to
sustain adequate family functioning and allow for the full
development of all family members while maintaining a
functional unit (Whall, 1982).

The family ecological perspective guided the researcher
to broaden the scope of the investigation from a view of

only the veteran support parent and the NICU parent to a
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more holistic view of the parents’ family systems embedded
in complex environments. The processes of support will be
conceptualized broadly as any transaction between the NICU
parent and the veteran parent perceived either as helpful or
as an additional resource or demand.
Assumptions

The following assumptions were made by the researcher
prior to the initiation of the research process:

1. The ability of the family system to maintain its

functioning is challenged by the birth of an infant who

is critically ill and requires NICU care.

2. Whether the family is able to perform its functions

effectively, including its child nurturing function,

depends on the resources the family brings to the

situation and the availability of external resources

that may augment the family’s resources.

3. The health and development of the preterm infant

and other family members are viewed as outcomes of the

transaction between the individual family member, the

family unit and the environment in which the family is

embedded.

4. Veteran support parents, NICU parents and

professional health care providers will be able to

articulate or describe in writing their perceptions of

the processes of veteran parent support.
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Definitions

In using grounded theory methodology the traditional
approach of deciding on operational definitions of important
concepts in advance of collecting data is not used (Wilson,
1985) . Instead, concept specification is wused where
concepts are identified as data are collected and analyzed
(Glaser and Strauss, 1967). However, in order to clarify
how selected terms are used in this research, the following
terms will be defined:

Family: Those persons whom the veteran mother or
the supported mother identify in response to the question
"Whom would you identify as family members?"

ata a ¢ a hospital-based,
specialized nursery, usually designated a 1level TIII
(referral) facility, equipped and staffed to admit for care
those infants who are critically ill due to prematurity,
congenital or neonatal illness.

Preterm jinfant: A preterm infant is generally
considered to be an infant who was born less than or equal
to 37 weeks gestation. For the purposes of this study, a
preterm infant is described as an infant with no diagnosed
congenital anomalies, born less than or equal to 37 weeks
gestational age, weighing 1less than 2500 grams and
hospitalized in an NICU for a minimum of one week.

Support: Any behavior or action that a parent whose
infant is or has been hospitalized in a NICU perceives as

being helpful in coping with parenting a preterm infant.



Veteran support parent: A parent who has coped with
the experience of having his/her own child hospitalized in

an NICU, whose child has been discharged from the NICU for
over a year’s period of time, who has participated in a
group preparation program and assumes a supportive role with
parents whose infant is currently in the NICU or discharged
from the unit for less than eighteen months. Such a parent
may also be referred to as an experienced parent.

New_NICU parent: A parent whose infant is either
currently hospitalized in the NICU or whose infant has been
discharged less than 18 months after a minimum of one week
stay.

Significance of the Study

At this point in time, no published research on the
clinical intervention of dyadic parent-to-parent support in
the NICU setting has been found. Although there are many
such support programs being carried out across the country,
continued funding for these ©programs is currently
jeopardized because of the 1lack of evaluation research.
This research will call attention to the delivery of this
non-traditional health care service and increase the
professional’s understanding of the mechanisms of this
intervention. This will enable the professional care
provider to optimize the intervention and try to prevent
unintended negative consequences for the families involved

in such a program.
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Because the grounded theory methodology is particularly
suited to a careful stﬁdy of all the personal and
environmental characteristics which shape the central
process of support, this study will contribute to an
ecological understanding of families and health crises. The
methodology will be useful to clarify future research
directions in the study of social support interventions and

families at risk for health and developmental problems.



CHAPTER TWO

PRELIMINARY LITERATURE REVIEW

Consistent with the methodology of grounded theory,
this preliminary literature review described a few selected
research studies‘ that support the selection of the research
problem and the proposed research strategies. Literature
was again reviewed as concepts were identified and developed
in the process of data analysis.

Since the researcher has been unable to locate research
evidence that documents the process or outcomes of
experienced parent-to-new parent support initiated in a NICU
setting, this review will briefly cover what is known about
the participants in this relationship. This will include
what is known about parents with an infant currently
hospitalized in the NICU, and parents whose infant has been
discharged from an NICU who form the pool of volunteers for
the support role. Written documents that relate to NICU
support parent processes will also be used to begin the
Study. Additionally, a review of literature that describes

experienced, lay support for other health crises will be

12
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described. Oonly those studies that focus on the support
person who has coped with a physical and/or psychological
problem in the past and who now volunteers to support a
person with a similar problem will be reviewed.

Prior to undertaking the review, it is important to
note that most of what is written about NICU parents is
primarily related to parents of preterm infants. Studies of
parents whose infants have congenital anomalies or acute
neonatal disease will not be included in this review. The
former has a distinct body of literature in which parental
adaptation to the child’s handicap and the early NICU
experience are interwoven and difficult to distinguish. The
latter group, those infants with neonatal disease, has not
been carefully studied , since many children with neonatal
illness are also born prematurely.

The Period of Birth and NICU Hospitalization
Maternal Reaction To Premature Bjirth: Classic Studies

The majority of the early research that described
parents of preterm infants was focused on the mother’s
responses to the birth of the premature. Caplan, Mason, and
Kaplan (1965) and Kaplan and Mason (1960) conducted the
classic studies that described the emotional problems of
mothers who deliver prematurely. Data consisted of records
representing 86 cases of preterm births. No sampling
procedures were used. Data were collected by observation
and interview. Families were visited by the researchers

within seven to ten days after birth during a routine public
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health nursing home visit. The interviews were conducted by
a variety of interviewers. The families were visited
approximately 11 times during the three months following the
infant’s discharge from the preterm nursery.

Caplan (1960) analyzed 10 cases and had an independent
judge rate the parental outcome as "healthy" or "unhealthy".
Healthy was defined as characterized by unambiguous,
positive evidence that the dyadic relationships among family
members were at least as "healthy" as prior to the preterm
birth. "Unhealthy" was defined as characterized by evidence
that one dyadic relationship in the family appeared to be
worse after the birth. Healthy outcomes were evidenced by
the parents actively gathering information about the baby
and prematurity, showing awareness of negative feelings and
expressing those feelings with others, and seeking help from
within the family or the community. In the unhealthy
outcomes, the parents were not able to assess the reality of
the situation, could not express feelings, and were
reluctant to seek or accept help even from each other.

Kaplan and Mason (1960) also conducted a study of
maternal reactions to preterm birth by interviewing 60
families during the period following the preterm birth and
continuing until the baby had been home for two months. By
examining the clinical material from these interviews, the
researchers described mothers of pretefm infants as
agonizing over the survival and long-term health of the

baby, and feeling guilty and experiencing 1loss of self-
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esteem from an inability to bear a normal, healthy child.
Four psychological tasks of the mother whose infant is born
prematurely were identified. These include: a) preparation
for the possible loss of the child while hoping the baby
survives, b) acknowledgement of maternal failure to give
birth to a normal full term infant, c) resumption of the
interrupted process of relating to the baby, and d)coming to
understand the special needs and growth patterns of the
preterm infant as different from the normal full term
infant.

These early studies of the effects of prematurity on
the mother were 1limited by many factors. The sample
selection, small number of the sample population, and the
lack of sample characteristics, such as socio-economic
levels and cultural backgrounds, limited generalizability of
the studies. This was especially important when labeling
"good" and "bad" processes and outcomes. Also, the infant’s
behavior as a potent influence on the mother-infant
relationship was not assessed. Longitudinal follow-up of
the mother, infant and other family members was not
accomplished. It is also important to consider that these
studies were conducted during a period of hospital care when
parents were not allowed to touch or care for their infants.
However, these early studies were able to draw attention to
the experience of the mother of the preterm infant and
provided useful descriptive information for future research

and clinical practice.
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Since the advent of neonatal intensive care units, much
attention has been focused on the effects of mothers having
decreased access to the infant which limited the physical
and emotional intimacy of the early caretaking experiences.
Early research endeavors were primarily focused on the
timing and the extent of the first contacts ( Klaus and
Kennel, 1972; Leifer, Leiderman, Barnett and Williams,
1972). Results of these and other more recent studies
indicate that early contact may enhance parents’ initial
experiences and may facilitate early parent-infant
relationships. However, early contact studies have not
consistently indicated comprehensive, long term effects on
the infant that can be attributed directly to the early
contact experience (Goldberg and DeVitto, 1983; Leiderman,
1982). Although the benefits of early contact may be short
term, access to contact with the infant could be viewed as
helpful for NICU parents. The lack of such access, caused
by the infant being transferred to a regional intensive care
unit and the mother remaining at the hospital of delivery,
could be viewed as an additional stressor. The review of
this body of literature is beyond the scope of this chapter,
yet it is important to note the need for 1longitudinal
research that addresses a more comprehensive view of
maternal contact over time and the effects on all family

members.
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Since the advent of parental visiting in the NICU,
studies have continued to support the notion that most
parents are under severe emotional distress at the birth of
the preterm infant and subsequent hospitalization in the
NICU (Klaus and Kennel, 1972). One study was designed
specifically to evaluate parental reactions to the demands
of prolonged visiting of sick and preterm infants in the
NICU (Harper, Concepcion, and Sokal, 1976). Ninety-one
families whose infants had been hospitalized for two or more
weeks were mailed questionnaires; there was a 64% response
rate. Three families returned the questionnaires unanswered
and noted that the questionnaire stimulated unpleasant
memories for the family. Correlations of rising levels of
anxiety were associated with increased infant morbidity, and
increased infant contact. Mothers had a slightly higher
mean score on anxiety than fathers, however this difference
was not significant. In retrospective questioning, only 10%
of the parents reported they would have visited less.

Paludetto and Faggiano-Perfetto (1981) also studied the
reactions of 60 parents who were allowed unrestricted access
to the NICU and were encouraged to touch, change and feed
their infants. The increased contact with their preternm
infants also appeared to increase the distress of those
families who participated in the study. Yet, at the same
time, extra contact stimulated paternal interest the child.
The authors indicated that if unrestricted access to infants

does increase the parent’s distress, the NICU staff is then
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challenged to provide the resources to cope with the stress.
This study and the Harper et al. (1976) study raise concern
about whether access to the critically ill infant is a
resource for parents, or a resource for the baby at the
parent’s expense. Visiting in the NICU appears to be a
stressful demand for new parents.

The notion that parental reactions to the birth of the
preterm infant include a grief response to the loss of the
fantasized, normal infant is consistent with a study
designed to assess grief feelings and behaviors. Benfield
(1976) studied 101 mother-father pairs whose critically ill
infants were transported from the hospital of birth to a
regional neonatal intensive care nursery. Parents were 97%
white and predominantly middle class. This was the
firstborn child for a little less than one-half the study
group. Forty-one infants were classified as 1low birth
weight; gestational age was not reported. The authors
designed a questionnaire that included descriptions of 13
feelings or behaviors related to the grieving process. Most
parents in the study reported grief reactions similar to
those parents whose infants do not survive the newborn
period. The level of anticipatory grief did not appear to
be associated with the severity of infant illness.

Data were collected by parents filling out
questionnaires on the day of the infant’s discharge. The
day of infant discharge is a potent stressor event in itself

and the timing of questionnaire administration may have
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affected the parents’ responses. Benfield’s findings are
similar to the early descriptive studies of Kaplan and Mason
(1960) for middle class families.

In a small qualitative study (N = 10) among a
demographically homogeneous group of parents, individual
variations between parental perceptions of their 1low
birthweight infants, individual coping styles and adaptation
to the stress of preterm birth were described (Newman,
1980). Two major approaches to family coping were
identified. One approach was "coping through commitment"
identified as an intense involvement in care of the infant.
The other style was described as "coping through distance",
identified by a slower acquaintance process, expression of
anxiety and reliance on professional care. This study was
useful for bringing to attention the variability of family
coping styles and the description of two different patterns
of coping. However, it is not known how the particular
styles of coping relate to parent and child outcomes and how
the parent’s current environmental demands and access to
resources affect the coﬁing style.

Another qualitative study of the NICU environment and
parents was undertaken by Bogdan, Brown and Foster (1982).
This study drew attention to the complexity and intensity of
the NICU environment for parents of infants. Using
participant observation methodology, researchers described
parents and professionals and the nature of their

transactions in the NICU setting. The researchers
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identified the family’s lack of prior experience or
knowledge in dealing with such a system as a major factor
that contributed to the difficulty parents have in coping
with the demands of the setting. The researchers discovered
that the parents’ communication system is radically
different from that of the NICU health provider. The NICU
care providers appeared to have developed their own system
to describe and selectively supply information to parents
about their child’s health status and recovery potential.
This mode of communication was reinforced by the health care
providers’ inability to predict accurately the child’s
outcomes from current knowledge and research. This study
depicted the NICU as a demanding environment for parents
with obscure patterns of them transacting successfully with
the systenm.

Another finding of this study is the way NICU staff
categorized parents and thus responded to their needs. The
researchers discovered that the NICU staff were likely to
categorize the infant’s parents as good, not so good, and
troublemakers. Parents were identified as good parents if
they understand. Characteristics of understanding included:
ask appropriate questions; understand the baby’s condition
and potential outcomes, which are usually ambiguous; are
grateful for the care that is available to their baby; and
understand and abide by unit ©policies. Another
characteristic of good parents is that they care about the

baby. They demonstrate this caring by visiting regularly,
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responding in appropriate ways to good news and bad, and
appearing to bond to the baby. Good parents also show
potential for giving the baby proper care after they leave
the hospital. The staff report that they like to talk to
such parents, and parents are liberal with their praise for
the staff and let them know how they have been treated by
the staff. Additionally ,the staff believed that social
class, race and age are related to being a good parent
(Bogdan et al., 1982).

Parents described as "not so good", had the opposite
characteristics of good parents. They did not have the
ability or refused to show that they understood the
condition of their baby. Parents did not visit, call, or
show interest in the babies. Many were poor, young, and
culturally different from the staff. Troublemakers were
those parents who made unreasonable demands on the staff.
They were not satisfied with the treatment that their child
received and, rather than being grateful, were overly
critical. The staff believed they might be planning to sue
then.

This study was useful in understanding how the NICU can
be a demanding environment for families when staff
expectations for parent behavior were somewhat rigid. Those
parents identified as "not so good parents" also appeared to
have many other environmental demands and thus may have had
difficulty coping with the additional demands of the NICU

setting.
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This study was also useful because former NICU parents
are frequently chosen to be support parents because the
staff perceives them as "good" parents. Volunteer parents
may share those characteristics of parents that Bogdan et
al. described as "good" (high resource)parents. To what
degree these "good" parents by staff assessment are those
parents that would be most helpful to other parents
experiencing the NICU is an important area for future study.

In summary, the results of classic and recent studies
advanced the belief that most parents are extremely stressed
by the birth and subsequent hospitalization of their infant
in the NICU. Early research studies, while methodological
weaknesses were apparept, contributed useful descriptive
information in order to understand further the mother’s
reaction to such a stressor. However, little is known about
the resources mothers use to deal with the increased demands
of a preterm birth. Research is also lacking on family
system responses to the infant’s hospitalization and the
interaction between family members, especially the father
and siblings, at this time. Although Benfield’s (1976)
study attempted to document grief feelings and behaviors of
parents, it 1lacked preciseness in identifying a grief
trajectory and its interaction with parenting behaviors over
time. Although early and extended contact has not been
demonstrated to have significant long term effects, it does
appear to be related to additional demands on the parents,

with no reports as to the resources that could be helpful to
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parents. One such resource that may be of help is some kind
of assistance in dealing with the NICU and the staff as a
unique environment. Qualitative research reinforced the
concept that parental coping with the preterm infant and the
NICU experience differs across families. Further research
is necessary to study the resources and demands of the NICU
parents and their transactions with the NICU environment.
The Period After the NICU Hospitalization

Early retrospective studies indicated that prematurely
born infants were more vulnerable to child abuse and
neglect, failure to thrive and other parenting dysfunctions
than full-term infants(Elmer and Gregg, 1967, Klein and
Stern, 1971). Current prospective studies failed to confirm
these earlier study results (Leventhal,1981). Yet, for all
the research concern about the child outcomes of dramatic
parenting dysfunctions, few investigators have attempted to
study the parents of preterm infants. Excluding the few
studies of parents during the initial crisis of the preterm
birth, most studies have focused on predicting and
explaining the varying developmental outcomes of preterm
infants (Parmalee, 1981; Sigman, Cohen, Beckwith and
Parmalee, 1981). However, these studies support the idea
that parenting a preterm infant is difficult work,
especially in the first year of life (Brown and Bakeman,
1980; Goldberg,1979). Because of the infant’s neurological
immaturity, preterm infants are difficult to arouse for

social interaction, irritable and difficult to soothe
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(Als,1976). The infant’s lack of social responsiveness to
parent’s caretaking makes the infant’s demands more
frustrating for parents. Although a review of this
literature is beyond the scope of this chapter, the preterm
infant’s behavior is now acknowledged to be a potent
contributor to the nature of the parenting relationship.
Maternal-Preterm Infant Interaction: Infancy

Minde, Marton, Manning and Hines (1980a) observed 32
mothers of very low birth-weight infants during visits to
the nursery and during infant feedings at home. Interaction
patterns of the mothers were categorized as high, low or
middle level of interaction. One quarter of the mothers
were in either the high or low category; one half were in
the middle category. Certain psychological variables within
the mother’s background were significantly related to
maternal activity patterns. Low interacting mothers
reported poorer felationships with their own mothers and
with the father of the infant; high interacting mothers
reported more satisfying interpersonal relationships.
Mothers maintained their position in the three groups on
evaluations done at three months post discharge. In
analyzing the infant’s contributions, mothers who were in
the high interaction category co-occurred with infant’s
abilities to send social signals.

Minde, Shosenburg, and Marton (1980b) studied those
mothers of preterm infants who participated in hospital

based parent support group meetings while their infant was
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in the NICU. Sixty infants weighing under 1501 grams were
assigned to experimental or control groups. Approximately
75%¢ of the mothers were married, most were in a 1low
socioeconomic class and almost 50% had experienced past
obstetric difficulties. Following the infant’s birth,
experimental mothers attended approximately seven to twelve
weekly sessions which were co-led by a nurse coordinator and
an experienced NICU mother. Observations of specific mother
and infant behaviors were made in the NICU and at monthly
home visits for the first three months post discharge.
Interviews were conducted during the hospitalization period,
at the time of discharge, and at home after discharge.

Mothers in the experimental group visited their infants
significantly more often in the hospital than control
parents(P<.05). There were significant differences in all
areas tapped by the interview especially comfort in caring
for their infant and satisfaction with health care (P<.05).
No differences in .infant maternal behaviors were disclosed
between the two groups during the first two weeks. At
three, four and five weeks experimental mothers were
significantly more active in interaction than comparison
mothers. At three months, experimental mothers talked to,
looked at and touched their infants for longer periods of
time than control mothers.

In order to document any long term benefits of mothers’
barticipation in a support group during the NICU

hospitalization period, Minde, Shosenburg, Thompson, and
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Marton (1983) attempted to contact these same parents when
their child reached one year of age. Fifteen experimental
and sixteen control families participated in this
evaluation.

The behavior of each mother and infant pair was
observed during an infant feeding and play situation in the
home. Treatment mothers spent 1less time feeding their
infants and talking to other persons than did the control
mothers. They also provided more physical contact during
the infant feedings. The infants’ behaviors that
differentiated the experimental from the control group were
feeding themselves more, playing more, and wanting to share
some of their food with their mother. Observations were
also made of mother-infant play sessions and a post-reunion
play episode following a brief separation. During the
initial play sessions, the treatment infants looked at and
touched their mothers more often and also showed more
fussing than the controls. During both episodes, treatment
mothers looked at their infants less but vocalized to them
more often. After the reunion, both groups of mothers
increased verbalizations with their infants, but the
treatment mothers provided their infant with more physical
support following separation.

The researchers interpreted these results as indication
that treatment mothers encouraged more autonomy and
sociability with "their infants. They offered additional

evidence from analysis of occupational, educational, and
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psychological changes that took place during the mother’s
first year. The researchers interpreted the data to
indicate that treatment mothers showed a significant
improvement in their relationship with significant others
and an increase in personal autonomy.

This study is of interest because of the provision of a
supportive intervention that included other NICU mothers.
The addition of a support group of NICU mothers during the
period of hospitalization may help mothers cope with the
intense parenting demands of the first year. One concern
about the group of mothers, however, is the participation
rate of those mothers assigned to the two groups. The
characteristics of those mothers who refused to participate
in the treatment groups and differences between these
mothers and participating mothers were not reported.
Perhaps those mothers who are willing to participate in
support group activities have more resources available that
enable them to do so.

A substudy examined the influence of medical
complications on preterm infants and mothers’ caretaking
(Minde, Whitelaw, Brown and Fitzharding, 1984). This was a
part of a larger study on the effects of specific medical
complications of prematurity on outcomes. Sixteen matched
moéher-infant pairs of sick and well infants were observed
during feeding time at the two months post discharge home
visit. The sick infants’ behaviors were similar to those of

the well infants. The mothers of the sick infants touched
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and smiled at their infants significantly less than did the
mothers of the well infants. The mothers of seriously ill
preterm infants showed persistently low interaction with
their infants. In order to explore the cause in more
detail, the total group of sick infants was divided into
those who were seriously ill (rated as 2 or 3 on the Minde
morbidity index) and these were subdivided into those who
were hospitalized for more than 36 days or for less than 17
days. Mothers with seriously ill infants who had short
illnesses increased their vocalization, touching and
looking, while mothers of seriously ill infants with long
lasting complications - showed no significant change over
timé.

The contribution of past experiences to a mother’s
behavior with a preterm infant was also studied in this
research (Minde et al., 1984). Data from interviews with
the mothers were examined. Questions related to the
mother’s present pregnancy, the social conditions of the
family, and past psychological events of her life were
analyzed. Mothers whose infants had 1long illnesses,
independent of their personal background, showed a uniformly
low rate of interaction with their infants. A 1long term
illness in a preterm infant had a more powerful effect on
the mother’s degree of interaction than other important
psychological variables in the mother’s background. This
contradicted the findings of Beckwith and Cohen (1978),

Field and Sostek (1979) and Goldberg, (1979) all of whom
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found mothers of "sick" preterm infants to overcompensate in
interactions when the infants had recovered. The severity
of illness was not specified in these previous studies.
Perhaps infants in these studies were not as seriously ill
as the Minde population. Thus, it seems important to assess
NICU- parents for the 1length of hospitalization and the
severity of illness.
at al-Infant Interaction: ond Infanc

There have been only a few studies of mothers and NICU-
involved children that have extehded beyond infancy. Blake,
Stewart and Turcan (1975) conducted a descriptive follow-up
study of 160 infants whose birth weights were under 1500
grams. These infants were followed in a hospital-based
clinic after discharge. Data were collected by clinical
observations and infant health assessments. The researchers
indicated that, in spite of attempts to minimize maternal
separation and the distressing aspects of the NICU
experience, an emotional crisis was observed in mothers.
This crisis did not resolve itself until after the infant
was discharged. The authors identified three phases of post
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