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ABSTRACT 

SONDRA LANELL HARRISON 

AN INTERVENTION TO TEST THE ADOLESCENT MATERNAL 
CONFIDENCE LEARNING MODEL 

MAY2011 

The purpose of this research was to test the adolescent maternal confidence 

learning model with an educational intervention. Baby Basics 101 © is a series of 

parenting classes which were taught to adolescent mothers during the last 

trimester of pregnancy through the first year of the infant's life. This study was a 

quasi-experimental intervention with a comparative pretest/posttest design. This 

design was structured with one treatment group and one control group. The 

sample included 102 participants between the ages of 13-20 years old recruited 

from two sites with 54.9% (n = 56) from an alternative school for pregnant and 

parenting teens (control group) and 45.1% (n = 46) from a teen support group 

(intervention group). Subjects completed the Maternal Confidence Questionnaire 

(MCQ), the Maternal Attachment Inventory (MAI), and the Baby Basics 

Knowledge Survey (BBKS) for pre and posttest data. 

One-way ANOVA and independent t-test on gain scores was used to 

analyze the data. No evidence was found for a significant change in maternal 

confidence for the three stages of adolescence. The difference between mothers 

who participated in Baby Basics 101 © and the comparison group was not 
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significant. Although not statistically significant, the intervention group 

participating in Baby Basics 101 © had means gain score of 2.41 as compared to 

the control group means gain score of 1.14. The difference on maternal 

attachment between the middle adolescent and the late adolescent group (t = -

2.174, 96 df, p> .005) was not significant. No significance was found between 

the control and intervention groups for maternal attachment. At posttest there was 

a positive correlation found for the intervention group for maternal attachment 

and maternal confidence. There was a significant difference in the level of 

knowledge of mothers who participated in Baby Basics 101 © versus mothers who 

did not participate. Results of this study indicate that although adolescent 

mothers were confident in their ability to parent their infant, they were eager to 

learn more about parenting to increase their knowledge. 
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CHAPTER I 

INTRODUCTION 

The topic of teen pregnancy and early childbearing has become a worldwide 

concern. This has led to changes in governmental policies and practices. In the United 

States (US), the Centers for Disease Control (CDC) National Vital Statistics Report 

indicate that teen birth rates have continued to decline. The report shows that from 2005 

to 2007, the birth rate for adolescents between the ages of 15-19 years rose, from 40.5 

live births per 1,000 in 2005, to 41.9 per 1000 in 2006 and up to 42.5 live births per 1,000 

in 2007. In the 2009 preliminary data, the birth rate for US teenagers 15-19 years fell six 

percent to 39.1 per 1,000 which is a record low for the nation (CDC, 2010). Texas ranks 

48th in the US with a teen birth rate of 63.4 per 1,000 for girls aged 15-19 years (CDC, 

2008). 

There are multiple personal and social implications rooted in teen parenting. 

Following delivery of their infants, these young mothers and their infants have been 

identified as being at high risk for increased health problems, child injuries, and failure to 

thrive (Willibald, Bjelic-Radisic, & Greimel, 2007). Additionally, infants born to teen 

mothers have a higher likelihood of developing physical, social, and cognitive problems 

and deficiencies. Teen mothers are more likely to not complete high school when 

compared to teens who delay child bearing. They are less likely to find stable 



employment and are at higher risk for reliance on public assistance (Kaye, 2008; 

Letourneau, Stewart & Bamfather, 2004). 

Although much of the physical care of the postpartum adolescent is similar to that 

of adult women, adolescents often need additional support and teaching (Montgomery, 

2002). This becomes a problem in a healthcare system stretched to the limit. Nurse-to

patient ratios have increased leaving the nurse little time for teaching. In addition to that, 

early discharge has been motivated by an overburdened healthcare system and cost

containment pressure from the managed care system (George, 2005). Although Congress 

enacted legislation allowing a hospitalization of a minimum of 48 hours for a vaginal 

delivery, or 96 hours for a cesarean section, physicians can override the requirement if 

they feel the patient is ready for discharge. Over the past 10 years, it has become more 

common for women to leave the hospital with their newborn as early as 12-24 hours 

postpartum leaving little time for critically needed education (Lichtenstein et al., 2004; 

Liu, et al., 2002). 

In order for adolescent mothers to transition into their role of parenting, additional 

time is needed for teaching adolescent mothers to develop the skills to care for their 

infants. As adolescent mothers increase their knowledge of the parenting role, gain 

confidence in caring for their infant, and increase their parenting skills, their outcomes 

and the outcomes of their infants should improve (Sword & Watt, 2005). 

Purpose of the Study 

The purpose of this research was to test the adolescent maternal confidence 

learning model with an educational intervention in which a series of parenting classes 
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which were taught to adolescent mothers during the last trimester of pregnancy through 

the first year of the infant's life. 

Rationale for the Study 

Much of the discussion in the literature on adolescents as parents portrays the 

negative aspects and is usually seen as having long-term consequences for mother and 

infant. However, SmithBattle (2005) proposes that with the addition of educational 

interventions for young mothers, "mothering can promote a new sense of purpose, 

meaning, and responsibility" (p. 84 7). Rather than spending so much time in discussion 

on the negative aspects of teen mothering, the focus needs to shift to exploring ways to 

improve the lives of these teens and their infants. 

Theoretical Framework 

This study was guided by the integration of three theories: (a) Mercer's maternal 

role attainment theory/becoming a mother (1985/2004), (b) Neinstein's three stages of 

adolescent psychosocial development (2007), and ( c) Bandura' s social learning theory 

(1977). 

Mercer's Maternal Role Attainment /Becoming a Mother Theory 

In her maternal role attainment theory, Ramona Mercer (1985) identified 

acquisition of competency or confidence as a major component in the attainment of the 

maternal role. Figure 1 depicts Mercer's initial conceptual model of Maternal Role 

Attainment (MRA). Maternal Role Attainment as defined by Mercer (1985) is a process 

in which a mother achieves competence in her role and integrates the mothering 

behaviors into her established role set, so she is comfortable with her identity as mother. 
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Competence is a behavior and an attitude. As a behavior, the mother's competence in 

performing parenting skills can be measured through observation. As an attitude, the 

mother's perception of her maternal role competence is reflected in her confidence in 

maternal behaviors. This perceived competence, or confidence, determines her capacity 

as a mother and how she will form an attachment to her child (Mercer, 1985; Mercer & 

Ferketich, 1995; Ruchala & James, 1997). 

Mo1her•lattter relationship 

Mo1her 
Empathy-sonslllvity to cl.l8s 
Self-esteem/self-concept 
Parenllng received as ctii~ 
Matu,ilylfleJCibility 
Alli1udes 
Pregnancy/birth experience 
Health/depression/anxiety 
Role con111cvs1rain 

Maternal Rotei'ldenttty· 
Compelence/conr.oence In rme
Gralifacation/ulisfaction 
Attachment to child 

ChUd 
Temperament 
Ability to give cues 
Appeo.rane& 
Chara.ctcristk:s 
Responsiveness 
Health 

Child"s Outcome 
Cognitlve,Jmel"'ltal 

dilWOlopment 
Behavior/attachment 
Health 
Social <:ompetence 

'?~ 

Figure 1. Mercer's Maternal Role Attainment Model 

In 1995, Mercer and Ferketich expanded the theory of MRA to include the 

dynamic expansion of the self as a mother. Mercer (2004) states that MRA implies a 

stagnant state, whereas, "Becoming a Mother" is a more fluid state that may be used with 
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mothers across their lifespan. Figure 2 depicts Mercer's Becoming a Mother (BAM) 

model. This model uses Bronf enbrenner' s nested circles as a general systems approach 

in which maternal role attainment occurs within the inner circle of the microsystem. Also 

included in this inner circle is the mother, her child, maternal role/identity, the child's 

outcome, social support, stress, family functioning and the mother-father relationship. 

The mother/child relationship is reciprocal since the mother views herself in response to 

how the child responds to her. The child in tum responds to the mother based on his/her 

sense of the mother's behavior or mood. This relationship during the first year will 

impact how the mother views herself as a parent and the care she provides. 

Figure 2. Mercer's Becoming a Mother Model 
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Since much of the literature refers to MRA, both MRA and BAM will be used to discuss 

the conceptual framework. "Mothers' perceptions of their competence or confidence, or 

both, in mothering and their expressions of love for their infants were consistently 

reported as indicators ofMRA/BAM" (Mercer & Walker, 2006, p. 568) 

The four stages in the process of reaching the maternal role in BAM are: (a) 

commitment, attachment, and preparation; (b) acquaintance, learning, and physical 

restoration; ( c) moving toward a new normal; and ( d) achievement of the maternal 

identity. The first stage of BAM is commitment to pregnancy, attachment to the growing 

fetus, and making preparations for the birth of the baby; this stage occurs during 

pregnancy. Women actively involved in this stage have a higher rate of positive 

adaptation to motherhood. This stage includes psychological and social adjustments to 

pregnancy. Expectations of the role are learned from family and friends. In this stage, 

the mother will fantasize and dream about the role, and begin to relate to the fetus in 

utero. For many women, this stage begins prior to pregnancy as they work to improve 

the health or family situation in preparation of pregnancy. Women will stop unhealthy 

behaviors and seek prenatal care to assure a healthy outcome for her pregnancy. 

Attachment to the unborn child heightens as the mother feels fetal movement. She 

daydreams about motherhood and looks to family for support (Mercer & Ferketich, 

1995). 

In the second stage, acquaintance, learning, and physical restoration, is achieved 

during the first 4 to 6 weeks postpartum as the mother becomes acquainted with her 

infant and begins to read her infant's cues. During this stage, the mother spends time 
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getting to know her infant. She may look for family resemblances and count fingers and 

toes to assess for wholeness. This stage includes learning and taking on the role of 

mother. The first exposure to this role is in the hospital setting after the baby's birth with 

guidance from nurses, family, and friends. The mother is guided by the expectations of 

others as she learns her new role. Connections are made as she learns infant cues through 

trial and error. The mother is also recovering from the physical challenges of delivery of 

her infant which may delay completion of this stage until she is physically ready to move 

on (Mercer & Ferketich, 1995). 

In the third stage, the mother and infant begin to more toward a new normal as 

she gains confidence in caring for her infant. This occurs at two weeks to four months 

postpartum. The mother begins to adjust to the changing relationships with friends, 

family, and partner. She begins to develop unique ways of dealing with the role of 

parenting. The new role must fit within her lifestyle. The personal or role-identity stage 

occurs as the mother begins to internalize her role. She develops a sense of confidence 

and competence in the way she performs the role and how the maternal role is achieved. 

Gratification and/or satisfaction of her lite also impact how a mother accepts her role. 

She begins establishing new family routines and defining responsibilities and boundaries 

(Mercer & F erketich, 1995). 

The fourth and final stage of BAM is the achievement of maternal identity. This 

stage occurs around 4 months after the birth of the infant. During this stage, the mother 

has pleasure in the mother-infant relationship, love for her infant, and feelings of 

competence. This is the goal of BAM as the mother establishes an intimate knowledge of 
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her infant. Her feelings of competence and confidence enhance her self esteem and her 

love for her infant. Responsibility for her infant and the future become her new role 

(Mercer, 2004). 

Traits and behaviors of both the mother and the infant may influence maternal 

role identity and child outcome. Maternal traits affecting the achievement of maternal 

role identity include empathy, sensitivity to infant cues, self-esteem and self-concept, 

parenting received as a child, maturity and flexibility, attitude, pregnancy and birth 

experience, health, depression and role conflict. Infant traits affecting maternal role 

identity include temperament, ability to send cues, appearance, general characteristics, 

responsiveness, and health. Other variables associated with becoming a mother include 

the availability of social support, family functioning, stress and the relationship with 

significant other (Mercer, 1985; Tomey & Alligood, 2002). 

Maternal confidence has been identified in the literature as an essential variable in 

the adaptation to motherhood and to the maternal role. When maternal confidence is low, 

there is a delay in the transition into the maternal role as well as the satisfaction 

associated with the mothering role. When maternal confidence is high, it is easier to 

achieve the maternal role/identity and satisfaction in becoming a mother (Mercer, 1985). 

Becoming a mother is not an easy process and babies do not come with 

instructions. Although a volume of information is available to the new mother through 

printed handouts, online resources and educational materials, they cannot replace the 

nurse. "Engaging mothers in verbal exchanges that express care, support, and interest 

can enable a mother to use stressful experiences to gain confidence in her ability to 
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mother, and foster her confidence, sense of control, and feelings of connection to her 

infant" (Mercer & Walker, 2006, p. 650). 

Stages of Adolescent Psychosocial Development 

In order to gain insight into the developmental phase of adolescence, it must be 

divided into stages. N einstein (2007) described three stages of adolescent psychosocial 

development. The stages are categorized according to early, middle, and late 

adolescence, and each stage covers approximately three years. Each stage has unique 

developmental tasks. Achievement of these tasks becomes more complicated when the 

adolescent becomes a parent. Developmental issues can impact how an adolescent thinks 

and feels about her infant and how she accepts her new role as a mother. 

Early adolescence (11-14 years). Early adolescence is characterized by the onset 

of puberty and a preoccupation with body changes and body image. Formal operational 

thought processes begin to emerge allowing for thinking in abstract terms. The decision 

making process is limited in this early stage of development (Fisher, 2001; Pintz, 2002; 

Sieving & Stevens, 2000; Urdan & Klein, 1998). Common patterns of egocentric 

thinking are observed in this stage. This may prevent the teen from being able to fully 

understand the relationship between her behavior and the health of her child (Sieving & 

Stevens, 2000). 

Elkind (2001) described the imaginary audience as a phenomenon in which 

adolescents focus on the belief that everyone is watching their behavior. Personal fable is 

another cognitive pattern in the early stage of adolescence in which teens believe that 
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their feelings and experiences are unique. Teens begin to desire some emotional 

independence from parents, and begin to rely more on their friends in early adolescence. 

Middle adolescence (15-17 years). In middle adolescence, there is a continued 

development of abstract thinking capabilities. There is a tendency toward inner 

experience and self-discovery. Many teens begin to experiment with various risk-taking 

behaviors in this stage. Middle adolescence is a time of increasing independence, sexual 

development, and self-centeredness (Fisher, 2001; Pintz, 2002; Sieving & Stevens, 2000). 

The adjustment through middle adolescence can be difficult. During this time, the 

adolescent can reach full adult size. There is typically more interest in dating or romantic 

relationships. The family becomes less of an influence as peers take on new importance. 

Adolescents in this stage are concerned with their appearance, and think that others are 

constantly looking at and thinking about them. This is a time of challenging the rules and 

limits placed on them by families and society. Middle adolescence is a time of emerging 

abstract thinking which may enable the teen to see the relationship between her behavior 

and the health of her child (Fisher, 2001; Pintz, 2002; Sieving & Stevens, 2000). 

Late adolescence (18-20 years). Late adolescence often. finds teens "pulling 

things together" after a commonly turbulent early and middle adolescence. During this 

stage, adolescents begin looking towards the future and exploring more long-term 

relationships. Independence and self-reliance are typical at this stage as adult thinking 

capacity grows. As adolescents begin making their own decisions, peer influence 

becomes less of an issue. The older teen is able to plan ahead for the needs of the birth of 



her child and begin preparing for the tasks of parenting. This is also a time when there is 

an increased ability to understand the perspective of others, and to think abstractly 

(Drake, 1996; Fisher, 2001; Montgomery, 2002; Sieving & Stevens, 2000). 

Bandura's Social Learning Theory 

In order to design teaching strategies, learning theories were explored that could 

be applied to an adolescent learner. Adolescents in all stages of development are social 

in nature and influenced by their peers. The social context in which adolescents learn 

includes the environment of people that surround them. When teaching, the social 

context influences how something is viewed. 

One of the main tenants ofBandura's Social Learning Theory (1976) is that 

individuals, especially children, imitate or copy modeled behaviors from personally 

observing others, the environment, or media. "Except for elementary reflexes, people are 

not equipped with inborn repertoires of behavior. They must learn them. New response 

patterns can be acquired either by direct experience or by observation" (p. 16). Social 

learning theory, also called observational learning, is described as learning that takes 

place when an observer's behavior or attitude changes after viewing the behavior of 

another. This modeling process can influence the adolescent's adaptation to her new role 

as a mother. 

Bandura' s social learning theory focuses on the learning that occurs within a 

social context. It considers that people learn from one another, including concepts such 

as observational learning, imitation, and modeling. The steps involved in the modeling 

process include: (a) attention- in order to learn, one must pay attention. Anything 
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interfering with attention will decrease learning; (b) retention- one must be able to retain 

or remember what they have paid attention to; ( c) reproduction- the learning must be 

translated into actual behavior. Practice enhances the ability to imitate learned behavior; 

and (d) motivation- must be present in order to perform a learned behavior. Factors that 

lead to motivation include past reinforcement, promised reinforcements or incentives and 

vicarious reinforcement (seeing and recalling the model being reinforced). 

Attention to modeled behaviors is the first phase necessary for learning to occur. 

It involves the observer's attention to the modeling behaviors. For learning to occur, the 

modeled behavior must be accompanied by observation. There is a limit to the amount of 

modeling cues that can be processed at one time. In situations where modeled behavior is 

complex, it is necessary to repeat presentations to produce complete and accurate 

learning (Bandura, 1976). 

Retention of observed inputs is the second phase necessary for learning to take 

place. It is the ability of the observer to retain information. There are two mechanisms 

that aid in retention of modeled cues, rehearsal operations and symbolic coding 

operations. Rehearsal occurs when the observer practices or rehearses the modeled 

behavior. Symbolic coding operations are when the observer codes, classifies, and 

recognizes elements in familiar and more easily remembered patterns, such as the use of 

mnemonic devices to remember names (Bandura, 1976). In an effort to increase 

retention in Baby Basics 101©, participant observers were invited to discuss the modeled 

behavior. This is the phase in which the behavior is taken in and verbally rehearsed. 
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Production of a motor response is the third phase necessary for learning to take 

place. This is the ability to convert symbolic representations into appropriate actions. 

This occurs when the person can organize the responses according to the modeled 

patterns. These actions may be physical demonstrations or verbal demonstrations of the 

thought processes involved in a specific action (Bandura, 1976). In addition to observing 

modeling skills and behavior, participants were invited to participate in demonstrations. 

This provided opportunities to not only observe modeled behavior, but to produce a 

motor response of the modeled behavior enhancing the learning experience. 

The fourth and final phase necessary for learning involves incentive and 

motivational processes. Leaming is affected by incentive variables (negative or positive 

approval) and by controlling the modeling cues. Selective retention occurs as the 

observer deliberately codes and rehearses modeled responses that seem to have a positive 

value in a particular setting (Bandura, 1976). The purpose of an intervention to teach 

basic infant care was not to "catch" adolescent mothers in incorrect behaviors, but to 

reinforce positive behaviors and model behaviors that would be beneficial to the new 

mother. Encouragement and praise are essential elements in the learning process. 

Participation in classes designed for the developmental levels of adolescents 

provided these mothers with the opportunity to observe and model behaviors that lead to 

changes in behavior. Since learning takes place within social and environmental 

contexts, the collaborative efforts of participants, an RN instructor, and the positive role 

modeling enhanced the learning experience. 
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Interaction Between the Three Theories 

A new model, integrating features of Mercer's Becoming a Mother Theory, 

Bandura's Social Learning Theory and Neinstein's stages of adolescence was developed 

by the researcher to provide a broader perspective of adolescent parenting. The 

Adolescent Maternal Confidence Learning Model (AMCLM) was constructed to 

illustrate this study based on the three theories to impact the maternal role/identity by 

increasing the competency and confidence of the adolescent mother. 

I Confidence 
. 

Stages of 
~ Adolescence 

~ Dandura's Social 
~ Leaming Theory 

Figure 3-Adolescent Maternal Confidence Leaming Model (AMCLM) 

Maternal confidence is a key component of successful parenting. Studies have 

shown that there is a relationship between maternal confidence and satisfaction with 

becoming a mother and infant outcomes (Raver & Leadbeater, 1999; Ruchala & James, 

14 



1997; Warren, 2005; Zahr, 1993). According to Mercer (1985), the mother's perception 

of her maternal role competence is reflected in her confidence in maternal behaviors. 

This perceived confidence determines her capacity as a mother and how she will respond 

to her child (Mercer, 1985; Mercer & Ferketich, 1995; Ruchala & James, 1997). 

Maternal confidence can be influenced by variables other than knowledge and acquisition 

of skills. Maternal psychosocial variables and characteristics, social support, and infant 

characteristics and temperament are a few of the variables that have been associated with 

maternal confidence (Mercer & Ferketich, 1995). 

Most of the literature on maternal confidence deals with adult mothers; however, 

there are many differences in adult and adolescent mothers. Adult mothers reported 

higher levels of knowledge about infant development than did adolescent mothers 

(Mercer, 1985; Mercer & Ferketich, 1995; Ruchala & James, 1997). For both adolescent 

and adult mothers, social support and knowledge of infant development were identified 

as key components in caring for an infant. For adolescents, basic baby care information 

has been identified as of primary importance. 

An adolescent's knowledge of infant care affects her confidence in providing 

infant care. In order to increase maternal confidence of adolescent mothers, an 

educational intervention, Baby Basics 101 ©, was designed by the researcher according to 

adolescent psychosocial development and social learning theory to increase the 

adolescent mother's maternal confidence regardless of age. When Baby Basics 101 © is 

taught with regard to the developmental stages of adolescence, there will be an increase 

in understanding and "buy in" of the new role of motherhood. It is hypothesized that 
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confidence will increase due to Baby Basics 101 © because it was designed to increase 

maternal confidence. As the understanding of caring for an infant increases, maternal 

confidence will increase. This in turn will lead to positive outcomes for the infant's 

developmental growth, overall health, and attachment to the mother. 

Assumptions 

The assumptions for this study are based on the assumptions of Mercer's ( 1986) 

Maternal Role Attainment Model Becoming a Mother, Neinstein's (2007) stages of 

adolescence, and Bandura's (1976) Social Leaming Theory and include: 

1. A relatively stable core self, acquired through life-long socialization, determines how a 

mother defines and perceives events; her perceptions of her infant's and others' responses 

to her mothering, with her life situation, are the real world to which she responds. 

2. In addition to the mother's socialization, her developmental level and innate 

personality characteristics also influence her behavioral responses. 

3. The infant is considered an active partner in the maternal role-taking process, affecting 

and being affected by the role enactment (Mercer, 1986). 

4. Maternal identity develops concurrently with maternal attachment and each depends on 

the other (Mercer & Ferketich, 1995). 

5. Adolescents are not a homogenous group but display wide variability in biological and 

emotional growth (Neinstein, 2007). 

6. Each adolescent responds to life's demands and opportunities in a unique and personal 

way (Neinstein, 2007). 
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7. Adolescents learn from one another, including through observation, imitation and 

modeling (Bandura, 197 6). 

8. Adolescents are more likely to engage in certain behaviors when they believe they are 

capable of executing those behaviors successfully (Bandura, 1976). 

Hypotheses 

This study proposes the following hypotheses: 

HJ: There will be significant differences in the maternal confidence of mothers in early, 

middle, or late adolescence both pre-intervention and post-intervention. 

H2: There will be a significant difference in the maternal confidence of mothers who 

participate in Baby Basics 101 © verses those mothers who do not participate. 

H3: There will be significant differences in the maternal attachment of mothers in early, 

middle, or late adolescence both pre-intervention and post-intervention. 

H4: There will be a significant difference in maternal attachment of mothers who 

participate in Baby Basics 101 © verses mothers who do not participate. 

H5: There will be a positive correlation between maternal attachment and maternal 

confidence of adolescent mothers participating in Baby Basics 101 ©. 

H6: There will be a significant difference in the level of knowledge of mothers who 

participate in Baby Basics 101© verses mothers who do not participate. 

Definition of Terms 

The following terms were operationally and conceptually defined for use in this 

study: Baby Basics 101 ©, adolescent mothers, postpartum period, maternal confidence 

and maternal attachment. 
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Baby Basics 101© 

Conceptual definition: An educational program designed by the researcher based 

on the Adolescent Maternal Confidence Learning Model. The intervention is designed 

specifically for the learning needs of the adolescent mother. 

Operational definition: Teaching Baby Basics 101© is developmentally 

appropriate for adolescent mothers to teach the skills to care for a newborn infant 

including skills such as bathing, burping, clothing, feeding, etc. 

Adolescent Mothers 

Conceptual definition: A young person between the ages of 11-20 years old who 

has undergone puberty and who has not reached full maturity but is pregnant or parenting 

a child (Neinstein, 2007). 

Operational definition: First-time mothers between the ages of 11 and 20 years. 

Postpartum Period 

Conceptual definition: The period immediately following the birth of an infant up 

to twelve months. 

Operational definition: The first year after the birth of an infant. 

Maternal Confidence 

Conceptual definition: The mother's perceptions of her ability to provide infant 

care, recognize and respond to cues, and feel satisfied in her mothering role (Mercer, 

1985; Zahr, 1991; Zahr, 1993). 

Operational definition: The total score on the MCQ. 
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Maternal Attachment 

Conceptual definition: Maternal attachment is an interactional process that seems 

to flow in one direction, beginning with acquaintance and moving over time toward 

attachment (Goulet, Bell, St-Cyr Tribble, Paul, & Lang, 1998; Klaus & Kennell, 1983). 

Attachment attributes or behaviors are characterized by proximity, or seeking and 

keeping the infant close; by the reciprocity of verbal and nonverbal communication; and 

by the development of positive/love feelings or commitment. Maternal attachment 

behaviors are essential for attaining a higher level of affiliation, or for permitting a love 

relationship to grow. 

Operational definition: The total score on the MAI. 

Limitations 

A limitation to this study was that neither the Maternal Confidence Questionnaire 

nor the Maternal Attainment Inventory have been tested exclusively in an adolescent 

population. Also, the generalizibility of the findings to the geographic area from which 

the sample was drawn will be limited. Another limitation was the use of self-reported 

data with regard to maternal confidence and maternal attachment, which may have been 

influenced by adolescent's reluctance to report negatively. 

Summary 

Adolescence is a challenging time full of self-discovery and changes. When an 

adolescent becomes a parent, the challenge is compounded. Although the literature has 

numerous studies exploring the postpartum and parenting experience, few studies address 

the parenting experience of adolescent mothers. 
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Currently, little is known about maternal confidence for adolescent mothers. 

Although several studies addressing maternal confidence were cited, a majority of those 

studies were done in the early 1980s. Since these studies were done over 20 years ago, 

current information is needed for today's different society. Few current studies are 

available with respect to adolescents and maternal confidence. Maternal confidence has 

been identified as a key factor in successful parenting; however, very few studies 

describe interventions to increase maternal confidence of adolescent mothers. 

Baby Basics 101 © classes focus on parenting skills and knowledge and have the 

potential to contribute significantly to positive outcomes of infants through an increase in 

maternal confidence. Working with adolescent mothers is a continual challenge for 

health care providers. When selecting the most appropriate interventions, the cognitive 

and psychosocial level of the individual adolescent must be assessed. Teaching strategies 

need to be designed that will be relevant to the individual's capabilities, thus enhancing 

achievement of the tasks of parenting adolescents and improving outcomes for adolescent 

mothers and their infants. 

Identifying a mother's unique concerns can only be done in an interactive 

environment like Baby Basics 101 ©. Reinforcing her caretaking skills are important in 

fostering her sense of competence as she works to gain confidence in her new identity as 

a mother. As the mother gains confidence in her ability to care for her infant, her 

attachment to her infant will grow developing a positive relationship. When nurses 

engage in teaching in the community setting and provide support, they are in a unique 
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position to have long-term positive effects on mothers as they transition into the 

parenting role. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

This review of published research focuses on the current state of knowledge 

regarding adolescence and parenting. The challenges of infant care faced by adolescent 

mothers are multifaceted. In order to successfully transition into becoming a mother, 

adolescents must have the necessary skills to increase their confidence in the maternal 

role. Maternal confidence has been identified as a key factor in the successful transition 

to motherhood. 

Through a review of the literature, many studies described the postpartum period, 

but few studies specifically focused on educational interventions used to address the 

needs of adolescent mothers and infants during the postpartum period. This review of the 

literature will discuss: (1) postpartum needs and parenting with respect to adolescents and 

adults, (2) developmental issues of adolescents, (3) maternal confidence, ( 4) maternal 

attachment, and ( 5) challenges of teaching adolescents. 

Postpartum Needs and Parenting 

Postpartum is the period beginning immediately after the birth of a child and 

extending for about 12 months. During this time, the mother's body returns to 

prepregnancy conditions. This is also the period in which the newborn begins the 

adaptation to extrauterine life. This time for the mother and infant is critical as the 
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woman begins the transition to becoming a mother. The physical adjustments of the 

postpartum period leave the woman feeling tired and sore. When combined with the 

demands of a newborn, stress levels increase which may leave the new mother feeling 

unprepared for her new role. 

Postpartum and Parenting in Adults 

The addition of a newborn is a time of overwhelming change for any new mother. 

The adult mother faces many challenges as she takes on this new role. In a qualitative 

study by George (2005), 21 new mothers between the ages of 18-35 reported feeling 

unprepared to care for themselves and their babies upon discharge from the hospital. In 

an effort to adapt to their new role, they were further confused by family and friends 

offering conflicting and fragmented advice. The lack of preparedness included the 

following themes: change in priorities, overwhelming responsibility, unclear role 

expectations, and knowledge deficit. They also reported that they felt abandoned by the 

healthcare system. 

Carolan (2005) explored the phenomenon of becoming a first time mother over 

the age of 35 years old. Women were interviewed over three periods: (a) 35-38 weeks 

gestation, (b) 10-14 days postpartum and ( c) 8 months postpartum. "Becoming a mother 

was found to occur in a temporally ordered sequence, with clear markers at 1-4 weeks, 1-

4 months, 4-6 months, and 6-8 months. Themes that emerged from the analysis included: 

(a) doing it properly, (b) vulnerability, (c) finding my own way, and (d) being older" 

(Carolan, 2005, p. 764). Becoming a mother for women over 35 years is a time of 

anxiety and initial struggle; however, by 6-8 months, most mothers in the study were 
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overwhelmingly positive about their roles. The general feeling among participants was 

that age and maturity had equipped them well for their maternal role, and they considered 

that they had more patience than at a younger age. 

A study by Drake, Humenick, Amankwaa, Younger, and Roux, (2007) explored 

the maternal responsiveness in the first two to four months after delivery as well as 

potential predictors of maternal responsiveness, including infant feeding, maternal 

characteristics, and demographic factors such as age, socioeconomic status, and 

educational level. A cross sectional survey design was used to assess these variables in a 

sample of 177 adult mothers. In this study, first-time mothers reported less maternal 

responsiveness than did participants with other children. Experienced mothers reported 

more maternal responsiveness and were better able to read their infants' cues to feed, 

play and to be held or comforted. 

In their quantitative study on postpartum learning needs and socioeconomic 

status, Sword and Watt (2005) reported that breastfeeding and signs of illness were the 

most frequently identified concerns of women while in the hospital (N= 1,250), but 

information on emotional changes, community support and services were the most 

important information needed at four weeks postpartum. Women of low socioeconomic 

status were significantly more likely to report unmet learning needs related to infant 

feeding, infant care and behavior, signs of illness in infant, physical changes and self 

care, family changes, and community supports and services. 

Lugina, Nystrom, Christensson, and Lindmark (2004) assessed adult mothers' 

concerns in the postpartum period in which a cohort of mothers (N= 110) that were 
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followed up at one and 6 weeks. Interestingly, mothers focused on the needs of their 

infants, and less on their own needs. They identified topics such as care of the baby's 

cord, bathing the baby, baby's bowel movements and abdominal colic as areas in which 

they needed more education. Other identified topics included heat rash, whether the baby 

was getting enough milk, oral thrush, nutrition, and developmental milestones. 

Shin, Park and Kim (2006) identified maternal sensitivity as a mother's ability to 

perceive and interpret her infant's signals and communications and then to respond 

appropriately. They felt it is one of the major factors that should be promoted for 

effective mother-infant interaction. The researchers examined the relationship of 

maternal sensitivity to maternal identity, social support, maternal-fetal attachment and 

demographic variables. The mean age of mothers participating in the study was 31 years. 

There was a statistically significant positive relationship found between maternal identity 

and maternal sensitivity. When the mother had a higher maternal identity, she also had 

better maternal sensitivity. 

In a grounded theory study, Keating-Lefler and Wilson (2004) explored the 

experience of becoming a mother for 20 single, unpartnered, Medicaid-eligible, first-time 

mothers. The age of participants in this study ranged from 19 to 35 years with an average 

age of 23. Semi-structured interviews were conducted at one, two and three months 

postpartum. The study was conducted to understand the personal experiences of 

becoming a mother in the context of participants' lives. The experience of parenting for 

participants in the study affected the women's mental, physical, and environmental 
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health. A lack of adequate support and financial resources caused the women to feel 

isolated and threatened their ability to function as mothers. 

Adolescent Postpartum and Parenting 

Health education is an integral part of maternal child nursing care. Ideally, 

preparation for parenthood should begin before conception, but as nurses are aware, this 

preparation does not always take place. In the adolescent population, denial and hiding 

of a pregnancy may delay prenatal care. Without adequate preparation and education, the 

delivery of an infant can be very traumatic to the mother. Many times, it is the nurse who 

becomes the first link in the new parents' education about their newborn (Lamp & 

Howard, 1999). As these young mothers are being inundated with volumes of 

information immediately after giving birth, it is not surprising to find that they have not 

grasped even the very basics of caring for an infant. 

The healthcare system is stretched to the limit, and it is in this environment that 

the hospital stay following the birth of an infant becomes overwhelming for the 

adolescent mother. The hurried hospital setting is not always the most opportune place 

for learning to take place. Frequent interruptions, inadequate sleeping arrangements for 

support persons and the pressure for new moms to adhere to hospital schedules can cause 

anxiety. Because of this, many adolescent mothers are eager to leave the hospital even 

earlier than the recommended 48 hours after an uncomplicated vaginal birth (Martell, 

2001 ). Although much of the physical care of the postpartum adolescent is similar to that 

of adult women, adolescents often need additional support and teaching (Montgomery, 

2002). 
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In a qualitative study by Peterson, Sword, Charles and DiCenso (2007), 

adolescent mothers reported less inpatient satisfaction than adult mothers in the 

postpartum period. The postpartum period is a time of transition that presents many 

challenges for new mothers. Adolescent mothers described high levels of anxiety, feeling 

nervous, scared, and shy. They reported feeling worried about their infants' health or 

safety, nervous with infant care, and fear of having their infants apprehended by a child 

protection agency. Those reporting positive postpartum experiences associated it with 

the care of the nursing staff. Common themes identified were friendliness of their nurse, 

willingness of the nurse to go beyond small talk and engage in meaningful discussion, the 

nurse's patience with the adolescent's limited knowledge, mutual respect between patient 

and nurse, and understanding individual needs of the adolescent. Unsatisfactory nursing 

care experiences included the feeling that nurses were too serious, impatient and too busy 

to spend time with them, feeling judged by the nurses, and not understanding individual 

needs. Dealing with physical and emotional postpartum changes are challenging for any 

new mom as they assume the primary care of an infant in addition to caring for 

themselves. Knowledge about self-care and infant care can allay concerns and enhance a 

new mother's sense of competency. 

George (2005) examined the experiences of first-time mothers following 

discharge from the hospital after vaginal delivery. Participants were between the ages of 

18 and 35 years old. In-depth interviews were conducted using open-ended, 

semistructured questions within 4 weeks of delivery. Teen and adult participants 

reported retuning home feeling unprepared to care for themselves and their infants. 

28 



Teens reported feelings of vulnerability because of the overwhelming responsibility of 

caring for an infant. 

Needs of the teen mother include adequate time to rest, time to bond with the 

infant, assistance and encouragement to breastfeed, and acceptance of her decision if she 

chose to bottle feed, and inclusion of support people in teaching, i.e., mother, significant 

other, close friends (Cronin & McCarthy, 2003). Beger and Cook (1998) reported that 

mothers with less than a high school education tended to rate more infant topics such as 

feeding and cord care, as very important when compared with educated mothers. 

In a study designed to determine whether becoming a mother in adolescence 

changes responsiveness or motivation to her infant, Giardino, Gonzalez, Steiner, and 

Fleming (2008) assessed hormonal, autonomic, and hedonic responses to recorded inf ant 

cries. Adolescent mothers were compared to non-parenting adolescents and adult 

mothers. The results of the study indicated that using self-reported feelings of nurturance 

or attachment, adolescent mothers responded more positively to infant cues than non

parenting teens. When adolescent mothers were compared with adult mothers, there were 

very few differences in responses to infant cues when self-reporting. When comparing 

physiological measures, adolescent mothers were less likely to show heightened or 

selective responses to infant cries or to respond attentively to the infant. 

As adolescent mothers, there is a need for a heightened sense of self to 

successfully parent a child. Hurlbut, Culp, Jambunathan, and Butler (1997) investigated 

the relationship between the adolescent mother's self-esteem and her knowledge of 

parenting skills. The findings of this study supported the conclusion that self-esteem is a 
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good indicator of the adolescent mother's parenting. Self-esteem correlated positively 

with the mother's baseline self-esteem and her knowledge about role reversal, empathy, 

developmental expectations, and corporal punishment. One of the possible risk factors of 

adolescent parenting is that the adolescent mother does not have adequate time to resolve 

her role identity. "If she is unable to experiment adequately in order to develop a 

personal sense of role identity that is consistent with her past achievements and her future 

aspirations, she is in danger of role confusion" (Hurlbut, Culp, Jambunathan, & Butler, 

1997, p. 646). 

Coping with the stress of motherhood and parenthood has different meaning for 

adolescent mothers. In a longitudinal qualitative study involving in-depth interviews 

among 22 pregnant adolescents, Kaye (2008), explored the transition from adolescence to 

motherhood. Participants' ages ranged from 14 to 19 years. Analysis of the data 

revealed three major themes: (a) utilizing opportunities for change (thriving), (b) 

accommodating the challenges while tolerating the abandonment of support (bargaining 

and surviving), and ( c) failure to handle the stress in their lives to such an extent that they 

were overwhelmed by the struggle ( despairing). Overall, young adolescents reported 

more anxiety, loss of self esteem, difficulty in accessing financial, moral and material 

support from parents or partners and stigmatization by healthcare workers when they 

sought care. 

Much of the research on families led by adolescent mothers has focused on 

negative maternal and child outcomes while ignoring the capacities of these young 

families to promote health and well-being. Black and Ford-Gilboe (2004) examined the 
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relationships among mothers' resilience, family health promotion and mothers' health 

promoting lifestyle practices in single-parent families led by adolescent mothers. 

Moderate positive relationships were observed between mothers' resilience and both 

family health work (r = 0.34, P = 0.01) and mothers' health-promoting lifestyle practices 

(r = 0.42, P < 0.001). Moderate correlations were also observed between health work 

and mothers' health promoting lifestyle practices (r = 0.62, P < 0.001). Study findings 

supported the premise that resilience is a critical resource for single adolescent mothers. 

Participants' ability to maintain an optimistic outlook on life may have helped them to 

remain hopeful for a better future. 

A mixed-methods study Shanok and Miller (2007) explored transitions to 

motherhood among pregnant and newly parenting inner-city teenagers (N=80) attending 

an alternative public school. Although few of the participants reported having planned 

their pregnancies, a large majority were pleased to discover their pregnancies. Although 

they reported a heightened sense of purpose, many of the mothers experienced public and 

familial alienation. Teens expressed the desire to live better for their children and had an 

increased motivation to graduate begin or continue working to provide for their child. 

Mothers of adolescent mothers were reported to have a greater role in mentoring during 

pregnancy and early parenting in these participants. 

In a similar study, SmithBattle (2008) provided prospective data of teen 

mothering on the intergenerational continuities and discontinuities in parenting traditions 

and care giving legacies. "Teen mothers who were intent on inventing practices in 

opposition to their parents' example showed that doing so was taxing work, precisely 
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because the past imperceptibly organized their emotional and perceptual understanding of 

parenting situations" (SmithBattle, 2008, p. 531 ). Although the transition to parenting for 

adolescents brings challenges and demands, participants in this study expressed that 

parenting contributed to new capacities, priorities and meanings in their lives. 

Cognitively, adolescents are not prepared with the knowledge, attitudes or 

expectations for caregiving. Ruchala and James (1997) reported that adolescents' 

knowledge of the demands of parenting and the needs of developing infants and children 

were less accurate compared with adult mothers. Adolescent mothers often perceive that 

infants and children should be more capable than what is appropriate for their age and 

developmental state. This can lead to increased frustration at their infants' perceived 

ineffectiveness at achieving developmental milestones (Shannon, Spellman, & Tamis

Lemonda, 2002). 

In summary, adolescents are not "mini" adults. They have different learning 

needs in the postpartum period. Studies show that although adult women reported 

needing additional teaching and information on caring for an infant, age and maturity had 

prepared them emotionally for parenthood (Carolan, 2005; George, 2005). On the other 

hand, the adolescent mother reported feeling nervous with infant care, feared having 

infants apprehended by child protection agencies and felt overwhelmed by the 

responsibility of parenthood. Adolescents rated basic infant care topics as most 

important to them (Berger & Cook, 1998; George, 2005). While the adult mother 

reported anticipation and excitement, the adolescent discussed the negative aspects of 
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motherhood such as isolation, frustration, boredom and depression (Carolan, 2005; 

Prendergast & Prout, 1980). 

Developmental Issues 

"Adolescent mothering has consistently been associated with mothering 

difficulties; however, this finding is confounded by life stressors, lack of a supportive 

environment, and socioeconomic status" (Mercer, 1990, p. 87). Parenting is stressful for 

adults, but for adolescent parents, the stress is compounded. Adolescents have immature 

coping responses, and have not learned to delay their own pleasure for another person's. 

An infant's unpredictable, uncontrollable behavior adds additional stress for the very 

vulnerable teen (Mercer, 1990). When an adolescent gives birth, she faces the daunting 

challenge of completing her own developmental tasks as well as meeting the needs of her 

newborn. The physical and emotional stress associated with giving birth can interfere 

with even the most basic tasks. 

Developmental Stages 

Adolescence is a time that is fraught with change as the young person begins the 

emergence into adulthood. One of the unique characteristics of adolescence is the 

willingness to engage in risk-taking behaviors. According to the National Youth Risk 

Behavior Survelliance (2008) reported by the Center for Diseases Control (CDC), 

adolescents are engaging in sexual behaviors that contribute to unintended pregnancy and 

sexually transmitted diseases. Risky sexual behaviors include sex with multiple partners 

and frequent unprotected sex which may result in unintended pregnancy ( CDC, 2009). 
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When adolescents become mothers, developmental issues can impact how she 

thinks and feels about becoming a parent and the extent to which she cares for her infant. 

When adolescents perceive themselves as "different" than their peers, there is heightened 

sensitivity to the way others view them. Whitley and Kirmayer (2008) explored the 

phenomenon of perceived stigmatization of 33 young mothers in their early 20's. This 

study produced a grounded theory that "mothers in their early 20s may perceive stigma 

and experience social exclusion traditionally associated with teenage mothers" (Whitley 

& Kirmayer, 2008, p. 34 7). This stigmatization had negative affects on the social, 

affective and cognitive dimensions of their worlds. It appeared to lead to social 

exclusion. Feelings of guilt, shame, humiliation, pain and internal conflict were 

expressed by the young mothers when they felt that others were judging them. 

In a longitudinal study, Mercer (1986) investigated the developmental differences 

in self-concept, personality integration, flexibility, empathy, and temperament related to 

maternal behavior using three age groups (N=243) of first time mothers (15-19 years, 20-

29 years, and 30-42 years). Participants were followed over a 12 month period. 

Personality integration and flexibility increased significantly with age and correlated 

significantly with maternal age. Empathy was moderately strong in the teenage group. 

Teens that scored significantly lower than the older groups in maternal behaviors tended 

to score higher on competency behaviors when they scored higher on empathy and 

personality integration. 

Flanagan, McGrath, Meyer, and Garcia-Coll (1995) examined the experience of 

motherhood during adolescence and the developmental influences on the concept of 
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maternal role using qualitative and quantitative methods. Participants were between the 

ages of 14-18 years old (N=25). As mothers become more capable of abstract reasoning 

and perspective taking, they grow not only in their own adolescent development, but also 

in their understanding of motherhood and the maternal role. Transitions to motherhood 

may continue to be affected by the cognitive and psychosocial development of mothers at 

all ages. "The young mother's own development clearly influences how she 

conceptualizes her new mothering role and her child, and how well she negotiates the 

transition to parenthood and the responsibilities of parenthood" (Flanagan, McGrath, 

Meyer, & Garcia-Coll, 1995, p. 277). 

Neinstein (2007) described adolescence as three stages related to achievement of 

developmental tasks. Depending on which developmental stage an adolescent is in when 

she gives birth can impact how she accepts becoming a mother. 

Early adolescence. Early adolescence, between the ages of 11-14 years, has been 

identified as a time of concrete thinking and egocentrism in which the teen is focused on 

her needs and wants. This may prevent the parenting teen from being able to fully 

understand the relationship between her behavior and the health of her child. Because of 

this, prenatal care and well baby checks may not be seen as important (Sieving & 

Stevens, 2000). Concerns over body image as pubertal changes occur are compounded 

by pregnancy and post pregnancy body changes. The teen may feel awkward and 

confused about her body and her sexuality (Drake, 1996; Muuss & Porton, 1998; Urdan 

& Klein, 1998). 
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The early adolescent has a weakly developed sense of self which may result in 

confusion about the impact of being a parent on her identity and reputation (Drake, 1996; 

Sieving & Stevens, 2000; Wiemann, Rickert, Berenson, & Volk, 2005). Friendships are 

important for the early adolescent. There may be some concern about how her new role 

as a mother may impact those friendships. Peer approval and support are vital at this 

stage. As the demands of a newborn increasingly cause the new mother to miss out on 

time with her friends, she may become resentful of the infant. 

A characteristic of early adolescence is the unrealistic need to establish 

independence from parents which may conflict with the need for family support during 

pregnancy and parenthood. Since the mother of the teen is frequently the primary 

support, it is important for her to be involved in the healthcare visits following the birth 

of the infant (Mercer & Ferketich, 1995). 

Middle adolescence. Middle adolescence, between the ages of 15-17 years, is a 

time of emerging abstract thinking which may enable the teen to see the relationship 

between her behavior and the health of her child. In middle adolescence, feeling "pretty" 

is important, and the added weight gained during pregnancy may cause some issues 

related to nutrition as attempts are made to regain their previous weight. The middle 

adolescent has an emerging sense of self, so parenting an infant may be a way to present 

themselves as adults. Although the teen longs for independence from her parents, there is 

an emerging realization that support is needed from the family to care for her child. Peer 

approval and modeling are very important in this stage of adolescence, and there is a 

tendency for teens to associate with other parenting teens and form informal support 
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groups (Drake, 1996; Sieving & Stevens, 2000; Wiemann, Rickert, Berenson, & Volk, 

2005). 

Late adolescence. In late adolescence, between the ages of 18-20, there is an 

increased ability to understand the perspective of others and to think abstractly. 

The older teen is able to plan ahead for the needs of her pregnancy, birth and parenting. 

The teen at this stage has greater comfort with body image and body changes related to 

pregnancy are not as threatening (Drake, 1996; Fisher, 2001; Montgomery, 2002; Sieving 

& Stevens, 2000). 

Late adolescents tend to have a much stronger sense of self, which facilitates 

adapting to the new role of mother. In late adolescence, it is common for the teen to have 

a more stable relationship with the father of the baby, and he may be supportive and 

helpful with the raising of his child. By this stage, many teens have moved away from 

home as their dependence on the parents gradually diminishes (Bowman, 2005; Bowman 

& Ruchala, 2006; Drake, 1996; Fisher, 2001; Montgomery, 2002; Neinstein, 2007; 

Sieving & Stevens, 2000). 

In summary, adolescent mothers view their worlds differently than adult mothers. 

Developmental challenges for these young mothers include the perception that others are 

judging them. This stigmatization can have negative affects on these adolescents which 

can lead to social exclusion. Since adolescents have not completed their own 

development, the stage at which they become pregnant and initiate parenting can have a 

tremendous effect on the transition to motherhood. Each stage of adolescence has 
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challenges that must be addressed in order for her to embrace her new role and 

successfully transition into motherhood. 

Maternal Confidence 

In order for mothers to successfully transition into the role of becoming a mother, 

it is necessary for her to believe that she is capable of the task ahead of her. The mother's 

perception of her ability to provide infant care, recognize and respond to infant cues, and 

feel satisfied in the mothering role is defined as maternal confidence (Gross, Rocissano, 

& Roncoli, 1989; Mercer, 1985; Zahr, 1993): A reflection of maternal competence, 

maternal confidence is influenced by variables other than knowledge and acquisition of 

skills. Maternal psychosocial variables and characteristics, social support, and infant 

characteristics and temperament are a few of the variables that have been associated with 

maternal confidence (Mercer & Ferketich, 1995). According to Mercer (1985), the 

mother's perception of her maternal role competence is reflected in her confidence in 

maternal behaviors. This perceived confidence, determines her capacity as a mother and 

how she will respond to her child. 

To adapt to the parenting role and develop a positive mother-infant relationship, 

the mother must have confidence in her ability to care for her infant. A longitudinal 

study by Williams et al. (1987) assessed the development of the mother-child relationship 

in the transition to motherhood. The findings of this study indicated that the development 

of maternal attachment is a gradual process. Parenting confidence was found to play a 

key role in the adaptation to motherhood. 

38 



Zahr ( 1991) investigated the relationship between maternal confidence and 

mother-infant behaviors in premature infants in a quantitative study. The sample 

consisted of 49 mother-infant pairs from low socioeconomic backgrounds. Infants with 

birth weight under 2200 grams, were medically stable, and with no severe neurological 

problems were included in the study. The results of this study revealed that maternal 

confidence was related to education, income, and parity. The results also indicated that 

mothers who perceived themselves as confident in the parenting role rated their infants as 

less difficult in temperament. These results were also found in another study by Zahr 

(1993) in which she looked at the confidence of Latina mothers in the care of their low 

birth weight infants. Factors that correlated with maternal confidence and caretaking 

behavior were the mother's age, education, and parity, infant birth weight, weight at 

discharge, and the presence of medical complications. 

In a correlational study exploring social support and confidence in infant care of 

first time mothers, Warren (2005) reported statistically significant moderate correlations 

with appraisal and informational support with confidence in infant care. Additionally, 

findings reported that 93% of the mothers reported high confidence in infant care when 

they had the primary support of a husband/partner and/or the maternal mother. This 

research supports the positive relationship between social support and confidence in 

infant care. 

Tarkka (2003) explored predictors of maternal competence by first-time mothers 

when the child was 8 months old. The more balanced the mother's state of mind, the 

better she felt about succeeding in child care; the more easy going the child was, the 
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greater the mother's competence. The mean age of the mothers in the study was 28 years 

(range 17-42 years). The mother's age, marital status, education, and socioeconomic 

status had no statistically significant correlation to maternal competence; however, there 

was a strong positive correlation between the mother's self-concept and maternal 

competence (r = 0.52, P < 0.0001). The more the mother felt isolation from society, the 

less her maternal competence. Younger and healthier mothers and those who readily 

accepted their child showed greater maternal competence. 

In 2004, Copeland and Harbaugh used a convenience sample of 80 first-time 

mothers to compare the differences of maternal competence between first-time married 

and single mothers. There were no statistically significant difference in maternal 

competence scores between married and single first-time mothers. However, the overall 

total scores of maternal competence were lower in the single first-time mothers' group 

compared to the married mother group. The researchers did report statistically significant 

differences between the total score on the subscale of value/comfort with the single 

moms reporting lower scores than the married mothers (t = 2.128, df= 30.713,p < .05). 

An experimental study by Golas and Parks (1986) explored the effect of early 

postpartum teaching on primiparas' knowledge of infant behavior and degree of 

confidence (N= 46). Following the teaching intervention, women in the intervention 

group had more knowledge about infant behavior than the control mothers. The results 

of this study however, did not reveal a difference among the groups regarding maternal 

confidence in interpreting behavioral cues of their own infants. 
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Gross, Rocissano and Ronco Ii (1989) explored the predictors of maternal 

confidence during toddlerhood with mothers of preterm and term infants in a comparative 

quantitative study (N= 132). Childcare experience prior to becoming a mother was a 

predictor of maternal confidence. In the pre-term group, there was a significant 

relationship between maternal confidence and toddler birth order, but not in the full-term 

group. A regression model in the pre-term group predicted that "mothers who perceived 

that they have little childcare experience prior to becoming a parent, who are parenting 

their first toddler, and who have a toddler with cerebral palsy, would have lower 

confidence scores" (Gross, Rocissano & Roncoli, 1989, p. 7). The final regression model 

for the full-term group predicted that mothers of toddlers born full-term who perceived 

that they had little prior childcare experience, who were younger, and had children with 

lower birth weights would have lower confidence scores. 

Ruchala and James (1997) explored the influence of social support and 

knowledge on maternal confidence in performing infant care tasks among adolescents 

and adults. Participants included 116 adolescent mothers (13-19 years) and 101 adult 

mothers (20-41 years). Adult mothers reported higher levels of knowledge about infant 

development than adolescent mothers. For both adolescent and adult mothers, social 

support and knowledge of infant development were significantly correlated with 

confidence in providing infant care. 

To summarize, maternal confidence has been explored among first-time mothers, 

postpartum mothers, adolescent mothers, and mothers of infants born prematurely. 

Maternal confidence has been measured in the literature primarily through maternal self-
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report. Variables that have influenced maternal confidence include maternal 

characteristics, demographic variables, infant health and temperament, parity, social 

support, and knowledge of infant development (Raver & Leadbeater, 1999; Ruchala & 

James, 1997; Warren, 2005; Zahr, 1993). These studies show the relationship between 

maternal confidence and satisfaction with becoming a mother and infant outcomes; 

however, the majority of the studies are with adult populations. The few studies that are 

available suggest that, compared to adults, adolescent mothers demonstrate less effective 

parenting behaviors in the early postpartum period. 

Maternal Attachment 

Mercer and Ferketich (1995) identified maternal attachment as a necessary 

component to becoming a mother. This maternal-infant relationship has profound effects 

on the child's physical, psychological, and intellectual development. For the infant, 

maternal attachment is important as he/she begins the developmental task of learning to 

differentiate between trust and mistrust during the first two years of life (Erikson, 2001 ). 

For the mother, maternal attachment is defined as "the extent to which the mother felt her 

infant held an essential position in her life" (Mercer & Ferketich, 1995, p. 147). The 

mother "becomes acquainted with her infant following birth, identifies unique 

characteristics of her infant in order to identify her role in interaction with the infant, and 

claims the infant within her family context" (p. 151 ). 

Maternal attachment has been explored in a number of studies. Tilokskulchai, 

Phatthanasiriwethin, Vichitsukon and Serisathien (2002) explored prematurity and the 

associated maternal-infant separation after birth and the affect on the attachment process. 
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This study found that almost all the mothers of premature infants in the Neonatal 

Intensive Care demonstrated two types of attachment behaviors, verbal and nonverbal 

(inspection, facial expression, touch, and verbalization), but they rarely demonstrated 

eye-to-eye contact which is how an infant makes a connection with a mother's face. 

Goulet, Bell, St-Cyr Tribble, Paul and Lang (1998) explored maternal-infant 

attachment in a concept analysis. Attachment behaviors are essential for attaining a 

higher level of affiliation, or for permitting a love relationship to grow. Key aspects of 

attachment are: Proximity, which is defined as maintaining contact, physically and 

emotionally, and recognizing the infant as a separate individual with individual needs; 

Reciprocity, which is the process of both mother and infant responding to the cues of the 

other; and Commitment, which is defined as the enduring nature of the attachment 

relationship (p. 1072). 

Armstrong, Fraser, Dadds and Morris (2000) evaluated the efficacy of an early 

home-based intervention on the quality of maternal-infant attachment, maternal mood 

and child health parameters in a cohort of vulnerable families in a randomized controlled 

trial. The sample consisted of 181 families. Families were randomly assigned to the 

intervention group or control group. The intervention group received home based, short

term therapy from a social worker. The focus of the home visit intervention program was 

to establish a relationship of trust with the infant's family, enhance parenting self-esteem 

and confidence by reinforcement of success, provide anticipatory guidance for normal 

child development problems, promote preventative child health care, and facilitate access 

to appropriate community services. The findings of this study indicated that participants 
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assigned to the intervention groups were positively impacted by the program's focus on 

anticipatory guidance, parental empowerment and community attachment, as well as the 

celebration of success. The intervention impacted the 'goodness of fit' between parent 

and infant positively impacting parenting confidence. 

This review has demonstrated that positive parent-infant attachment is necessary 

for fostering the optimal growth and development of an infant and for encouraging the 

parent-infant love relationship. Healthy maternal-infant attachment will lead to the 

establishment of a desire to provide optimal care for her infant, positive growth and 

development of the infant, and the creation of a solid, lasting, loving bond. 

Challenges of Teaching Adolescents 

There are many challenges associated with teaching adolescents. There is an 

increasingly wide range of diversity in the adolescent population including social class, 

levels of language and literacy proficiency, learning abilities, racial and cultural 

backgrounds, past and current experiences, and interests. Additionally, there is a vast 

range of physical, intellectual, social and emotional levels of maturity (Elkind, 2001; 

Mercer & Ferketich, 1995). 

Mercer and Walker (2006) conducted a review of nursing interventions to foster 

becoming a mother. Some of the findings of this review indicate that the more interactive 

the nurse-client interventions and teachings are the more success there is in fostering the 

process of becoming a mother. Mothers with less knowledge about caring for an infant 

tended to benefit more from educational programs than mothers with more infant care 

experience. This emphasizes the importance of individualizing care and instruction for 
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different groups of mothers. More intensive longer term educational interventions were 

associated with more significantly positive results. 

Adolescent and Learning 

In Piaget's (1964) stages of development, he proposed that the thinking process 

develops through each of the four stages of development until a child can think logically. 

In his stages of development, adolescents between the ages of 11-20 should be in the final 

stage of development called the formal operational stage. Individuals in this stage should 

be able to think logically about abstract propositions and test hypotheses systematically. 

They become concerned with the hypothetical- the "what ifs". 

These new abilities enable the adolescent to solve problems in a way that 

approaches a scientific method. According to Piaget ( 1964 ), cognitive development 

necessary for this phase of life depends in part on maturation. He defines cognition in the 

adolescent as more than answering questions correctly or knowing specific information; 

it encompasses the reasoning by which they solve problems, and refers to all processes 

involved in knowing, reasoning, thinking, problem solving, creativity, and even 

questioning (Muuss & Porton, 1998). 

When considering the best way to teach individuals, it is important to look at 

learning theory for guidance. In the adolescent, developmental tasks are necessary in 

order for the child to become a successful adult. Piaget (1964) identified the stage of 

cognitive development in which the adolescent moves from concrete to abstract thinking 

with a gradual decrease in egocentric thought. These formal reasoning skills allow older 

adolescents ( about age 15 years) to think about many possible outcomes of a situation 
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that do not exist now. They can construct possibilities and assess probabilities with 

guidance (Muus, 1998). 

Teaching Methods for Adolescents 

The learning needs of adolescents vary from the needs of adults in that 

adolescents seek acceptance and role modeling from their peers. Being able to learn in an 

environment in which peers can share experiences has been identified as an optimal 

learning environment for adolescents. 

A study by Fulton, Murphy and Anderson (1991) focused on an intervention 

program allowing adolescent mothers to have input in identifying knowledge they needed 

concerning their infant's growth and their own parenting skills. A variety of different 

educational tools were used in this study, such as group classes, home visits, individual 

interviews, videotapes, leaflets, books and filmstrips. The results of the study indicated 

that the program was effective in yielding significant improvement in knowledge of 

infant development. Further analysis indicated that adolescent mothers demonstrated 

lower scores on inappropriate interactions with children which suggested that as 

knowledge of child development increases, the possibility of inappropriate interactions 

with children decreases. 

To conclude, in order to effoctively teach adolescents, it is important to take into 

account their developmental stages. Studies with early, middle and late adolescents 

indicate that an environment in which peers can share experiences can be an optimal 

setting for learning to take place. Allowing adolescents opportunities to give input in 

identifying knowledge they need builds on the confidence needed to become a mother. 
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Summary 

The research reviewed here suggests that adolescents experience parenthood 

differently than adults. Developmentally, adolescents are faced with not only meeting 

their own needs, but the overwhelming responsibility of meeting the needs of an infant. 

Maternal confidence has been identified as a key factor in successful parenting. The 

literature states that maternal confidence can be learned in the postpartum period if the 

nurse will respect the developmental needs of adolescents and provide learning 

experiences that are creative and include peer discussion. Increasing maternal confidence 

through age-appropriate teaching will lead to increasing maternal attachment with the 

infant which in tum will improve outcomes for infants. 
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CHAPTERIII 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Becoming a mother is one of the most important social roles in an individual's 

life. A mother's confidence in her ability to care for her infant is necessary for healthy 

transition to motherhood and a positive mother-infant relationship. "A mother feels 

confident in her parenting skills when she can adequately manage her infant's care and 

when she understands his or her cues" (Badr, 2005, p. 163). Difficulties may result when 

a mother does not feel competent or feels uncertain about her maternal role. 

The methods and procedures for this study are described in this chapter. The 

major sections included are the research design, setting, population and sample, 

protection of human subjects, instruments, data collection, and treatment of data. A pilot 

study, which is reported prior to the explanation of the current study's methodology, was 

conducted to refine the content and methodology of the proposed researcher-designed 

intervention, Baby Basics 101 © classes with an adolescent population. 

Pilot Study 

The purpose of the pilot was to: (a) refine the content of the classes, (b) evaluate 

teaching methods used and, ( c) evaluate the appropriate length of time for each class. 

Sample 

A sample of 10 adolescents between the ages of 11-20 years participated in the 

study. This was a convenience sample recruited by word of mouth. This sample was 
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representative of the three stages of adolescent development. Early adolescence (11-14 

years) n=4, middle adolescence (15-17 years) n=5 and, late adolescence (18-20 years) 

n= l. Ethnicities represented: Hispanic ( 5), and Caucasian ( 5). Grade levels completed 

by participants were: 6th grade (4), 8th grade (3), 11 th grade (2), 12th grade (1). 

Setting 

The setting chosen for this pilot study was a local university which was centrally 

located for all participants. No other students were in the building at the time of the 

classes which was less intimidating for the participants of the pilot study. 

Methodology 

Focus groups were used to refine the content and methodology of the 

intervention, Baby Basics 101 ©. Baby Basics 101 © was designed to present the material 

in four classes. Each of the four classes in Baby Basics 101 © was offered and evaluated 

by participants for content, teaching methods and length. The content of the classes was 

evaluated for appropriateness of language and understandability using a questionnaire 

designed by the researcher. Overall, 100% of participants rated each class as age

appropriate for language and understandability. 

The teaching methods used were: lecture with PowerPoint, video clips, 

discussion and demonstration with a baby model. The length of each class was: 45 

minutes for class one; 35 minutes for class two; 1 hour and 15 minutes for class three; 

and 45 minutes for class four. 
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Results 

Lecture with PowerPoint was moderately effective with 60% of participants 

scoring it as a good/excellent method of teaching. Video clips were more effective with 

80% of participants scoring them as good/excellent. Discussion was scored as the least 

effective with 50% of participants scoring it as good; this may be due to the fact that 50% 

of the class were in the early stage of adolescence and appeared to be hesitant to share 

experiences. Demonstration with the baby model proved to be the most effective 

teaching method with 100% of the participants scoring this teaching method as excellent. 

Class three was too long. Participants began getting restless and overall, 98% 

scored this class as "too long". Participants scored class one, two, and four as "just 

right". 

Changes Made to Baby Basics 101© Based On Pilot Study 

After evaluating the results of the focus group, changes were made to Baby Basics 

101 ©. Since the least favorite teaching method was lecture using PowerPoint the use of 

PowerPoint was limited to pictures only when a demonstration with the baby model was 

not possible e.g., to show different skin conditions of infants. Demonstration with the 

baby model was the most effective teaching method, so a majority of the classes 

incorporated the use of demonstration. 

The length of class times were adjusted to allow for a maximum of 45 minutes for 

each class. This meant that class three had to be revised. A portion of the class "soothing 

a fussy baby", was moved to class one leaving class three to focus on the sick infant. 
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Research Design 

This study used a quasi-experimental intervention with a comparative 

pretest/posttest design to test the adolescent maternal confidence learning model. 

According to Portney and Watkins (2008), quasi-experimental designs accommodate for 

the limitations of natural settings where scheduling treatment conditions and random 

assignment are often difficult, impractical, or unethical. 

The nonequivalent pretest-posttest control group design was used for this study. 

This design was structured with one treatment group and one control group. Although 

this design lacked randomization, it still has strength because it includes a pretest and a 

control group. There was some control over history, testing, and instrumentation effects. 

The major threat to internal validity was the interaction of selection with history and 

maturation. Subjects were not randomly assigned to groups, instead, the treatment group 

were recruited from one community agency, and the control group was recruited from a 

different agency providing services to pregnant and parenting adolescents. 

Validity 

The following were potential threats to validity in this study: history, selection, 

mortality, diffusion of treatment and testing. These threats were addressed in the 

following manner: 

Internal Validity 

1. History- The threat of history refers to "the occurrence of external events that take 

place concurrently with the independent variable that can affect the dependent variables" 

(Polit & Beck, 2008, p. 213). To control for the threat of history, both the control and 
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intervention groups were approached during the same time frame during which each 

group would have exposure to the same historical events. 

2. Selection- The threat of selection to internal validity refers to biases resulting from 

preexisting differences between groups. "When individuals are not assigned randomly to 

groups, there is always a possibility that the groups are nonequivalent" (Polit & Beck, 

2008, p. 214 ). To control for the threat of selection, the sites were randomly assigned to 

control or intervention. 

3. Mortality- The threat of mortality "arises from differential attrition in groups being 

compared. The loss of subjects during the course of a study may differ from one group to 

another because of a priori differences in interest, motivation, health, and so on" (Polit & 

Beck, 2008, p. 215). To control for the threat of mortality, each class was offered three 

times to provide the opportunity for make-up of any classes missed. Participants were 

incentivized to attend classes by earning points to be redeemed at Storks Nest, a local 

agency providing new infant items for purchase with points. 

4. Diffusion of treatment- The threat of diffusion of treatment occurs when the control 

group and intervention group have an opportunity to communicate. This would allow 

subjects in one group to learn information intended for the others making it impossible to 

distinguish the behaviors of the two groups (Portney & Watkins, 2008). To control for 

this threat, the control group was recruited from a different agency than the intervention 

group. 

5. Testing- The threat of testing effects concerns the potential effect of pretesting or 

repeated testing on the dependent variable since the mere act of collecting data can 
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change the response that is being measured. To control for this threat, there were four 

weeks between pre and post-testing (Polit & Beck, 2008; Portney & Watkins, 2008). The 

testing for both the control and treatment group was done in a private classroom. The 

room was quiet, and child care was offered at both agencies to allow the participants to 

test without the interruption of caring for their infants. 

Recruitment 

To recruit participants in both settings, posters were hung announcing a brief 

meeting to introduce the study, answer any questions and hand out consents and 

demographic questionnaires. Snowball techniques were also used to recruit additional 

participants through word of mouth. 

Setting 

Two settings were used for this study. Setting I group was used for the control, 

and setting II was used for the intervention. New Directions school for pregnant and 

parenting teens served as the control group. This is an alternative high school offering 

classes to pregnant and parenting adolescents in which teens attend classes during their 

pregnancies and after the birth of their infants. After giving birth, students are encouraged 

to return to school within two weeks. The high school is located in an urban west Texas 

city. Approximately 100-150 pregnant and parenting teens attend this alternative school. 

Although some classes offer information on caring for an infant, the focus of the classes 

are on obtaining a high school diploma. The classroom provided was private and quiet, 

and childcare was provided by the school in an in-school daycare setting. Classes were 

held weekly on Thursday evenings at 6pm. 
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Teen Parent Support Group, a teen parenting support group in urban west Texas 

which served as the intervention group. This agency is housed in the central part of an 

urban west Texas city. Pregnant and parenting teens are encouraged to attend once a 

week as a support group. Childcare is provided during the meetings. The focus of the 

meetings is to allow pregnant and parenting teens the opportunity to meet other teens in 

similar situations. Some informal information is shared with the teens on parenting, but 

the primary focus of the group is to encourage personal development through classes on 

resume writing, applying for jobs, self-care for moms, obtaining a GED, and connecting 

with service organizations. This agency serves approximately 60-80 pregnant and 

parenting teens. There is a private classroom in this facility that was made available. 

Childcare was available in another room to limit distractions for participants. 

Population and Sample 

The target population was primiparous adolescent mothers between the ages of 

11-20 years old. This study used a convenience sample of primiparous adolescent 

mothers in urban West Texas. According to Polit and Beck (2008), a convenience sample 

(nonprobability sampling method) is less likely than probability sampling to produce 

accurate and representative samples. A convenience sample entails "using the most 

conveniently available people as study participants" p. 341 ). This method of sampling 

was selected because this group was readily available and convenient. 

Since a determination of effect size could not be based on previous research 

studies in adolescents, the G* Power 3.0.10 computer program was used to identify the 

number needed for determining the effect of the intervention. When calculating sample 
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size, Cohen's (1992) effect sizes were used. For the ANOVA statistic, according to 

Cohen (1992), for a significance test of a sampler at a=.05, with a power of .80 (J3=.20), 

and a medium effect size (r=.30), the required sample size is 85. When performing a two 

tailed t-test, the number needed for a significance test is 100. A power of .80 is 

appropriate for general use. A medium effect size can be used "when no other statistical 

rationale is obvious" (Portney & Watkins, 2008, p. 715). 

According to Boys et al., (2003), the validity and integrity of studies in which 

data are collected from participants over several points in time can be severely 

compromised by loss of contact. Hansen, Tobler, and Graham (1990) conducted a meta 

analysis of 86 longitudinal studies to establish nonnative attrition rates against which 

researchers could assess the quality of their studies. They found that "on average 78.3% 

(S.D. = 14.5%) of subjects were retained at 6 months, 73.4% (S.D. =13.0%) after a year 

and 71.8% (S.D. =15.4%) after 2 years, suggesting that the largest attrition tends to occur 

during the first six months of a study" (Boys et al., 2003, p. 364). Assuming that the 

attrition rate in the adolescent population might be slightly higher, this study had a 

desired sample size of 125 allowing for an attrition rate of approximately 25%. This 

would adequately cover the required number of participants needed and exceeded what 

was needed to conduct ANOV A and !-tests according to Cohen (1992). 

Protection of Human Subjects 

Approval for this study was through Texas Woman's University's Institutional 

Review Board (IRB). A statement of support was signed by Lubbock Independent 
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School District IRB New Directions (Appendix A) and the administrator of Teen Parent 

Support Group (Appendix B). 

Informed Consent and Assent 

Emancipated Minors and Participants >18 years old. In the state of Texas, a 

minor can apply for emancipation if: (1) the minor is at least 16 years old, living separate 

from the parents, and, (2) the minor is self-supporting and managing his/her own affairs. 

Another way a minor can become emancipated is for the purpose of marriage. Some 

teenagers believe that if they become pregnant and have a child that they will be 

automatically emancipated from their parents since they will be a parent; however, 

this is not true. Having a baby does not emancipate someone who is under the age of 

18. The baby is the responsibility of the teenager but the teenager is still the 

responsibility of her parents (Texas Family Code Section 31.001). 

Emancipated minors and those older than 18 years old agreeing to participate in 

the study and who meet the inclusion criteria were provided a study packet that included 

a cover letter (Appendix C), consent form (Appendix D) and a demographic data 

questionnaire (Appendix E). After reading the cover letter and consent form, participants 

consented by signing the consent form and returning it along with the completed 

demographic data questionnaire to the Principal Investigator (PI) at the first class. 

Participants were given a consent form to keep for their records. 

Non-emancipated Minors <18 years old. If the participants were not 

emancipated minors and were under the age of 18, one of the participant's parents or 

guardian was required to provide informed consent (Appendix F). Adolescent mothers 
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agreeing to participate in the study and who met the inclusion criteria were provided a 

study packet that included a cover letter, consent forms, and a demographic data 

questionnaire. 

Non-emancipated minors younger than 18 years old were asked to have a parent 

or legal guardian read and sign the consent form. This was returned along with the assent 

form and the completed demographic data questionnaire to the PI at the first class. 

Participants were given a consent form to keep for their records. 

For both groups of participants, confidentiality was maintained by having all 

consent forms returned to the Pl. Only the PI had access to the study packets and 

identification codes. Consent forms were sent to Texas Woman's University's Office of 

Research and Sponsored Programs. All other written materials and code assignments 

were kept in a locked file box in the PJ's home to be stored for a period of five years. 

After that time, all study packets retained by the researcher will be shredded. 

Risk of Participation 

Participation in this study involved the following potential risks: (a) loss of 

confidentiality, (b) possibility of embarrassment or invasion of privacy, (c) risk of 

coercion, and ( d) risk of loss of anonymity. Measures were taken to minimize these risks 

as listed below: 

Risk of loss of confidentiality. The participants were told that: (a) their names 

would be recorded in a research book locked in the PI' s office. Only the PI would have 

access to this book, (b) their names would not be used in any publications or results, ( c) 

their names would be separate from their surveys, ( d) once data collection was 
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completed, the book would be destroyed, and ( e) all other identifiable information would 

be locked in a file drawer in the PI' s home office. Only the PI would have access to the 

home office file drawer. 

Possibility of embarrassment or invasion of privacy. Participation was 

voluntary and participants were free to withdraw from the study at any time. 

Risk of coercion. The participants were told that: (a) being in the study was 

completely voluntary, (b) they could discontinue their participation at any time, and (c) 

refusal to take part in the study would not affect their legal rights. 

Risk of loss of anonymity. Potential participants were informed of the study and 

everyone attending the information session was given a study packet. Those wishing to 

participate were asked to turn in the packet to the PI. Participants were informed that 

they could refuse to be part of the study at any time. 

Benefits of Participation 

Participants in the control group and the intervention group received points from 

the Storks Nest to purchase infant items for completing the pre-test and post-test. Upon 

completion of the post-test, the control group participants had access to Baby Basics 101 © 

classes. Participants interested in receiving a summary of the findings of the study were 

asked to provide a contact address on the consent form. Participants may have benefited 

by having the opportunity to talk about parenting challenges. Participants received 

supportive education focusing on parenting skills to increase maternal confidence. If 

adolescent mothers increase their confidence in caring for their infant, their outcomes and 

the outcomes for their infants should improve (Sword & Watt, 2005). 
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Instruments 

Four instruments were used in this study: demographic data questionnaire, the 

Maternal Confidence Questionnaire (MCQ) (Zahr, 1991) (Appendix G), the Maternal 

Attachment Inventory (MAI) (Muller, 1994) (Appendix H), and the Baby Basics 

Knowledge Survey (BBKS) (Appendix I). 

Demographic Data Questionnaire 

A demographic data questionnaire was developed by the researcher to assess age, 

ethnicity, education, marital status, prior childcare experience and other demographic 

information. Participants were asked to either fill in the blank or circle their answers. This 

was handed out in the study packets and asked to be returned with consent forms. 

Maternal Confidence Questionnaire (MCQ) 

The MCQ was developed by Parker and Zahr in 1985 in a study investigating the 

efficacy of intervention in the neonatal intensive care unit in mothers and infants at eight 

months after their infants' discharge from the hospital (Parker & Zahr, 1985). "The scale 

measures maternal confidence in parenting skills and the mother's ability to recognize her 

infant's needs. The items on the scale were derived from the clinical expertise of the 

researchers and based on selected caretaking behaviors of mothers found in similar 

scales" (Badr, 2005, p. 165). The scale consists of 14 items on a 5 point Likert-type 

scale from 1 = never to 5= always. The higher the score, the greater the maternal 

confidence. 

Reliability. Over a ten year period, 20 studies have utilized the MCQ in both 

published and unpublished studies. The MCQ has demonstrated internal consistency 
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with a Cronbach's coefficient alpha of .95. The temporal reliability was also measured 

and found to have a moderately high correlation of .69 (p < .01) in a two-week test-retest 

of 69 subjects (Badr, 2005; Lowe, 1993). As a one-factor scale, with the eigenvalue 

equal to 8.78, 54.9% of the variance was explained (Lowe, 1993). "The alpha 

coefficients for the total items ranged between .86-.93. The total mean score alpha 

coefficient was .89" (Badr, 2005, p. 165). 

Validity. Validity refers to the degree to which an instrument is effective in 

measuring what it is supposed to measure (Polit & Beck, 2008). Previous studies have 

provided evidence of face and content validity (Zahr, 1991, 1993). Maternal confidence 

was examined in 79 mothers over a six-week period, in which the MCQ was divided into 

three subscales: (1) knowledge (1-5, and 9), (2) tasks (6, 7, and 8), and (3) feelings (10-

14). The subscales had Cronbach's alphas ranging from .51 to .81 (Badr, 2005). 

Content validity for use with adolescents. Since the MCQ has not been used 

specifically in an adolescent population, face validity and reading level were assessed. 

To determine face validity, the instrument was given to experts in the fields of 

adolescence and women's health to evaluate the appropriateness for its use with 

adolescents. Three of the experts were RN' s with a mean of 18 years of experience in 

labor, delivery and postpartum nursing. Three experts were physicians (MD's) with a 

mean of 10 years experience in obstetrics and gynecology. The age range of the experts 

was 29-56 years. The six experts agreed 100% that the MCQ would be an appropriate 

instrument to use with the adolescent population. 
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The instrument was also given to 11 adolescent mothers between the ages of 11-

20 years to assess for understanding and readability (early adolescence 11-14years (3), 

middle adolescence 15-17 years (6) and, late adolescence 18-20 (2). Of the 11 responses, 

93 % said that the instrument was understandable and easy to read. The respondents also 

completed the instrument and scored an average of 59% (maximum score 70). Based on 

these findings, no changes were made to the instrument. 

Reading level. The MCQ was evaluated for the Flesch-Kincaid Grade Reading 

Level and the Flesch Reading Ease. The Fl¢sch-Kincaid Grade Level is designed to 

indicate comprehension difficulty when reading a passage in English. The Flesch

Kincaid Grade Level for the MCQ was 3.0 indicating that it could be read by individuals 

with a 3rd grade education. In the Flesch Reading Ease test, higher scores indicate 

material that is easier to read; lower numbers mark passages that are more difficult to 

read. The MCQ scored 77.4 on the Flesch Reading Ease test. This indicates that the 

MCQ will be easily understood by 12-15 year olds. 

Maternal Attachment Inventory (MAI) 

The Maternal Attachment Inventory (MAI) is a 26-item instrument developed by 

Muller (1994) to measure mother to infant attachment feelings. This self-report 

instrument is measured on a four-point scale that ranges from (a) Almost Always, (b) 

Often, (c) Sometimes, and (d) Almost Never. Scoring is done by converting subject's 

responses to a numeric score as follows: (a)= 4 points, (b) = 3 points, (c) = 2 points, and 

(d) = 1 point respectively. All item scores are then summed for a total score. Higher 

scores reflect higher maternal attachment feelings toward the newborn. The instrument 
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was initially tested with a sample of 196 women at one month postpartum. Cronbach' s 

alpha coefficient was .85 (Muller, 1996). 

Content validity. An expert panel consisting of theoreticians, postpartum and 

neonatal nurses, and women who had young infants was chosen for the variety of 

perspectives to evaluate content validity. Each member scored each item according to its 

relevance to maternal attachment: 1 = not relevant; 2= much revision needed, hard to 

assess relevance; 3= needs minor revision; 4= relevant. The mean of the 12 ratings was 

calculated and served as the basis for the inclusion decision rule. Items with a mean 

score less than 3.5 were excluded. The resulting instrument contained 31 items (Muller, 

1994). 

Convergent and discriminate validity. Convergent and discriminate validity 

were determined using a sample of 228 women. This sample was young and white, 

college educated, married and employed. Convergent validity was determined by 

comparing the MAI with the How I Feel About My Baby Now (HIFBN), an established 

instrument measuring maternal newborn attachment. Modest (r=.45) but significant 

(p<.001) correlations between the MAI and HIBFN were found (Muller, 1996). 

Discriminate validity. Finally, the MAI demonstrated discriminate validity, 

which was established by comparing the MAI to a scale measuring maternal separation 

anxiety (the Maternal Separation Anxiety Scale, or MSAS) and maternal adaptation (the 

Post Partum Maternal Attitudes and Maternal Adjustment Scale, or PPMAMA). The 

MAI had a modest (r=.46) but significant (p<.001) correlation with the MSAS, and a 
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modest (r=.30), but significant (p<.01) correlation with the PPMAMA (Muller, 1994, 

1996). 

Reading level. The MAI was evaluated for the Flesch-Kincaid Grade Reading 

Level and the Flesch Reading Ease. The Flesch-Kincaid Grade Level is designed to 

indicate comprehension difficulty when reading a passage in English. The Flesch

Kincaid Grade Level for the MAI was 6.9 indicating that it could be read by individuals 

with a 6th grade education. In the Flesch Reading Ease test, higher scores indicate 

material that is easier to read; lower numbers mark passages that are more difficult to 

read. The MAI scored 64.0 on the Flesch Reading Ease test. This indicates that the MAI 

could be easily understood by 13-15 year olds. 

Readability of MAI with adolescents. The sample from Muller's (1994) study 

was mainly young and white, college educated, married and employed between the ages 

of 18-35 years. Since the MAI has not been used specifically in an adolescent 

population, readability was assessed. The instrument was given to 10 adolescents 

between the ages of 11-20 to assess for understanding and readability ( early adolescence 

11-14years [n=2], middle adolescence 15-17 years [n=4] and, late adolescence 18-20 

[n=4]). Of the 10 responses, 100% said that the instrument was understandable and easy 

to read. Based on these findings, no changes were made to the instrument. 

Baby Basics Knowledge Survey (BBKS) 

A survey was developed by the researcher to assess knowledge of basic infant 

information including topics such as infant feeding, infant bathing, when to seek medical 

care, and developmental information. The survey includes eight questions with a mix of 
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multiple choice and true/false. Participants were asked to circle their answers. The 

BBKS was evaluated for the Flesch-Kincaid Grade Reading Level and the Flesch 

Reading Ease. The Flesch-Kincaid Grade Level for the BBKS was 3.9 indicating that it 

could be read by individuals with a 3rd grade education. The BBKS scored 89 .1 on the 

Flesch Reading Ease test. This indicates that the BBKS could be easily understood by an 

average 11-year-old student. 

Data Collection 

Data collection began after obtaining IRB approval from Texas Woman's 

University (Appendix J) and approval from Lubbock Independent School District and 

Teen Parenting Support Group. Participants were sought by posting flyers (Appendix K) 

at the 2 recruitment sites. Inclusion criteria included: (a) maternal age of 11 to 20 years, 

(b) primipera, ( c) in last trimester of pregnancy/or gave birth to one live term infant 36-42 

weeks gestation, ( d) discharged from the hospital with the infant, and ( e) ability to read 

English at the 6th grade level and to speak English. Exclusion criteria included 

multigravida, and an infant older than one year. 

The PI met with potential participant adolescent mothers for 10 minutes in groups 

to describe the study (Appendix L). Intervention and control groups participated in the 

introductory sessions at their respective agencies. Potential participants were given a 

packet containing a cover letter explaining the study and contact information, two 

consent forms, and a demographic questionnaire. The introductory session was offered 

once a week until a sufficient number of participants was recruited. Potential participants 
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and/or their parents were given the PI' s cell phone number and email address if they had 

any questions regarding the study. 

Data were collected at two points during this research study. The first data 

collection point was upon recruitment into the study when participants were asked to 

return their study packets. At that point, the dates and times of classes were given to 

participants. The second data collection point was immediately following the fourth class 

for the intervention group and four weeks after the pre-test was administered to the 

control group. 

Intervention group. When at least five participants were recruited, class one was 

taught the week after the introduction session. Participants were asked to sign the 

research book at each class session. The MCQ, MAI, and BBKS were administered at 

the beginning of class one for pre-test data collection. Classes two, three and four were 

spaced at one week intervals. Participants in the intervention group were asked to attend 

four Baby Basics 101 © classes conducted at the intervention site. Each class lasted 

approximately 45 minutes. Teaching strategies encouraged discussion and interaction. 

Following class four, the MCQ, MAI, and BBKS were administered for post-test data 

collection. Each class was offered multiple times to allow participants the opportunity to 

make up any missed classes. The outline of each of the four classes was as follows: 

Class One- (MCQ, MAI, and BBKS pre-test administered). Basics of infant care; infant 

feeding, burping, cord care, circumcision care, and soothing a sick infant. 

Class Two - Giving a sponge bath, tub bath, and baby skin care. 

Class Three- Common signs of illness in infants, and when to seek immediate help. 
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Class Four- Developmental milestones of infants (MCQ, MAI, and BBKS post-test 

administered) (Appendix M). 

Treatment Fidelity 

Treatment fidelity is generally considered as treatment integrity, i.e. was the 

treatment condition implemented as intended. Moncher and Prinz (1991) expanded this 

earlier definition to include the concept of treatment differentiation, or whether the 

treatment conditions differ from one another in the intended manner. Lichstein, Riedel 

and Grieve ( 1994) further recommended the degree to which the participant understands 

the treatment and treatment enactment, the degree to which the participant applies the 

skills learned in treatment to his or her daily life and included when considering treatment 

fidelity. Taken together, delivery, receipt, and enactment were believed to comprise a 

comprehensive review of treatment fidelity. In this study, each class was scripted to 

ensure that the same content was delivered to all participants in the intervention group. 

The PI taught each class. 

Control group. One week after the introduction session, participants were 

instructed to return to the classroom to complete the MCQ, MAI, and BBKS pretest. 

Participants were asked to sign the research book prior to taking the pre and post-tests. 

Immediately following the administration of the pre-test, participants were informed of 

the date and time to return to take the MCQ, MAI, and BBKS posttest in four weeks. A 

week after the post-test was administered; participants in the control group were offered 

the classes in a seminar format. Additional classes were arranged to accommodate 

schedules of adolescent mothers. 
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Treatment of Data 

Data was coded and entered into SPSS statistical software version 19 .0; the data 

were analyzed using independent t-tests, ANOVA, bivariate correlation, and descriptive 

statistics (Portney & Watkins, 2008; Polit & Beck, 2008). Group differences between 

intervention and control groups were evaluated using univariate one-way ANOVA. 

Descriptive statistics, including means, percentages, ranges and frequencies, were used to 

-
describe the sample. The independent sample t-test was used to compare the intervention 

and control groups. The six following hypotheses guided treatment of data. 

H1: There will be significant differences in the maternal confidence of mothers in 

early, middle, or late adolescence both pre-intervention and post-intervention. 

H2: There will be a significant difference in the maternal confidence of mothers who 

participate in Baby Basics 101 © verses those mothers who do not participate. 

H3: There will be significant differences in the maternal attachment of mothers in 

early, middle, or late adolescence both pre-intervention and post-intervention. 

H4: There will be a significant difference in maternal attachment of mothers who 

participate in Baby Basics 101 © verses mothers who do not participate. 

H5: There will be a positive correlation between maternal attachment and maternal 

confidence of adolescent mothers participating in Baby Basics 101 ©. 

H6: There will be a significant difference in the level of knowledge of mothers who 

participate in Baby Basics 101© verses mothers who do not participate. 
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Independent sample !-tests were used to test H2, H4 and H6. A t-test is appropriate 

to use when comparing two means. For these hypotheses, the means between the control 

group and experimental group were compared. 

Univariate one-way ANOV A was used to test hypotheses H1, and H3. One-way 

ANOV A is appropriate to use to assess the effects of two or more independent variables 

on a single dependent variable in the same analysis. In each of the hypotheses, the three 

stages of adolescence (early, middle and late) were assessed. 

Bivariate correlation was used to test H5. Correlations are useful because they can 

indicate a predictive relationship. In this instance, a correlation between maternal 

attachment and maternal confidence was explored. 

Assumptions 

Prior to analyzing data for the hypotheses, an exploratory data analysis was 

conducted to determine if the data met the assumptions for each test. When using 

ANOV A, the assumptions to be met are: independence, normally distributed, and 

homogeneity of variance. Independence is the assumption that the elements of the 

population are randomly and independently drawn. This means that '"the fact that one 

element became a member of the sample should not have any relationship to the 

probability of another element of the population becoming a member of the sample" 

(Portney & Watkins 2000, p. 441). Normal distribution is represented by a bell shaped 

curve. The assumption in ANOV A is that the variable of interest is sampled from a 

normally distributed population. The assumption of homogeneity of variance is that the 

variance within each of the populations is equal. ANOVA works well even when this 
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assumption is violated except in the case where there are unequal numbers of subjects in 

the various groups. If the variances are not homogeneous, they are said to be 

heterogeneous (Norman & Streiner, 2008). 

In order to test the assumptions for ANOV A, independence was assessed by the 

intraclass correlation coefficient which describes how strongly units in the same group 

resemble each other (Newton & Rudestam, 1999). Shapiro-Wilk's Wis recommended 

when testing for normality of the distribution for small and medium samples up to N = 

2000. Levene's test of homogeneity of variance tests the assumption that each group 

(category) of the independent variable has the same variance on an interval dependent. If 

the Levene statistic is significant at the .05 level or better, the researcher rejects the null 

hypothesis that the groups have equal variances. The Levene test is robust in the face of 

departures from normality (Newton & Rudestam, 1999). 

The advantage of a multi-factororial design is that several experimental variables 

can be assessed more efficiently than if separate on-factor experiments were conducted. 

This also allows for the results to be generalized more confidently than if each variable 

were measured independently of other factors (Kachigan, 1982). If it is determined that 

absolutely no variance exists within the groups, then the difference between the sample 

means is equal to the difference between the population and the expected means square. 

When there is no true variance between groups, the F-ratio will equal 1 (Norman & 

Streiner, 2008). 

With t-tests, the assumptions that must be met are: (1) normal distribution, (2) 

homoscedasticity, and (3) dependent/independent samples. To test for normality, 
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Shapiro-Wilk's Wis recommended for small and medium samples up to N = 2000. 

Homogeneity of variance or homoscedasticity was tested by Levine's Test for Equality of 

Variances. The independent sample t-test was used (Norman & Streiner, 2008). 

The !-test was used to compare the intervention and control groups. The 

assumption of independence was assessed by the intraclass correlation coefficient which 

describes how strongly units in the same group resemble each other (Newton & 

Rudestam, 1999). In the special case of testing for normality of the distribution, samples 

are standardized and compared with a standard normal distribution. To assess for 

homogeneity of variance, Levene's test was used (Norman & Steiner, 2008). 

Bivariate correlation was used to assess a correlation between maternal 

attachment and maternal confidence of adolescent mothers participating in Baby Basics 

101 ©. A correlation, or bivariate correlation, measures the relationship between two 

variables. The correlation measures the strength of the relationship. The strength of a 

correlation ranges from the absolute value from 0 to 1; the closer the correlation is to 1, 

the stronger the relationship, the closer the correlation is to 0, the weaker the relationship. 

The direction can be positive or negative. To assess for linearity, scatterplots were 

visually assessed (Spatz, 2008). 

Missing Data 

It is common for pieces of data to be missing from a subject's record due to errors 

in recording, unavailability of information, non-responses on surveys, or problems in data 

collection (Portney & Watkins, 2008). Missing data can be handled in two ways, 

deletion or imputation. Deletion involves removing the subject with missing data, 
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deleting the variable for all subjects, or looking at it on a case-by-case basis. Since the 

sample was small, eliminating of subjects or variables was not the preferred method for 

this study. Instead, missing data was addressed through imputation. This involves 

calculating an estimate of the missing value and replacing it with the estimate. A mean 

substitution was used to replace missing data that were continuous. It was also used to 

substitute missing values in multiple item scales (Polit & Beck, 2008). This allowed all 

data to be utilized. 

Hypotheses 

The six hypotheses are depicted in Table 1. Included in the table are study 

variables, data sources and the data analysis. 

Table 1 

Hypotheses, Variables, Data Sources and Data Analysis 

Hypotheses Variables Data Source Data Analysis 

1. There will be a Maternal Maternal Univariate One-
significant confidence, early Confidence WayANOVA 
difference in adolescence, middle Questionnaire (pre-
maternal confidence adolescence, and test) 
of mothers in early, late adolescence 
middle, or late 
adolescence pre and 
post intervention. 
2. There will be a Maternal confidence Maternal Independent 
significant groups Confidence samples !-tests 
difference in Questionnaire 
maternal confidence 
of mothers who 
participate in Baby 
Basics 10 I© versus 
mothers who do not 
participate. 
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Table 1 Continued 

3. There will be a Maternal Maternal Univariate One-
significant attachment, early Attachment WayANOVA 
difference in adolescence, middle Inventory 
maternal confidence adolescence, and 
of mothers in early, late adolescence 
middle, or late 
adolescents' pre and 
post intervention. 
4. There will be a Maternal attachment Maternal Independent 
significant Attachment samples t-test 
difference in Inventory 
maternal attachment 
of mothers who •' 

participate in Baby 
Basics 101 © versus 
mothers who do not 
participate. 
5. There will be a Maternal Maternal Bivariate 
positive correlation attachment, Attachment Correlation 
between maternal Maternal confidence Inventory, Maternal 
attachment and groups Confidence 
maternal confidence Questionnaire 
of adolescent 
mothers 
participating in 
Baby Basics 101 ©. 

6. There will be a Baby basics Baby Basics Independent 
significant knowledge Knowledge Survey samples t-test 
difference in the 
level of knowledge 
of mothers who 
participate in Baby 
Basics 101 © verses 
mothers who do not 
'participate. 
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Summary 

This chapter has presented the procedures for collection and treatment of data for 

the study conducted regarding testing the adolescent maternal confidence learning model. 

Issues related to the design, participant selection, setting, sample size, protection of 

human subjects, instrument description, including reliability and validity, data collection 

techniques and data treatment were discussed. 
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CHAPTERIV 

ANALYSIS OF DATA 

A quasi-experimental intervention study with a comparative pretest/posttest 

design was conducted to test the adolescent maternal confidence learning model. This 

chapter is a presentation of the analysis of the data that were collected to test the 

adolescent maternal confidence learning model with the intervention of Baby Basics 

101©. This chapter includes the data analysis and findings as they relate to each 

hypothesis. 

Description of the Sample 

The sample for this study consisted of 102 participants who were adolescent 

mothers. The mean age of the mothers was 17 (SD= 1.54) with a range of 13-20 years 

old. The educational level of the mothers varied with 64.1 % (n = 66) reporting less than 

12th grade; 27.2% (n = 28) with 12th grade education; 1.9% (n = 2) reporting completion 

of technical school and 3.9% (n = 4) with some college. 

In order to keep all cases, the original groups for stages of adolescence were 

adjusted. The adjustment was made in the early stage of adolescence to include 15 year 

olds. Prior to this adjustment, the early adolescent group (11-14 year olds) only had three 

participants. Since the youngest participant was 13 years old, the early stage of 

adolescence was changed to 13-15 year olds, which made up 13.7% (n = 14) of the 
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sample; mothers in middle adolescence, the 16-17 year olds had 39.2% (n = 40); and late 

adolescence had 47.1 % (n = 48). 

The infants of these adolescent mothers were predominately male (n = 55; 53.4%) 

with females representing 44.7% (n = 46). The ethnicity of the mothers was mixed with a 

majority Hispanic (n = 74; 71.8%); African-American mothers represented 11.7% (n = 

12); Caucasian mothers represented 4.9% (n = 5) and other groups comprised 8.7% (n = 

9). The mean number of individuals living in the household was 5 with a range of2-12. 

Marital status of adolescent mothers was mixed. The mothers were 

predominately single with 36.9% (n = 38) reporting they were single and not living with 

the father of the baby, and 23.3% (n = 24) of mothers reporting they were single and 

living with the father of the baby. Married mothers comprised of 38.8% (n = 40) of the 

sample. A majority of mothers also reported having some to a great deal of prior 

childcare experience (n = 77; 74.7%), while 21.3% (n = 22) had little to no prior 

childcare experience. The mother's mother (n = 49; 47.6%) and the baby's father (n = 30; 

29.1%) were reported as the persons who helped most with the baby's care. 

The participants were recruited from two sites with 54.9% (n = 56) from an 

alternative school for pregnant and parenting teens (control group) and 45.1 % (n = 46) 

from a teen support group (intervention group). Table 2 summarizes the demographic 

characteristics of the mothers and their infants. 
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Table 2 

Participant Characteristics 

Characteristics n % 

Infant's gender 
Boy 55 53.4 
Girl 46 44.7 

Ethnicity 
African-American 12 11.7 
Hispanic 74 71.8 
Caucasian 5 4.9 
Other 9 8.7 

Developmental Level of Mother 
Early Adolescence (13-15 years old) 14 13.7 
Middle Adolescence (16-17 years old) 40 39.2 
Late Adolescence (18-20 years old) 48 47.1 

Marital Status 
Single- not living with baby's father 38 36.9 
Single- living with baby's father 24 23.3 
Married 40 38.8 

Number of People Living in Household 
Two 4 3.9 
Three 15 14.6 
Four 21 20.4 
Five 21 20.4 
Six 12 11.7 
Seven 13 12.6 
Eight 6 5.8 
Ten 1 1.0 
Eleven 5 4.9 
Twelve 1 1.0 

Persons who Help Most with Care of the Baby 
Baby' s Father 30 29.1 
Your Mother 49 47.6 
Your Grandmother 5 4.9 
Other 18 18.4 

Prior Childcare Experience 
A great deal 40 38.8 
Some 37 35.9 
Very Little 9 8.7 
None 13 12.6 
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Findings 

The focus of this study was to test the adolescent maternal confidence learning 

model with an educational intervention called Baby Basics 101 ©, in which group classes 

were taught during the last trimester of pregnancy through the first year of the infant's 

life. This study was a quasi-experimental design. A quasi-experimental design with non

equivalent groups may be analyzed in a number of ways, including analysis of gain or 

difference scores (with two groups, at-test of the difference between the post-test and the 

pre-test), and repeated measures analysis ofvariance (ANOV A) with one between

subjects and one within-subjects variable (Anderson et al., 1980). When there are only 

two measurements (the pre-test and the post-test), the Ftest for the interaction effect for 

repeated measures ANOV A and gain score analysis are equivalent (Rogosa & Willett, 

1983). Given that at-test on gain scores was relatively straightforward and largely 

equivalent to the more complex repeated measures ANOV A, the independent t- test on 

gain scores was the approach that was used for hypothesis testing of two groups and 

univariate one-way ANOVA was used for hypothesis tests examining more than two 

groups. 

Six hypotheses guided this study. Each hypothesis will be analyzed as follows: 

Hypothesis one was tested with univariate one-way ANOV A, hypothesis two was tested 

with an independent samples t-test, hypothesis three was tested with univariate one-way 

ANOVA, hypothesis four was tested with an independent samples t-test, hypothesis five 

was tested with correlation, and hypothesis six was tested with an independent samples t-
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test. These specific processes and the findings related to each hypothesis will be 

discussed. 

Reliability of Instruments 

Maternal Confidence (MCQ) 

The participants completed the MCQ (Parker & Zahr, 1985) as part of pre and 

post testing and the total score was used to calculate maternal confidence. The 

Cronbach's alpha was .82 pre-test and .82 post-test for this sample. The Cronbach's 

alphas for the subscales for this sample were; (a) knowledge .80 pre-test and .90 post-test 

(6 items), (b) tasks .79 pre-test and .96 post-test (3 items), and (c) feelings .52 pre-test 

and .31 post-test (5 items). Two items ("I feel frustrated taking care ofmy baby" and 

"Being a parent is demanding and unrewarding") were reverse scored before adding the 

total items. Overall the reliability of this instrument was good, but the reliability for the 

subscale "feelings" was low. The five subscale items included items concerning 

satisfaction in the mothering role, frustration in the mothering role, being a role model for 

other mothers, and feelings of competence in the mothering role. Although this 

instrument has been used with combined adolescent and adult populations, the total mean 

reliability of the scale was .89 (Parker & Zahr, 1985); a reliability coefficient of the 

subscales with an adolescent population has not been noted. A total score was derived 

from the mean of the 14-item scores for a maximum score of 70 and a minimum score of 

14. Table 3 summarizes the means scores of maternal confidence. 
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Table 3 

Maternal Confidence 

Scale Minimum Maximum Mean SD Cronbach's 
al ha 

MCQ Pre-test 29 68 57.01 5.71 .82 
(possible scores 14-70) 

Knowledge 10 30 26.61 3.40 .80 

Tasks 3 15 14.13 1.85 .79 

Feelings 6 . 25 16.14 2.79 .52 

MCQ Post-test 30 70 60.22 5.19 .82 

(possible scores 14-70) 

Knowledge 6 30 27.89 3.63 .90 

Tasks 3 15 14.01 2.14 .96 

Feelings 11 25 17.70 2.82 .32 

Maternal Attachment (MAI) 

The mothers completed the MAI (Muller, 1994) as part of pre and post testing and 

the total score was used to calculate maternal attachment. The Cronbach's alpha was .88 

pre-test and .98 post-test for this sample. There appears to be a ceiling effect with this 

instrument. A ceiling effect refers to the level at which an independent variable no longer 

has an effect on a dependent variable, or to the level above which variance in an 

independent variable is no longer measured or estimated (Boslaugh & Watters, 2008). 

Mothers in both the intervention and control groups scored extremely high at pre-testing 
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(mean of 101.85) and post-testing (mean of 101.83). Table 4 summarizes the mean 

scores of maternal attachment and standard deviations. 

Table 4 

Maternal Attachment 

Scale Minimum Maximum 

MAI Pre-test 82 104 
(possible scores 26-104) 

MAI Post-test 83 104 
(possible scores 26-104) 

Baby Basics Knowledge Survey (BBKS) 

Mean 

101.85 

102.58 

SD 

4.00 

3.54 

Cronbach's 
al ha 

.88 

.98 

Mothers completed the BBKS which was developed by the researcher as part of 

pre- and post-testing to measure basic knowledge of infant care. The total number correct 

answers was used to calculate knowledge of basic baby information. The survey 

contained eight questions. The Cronbach's alpha was .61 at pre-testing, and .50 at post

testing. According to Portney and Watkins (2000), a Cronbach's alpha of .50 to .75 

suggests moderate reliability. Missing values were analyzed and multiple imputation 

(Ml) was run to see if the reliability would improve with a complete dataset. However, 

the reliability did not increase with MI (see table 5). Table 6 summarizes the mean scores 

of baby basics knowledge and standard deviations. 
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Table 5 

Reliability Statistics of BBKS with Multiple Imputation 

Original data 
Imputation 1 
Imputation 2 
Imputation 3 
Imputation 4 
Imputation 5 

Table 6 

Baby Basics Knowledge 

Scale Minimum 

BBKS Pre-test 0 
(possible scores 0-8) 

BBKS Post-test 2 
(possible scores 0-8) 

Cronbach' s alpha 
.61 
.57 
.55 
.49 
.55 
.54 

Maximum 

8 

8 

Assumptions 

Mean 

4.99 

5.77 

Number of Items 

SD 

1.74 

1.52 

8 
8 
8 
8 
8 
8 

Cronbach's 
al ha 

.61 

.50 

Prior to analysis, the data were screened for errors by examining plausible ranges, 

missing values, normality, scatter plots, frequencies, descriptives and outliers using SPSS 

19.0. Accuracy of data was assessed by double checking data entry of ten percent of the 

study sample. 

Missing Values 

Missing values were assessed and patterns were analyzed. The MCQ and MAI 

had less than 10% of data missing. The majority of data missing were in the BBKS. 

Question # 1 had the most missing data of 21. 6%. There are several possible explanations 
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for this. The question began "If you are breastfeeding ... ". It is possible this question 

implied a skip pattern in which mothers answered the question if it related to their 

situation. Since a question regarding feeding preference was not asked, it is not possible 

to be sure. This instrument only had eight questions which might have affected reliability. 

Missing values in the BBKS were analyzed and MI was used to produce a complete 

dataset. 

Assumptions of Statistical Tests 

The assumption of normality was evaluated visually and statistically using 

univariate analysis. Normal distributions take the form of a symmetric bell-shaped curve. 

The standard normal distribution is one with a mean of 0 and a standard deviation of 1. 

Normality can be visually assessed by looking at a histogram of frequencies, or by 

looking at a normal probability plot output by most computer programs. Skew should be 

within the +2 to -2 range when the data are normally distributed. Kurtosis is the 

peakedness of a distribution. Kurtosis should be within the + 2 to -2 range when the data 

are normally distributed (Shapiro & Wilk, 1965; Bollinger & Chandra, 2005). The data 

was negatively skewed based on individuals participant scores. See Table 7 for results. 
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Table 7 

Skewness and Kurtosis 

Instrument Group Skewness Kurtosis 

MCQChange Control -.867 10.627 

Intervention .585 3.550 

MAI Change Control .704 8.964 

Intervention .914 3.571 

BBKS Change Control .885 4.245 

Intervention 1.041 1.196 

The assumption of homogeneity of variance in each population is equal, which is 

an assumption of ANOV A. ANOV A works well even when this assumption is violated, 

except in the case where there are unequal numbers of subjects in the various groups; 

however, t-test and ANOVA are relatively robust to departures from normality (Spatz, 

2008). Equality of variance was examined for MCQ, MAI and BBKS intervention, and 

control groups using Levene's test for homogeneity. With the Levene's test for 

homogeneity, if the resultingp-value of Levene's test is less than 0.05, the obtained 

differences in sample variances are unlikely to have occurred based on random sampling. 

MAI change for the intervention group had a p value of .02 indicating the variance to be 

marginally constant and equal. See Table 8 for results. 
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Table 8 

Tests of Normality 

Instrument Site Levene' s sig. 

MCQChange Control .62 

Intervention .70 

MAI Change Control .84 

Intervention .02 

BBKS Change Control .06 

Intervention .95 

Outliers 

Frequency analysis for all of the dependent variables revealed an outlier for the 

MAI at posttest. A score of 26 was obtained by one participant. This score effectively 

doubled the variance on this measure at post test, rendering assumptions of homogeneity 

of variance suspect. The range of scores excluding this outlier for this measure was 83-

104. Therefore, this case was excluded from the analysis of the MAI dependent variable. 

Hypothesis One 

H1: There will be significant differences in the maternal confidence of mothers in 

early, middle, or late adolescence both pre-intervention and post-intervention. 

Univariate one-way ANOVA was used to examine differences of groups representing 

early, middle and late adolescence for the intervention and control groups. The mean 

score for late adolescence was higher at pre-testing (M = 59.75, SD= 7.18) than middle 
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adolescence (M = 59.63, SD= 5.63) or early adolescence (M = 58.36, SD= 5.58). The 

mean score for early adolescence was higher at post-test (M = 62.29, SD= 4.91) than 

middle adolescence (M = 61.53, SD= 6.65) or late adolescence (M = 60.67, SD= 7.51). 

Results are presented in Table 9. There were no statistically significant differences 

between group means as determined by one-way ANOVA (F (1, 100) = .671, p = .414). 

The results are presented in Table 10. 

Table 9 

Mean Scores and Standard Deviations of Maternal Confidence. 

Pre-test Post-test Means gain 

Stage of Adolescence M SD M SD Score 

Early 13-15 years 58.36 5.58 62.29 4.91 3.93 

Middle 16-1 7 years 59.63 5.63 61.53 6.65 1.90 

Late 18-20 years 59.75 7.18 60.67 7.51 .90 
a=.05 

Table 10 

Univariate One-Way ANOVAfor Maternal Confidence 

Source Levene's 
Sig. df ss MS F p 

MCQ Change .836 

Between 1 40.75 40.75 .671 .414 

Within 100 6068.01 60.68 
a=.05 
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Hypothesis Two 

H2: There will be a significant difference in the maternal confidence of mothers who 

participate in Baby Basics 101© verses those mothers who do not participate. 

An independent samples t-test was used to examine the difference in maternal confidence 

of mothers who participated in the intervention versus mothers who did not participate. 

The mean gain score for maternal confidence as obtained on the MCQ, was higher for the 

intervention group (M = 2.41, SD= 7.34) than the control group (M = 1.14, SD= 8.14). 

However, the difference between mothers who participated in Baby Basics 101 © and the 

control group was not significant (t= -.819, 100 df, p > .05). A small effect size (d = 

0.16) was noted. The results of the independent t -tests are presented in Table 11. 

Table 11 
Independent Samples t-test for MCQ On Gains 

Control Intervention 
Measure M SD M SD df t 

MCQChange 1.14 8.14 2.41 7.34 100 -.82 

Hypothesis Three 

p 

.41 

Cohen's 
d 

0.16 

H3: There will be significant differences in the maternal attachment of mothers in 

early, middle, or late adolescence both pre-intervention and post-intervention. 

The mean score for middle adolescence was higher at pre-testing (M = 103 .28, SD = 

1.60) than late adolescence (M = 101.13, SD= 4.88) or early adolescence (M = 100.29, 

SD= 4.51). The mean score for middle adolescence was also higher at post-test (M = 

103.13, SD= 2.97) than late adolescence (M = 102.46, SD= 3.49) or early adolescence 

(M = 101.50, SD= 1.32). Results are presented in Table 12. There were no statistically 
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significant differences between group means as determined by univariate one-way 

ANOVA (F (2, 98) = 1.633, p = .201). The results are presented in Table 13. 

Table 12 

Mean Scores of Maternal Attachment for Stages of Adolescence 

Pre-test Post-test Means gain 

Stage of Adolescence M SD M SD Score 

Early 13-15 years 100.29 4.51 101.50 1.32 1.21 

Middle 16-1 7 years 103.28 1.60 103.13 2.97 -.13 

Late 18-20 years 101.13 4.88 102.46 3.49 1.33 
a=.05 

Table 13 

ANOVAfor stages of Adolescence and Maternal Attachment 

Source Levene's 
Sig. df ss MS F p 

MAI Change .184 

Between 2 49.43 24.72 1.63 .201 

Within 98 1483.38 15.14 
a=.05 

Hypothesis Four 

H4: There will be a significant difference in maternal attachment of mothers who 

participate in Baby Basics 101 © verses mothers who do not participate. 

Independent samples t-test on gains scores from the MAI was used to examine the 

difference in maternal attachment of mothers who participated in the intervention versus 

mothers who did not participate. For the comparison between Baby Basics 101© 

participants and the control group on maternal attachment, the difference in mean gain 
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scores was not significant (t = -.274, 99 df, p > .05). Mean change was slightly higher for 

the intervention group (M = .87, SD= 2.29) versus the control group (M = .655, SD= 

4.90). Results are presented in Table 14. 

Table 14 

Independent Samples t-test for MAI On Gains 

Control Intervention 
Measure M SD M SD 

MAIChange .65 4.90 .87 2.29 

Hypothesis Five 

df t 

99 -.27 

p 

.79 

Cohen's 
d 

0.06 

H5: There will be a positive correlation between maternal attachment and maternal 

confidence of adolescent mothers participating in Baby Basics 101 ©. 

Correlation was used to look at the relationship between maternal attachment and 

maternal confidence of adolescent mothers participating in Baby Basics 101 ©. At post

test, a positive correlation was found for the Baby Basics 101© group (r = .65). When 

correlations between the change in scores were compared, change in maternal attachment 

demonstrated a weak but significant correlation with maternal confidence for the 

intervention group (r = .37, p < .05). Results are presented in Table 15. 
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Table 15 

Correlations Between Maternal Attachment and Maternal Confidence 

Variable MCQ MAI MCQ. MAI 
Post-test Post-test Change Change 

MCQ Post-test 

MAI Post-test .65** 

MCQ Change .65** .32* 

MAI Change .30* .19 .37* 

Note: *p < .05, **p < .005 

Hypothesis Six 

H6: There will be a significant difference in the level of knowledge of mothers who 

participate in Baby Basics 101 © verses mothers who do not participate. 

Independent samples t-test on gains scores obtained on the BBKS was used to examine 

the difference in baby basics knowledge of mothers who participated in the intervention 

versus mothers who did not participate. There was a significant difference in the level of 

knowledge of mothers who participated in Baby Basics 101 © versus mothers who did not 

participate (t = -4.05, 86.81 df, p< .005). Mean change in level of knowledge for Baby 

Basics 101© mothers was higher (M = 1.63, SD= 2.07) than for the control group of 

mothers (M = .09, SD= 1.70). Results are presented in Table 16. 
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Table 16 

Independent Samples t-test for BBKS On Gains 

Control Intervention 
Measure M SD M SD df t 

BBKS Change .09 1.70 1.63 2.07 100 -4.05 

Summary of the Findings 

p 

.000 

Cohen's 
d 

0.81 

The sample of 102 mothers was comprised of predominately Hispanic adolescents 

in the middle stage (16-17 years) of adolescence with an average age of 17. The majority 

of the sample reported an educational level of less than lih grade. A majority of the 

mothers reported having some or a great deal of prior childcare experience. 

When looking at the maternal confidence of mothers in different stages of 

adolescence, although the means did increase slightly, there was not a significant 

difference. There was however a greater increase in the mean gain scores for early 

adolescence from pre-test to post-test when compared to the middle and late adolescents. 

When mean gain scores were compared for maternal confidence in the control group and 

intervention groups, the intervention group did have higher scores; however, it was not 

high enough to show a statistically significant difference. 

When looking at the maternal attachment of mothers in different stages of 

adolescence, the mean gain score was higher for late adolescence when compared to the 

middle and early stage; however, the change was not statistically significant. When mean 

gain scores were compared for maternal attachment in the control group and intervention 
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groups, the intervention group did have higher scores than the control group, but not 

enough to be statistically significant. 

When maternal attachment and maternal confidence of mothers in the intervention 

group and the control group were correlated, there was a significant positive correlation 

between maternal confidence and maternal attachment for mothers in the control group; 

however, there was not a significant correlation for the intervention group. When 

correlations between the change in scores were compared, change in maternal attachment 

did have a weak but significant correlation with change in maternal confidence for the 

intervention group. 

Adolescent mother's mean change in level of knowledge for Baby Basics 101 © 

was higher than for control group of mothers. Adolescent mothers participating in the 

intervention Baby Basics 101 © classes reported higher levels of basic infant knowledge 

than mothers in the control group. There was a significant difference in the level of 

knowledge of mothers who participated in Baby Basics 101 © versus mothers who did not 

participate. 
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CHAPTER V 

DISCUSSION AND CONCLUSIONS 

The purpose of this quasi-experimental intervention study with a comparative 

pretest/posttest design was to test the adolescent maternal confidence learning model. 

Six hypotheses were posed to guide data collection and analysis. In addition to the brief 

review of the study, this chapter includes a summary of results related to the hypothesis, 

discussion of findings, conclusion, implications and recommendations for further study. 

In the discussion of findings, the findings of this study are discussed in relation to the 

conceptual model and the current literature on adolescent mothering. Additionally, the 

limitations of the study are presented. 

Summary of Results Related to Hypotheses 

Hypothesis 1- There will be significant differences in the maternal confidence of 

mothers in early, middle, or late adolescence both pre-intervention and post-intervention. 

This hypothesis was rejected based on the statistical analysis of the univariate one-way 

ANOV A. However, the early adolescent group had means gain score of 3.93 as compared 

to the middle adolescent group means gain score (1.90) and the late adolescent groups 

means gain score (.90). 

Hypothesis 2- There will be a significant difference in the maternal confidence of 

mothers who participate in Baby Basics 101 © versus those mothers who do not 

participate. This hypothesis was rejected based on the statistical analysis of the 
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independent t-test. Although not statistically significant, the intervention group 

participating in Baby Basics 101© had means gain score of 2.41 as compared to the 

control group means gain score of 1.14. 

Hypothesis 3- There will be significant differences in the maternal attachment of 

mothers in early, middle, or late adolescence both pre-intervention and post-intervention. 

This hypothesis was rejected based on the statistical analysis of the univariate one-way 

ANOVA. 

Hypothesis 4- There will be a significant difference in maternal attachment of 

mothers who participate in Baby Basics 101 © verses mothers who do not participate. This 

hypothesis was rejected based on the statistical analysis of the independent t-test. The 

intervention group participating in Baby Basics 101 © did have an increase in mean gain 

score of .87 as compared to the control group means gain score of .65. 

Hypothesis 5- There will be a positive correlation between maternal attachment 

and maternal confidence of adolescent mothers participating in Baby Basics 101 ©. At 

posttest, the intervention group participating in Baby Basics 101 © had a positive 

correlation between maternal attachment and maternal confidence. 

Hypothesis 6- There will be a significant difference in the level of knowledge of 

mothers who participate in Baby Basics 101 © verses mothers who do not participate. 

There was a significant difference in the level of knowledge of mothers who participated 

in Baby Basics 101 © versus mothers who did not participate. Means gain score in level 

of knowledge for Baby Basics 101© mothers was higher (1.63) than for control group of 

mothers (.09). 
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Discussion of Findings 

This study was designed to test the adolescent maternal confidence learning 

model with an educational intervention called Baby Basics 101 ©, in which group classes 

were taught during the last trimester of pregnancy through the first year of the infant's 

life. In this study, adolescent mothers were assigned to either a control group or an 

intervention group in which adolescent mothers attended a parenting intervention over a 

four week period. 

Demographics of Sample 

The mothers in this study were predominately single with less than a 12th grade 

education. The average age of the mothers in this sample was 17 years old. 

Attrition is a major problem in any study. In a review of the literature, Boys et al., 

(2003) found that "on average 78.3% (S.D. = 14.5%) of subjects were retained at 6 

months, 73.4% (S.D. =13.0%) after a year and 71.8% (S.D. =15.4%) after 2 years, 

suggesting that the largest attrition tends to occur during the first six months of a study" 

(Boys et al., 2003, p. 364). A major challenge to attrition with this population is access. 

Many of these adolescent mothers did not have their own transportation, so finding sites 

where the adolescents could come on a regular basis was paramount. There was a lot of 

interest in the study, and 100% of participants entering the study completed the study. 

This may indicate that these young mothers are eager to learn more about parenting their 

children. 
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Maternal Confidence 

The mothers in this sample were confident with a mean score of 57 with a range 

of possible scores from 14-70. Although it was predicted that the intervention would 

result in increased maternal confidence, this was not the case with this sample. As one 

would expect, late adolescents (18-20 years) scored higher on maternal confidence at pre

testing when compared to middle (16-17 years) and early adolescents (13-15 years). 

However at post-testing, early adolescents had higher mean scores than middle or late 

adolescents. All adolescent mothers reported a high level of maternal confidence upon 

entry into the study. Because of this, there was not a significant increase in maternal 

confidence after the completion of the Baby Basics 101 © classes. One explanation raised 

by Gross, Rocissano and Roncoli (1989) in which they explored the predictors of 

maternal confidence during toddlerhood with mothers of preterm and term infants, found 

that childcare experience prior to becoming a mother was a predictor of maternal 

confidence. In this study, a majority of mothers reported having some to a great deal of 

prior childcare experience (n = 77; 74.7%) while 21.3% (n = 22) had little to no prior 

childcare experience. Another explanation may be that adolescents could have an 

unnatural inflated confidence in their ability to parent a child related to their own 

developmental stage. 

Although many studies explored maternal confidence, few studies were found in 

the literature exploring maternal confidence of adolescents only. Ruchala and James 

(1997) explored the influence of social support and knowledge on maternal confidence 

among adolescents and adults. In their study, for both adolescent and adult mothers, 
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social support and knowledge of infant development were significantly correlated with 

maternal confidence. 

Maternal confidence is a phenomenon that may need time to develop as the 

mother grows into her role. This study explored maternal confidence over a four week 

period which might not have been enough time to see a change in confidence for 

adolescent mothers. In a study with an adult population, Williams et al. (1987) assessed 

the development of the mother-child relationship in the transition to motherhood. The 

findings of this study indicated that the development of confidence in the maternal role is 

a gradual process. 

In this study, maternal confidence mean scores were compared with control and 

interventions groups. Although the mean gain score was higher for the intervention 

group, the difference between the intervention and control groups was not significant. 

These findings, although not statistically significant, indicate that although the increase 

was small, adolescent mothers participating in Baby Basics 101 © did increase their 

maternal confidence which has been shown to improve outcomes for mothers and infants 

(Sword & Watt, 2005). 

Maternal Attachment 

Maternal attachment has been shown to be a necessary component for fostering 

the optimal growth and development of an infant and for encouraging the parent-infant 

love relationship. Healthy maternal-infant attachment will lead to the establishment of a 

desire to provide optimal care for the infant, positive growth and development of the 
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infant, and the creation of a solid, lasting, loving bond (Armstrong, Fraser, Dadds & 

Morris, 2000). 

When maternal attachment was explored in this study, the mean score reported for 

maternal attachment in this study was high with a mean score of 101.85 on a scale of26-

104. Breaking this down into stages of adolescence, the mean score for middle 

adolescence was higher at pre-testing (M = 103.28, SD= 1.60) than late adolescence (M 

= 101.13, SD= 4.88) or early adolescence (M = 100.29, SD= 4.51). At post-testing, the 

mean score for middle adolescence was also higher (M = 103.13, SD= 2.97) than late 

adolescence (M = 102.46, SD= 3.49) or early adolescence (M = 101.50, SD= 4.94). 

There was very little difference at pre and post testing time in the mean scores of each 

group. There were no statistically significant differences between group means for 

maternal attachment. There was some concern with the MAI early in the analysis when a 

majority of the participants circled "almost always" for every item. The instrument had 

26 items, and it is possible that adolescent mothers were rushing through this instrument 

and not reading the questions. This can cause a ceiling effect. "A ceiling effect in data

gathering, when variance in an independent variable is not measured or estimated above a 

certain level, is a commonly encountered practical issue in gathering data in many 

scientific disciplines. Such a ceiling effect is often the result of constraints on data

gathering instruments. When a ceiling effect occurs in data-gathering, there is a bunching 

of scores at the upper level reported by an instrument" (Cramer & Howitt, 2005, p. 21). 

In this study, maternal attachment mean scores were compared with control and 

interventions groups. The difference in mean gain scores was not significant for maternal 
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attachment in the control group versus the intervention group. However, the mean 

change was slightly higher for the intervention group (M = .870, SD = 2.29) versus the 

control group (M = .655, SD= 4.90). These findings, although not statistically 

significant, indicate that although the increase was small, adolescent mothers 

participating in Baby Basics 101 © did exhibit increases in maternal attachment. 

The Adolescent Maternal Confidence Learning Model (AMCLM) 

The Adolescent Maternal Confidence Learning Model (AMCLM) was designed 

by the researcher to describe the relationship'between maternal confidence and maternal 

attachment. An adolescent's knowledge of infant care affects her confidence in providing 

infant care. In order to increase maternal confidence of adolescent mothers, Baby Basics 

101 ©, should have increased the adolescent mother's maternal confidence. When Baby 

Basics 101 © is taught with regard to the developmental stages of adolescence, there 

should be an increase in understanding and "buy in" of the new role of motherhood. As 

the understanding of caring for an infant increases, maternal confidence should increase. 

This in turn will lead to positive outcomes for the infant's developmental growth, overall 

health, and attachment to the mother. In order to test this model, a correlation of 

maternal attachment and maternal confidence of mothers participating in the intervention 

Baby Basics 101 © was done. There was a positive correlation for the Baby Basics 101 © 

group indicting that when Baby Basics 101 © was taught, as maternal attachment 

increased, maternal confidence increased. This phenomenon was also reported by 

Williams et al. ( 1987) in a weak, but significant correlation, between maternal feelings of 

confidence and to mother-infant attachment in an adult population. 
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Baby Basics 101 © changed the level of knowledge for adolescent mothers in this 

study. Those participating in Baby Basics 101 © classes had a statistically significant 

difference in the level of baby basics knowledge when compared to the control group. 

These findings are consistent with the current literature on teaching in the postpartum 

period. Mercer and Walker (2006) reported mothers with less knowledge about caring for 

an infant tended to benefit more from educational programs than mothers with more 

infant care experience, which emphasizes the importance of individualizing care and 

instruction for different groups of mothers. 

Limitations 

The limitations of this study will be presented in relation to the design and 

internal and external validity. One limitation of this study was that a convenience sample 

was used. The study may have been strengthened with randomization of the sample. 

Although efforts were made to select a heterogeneous sample, the sample was primarily 

homogenous with regard to ethnicity, marital status, and education which limit the 

generalizibility of the findings to mothers beyond this sample. Another limitation was the 

small effect sizes for maternal confidence and maternal attachment which support the 

need for a larger sample to distinguish between the groups. The groups for early, middle 

and late stages of adolescence were uneven. 

Another limitation is the use of self-reported data with regard to maternal 

confidence and maternal attachment, which may be influenced by the adolescent's 

reluctance to report negatively. The length of time between the pre and post-testing of 

four weeks may not have been enough time to measure a change in maternal attachment 
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or maternal confidence. Additionally, the control group (n=56) and intervention group 

(n=46) did not have an equal number of participants. Also, the BBKS had moderate 

reliability. This instrument should be re-evaluated and some of the questions need to be 

re-worded to increase reliability. 

Implications for Nursing 

Contrary to the literature, 100% of adolescent mothers in this sample completed 

the pre and post-testing. This indicates that when an effort is made to go to the 

participants rather than having adolescents find transportation to come to a site and, when 

given the opportunity to learn more about parenting, these young mothers will make the 

effort to attend classes to learn more about caring for their infants. Baby Basics 101 © was 

designed to meet the learning needs of an adolescent population. The use of this program 

will help these young mothers to increase their knowledge of infant care which can lead 

to improved outcomes for mothers and their children. 

Recommendations for Future Studies 

The intervention was over a four week period. Future studies should be conducted 

in order to measure maternal confidence with follow-up testing at six months to 

determine if confidence increases over time in the adolescent population. Also, an 

attempt should be made to increase the number of early adolescents between the ages of 

11-15 years old. Additionally, there was interest from participants to include the father of 

the baby and others who aid in the care of the infant. Future studies need to include 

significant others as well as the identified "helper" of the mother to provide care. 
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This study needs to be replicated to test the conceptual framework and 

generalizibility of the findings. One method to strengthen this study would be to increase 

the number of participants which would increase the statistical power. Another method 

would be to use a different measure for maternal attachment. 

The Baby Basics 101 © classes provided needed information for any new mother. 

Future studies should include mothers of all ages and not just focus on adolescents. 

Summary 

The sample in this study consisted of predominately single mothers with less than 

12th grade education. The mothers were eager to participate which was evidenced by the 

100% participation rate of mothers completing the pre and post-testing. The mothers 

were confident in their ability to parent an infant and there were no statistically 

significant differences between groups in relation to adolescent developmental stages 

( early 13-15 years, middle 16-17 years, and late 18-20 years) for maternal confidence and 

maternal attachment. However, there was a significant difference between mothers' 

knowledge of parenting an infant for mothers participating in Baby Basics 101 © classes. 

There was a positive correlation between maternal confidence and maternal attachment 

indicating that as maternal confidence increases, maternal attachment will also increase. 

The findings from this study can only be generalized to this sample. Limitations 

of this study included a convenience sample, lack of randomization of participants to 

control and intervention groups, and the number of participants enrolled in the study. 

Additional research is needed to study maternal confidence in this population over time. 
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LaNell Harrison, RN, MSN 
Doctoral Nursing Student at Texas 
Woman's University, Denton, TX 

NAME 

(806) 543-7114 

PHONE NUMBER 

SYNOPSIS OF PROPOSAL: 

DEPARTMENT RESEARCH ORIGINATES 

3408 42nd Street. Lubbock, Texas 79413 

ADDRESS 

Adolescence is a challenging time full of self-discovery and changes. When an 

adolescent becomes a parent, the challenge is compounded. Although the literature has 

numerous studies exploring the postpartum and parenting experience, few studies address the 

parenting experience of adolescent mothers. 

Currently little Is known about maternal confidence in the postpartum for adolescent 

mothers. Maternal confidence has been identified as a key factor in successful parenting, 

however very few studies describe interventions to increase maternal confidence of adolescent 

mother. 

Baby Basics 101Owas developed based on the three theories to impact the maternal 

role/identity by increasing the competency and confidence of the adolescent As confidence 

increases, satisfaction in the parenting role and attachment to the child will be impacted. 

For the participants of the intervention, Baby Basics 101C classes focusing on parenting skins 

and knowledge have the potential to contribute significantly to positive outcomes of infants 

through an increase In maternal confidence demonstrated through increased maternal-infant 

attachment. Identifying a mother's unique concerns can only be done in an interactive 

environment like Baby Basics 101©. Reinforcing her caretaking skills are important in fostering 

her sense of competence as she works to gain confidence in her new identity as a mother. As the 

mother gains confidence in her ability to care for her Infant, her attachment to her infant wilt grow 

developing a positive relationship. When nurses engage in teaching in the community setting and 

providing support, they are In a unique position to have long-term positive effects on mothers as 

they transition Into their new role. 
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PURPOSE OF PROPOSAL: 

The purpose of this research is to develop and test an educational Intervention called 

Baby Basics 101@, in which group classes will be taught during the first 12 weeks of the 

postpartum period to improve the maternal confidence of first time adolescent mothers (11-20 

years old). To test this intervention, a control group and treatment group will be utilized. 

HOW WILL THIS BENEFIT LISO? 

Working with adolescent mothers brings a unique challenge to health care providers and 

educators. This research will test an educational intervention to improve maternal confidence In 

these young mothers. When confidence is increased, it is assumed that there will be greater life 

satisfaction, and hope for the future which would include continuing to pursue education. 

For thls research study, New Directions would be used as the control site In which data would be 

collected at two points over a 6-12 week period. Upon completion of the post-test, all participants 

in the control group will be provided with an opportunity to attend a seminar format of Baby 

Basics 101 © to leam basics about caring for their infants. The results of this study wilt be 

available to LISD upon completion of my dissertation. 

TIME INVOLVED OF TEACHERS: _,,N=on=e._ _____ _ 

TIME INVOLVED OF STUDENTS: Total time involved· 2 hours 
Question & Answer time: 30 min 
Pre-test administered· 45 min 
Post-test administered: 45 min 

DOES THIS REQUIRE TIME AWAY FROM INSTRUCTION? No- could be done during lunch 
Or at the end of school day. 

HOW MUCH? __ N __ on....._e _________ _ 

NUMBER OF TEACHERS INVOLVED: ""'N=on __ e'---------

NUMBER OF STUDENTS INVOLVED: .._53 ___________ _ 

SPECIFIC STUDENT REQUIRMENTS: First time adolescent mothers 
11-2oyrs wjth infant <6 weeks 
old 

PARENTS INVOLVED? -No.aa,_,_ _____ _ 

PARENTAL PERMISSION NEEDED? For students< 18 yrs old 
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WILL YOU PUBLISH DATA GATHERED? 

WHEN AND HOW? 

HOW WILL THIS DATA BE SHARED Willi USO? 

Yes 

As part of dissertation over 
the next 2 years, 

The results of this study will be available to LISD upon completion. The curriculum used for 
increasing maternal confidence- Baby Basics 101 C> will be available to share with the school 
district. 

~ROVEOuP.J.l:.:l~u;J.l::.:::.:.~~=:.!:.!!.:,;.J:=~=..t....uu.=.1.:...:..:~~ 

DENIED 

DATE / 

116 



APPENDIXB 

Support Letter- Teen Parents of Lubbock 

117 



October 29, 2009 

To Whom It May Concern: 

Teen,P~ofuibbock, 
Renee Morales, Program Director 
2621 34111 Street Suite A 
Lubbock, TX 79410 
806-535-5486 
www.yfclubbock.org 

I am pleased to write this letter of support of LaNell Harrison, RN, MSN doctoral student 
at Texas Woman's University and her proposed dissertation titled: An intervention to test 
the adolescent maternal conjitlence learning model I am willing to provide classroom 
space at Teen Parents of Lubbock for the recruitment and teaching of participants. 

I understand that the dissertation will involve testing an intervention to teach parenting 
skills to adolescent mothers. I feel this project will lead to a better understanding of how 
developmentally tailored teaching by a nurse can improve the parenting skills and maternal 
confidence of adolescent mothers. 

Sincerelx, / 
\lt\W... ,t '\\,\0\JJ.\!J\/ 
Renee Morales 
Program Director, Teen Parents 

Teen Parents is a ministry of 

YOUfflFORCHRts,fiUSA 
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Think SUCCESS.Think TWU 

College- oF Nursing 
' P.O. ckn: 42.5498 Oanroo~ TX 76204,5-498 

940,690-2~01 :FAX 94069.0,2.-517 

DflfTDN D.H.l.U HOIJSlOlf 

Pioneering Nursing's future: 
An Adwn·tuni ;,, Extellen~e 

Dear Parent or Guardian, 

My name is LaNell Harrison and I am a Doctoral student in Nursing at Texas Woman's 
University (Denton, Texas). I am conducting a study titled An Intervention to Test the 
Adolescent Maternal Confidence Learning Model. The purpose of this study is to 
increase maternal confidence of adolescent mothers. Your daughter has been selected as a 
possible participant because she is between the ages of 11-20 years old is in her last 
trimester of pregnancy or has a baby that is not older than one year. 

Your daughter is being asked to participate in the control group. When your daughter 
returns the attached signed consent form and the completed demographic questionnaire, 
she will be asked to complete three questionnaires on parenting and parenting skills. She 
will be asked to return again in 4 weeks to repeat the three questionnaires. The total time 
commitment required to participate in this study is 1 hour and 20 minutes. In return for 
her time, your daughter will receive points from the Storks Nest for completing the 
questionnaires to purchase baby items. 

Participation in this study is voluntary. At any point your daughter can withdraw from the 
study without penalty. 

If you have any questions, please contact me either by email at nursnell@sbcglobal.net or 
by phone at (806) 543-7114. You can also contact my advisor at Texas Woman's 
University- Donna Sauls by email at dsauls@mail.twu.edu or by phone at (940) 898-
2406. 

Thank you, 

LaNell Harrison, MSN, RN 
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lhink SUCCESS.'lllink TWO 

College or Nursing 
P.O. Ek,,: 4254.98 Dc:inroo. TX 76204,5-498: 
940:S98•2i-:01 fAX 9'40698,2-~17 

Dun Q N DUU.$ NO USION' 

Pio·neerin9 Nu,:sing's Future: 
An Adventure ,n Ext.elle11te 

Dear Parent or Guardian, 

My name is LaNell Harrison and I am a Doctoral student in Nursing at Texas Woman's 
University (Denton, Texas). I am conducting a study titled An Intervention to Test the 
Adolescent Maternal Confidence Learning Model. The purpose of this study is to 
increase maternal confidence of adolescent mothers. Your daughter has been selected as a 
possible participant because she is between the ages of 11-20 years old is in her last 
trimester of pregnancy or has a baby that is not older than one year. 

Your daughter is being asked to participate in 4 classes called Baby Basics 101 © in 
which basic infant care information will be taught. When your daughter returns the 
attached signed consent form and the completed demographic questionnaire, she will be 
asked to complete three questionnaires ·on parenting and parenting skills. She will be 
asked to return once a week to attend a total of 4 classes. The total time commitment 
required to participate in this study is 3 hours and 20 minutes. In return for her time, your 
daughter will receive points from the Storks Nest for attending the classes to purchase 
baby items. 

Participation in this study is voluntary. At any point your daughter can withdraw from the 
study without penalty. 

If you have any questions, please contact me either by email at nursnell@sbcglobal.net or 
by phone at (806) 543-7114. You can also contact my advisor at Texas Woman's 
University- Donna Sauls by email at dsauls@mail.twu.edu or by phone at (940) 898-
2406. 

Thank you, 

LaNell Harrison, MSN, RN 
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lhink SUCCESS .. lbinll TWO 

College of Nursing 
P.O. Sox. 42,5496 Donton. TX 76204,5498: 
940.:s9e.2~,:o 1 rAX 94os9a.2.~3.7' 

0£HTON DlllAS HOUSTON 

Pio-neerin9 Nursing's future: 
An Adventure in Ext.ellen~a 

Dear New Mom, 

My name is LaNell Harrison and I am a Doctoral student in Nursing at Texas Woman's 
University (Denton, Texas). I am conducting a study titled An Intervention to Test the 
Adolescent Maternal Confidence Learning Model. The purpose of this study is to 
increase maternal confidence of adolescent mothers. You have been selected as a possible 
participant because you are between the ages of 11-20 years old and you are in the last 
trimester of your pregnancy or you have a baby that is not older than one year. 

You are being asked to participate in the control group. When you return the attached 
signed consent form and the completed demographic questionnaire, you will be asked to 
complete three questionnaires on parenting and parenting skills. You will also be asked to 
return in 4 weeks to repeat the three questionnaires. The total time commitment required 
to participate in this study is 1 hour and 20 minutes. In return for your time, you will 
receive points from the Storks Nest for completing the questionnaires to purchase baby 
items. 

Participation in this study is voluntary. At any point you can withdraw from the study 
without penalty. 

If you have any questions, please contact me either by email at nursnell@sbcglobal.net or 
by phone at (806) 543-7114. You can also contact my advisor at Texas Woman's 
University- Donna Sauls by email at dsauls@mail.twu.edu or by phone at (940) 898-
2406. 

Thank you, 

LaNell Harrison, MSN, RN 
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Think SUCCESS.Dink 1\¥U 

College of Nursing 
P.O. &01. 425496 Ocnto•n. TX 7620~•5498: 
94069B-2~-:0J fAX 94069.8,2~3.7 

DtHTDN DAllA! HOOSlGH 

Pioneering Nursing's Future: 
An Adven·tuN in Extellentt:t 

Dear New Mom, 

My name is LaNell Harrison and I am a Doctoral student in Nursing at Texas Woman's 
University (Denton, Texas). I am conducting a study titled An Intervention to Test the 
Adolescent Maternal Confidence Learning Model. The purpose of this study is to 
increase maternal confidence of adolescent mothers. You have been selected as a possible 
participant because you are between the ages of 11-20 years old and you are in the last 
trimester of your pregnancy or you have a baby that is not older than one year. 

You are being asked to participate in 4 classes called Baby Basics 101 © in which basic 
infant care information will be taught. When you return the attached signed consent form 
and the completed demographic questionnaire, you will be asked to complete three 
questionnaires on parenting and parenting skills. You will also be asked to return once a 
week to attend a total of 4 classes. The total time commitment required to participate in 
this study is 3 hours and 20 minutes. In return for your time, you will receive points from 
the Storks Nest for attending the classes to purchase baby items. 

Participation in this study is voluntary. At any point you can withdraw from the study 
without penalty. 

If you have any questions, please contact me either by email at nursnell@sbcglobal.net or 
by phone at (806) 543-7114. You can also contact my advisor at Texas Woman's 
University- Donna Sauls by email at dsauls@mail.twu.edu or by phone at (940) 898-
2406. 

Thank you, 

LaNell Harrison, MSN, RN 
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Intervention Group 

TEXAS WOMAN'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

Title: An Intervention to Test the Adolescent Maternal Confidence Leaming Model 

Investigator: LaNell Harrison, MSN, RN 
Advisor: Donna J. Sauls, PhD, RN 

Explanation and Purpose of the Research 

(806) 543-7114 
(940) 898-2406 

You are being asked to participate in a research study being conducted by a doctoral 
student at Texas Woman's University. The purpose of this research is to test the 
adolescent maternal confidence learning model with an educational intervention called 
Baby Basics 101, in which group classes will be taught during the last trimester of 
pregnancy through the first year of the postpartum period. The goal is to improve the 
maternal confidence for mothers 11-20 years old. 

Research Procedures 
You will be asked to complete a demographic data questionnaire when you agree to 
participate in this study. You will be asked to attend 4 classes in which taught parenting 
skills will be taught. You will also be asked to complete three questionnaires concerning 
caring for a newborn at the first class and the last class. The time commitment to 
participate in this study includes 20 minutes for the information session, and 
approximately 45 minutes for each of the 4 classes for a total maximum total time 
commitment of 3 hours and 20 minutes. 

Potential Risks 

The study involves the risks of release of confidential information. Confidentiality will be 
protected to the extent that is allowed by law. You need to know that: (a) your name will 
be recorded in a research book in the principal investigator's office that will be locked in 
a file cabinet. Only the principal investigator will have access to this book, (b) your name 
will not be used in any publications or results, ( c) your name will be separate from your 
surveys, ( d) once data collection is completed, the book will be shredded, and ( e) all other 
identifiable information will be locked in a file drawer in the principal investigator's 
home office until completion of the research study then all identifiable information will 
be shredded. Only the principle investigator will have access to the home office file 
drawer. 

There is a possibility of the risk of embarrassment or invasion of privacy. Your 
participation is voluntary and you are free to withdraw from the study at any time. 
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There is also a possibility of the risk of coercion or the possibility that you may feel 
forced to participate in the study. Participation in the study is completely voluntary. You 
should know that: (a) being in the study is completely voluntary, (b) you can discontinue 
participation at any time, and ( c) refusal to take part in the study will not affect your legal 
rights. 

There is a risk of loss of anonymity since you will be approached in a public area. If you 
would like to participate, you need to sign this consent form and return in the packet to 
the principal investigator. You can refuse to be part of the study at any time. 

The researcher will try to prevent any problem that could happen because of this 
research. You should let the researcher know at once if there is a problem and she will 
help you. However, Texas Woman's University does not provide medical services or 
financial assistance for injuries that might happen because you are taking part in this 
research. 

Potential Benefits 

In return for your time, you will receive points from the Storks Nest for attending the 
classes to purchase baby items. The only other direct benefit of this study to you is that at 
the completion of the study, a summary of the results will be mailed to you upon request. 

Questions Regarding the Study 

If you have any questions about the research study you should ask the researcher. Her 
phone number is at the top of this form. If you have questions about your rights as a 
participant in this research or the way the study has been conducted, you may contact the 
Texas Woman's University Office of Research & Sponsored Programs at (940) 898-3375 
or email irb@twu.edu. You will be given a copy of this signed and dated consent form to 
keep. 

Signature Date 

• If you would like to receive a summary of the results of this study, please provide 
an address to which this summary should be sent: 
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Consent- Control Group 
TEXAS WOMAN'S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 

Title: An Intervention to Test the Adolescent Maternal Confidence Leaming Model 
Investigator: LaNell Harrison, MSN, RN (806) 543-7114 
Advisor: Donna J. Sauls, PhD, RN (940) 898-2406 

Explanation and Purpose of the Research 
You are being asked to participate in a research study being conducted by a doctoral 
student at Texas Woman's University. The purpose of this research is to test the 
adolescent maternal confidence learning model with an educational intervention called 
Baby Basics 101, in which group classes will be taught during the last trimester of 
pregnancy through the first year of the postpartum period. The goal is to improve the 
maternal confidence for mothers 11-20 years old. 

Research Procedures 
There will be two groups for this study. You will be part of the control group which 
means that you will not be attending Baby Basics 10 i; however you will have an 
opportunity to attend the classes when the study is completed. You will be asked to 
complete a demographic data questionnaire when you agree to participate in this study. 
You will also be asked to complete three questionnaires concerning caring for a newborn 
when you turn in your signed consent forms, and once again 4 weeks later. The time 
commitment to participate in this study includes 20 minutes for the information session, 
ang approximately 30 minutes to complete the pre-test questionnaires, and 30 minutes to 
complete the post test questionnaires for a total maximum total time commitment of 1 
hour and 20 minutes. 

Potential Risks 

The study involves the risks of release of confidential information. Confidentiality will be 
protected to the extent that is allowed by law. You need to know that: (a) your name and 
research code will be recorded in a research book in the principle investigator's office 
that will be locked in a file cabinet. Only the principle investigator will have access to 
this book, (b) your name will not be used in any publications or results, ( c) your name 
will be separate from your surveys, ( d) once data collection is completed, the book will 
be shredded, and ( e) all other identifiable information will be locked in a file drawer in 
the principle investigator's home office until completion of the research study then all 
identifiable information will be shredded. Only the principle investigator will have access 
to the home office file drawer. 

There is a possibility of the risk of embarrassment or invasion of privacy. Your 
participation is voluntary and you are free to withdraw from the study at any time. 
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There is also a possibility of the risk of coercion or the possibility that you feel forced to 
participate in the study. Your participation in the study is completely voluntary. You 
should know that: (a) being in the study is completely voluntary, (b) you can discontinue 
your participation at any time, and ( c) refusal to take part in the study will not affect your 
legal rights. 

There is a risk of loss of anonymity since you are being approached in a public area. If 
you are interested in learning about the study, you will have an opportunity to attend an 
information session in which everyone in attendance will be given a study packet. Those 
wishing to participate will turn in the packet to the principle investigator. You can refuse 
to be part of the study at any time. 

The researcher will try to prevent any problem that could happen because of this 
research. You should let the researcher know at once if there is a problem and she will 
help you. However, Texas Woman's University does not provide medical services or 
financial assistance for injuries that might happen because you are taking part in this 
research. 

Potential Benefits 

In return for your time, you will receive points from the Storks Nest for completing the 
pre-test and post-test questionnaires to purchase baby items. The only other direct benefit 
of this study to you is that at the completion of the study, a summary of the results will be 
mailed to you upon request. 

Questions Regarding the Study 

If you have any questions about the research study you should ask the researcher. Her 
phone number is at the top of this form. If you have questions about your rights as a 
participant in this research or the way the study has been conducted, you may contact the 
Texas Woman's University Office of Research & Sponsored Programs at (940) 898-3375 
or email irb@twu.edu. You will be given a copy of this signed and dated consent form to 
keep. 

Signature Date 

• If you would like to receive a summary of the results of this study, please provide 
an address to which this summary should be sent: 
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Code -----

Demographic Data Questionnaire 

Site Code 
Date ----

-------

Please specify: 

Your Age: _______ _ Infant's Date of Birth: / / 

Infant's Sex (Circle one): 
1. Boy 
2. Girl 

Race (Circle one): 
1. African-American 
2. Asian 
3. Hispanic 
4. Caucasian 
5. Other, please specify ____ _ 

Marital Status (Circle one): 
1. Single 
2.Married 
3. Living with significant other 

Highest Level of Education completed (Circle one): 
1. Below 12th grade 
2. 12th grade 
3. Completed GED 
4. Technical School 
5. Some college or technical school 

How many people live in your household? ______ _ 

Who is your best source of information in taking care of your baby? 
(Select one) 

Your mother 
Your doctor 

__ Your grandmother 
Friend 

-- -- --
mo day yr. 

__ Other (Specify) _______________ _ 
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Who helps you with your baby? Mark all that apply and rank in order the top 
three people who help you the most (1 = who helps you the most; 2 = your 

Baby's father 
"\:T---·· ·-- _.._1--··• 
.i.Vw.i .A..i.i.Vi...&.i;;;.&. 

__ Your grandmother 
__ Your grandfather 
__ Your reiatives other than above (Spec1iy) ________ _ 
__ Relatives of the baby's father (Specify) ________ _ 

Friend 
__ Other (Specify) _______________ _ 

Please circle the statement that best describes your childcare experience prior to 
having your baby. (e.g. babysat for infants and small children often) 

Before my baby was born, I had ____ childcare experience. 

1. a great deal of 
. 2. some 

3. very little 
4.no 
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Control Group 
TEXAS WOMAN'S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 
Title: An Intervention to Test the Adolescent Maternal Confidence Leaming Model 
Investigator: LaNell Harrison, MSN, RN (806) 543-7114 
Advisor: Donna J. Sauls, PhD, RN (940) 898-2406 

Explanation and Purpose of the Research 
You are being asked to allow your daughter to participate in a research study being 
conducted by a doctoral student at Texas Woman's University. The purpose of this 
research is to test the adolescent maternal confidence learning model with an educational 
intervention called, in which group classes will be taught during the last trimester of 
pregnancy through the first year of the postpartum period. The goal is to improve the 
maternal confidence for mothers 11-20 years old. 

Research Procedures 
There will be two groups for this study. Your daughter will be part of the control group 
which means that she will not be attending Baby Basics 101©, however she will have an 
opportunity to attend the classes when the study is completed. Your daughter will be 
asked to complete a demographic data questionnaire when you agree to allow her to 
participate in this study. She will also be asked to complete three questionnaires 
concerning caring for a newborn when she turns in your signed consent forms, and once 
again 4 weeks later. The time commitment to participate in this study would include 20 
minutes to attend an information session, and 30 minutes to complete the pre-test 
questionnaires and 30 minutes to complete the posttest questionnaires for a total time 
commitment of 1 hour and 20 minutes. 
If you do not agree to allow your child to participate, then you or your daughter cannot 
participate. 

Potential Risks 

The study involves the risks of release of confidential information. Confidentiality will be 
protected to the extent that is allowed by law. You need to know that: (a) your daughter's 
name will be recorded in a research book in the principal investigator's office that will be 
locked in a file cabinet. Only the principal investigator will have access to this book, (b) 
your daughter's name will not be used in any publications or results, (c) your daughter's 
name will be separate from her surveys, ( d) once data collection is completed, the book 
will be shredded, and (e) all other identifiable information will be locked in a file drawer 
in the principal investigator's home office until completion of the research study then all 
identifiable information will be shredded. Only the principal investigator will have access 
to the home office file drawer. 
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There is a possibility of the risk of embarrassment or invasion of privacy. Your 
daughter's participation is voluntary and she is free to withdraw from the study at any 
time. 

There is also a possibility of the risk of coercion or the possibility that your daughter may 
feel forced to participate in the study. Participation in the study is completely voluntary. 
You should know that: (a) being in the study is completely voluntary, (b) you can 
discontinue your daughter's participation at any time, and ( c) refusal to take part in the 
study will not affect her legal rights. 

There is a risk of loss of anonymity since your daughter will being approached in a public 
area. If you are interested in learning about the study, please contact the principal 
investigator by phone or email. If you agree to allow your daughter to participate in this 
research study, please sign this consent form and have your daughter turn in the packet to 
the principal investigator. She can refuse to be part of the study at any time. 

The researcher will try to prevent any problem that could happen because of this 
research. You should let the researcher know at once if there is a problem and she will 
help you. However, Texas Woman's University does not provide medical services or 
financial assistance for injuries.that might happen because you are taking part in this 
research. 

Potential Benefits 

In return for her time, your daughter will receive points from the Storks Nest for 
completing the pre-test and post-test questionnaires to purchase baby items. The only 
other direct benefit of this study to you or your daughter is that at the completion of the 
study, a summary of the results will be mailed to you upon request. 

Questions Regarding the Study 

If you have any questions about the research study you should ask the researcher. Her 
phone number is at the top of this form. If you have questions about your rights as a 
participant in this research or the way the study has been conducted, you may contact the 
Texas Woman's University Office of Research & Sponsored Programs at (940) 898-3375 
or email irb@twu.edu. You will be given a copy of this signed and dated consent form to 
keep. 

Signature of Teen Mother Date 

Signature of Parent or Guardian Date 
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• If you would like to receive a summary of the results of this study, please provide 
an address to which this summary should be sent: 
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Intenrention Group 
TEXAS WOMAN'S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 
Title: An Intervention to Test the Adolescent Maternal Confidence Leaming Model 
Investigator: LaNell Harrison, MSN, RN (806) 543-7114 
Advisor: Donna J. Sauls, PhD, RN (940) 898-2406 

Explanation and Purpose of the Research 
You are being asked to allow your daughter to participate in a research study being 
conducted by a doctoral student at Texas Woman's University. The purpose of this 
research is to test the adolescent maternal confidence learning model with an educational 
intervention called, in which group classes will be taught during the last trimester of 
pregnancy through the first year of the postpartum period. The goal is to improve the 
maternal confidence for mothers 11-20 years old. 

Research Procedures 
Your daughter will be asked to complete a demographic data questionnaire when you 
agree to allow her to participate in this study. She will be asked to attend 4 classes in 
which taught parenting skills will be taught. She will also be asked to complete three 
questionnaires concerning caring for a newborn at the first class and the last class. The 
time commitment to participate in this study includes 20 minutes for the information 
session, and approximately 45 minutes for each of the 4 classes for a total maximum total 
time commitment of 3 hours and 20 minutes. 
If you do not agree to allow your child to participate, then you or your daughter cannot 
participate. 

Potential Risks 

The study involves the risks of release of confidential information. Confidentiality will be 
protected to the extent that is allowed by law. You need to know that: (a) your daughter's 
name will be recorded in a research book in the principal investigator's office that will be 
locked in a file cabinet. Only the principal investigator will have access to this book, (b) 
your daughter's name will not be used in any publications or results, (c) her name will be 
separate from her surveys, (d) once data collection is completed, the book will be 
shredded, and ( e) all other identifiable information will be locked in a file drawer in the 
principal investigator's home office until completion of the research study then all 
identifiable information will be shredded. Only the principle investigator will have access 
to the home office file drawer. 

There is a possibility of the risk of embarrassment or invasion of privacy. Your 
daughter's participation is voluntary and she is free to withdraw from the study at any 
time. 
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There is also a possibility of the risk of coercion or the possibility that you or your 
daughter may feel forced to participate in the study. Participation in the study is 
completely voluntary. You should know that: (a) being in the study is completely 
voluntary, (b) your daughter can discontinue participation at any time, and ( c) refusal to 
take part in the study will not affect your legal rights. 

There is a risk of loss of anonymity since your daughter will be approached in a public 
area. If you would like your daughter to participate, you need to sign this consent form 
along with your daughter, and she can tum in the packet to the principal investigator. 
Your daughter can refuse to be part of the study at any time. 

The researcher will try to prevent any problem that could happen because of this 
research. You should let the researcher know at once if there is a problem and she will 
help you. However, Texas Woman's University does not provide medical services or 
financial assistance for injuries that might happen because your daughter is taking part in 
this research. 

Potential Benefits 

In return for her time, your daughter will receive points from the Storks Nest for 
attending the classes to purchase baby items. The only other direct benefit of this study to 
you or your daughter is that at the completion of the study, a summary of the results will 
be mailed to you upon request. 

Questions Regarding the Study 

If you have any questions about the research study you should ask the researcher. Her 
phone number is at the top of this form. If you have questions about your rights as a 
participant in this research or the way the study has been conducted, you may contact the 
Texas Woman's University Office of Research & Sponsored Programs at (940) 898-3375 
or email irb@twu.edu. You will be given a copy of this signed and dated consent form to 
keep. 

Signature of Teen Mother Date 

Signature of Parent or Guardian Date 
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• If you would like to receive a summary of the results of this study, please provide 
an address to which this summary should be sent: 
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Maternal Confidence Questionnaire 
Zahr (1991) 

Circle the number that best describes your response. 

Never Seldom Some Often A Lot 

1. I know when my baby wants me to 
play with him/her. 2 3 4 5 

2. I know how to take care of my 1 2 3 4 5 
baby better than anyone else. 

3. When my baby is cranky, I know ' 1 2 3 4 5 
the reason. 

4. I can tell when my baby is tired and 2 3 4 5 
needs to sleep. 

5. I know what makes my baby 1 2 3 4 5 
happy. 

6. I can give my baby a bath. 2 3 4 5 

7. I can feed my baby adequately. 2 3 4 5 

8. I can hold my baby properly. 1 2 3 4 5 

9. I can tell when my baby is sick. 2 3 4 5 

10. I feel frustrated taking care of my 2 3 4 5 
baby. 

11. I would be good at helping other 2 3 4 5 
mothers learn how to take care of 
their infants. 

12. Being a parent is demanding and 2 3 4 5 
unrewarding. 

13. I have all the skills needed to be a 2 3 4 5 
good parent. 

14. I am satisfied with my role as a 2 3 4 5 
parent. 
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Maternal-Attachment Inventory by Mary E. Millier 

Instructions: Circle the letter under the word that applies to you. 

Almost Some- Almost 
Always Often times Never 

1. I feel love for my baby a b C d 

2. I feel warm and happy with my baby a b C d 

3. I want to spend special time with my baby a b C d 

4. I look forward to being with my baby a b C d 

5. Just seeing my baby makes me feel good a b C d 

6. I know my baby needs me a b C d 

7. I think my baby is cute a b C d 

8. I'm glad this baby is mine a b C d 

9. I feel special when my baby smiles a b C d 

l 0. I like to look into my baby's eyes a b C d 

11. I enjoy holding my baby a b C d 

12. I watch my baby sleep a b C d 

13. I want my baby near me a b C d 

14. I tell others about my baby a b C d 

15. It's fun being with my baby a b C d 

16. I enjoy having my baby cuddle me a b C d 

17. I'm proud ofmy baby a b C d 

18. I like to see my baby do new things a b C d 

19. My thoughts are full ofmy baby a b C d 

20. I know my baby's personality a b C d 

21. I want my baby to trust me a b C d 

22. I know I am important to my baby a b C d 

23. I understand my baby's signals a b C d 

24. I give my baby special attention a b C d 

25. I comfort my baby when he/she is crying a b C d 

26. Loving my baby is easy a b C d 
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Baby Basics Knowledge Survey 

Choose the correct answer: 

I. If you are breastfeeding, how long should your baby eat at each feeding? 

a) 5 minutes 
b) 20 minutes 
c) I hour 
d) As long as the baby wants 

2. If you are bottle feeding, how often should your baby eat? 

a) Every 5 hours 
b) When I think about it 
c) On demand 

3. What should you do if your baby has a stuffy nose? 

a) Call 911 
b) Help him/her to blow nose 
c) Nothing- it will be okay 
d) Use a suction bulb 

4. To bathe my baby in the bath, I need to fill it full of warm water. 

True/False 

5. I should use baby powder to make my baby smell good. 

True/False 

6. When my baby is fussy, I should: 

a) Give my baby Tylenol or Motrin 
b) Call 911 
c) Ignore him/her 
d) Check for wet diaper 

7. My baby has not pooped in a couple of days, I should: 

a) Call 911 
b) Give my baby a laxative 
c) Give extra water after feedings 
d) Take my baby to the doctor 

8. By the end of the 3rd month, my baby should be able to: 

a) walk 
b) sit up without help 
c) raise head when laying on stomach 
d) say "mama" 
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u 
EXAS WOMAN'S UNIVERSITY 

DENlON DALLAS HOUstON 

February 5, 2010 

Ms. Sondra LaNeJI Harrison 
3408 42nd Street 
Lubbock, TX 79413 

Dear Ms. Harrison: 

Institutional Review Board 
Office of Research and Sponsored ProgrorM 
P.O. Box 425619, Denton, 1X 76204·5619 
940-898·3378 fax 94(}898-3416 
e-mail: IRB@twu.edu 

Re: An Intervention to Test the Adolescent Materncd Confidence Learning Model 

The above referenced study has been reviewed by the TWU Institutional Review Board (IRB) and 
appears to meet our requirements for the protection of individuals' rights. 

If applicable~ agency approval letters must be submitted to the IRB upon receipt PRIOR to any data 
collection at that agency. A copy of the approved consent fonn with the IRB approval stamp and a 
copy of the annual/final report a~ enclosed. Please use the consent form with the most recent approval 
date stamp when obtaining consent from your participants. The signed consent forms and final report 
must be filed with the Institutional Review Board at the completion of the study. 

This approvaJ is valid one year from January 22, 2010. According to regulations from the Department 
of Health and Human Services, another review by the IRB is required if your project changes in any 
way, and the IRB must be notified immediately regarding any adverse events. Jfyou have any 
questions. feel free to call the TWU Institutional Review Board 

enc, 

Sincerely, 

Dr. Kathy DeOmetlas, Chair 
Institutional Review Board - Denton 

cc. Dr. Patricia Holden-Huchton, College of Nursing 
Dr. Donna Sauls, College of Nursing 
(lr~11in$1te School 
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·· Teen Moms 
Would you like to know more about 

taking care of your baby? 

If so, you might be interested in taking 
part in a research study to learn about taking 

care of your baby . . 
Come to a short 20 minute meeting to 

hear more. 

Date: 
Time: 
Place: 

LaNell Harrison, RN, MSN 
Doctoral Student 

Texas Woman's University 
(806) 543-7114 

Call if you have questions 
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Intervention Group 

Hello, my name is LaNell Harrison. I am a nurse and a doctoral student in nursing 
at Texas Woman's University in Denton, Texas. I am interested in maternal 
confidence of adolescent mothers. This research will hopefully lead to a better 
understanding of maternal confidence and how nurses can teach parenting skills in the 
postpartum period. 

If you volunteer as a participant in this study, you will be asked to attend four classes to 
learn about taking care of your baby. This information session will last approximately 20 
minutes, and each class should take approximately 45 minutes of your time, for a total 
time commitment of 3 hours and 20 minutes. 

If you are over 18 years old, or are considered an emancipated minor, you can sign your 
own consent to participate in this study. An emancipated minor is someone who is 
married, or has gone to court to gain independence from their parents. 

If you are under 18 years old, and are not an emancipated minor, you will need a parent 
or guardian to consent to your participation in the research study. Once your parent or 
guardian consents for you to participate you will need to sign the consent form also 
stating your assent to participate (which means you agree to participate). If your parent 
or guardian does not sign the consent form allowing you to participate, you will not be 
able to be a part of the study. 

If you agree to participate, you will need to pick up a study packet. Each packet contains 
a cover letter, 2 consents (one for me and one for you to keep), and a demographic 
form. 

The first class will take place one week from today. I will return at that time next week to 
pick up consent forms and demographic forms and to begin the first class. 

To thank you for your participation, you will receive points for the Storks Nest at each 
class. 

I would like to assure you that this study has been reviewed and received ethics 
clearance through the Institutional Review Board of Texas Woman's University. 
However, the final decision about participation is yours. 

Do you have any questions? 

If you are interested in participating, please take a packet with you. If you have any 
questions that were not answered during this session, please call me at (806) 543-7114. 

Thank you. 
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Hello, my name is LaNell Harrison. I am a nurse and a doctoral student in nursing 
at Texas Woman's University in Denton, Texas. I am interested in maternal 
confidence of adolescent mothers. This research will hopefully lead to a better 
understanding of maternal confidence and how nurses can teach parenting skills in the 
postpartum period. 

If you volunteer as a participant in this study, you will be asked to fill out 3 questionnaires 
about taking care of your baby next week. You will then be asked to return in 4 weeks to 
fill out the questionnaires again. 

This information session will last approximately 20 minutes, and each time you return to 
complete the questionnaire, it should take approximately 30 minutes of your time, for a 
total time commitment of 1 hours and 20 minutes. 

If you are over 18 years old, or are considered an emancipated minor, you can sign your 
own consent to participate in this study. An emancipated minor is someone who is 
married, or has gone to court to gain independence from their parents. 

If you are under 18 years old, and are not an emancipated minor, you will need a parent 
or guardian to consent to your participation in the research study. Once your parent or 
guardian consents for you to participate you will need to sign the consent form also 
stating your assent to participate (which means you agree to participate). If your parent 
or guardian does not sign the consent form allowing you to participate, you will not be 
able to be a part of the study. 

If you agree to participate, you will need to pick up a study packet. Each packet contains 
a cover letter, 2 consents (one for me and one for you to keep), and a demographic 
form. 

I will return one week from today to pick up consent forms and demographic forms and 
to give you the questionnaires to complete. 

To thank you for your participation, you will receive points for the Storks Nest each time 
you complete the questionnaires. 

I would like to assure you that this study has been reviewed and received ethics 
clearance through the Institutional Review Board of Texas Woman's University. 
However, the final decision about participation is yours. 

Do you have any questions? 

If you are interested in participating, please take a packet with you. If you have any 
questions that were not answered during this session, please call me at (806) 543-7114. 

Thank you. 

151 



APPENDIXM 

Baby Basics 101 © Course 

152 



An Intervention tor Increasing the Maternal Confidence of Adolescent Mothers 

E,ab_y 5asics 1 O 1 © 

©LaNell Harrison, RN, MSN 
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Infant Feeding 

Breast feeding 

Class #1 

Breastfeeding your baby is one of the things you can do for your newborn. It offers many 

healthy. Here are some tips on how to make it easier for you to do. 

1. Position yourself with back support, use pillows to support your arms and in your 

lap, and put your feet up. 

2. Position baby close to you, with his hips flexed, so that he does not have to tum 

his head to reach your breast. His mouth and nose should be facing your nipple. 

3. Support your breast so it is not pressing on your baby's chin. Your baby's chin 

should press into your breast. 

4. Attach or latch baby onto your breast. Encourage him to open his mouth wide and 

pull him close by supporting his back (rather than the back of his head) so that his 

chin presses into your breast. His nose will be touching your breast. Your hand 

should support your baby's head. 

5. If you are feeling pain, detach baby gently and try again. 

6. As long as you are comfortable and baby is nursing, use whatever works for you. 

7. It is very important to bring the baby to your nipple height. Leaming over your 

baby can cause backaches, neck and shoulder strain, or sore nipples. 

8. Nurse on demand, up to twelve feedings a day. This will keep your baby happy 

and will increase your milk supply to meet the demand as it grows. Also, don't let 

your baby sleep through a feeding. If it's been three hours since your newborn last 

fed, then it's time to wake him or her up. 
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9. Nurse as long as the baby wants. Most newborns need teen to forty-five minutes 

to finish a feeding. 

10. A baby who drinks well will not be on the breast for hours at a time. If he is, it is 

usually because he is not latching on well and not getting the milk that is 

available. If you can't get your baby to latch on, get help. 

11. Don't try and feed your baby if she is screaming. Rock and help her to calm down 

before you start nursing. Offer her your finger to suck on until she calms down. 

Is Your Newborn Getting Enough to Eat? 

1. Your baby should be nursing eight to 12 times per day during about the first 

month. In the beginning, you may want to try nursing 10 to 15 minutes on each 

breast. 

2. When your milk supply is in, feed your baby "on demand" (when your baby is 

hungry), which is usually every 1 to 3 hours. As your baby gets older, she will 

need to nurse less often - some may feed every hour and a half, and others may 

go 2 or 3 hours between feedings. For babies who are bottle fed formula, they 

usually take about 2 to 3 ounces every 2 to 4 hours. Newborns should not go more 

than about 4 hours without feeding. 

3. Call your baby's doctor if your baby won't wake up and sleeps feedings. 

4. Signs that baby is hungry: 

• moving head from side to side 

• opening mouth 

• sticking out tongue 

• putting hands and fist to mouth 
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• sucking motions 

• rubbing heads against mother's breasts 

• when baby moves its mouth toward something that's touching its cheek 

5. You and your baby will get into your own feeding pattern. Babies know ( and will 

let you know) when they're hungry and when they've had enough. Watch for signs 

that your baby is full ( slows sucking; turning away from the breast or bottle) and 

stop the feeding once you see the signs. 

6. As babies gain weight, they begin to eat more at each feeding and go longer 

between feedings. There may be other times when your infant seems hungrier 

than usual. Continue to nurse or feed on demand. 

Bottle feeding 

Infant formula is a good substitute to breast milk. Bottle-feeding can give you more 

freedom for the mother, and it makes it easier to know how much the baby is getting. 

A formula fed baby may need fewer feedings than breastfed babies. Bottle feeding also 

can make it easier to feed the baby in public, and the father and others to help feed the 

baby. 

Keep plenty of formula and clean bottles on hand. Here are a few key things to 

remember: 

• If you use powder formula, follow the directions on the can to mix it. DO 

NOT USE MORE WATER THAN NEEDED. 

• Keep the formula cold. If it has been out longer than an hour, it can spoil 

and make your baby have a tummy ache. You need to throw it away, and 

make a new bottle. 
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Burping 

• Mixed bottles can be kept in the refrigerator for 24 hours. 

• Bottles should be carefully warmed just before feeding. You can do this by 

putting warm water in a bowl and placing the bottle in it to warm up. 

• A bottle of formula ( or breast milk) should not be warmed in a 

microwave. The bottle can heat unevenly and leave "hot spots" that can 

burn a baby's mouth. 

Every baby needs to burp after they eat or they will get air in trapped in their tummy. 

Burping a baby is not always easy. Here are some hints: 

Over The Shoulder 

Place your baby so that his upper belly is against your shoulder. Gently pat his back, or 

use the heel of your hand to gently rub circles on his back. Be sure to throw a cloth over 

your shoulder to catch any spit-up. 

The Lap Method 

Sit baby up on your lap. Hold him with one hand against the front of his body, lean him 

forward slightly. lfhe is still too young to hold his head up on his own, you will need to 

support his chin with your fingers. Again, pat his back or rub circles with your free hand. 

This position is very good for babies that spit-up often. 

Lap-laying 

This method may not actually produce a burp, but, if nothing has worked and baby is still 

fussy, try laying him/her on your lap and gently rub circles on baby's back with the heel 

of your hand. This seems to some of the pressure off his belly. 
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Some babies can only be burped in one position; others can be easily burped with any 

method. If way doesn't work, try another one. Sometimes just moving them from one 

position to another seems to work out that burp. 

Cord care 

If your baby still has a cord stump, you need to clean it every time you change a diaper. 

A cotton ball or q-tip can be used to clean the cord. 

Just before the umbilical cord falls off, you'll notice it is very dry. It will actually begin to 

shrivel right away. Everyday it will get smaller and pull away from the center of the 

soon-to-be belly button. Do not pull it off. It will fall off on its own. 

Circumcision care 

This is how you care for your baby's circumcision: 

1. Wash the penis after each large poop, using a soft cotton cloth, or a sponge with a 

few drops of gentle soap (such as Ivory, Dove or Johnson's Baby Bath) in warm 

water, rinse, and then gently dry. Continue to wash for 10 days. Do NOT use 

cleaning wipes on the circumcision wound! 

2. When the baby pees, you don't have to wash the circumcision, just change the 

diaper. The baby will NOT have pain when he pees ... he cries because he is wet. 

3. Vaseline should be used on gauze for 8-10 days. Put it on the circumcision inside 

the diaper. Do NOT tie anything around the wound ... ever! 

4. Watch for signs of infection, such as increased redness, pain or swelling. The 

baby may be cranky for 3-4 days and will heal in 12-14 days with some mild 

swelling up to three weeks (3 wks) after the circumcision. 
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Class#2 

Using a suction bulb 

A suction bulb is a small, rubbery object used to remove mucus. You can use a suction 

bulb at home to clear your baby's clogged nose or mouth. A stuffy nose can make your 

baby fussy when he/she tries to sleep or eat. Since babies can't blow their noses, you may 

have to remove these clogs with a suction bulb. 

It is important to position your baby correctly when you use a suction bulb. Here are 

some positions you can try to find one that works best for you and your baby. 

1. Hold your baby in your anns at an angle with his/her head up. Cover the 

outside hand with your forearm and hold the inside hand with that same arm's 

hand. This will keep the baby from pushing you away and will keep the head 

in still in the bend of your arm. 

2. If you have someone to help you, one person can hold the baby and use a free 

hand to hold both of baby's hands while the other person suctions. 

3. You may also lay your baby on his/her side on a changing table or the bed. 

Hold baby's hands with one of your hands and suction with the other hand. 

To use the suction bulb, hold the bulb with the tip between your middle finger and 

forefinger. The bulb should be in the palm of your hand. Then before putting the 
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suction bulb in your baby's nose, push all the air out of it with your thumb on the top 

of the bulb. 

Carefully and gently, insert the tip into either the nose or mouth, whichever needs 

suctioning. Slowly release your thumb. ·· 

If both the nose and mouth need suctioning, always suction the mouth first. Have a 

tissue or cloth to empty suction bulb into. 

Make sure you let your baby to rest and breathe in between suctioning. 

Also, when you suction the mouth, be sure to put the suction bulb towards the inside 

cheek of your baby's mouth so your baby won't gag and throw up. 

If you use the suction bulb too often in the nose, it may cause the nose to dry out, and 

bleed. Only suction two or three times a day if needed. 
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Sponge bath 

Baby baths can be fun for parents and babies alike. But sometimes bathing a slippery, 

wiggling baby is tricky- especially if baby's is crying. 

Babies should have sponge baths until the umbilical cord stump falls of£ To give your 

baby a sponge bath, lay your baby on his or her back on a soft towel or pad. Wet a 

washcloth, wring out excess water and wipe your baby's face. There's usually no need to 

use soap. Use a clean cotton cloth to wipe each eyelid, from the inside to the outside 

corner. 

Next, stick with plain water unless your baby is smelly or dirty then you would use mild 

baby soap. Wash all the creases under the arms, behind the ears, around the neck and in 

the diaper area. Also wash between your baby's fingers and toes. 

To keep your baby warm, expose only the parts you're washing. Your baby's hair may not 

need to be washed during every bath. If it seems dirty, gently massage a drop of mild 

baby shampoo into your baby's scalp. If your baby has scaly patches on the scalp called 

cradle cap loosen the scales with a small, soft-bristled brush. Rinse the shampoo with a 

washcloth. 

Tub bath 

When you're ready to give your baby a tub bath safety is really important. Get your 

supplies together ahead of time so that you can keep one hand on the baby at all times. 

Never leave your baby alone in the water- if you leave, take the baby with you. 

You'll need only a few inches of warm water. Always check the temperature with your 

hand before bathing your baby. Be sure the room isn't cold. A wet baby may be easily 

chilled. 
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Hold your baby carefully in the tub. Support your baby's head and torso with your arm 

and hand. Wrap your arm under your baby's back, grasping your baby firmly under the 

armpit. To keep your baby warm, pour warm water over his or her body. 

When you clean your baby's back and bottom, lean him or her forward on your arm. 

Continue to hold your baby under the arms. 

Clean the creases under the arms, behind the ears, around the neck and in the diaper area. 

Also wash between your baby's fingers and,toes. 

If your baby cries in the tub, stay calm. Clean what you can and then wrap your baby in a 

towel. You may want to wait a few days and then try again. In the meantime, use sponge 

baths to clean the parts that really need attention - your baby's face, neck and diaper 

area. 

Skin care 

Your baby's skin is soft and sensitive, so you need to keep an eye out for problems with 

the skin. Many babies have skin problems in the first few months after birth. Here's what 

to look for: 

Skin Rashes 

The good news about your newbom's rashes: Most cause no harm and go away on their 

own. 

Diaper rash 

If baby has red skin around the diaper area, he may have diaper rash. This happens if the 

diaper is on too tight, wet diapers left on for too long; or the laundry soap or baby wipes 

are too strong. You can avoid diaper rash by keeping the diaper area open to the air as 
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long as possible, changing your baby's diaper as soon as it's wet, washing with a warm 

cloth, and applying diaper rash cream. 

Baby pimples 

Pimples on baby's nose and cheeks are normal and usually clear up by themselves in a 

few weeks. So you don't need to treat baby acne or use lotion. 

Birthmarks 

Lots of babies have birthmarks. They may be there when your baby is born, or they might 

show up a few months later. Usually birthmarks are nothing to worry about and need no 

treatment. But if your baby's birthmark worries you, talk to your baby's doctor. 

Dry skin 

You probably shouldn't worry if your newborn has peeling, dry skin. It is normal as the 

baby gets used to living outside of your body. It should clear up in a couple of weeks, but 

if it doesn't, talk to your baby's doctor. 

Cradle cap 

Cradle cap is a scaly, waxy, red rash on the head, eyebrows, eyelids, the sides of the nose, 

or behind the ears. It can show up during baby's first or second month, and usually goes 

away in the first year. Use a gentle baby shampoo and a soft bristled brush to gently clean 

the scalp. 

Heat rash 

Are small pinkish-red bumps on the neck, diaper area, armpits, and skin folds. A cool, 

dry environment and loose-fitting clothes are all you need to treat heat rash. Try dressing 

baby in layers that you can take off as it gets hotter. 

Baby powder 
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Babies can breathe in baby powder into their lungs. So do not use baby powder on your 

infant. So to protect baby skin, you're better off skipping the powder. 

Milia 

Newborn babies get little white bumps known as milia. This will go away in a few days 

or weeks and don't need any treatment. 

Yeast infections 

Yeast infections can appear after your baby has taken antibiotics. 

Thrush is on the tongue and mouth, and looks like dried milk. 

A yeast diaper rash is bright red, often with small red pimples at the rash edges. 

Talk to your baby's doctor about how to treat this. 

Jaundice 

Jaundice causes the skin and eyes to look yellow. It's common in premature infants. It 

usually disappears by the time baby is 1 or 2 weeks old. Treatment for jaundice may 

include more frequent feedings or, light therapy. 

Sunburn 

The sun may feel great, but your baby can get sunburn. Keep your baby out of direct 

sunlight during the first six months of life. Later, use a baby sunscreen, hats, and 

umbrellas. Put sunscreen on baby's skin that won't be covered by clothes such as arms, 

feet, legs, hands. 

For mild infant sunburn apply a cool cloth to baby's skin for 10-15 minutes a few times 

daily. 

Baby massage 
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If rashes or other skin conditions are making your baby fussy, try baby massage. Gently 

stroking and massaging baby's skin will help them to relax, sleep better and reduce or 

stop crying. 

Signs of infection 

Most baby skin rashes and problems aren't serious, but a few may be signs of infection -

and need close attention. If baby's skin has small, red-purple dots, if there are yellow 

fluid-filled bumps, or if baby has a fever or seems sleepy all the time, call your baby's 

doctor right away. 

Class #3-

Soothing your infant 

Babies fuss and parents comfort. That's a fact of new family life. It helps to understand 

what calms a baby and why. There are many ways to calm a fussy baby: 

• Rhythmic motion 

• Soothing sounds 

• Visual delights and distractions 

• Close physical contact and touching 

Try these ways to calm your baby: 

1. WEARING BABY IN A SLING 

Being close to you. The most comforting place for baby is close to you held in the arms, 

against the chest, and near your face. Your walking motion rocks the baby. The sling 

holds infant close. Babies calm down better when they are close to you rather than swings 

or plastic infant seats. 

Sights. When your baby is in a sling, he can see movement, and colors to distract him 

from fussing. 
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A baby who fusses less is more fun to be with, and drains less energy from the parents. 

2. DANCING WITH YOUR BABY 

Babies like movement after birth because to them it is soothing. Steady movement can 

relax them. 

3. SWINGING BABY 

Swings can be helpful, but should not be used all the time. The tick-tocking sound plus 

the motion will usually settle an upset baby. 

4. DRIVING BABY 

If you've tried several of things to calm your baby and none have worked, take a ride. 

Place baby in a car seat and drive for at least twenty minutes, non-stop if you can. Then 

return home and carry your sleeping baby in the car seat into your home. 

5. TAKING A WALK 

Take your baby for a walk in a stroller. Sometimes a change of scenery will distract a 

fussy baby. The rolling movement may be calming. 

6. COLIC HOLDS 

If your baby cries about the same time each day and nothing you do seems to offer 

comfort, your baby may have colic. To be sure that nothing else is wrong, check with 

your baby's doctor. 

Colic may be diagnosed when a healthy, well-fed baby is crying more than three hours a 

day, three days a week for more than three weeks. 
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Colic can be upsetting for both you and your baby. But take comfort: In a matter of 

weeks or months, the colic will end. 

Try these methods to calm the baby with colic: 

1. The arm drape. Rest baby's head in the bend of your elbow; stretch baby face 

down on your foreann and hold the diaper area firmly. Let the arms and legs of 

the baby hang down. You can rock the baby back and forth. 

2. Colic curls. Babies who tense their tummy and arch their back often settle in this 

position. Slide baby's back down your chest and encircle your arms under his 

bottom. Curl baby up, facing forward with his head and back resting against your 

chest. As an added gas reliever, try pumping baby's thighs in a bicycle motion. 

7. SOUNDS THAT SOOTHE 

Along with motion, most babies are soothed by sounds that are rhythmic, monotonous, 

and low-pitched. Such as: 

1. A loudly ticking clock 

2. Running or dripping water from a faucet or shower 

3. The vacuum cleaner (wear baby in a sling while vacuuming). 

4. Bathroom fan with light turned out 

5. A fan or air conditioner 

6. Recordings of waterfalls or ocean waves 

7. Most babies relax to music that is easy listening to your ears. Play soft music in 

the background to soothe your baby. 

8. TOUCHES THAT RELAX 

1. INFANT MASSAGE Sometimes babies have tense muscles and need help 

relaxing. Every baby needs lots of touching. Infant massage is a nice way to touch 

and soothe your baby. Use either a small amount of baby oil or lotion. Begin 
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gently massaging your baby's skin. Infant massage is great to calm you baby 

down. Most of the time they will go to sleep with the gentle touch of your hands. 

2. THE WARM FUZZY Lie down and drape baby skin- to-skin over your chest, 

placing baby's ear over your heart. As baby senses the rhythm of your heartbeat 

plus the up-and-down motion of your breathing, you will feel the tense baby 

relax. His fists will uncurl and his limbs will dangle limply over your chest. 

3. BABY SNUGGLE. Place the baby in the snuggle position and lift him up a bit 

until his head fits into your neck and your neck and chin drape over baby's head. 

4. A WARM BATH TOGETHER. This one's for mother and baby. Lie back in a 

half-full tub, and have someone hand baby to you. Place baby tummy-to-tummy 

against your chest. Baby is floating a bit which adds to the soothing effect. Taking 

a bath with baby helps to relax mom as well as baby. Leave the faucet running 

and the tub's drain open a bit. The drip of the warm water not only provides a 

soothing sound, but also keeps the water comfortably warm. The first few times 

you bathe with your baby, make sure someone else is home to help if you need it. 

9. LEARNING YOUR BABY'S CRYS 

Crying is your baby's way ofletting you know they want something. Babies don't cry to 

make you mad. Think of your baby's cries as a signal to be listened to. 

• When your baby is getting ready to cry, they may have anxious facial expressions, 

wave their arms, and breathe quickly. 

• Respond to your baby. You don't have to pick up a seven-month-old baby as 

quickly as a seven-day-old baby. As you and your baby gets older, you will know 

whether a cry means for you to jump up and take care of them, or a cry that is just 

fussy that you can wait to respond to. 

• Make baby comfortable: 

• Clear the nose. In the early months, babies need clear nose to breathe. 
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• Change wet or soiled diapers. Some babies are bothered by wet diapers at 

night, most are not. If your baby sleeps through wet diapers, there is no 

need to wake her up for a change. If possible, change the diapers just 

before a feeding, as baby is likely to fall asleep during or after feeding. 

• A warm bed. Placing a warm baby onto cold sheets can cause them to startle and 

wake up. Try placing a warm towel on the sheets to warm them, and remove it 

before placing baby on the warmed sheets. 

• Temperature. The baby's room should not be too cold or too hot. Make sure 

baby is dressed for the weather. Clothing in warm weather should be light, and in 

cold weather dress your baby in warmer clothes. Cover baby with a light sheet, 

avoid blankets and toys in the bed of a young infant. 

Illness in infants 

New parents spend a lot of time worrying about what they will do if their baby gets sick. 

How will they know if their baby is really ill? 

This list of symptoms will help you determine when to watch and wait, and when to call 

your baby's doctor. 

When calling your baby's doctor to discuss your baby's signs of illness: 

• What: Be prepared to report what your baby's symptoms are. 

• How long: Report how long you have noticed these symptoms. 

• If you call after hours, you'll need to give more background to the doctor. Give 

your baby's age, and describe any previous conditions or health concerns. 

• Stay calm, and be as specific as you can. 

• Most of the time, your baby's doctor will want to know if your child has a fever, 

how high it is, and how long it's been up. Check your child's temperature before 

you call, unless it's a true emergency. 
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Is your baby sick? 

Illness in a baby under 3 months of age needs special attention. Below are some signs to 

look for: 

Fever 

A fever in a small infant is serious. Don't use an ear thermometer at this age. Use a 

rectal or underarm thermometer. Rectal temperatures over 100.4 degrees F are considered 

high. 

If your baby's temperature is up, take off one layer of clothing and check his temperature 

again in 15 to 20 minutes. If it isn't back to normal in that time, call your baby's doctor. 

Tell the doctor if your baby is eating well, easy to awaken, alert, or showing any other 

signs of illness (see below). Don't give him Tylenol or Motrin at this age. Check with 

your baby's doctor. 

Low Temperature 

If your baby's temperature is less than 97.4 degrees F, wrap him up and check again in 15 

to 20 minutes. If your baby's temperature doesn't come up, call baby's doctor right away. 

Rapid Breathing 

When babies have trouble breathing, they breathe harder and faster, which makes them 

very tired. Anything over 60 breaths per minute is fast for a young infant. Lift up his shirt 

to see if the space between or underneath his ribs goes in with each breath. 

Call your baby's doctor right away if you are worried about breathing problems. If your 

baby has blue lips or has stopped breathing for 10 seconds or more, call 911 right 

away. 

Funny Sounds While Breathing 

Sometimes noisy breathing by babies is wheezing. This will sound like a squeak or 

whistle when your baby breathes out. Wheezing can be a sign of allergies or it can also be 
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a sign that your baby has_ sucked something in his windpipe. Call your provider if: 

• This is the first time you have heard your baby wheezing. 

• Your baby is under 6 months old. 

• The wheezing is getting worse. 

• Your baby is red in the face, pale or turning blue. 

Young infants who make a regular cooing-like sound when they breathe out need to be 

seen by a doctor right away. 

Noisy sounds when the baby breathes in may be called croup; a croupy noise can also be 

a sign that something is caught in your baby's throat. If your baby is croupy at rest, even 

after bringing him into a steam-filled bathroom, call your baby's doctor. 

Poor Feeding 

Every baby has times when they don't feel like eating. But if your baby has two of these 

in a row, and this is a real change for him, it's time to let your doctor check it out. If he's 

showing other signs of being sick, or if he won't wake up for a feeding, don't wait - call 

your baby's doctor right away. 

Vomiting 

Most babies spit up, and some will vomit once in a while. Bright yellow vomit is a 

serious sign that you should call right away. Vomit that shoots across the room can be a 

sign of stomach blockage. Let your baby's doctor know right away. 

If your baby won't pee 

If a young baby goes for six hours without peeing, or doesn't have six wet diapers in 24 

hours after the first day of life, he may be getting dehydrated. Call your baby's doctor. 
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If you're worried that your baby isn't peeing, put a piece of paper towel inside the diaper 

for four to six hours, and check it often to see if it is wet. If the paper towel stays dry, call 

your baby's doctor. 

If your baby won't poop 

If your baby is having poops that are really hard and painful, call your baby's doctor. 

Some older babies may only poop every few days, and up to four or five days would still 

be normal. Usually just a change in diet will relieve the problem. For infants, you can 

offer water after a feeding. If they are taking juices, you can give prune juice. For babies 

who are taking solids, you can add some extra fiber foods, such as oatmeal or barley 

cereal and baby fruit or vegetables. Extra fluids should also be given. 

Cough and Runny Nose 

If your baby's breathing is calm without wheezing and there are no other serious 

symptoms, you can try some home remedies. Clear the nose if your baby seems 

uncomfortable. For toddlers, simply wiping with a gentle tissue will usually do the job. 

Color Change: Red, White, Blue, or Yellow 

Many newborns have bluish hands or feet because of their immature circulation system. 

Older babies and toddlers don't, unless they are cold, they are holding their breath, or 

they have a breathing or heart problem. Blue lips, hands, or feet in an older baby is not 

a good sign and needs immediate medical attention. 

Paleness may be a sign of anemia or some other illness. Check the inside of your baby's 

mouth or the lining of his eyes; these should be a robust pinkish-red. If not, let your 

health care provider know at a scheduled visit, or sooner if there are other symptoms. 

Redness can signal flushing associated with fever or a rash. Check your baby's 

temperature, and inspect his body thoroughly. He may be overheated- check his 

clothing and find a cool comer. 
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Skin that looks yellow means jaundice. This is fairly common in newborns, although you 

should let your health care provider know so he or she can monitor your baby. In older 

babies, yellow skin can be a sign of a liver problem. In contrast, an orangish-yellow 

color, especially on the palms and soles, means your baby is eating a lot of carrots or 

squash. This is nothing to worry about, but you might want to think about varying your 

baby's diet. 

Limpness 

If your baby suddenly goes very limp and is unable to hold her head up, sit up, or reach 

for a toy, call your health care provider right away. Such sudden symptoms can be 

very serious. 

Don't give your baby any over-the-counter remedies to combat diarrhea. Over the counter 

medications for adults or older children can be very harmful to babies or young children. 

Rash 

A skin rash can be the sign of an illness or simply a sign of bug bites, skin irritation, or an 

allergy. If your child isn't sick, there is no need for an urgent call unless your child has: 

• A purplish rash of small dots or blotches 

• Big red blotches that indicate hives or an allergic response that may need treatment. 

In either of these circumstances, call your health care provider right away. 

Severe Pain 

A high-pitched scream, a completely inconsolable child, or tenderness to the touch of any 

body part should be taken seriously. Call your health care provider if you notice any of 

these signs. 
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Tender Tummy 

This includes sudden tenderness or swelling of the abdomen or scrotum. These two are 

real emergencies that need urgent attention. Bring your baby to an emergency room if 

there is any delay in reaching your own provider. 

Loss of Consciousness 

This needs immediate attention in all cases. Call 911 immediately. In all instances, be 

sure to watch the breathing and color of your child carefully. Initiate CPR if you have 

training. 

Soothing a sick baby 

Soothing a sick baby is often a challenge because she is unable to tell you what's wrong 

with her. However, there are several things you can do to comfort your sick baby so she 

can relax, and that means you can too. 

Instructions 

Step 1 

Play a soft and comforting lullaby. Music often relaxes babies and soothes them to 

sleep, especially if you played music for her when she was still inside the womb. 

Step2 

Strap your baby to your chest in an infant carrier. Being close to you will comfort her, 

and moving along with you as you go about your activities may allow her to get some 

much-needed sleep. 

Step 3 

Bathe your baby. This is a great way to bring down a baby's fever, while at the same 

time providing a comfort to a fussy or crying infant. 
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Step 4 

Sing to your baby, or read her a story. Babies love the sounds of a familiar person's 

voice. 

Step 5 

Take your baby for a ride in the car. The constant motion, coupled with some 

soothing tunes on the radio, may lull your sick baby to sleep, or at the least stop her 

from crying. 

Step 6 

Run the vacuum cleaner to comfort your baby. Babies respond to white noise because 

it reminds them of the sounds of your blood flow and amniotic fluid when they were 

in the uterus. 

When to call 911: 

If your baby or toddler has any of these symptoms, call your provider right away, or go 

to the nearest emergency room. All of these symptoms require immediate attention. 

• Stiff neck. 

• Bulging fontanel - if the soft spot comes up firmly when a non-crying baby is 

held at a 45-degree angle. 

• Lethargy - if your baby is hard to awaken or isn't responding to you. 

• Unconscious or you can't wake them up. 

• Fever over 105 degrees F. 

• Tender, swollen abdomen or testicles. 

• Purple spots or blotches (not bruises - except bruises around the head). 

• Cries when touched or moved. 

• Blue lips not relieved by warming. 

• Croupy (scratchy, labored breathing) at rest. 
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• Breathing over 60 breaths per minute, labored breathing, audible wheezing, or a 

squeak when breathing out. 

• Crying inconsolably for more than two or three hours. 

Class #4-

Developmental Milestones for Babies 

During the first year of life, your baby will grow and develop at an amazing speed. Her 

weight will double by 5 to 6 months, and triple by her first birthday. And she is 

constantly learning. Major achievements--called developmental milestones-include 

rolling over, sitting up, standing and possibly walking. And your heart will likely melt at 

the sound of her first "mama" or "dada." 

No two babies are exactly alike. Your baby will develop at her own pace. Most babies 

reach certain milestones at similar ages. However, it's not unusual for a healthy, "normal" 

baby to fall behind in some areas or race ahead in others. 

Each time you go for a well-baby visit, they will check your baby's development. 

Remember: Always talk to your baby's doctor if you are concerned about your baby's 

development. 

By the end of their first month, most babies: 

• Moving arms around 

• Putting hands near face 

• Keep hands in tight fists 

• Move head from side to side while lying on stomach 

• Focus on objects 8 to 12 inches away 

• Prefer human faces over other shapes 
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• Prefer black-and-white objects 

• Hear very well 

• Recognize some sounds, including parents' voices 

By the end of their third month, most babies: 

• Raise head and chest when lying on stomach 

• Support upper body with arms when lying on stomach 

• Stretch legs out and kick when lying on stomach or back 

• Push down on legs when feet are placed on a firm surface 

• Open and shut hands 

• Bring hands to mouth 

• Grab and shake hand toys 

• Follow moving object with eyes 

• Watch faces closely 

• Recognize familiar objects and people at a distance 

• Start using hands and eyes in coordination 

• Begin to copy some sounds 

• Smile at the sound of parents' voices 

• Enjoy playing with other people 

• May cry when playing stops 

By the end of their seventh month, most babies: 

• Roll over both ways (stomach to back and back to stomach) 

• Sit up 
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• Reach for object with hand 

• Move objects from one hand to the other 

• Support whole weight on legs when held upright 

• Develop full-color vision and mature distance vision 

• Use voice to express joy and displeasure 

• Respond to own name 

• Babble (ba-ba-ba-ba) 

• Distinguish emotions by tone of voice 

• Explore objects with hands and mouth 

• Struggle to get objects that are out of reach 

• Enjoy playing peek-a-boo 

• Show an interest in mirror images 

By their first birthday, most babies: 

• Sit without assistance 

• Get into hands-and-knees position 

• Crawl 

• Pull self up to stand 

• Walk holding onto furniture, and possibly a few steps without support 

• Pick up things with thumb and fingers 

• Say "dada" and "mama" 

• Use exclamations, such as "oh-oh!" 

• Try to imitate words 
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• Respond to "no" and simple verbal requests 

• Use simple gestures, such as shaking head "no" and waving bye-bye 

• Explore objects in many ways (shaking, banging, throwing, dropping) 

• Begin to use objects correctly (drinking from cup, brushing hair) 

• Find hidden objects easily 

• Look at correct picture when an image is named 

By their second birthday, most children: 

• Walk alone 

• Pull toys behind them while walking 

• Carry large toy or several toys while walking 

• Begin to run 

• Kick a ball 

• Climb on and off furniture without help 

• Walk up and down stairs while holding on to support 

• Scribble with crayon 

• Build tower of four blocks or more 

• Recognize names of familiar people, objects and body parts 

• Say several single words (by 15 to 18 months) 

• Use simple phrases (by 18 to 24 months) 

• Use two- to four-word sentences ("want snack") 

• Follow simple instructions 

• Begin to sort objects by shapes and colors 

179 



• Begin to play make-believe 

• Imitate behavior of others 

• Show growing independence 

Helpful Websites 

Infant Care: http://www.bayareapedi.com/Basic%20Infant%20Care.pdf 

Today's Mommy: http://www.todays-mommy-baby-toddler-guide.com/infant
care.html 

Basic Infant Care: http://www.livestrong.com/basic-infant-care/ 

Infant and Newborn Care: 
http://www.nlm.nih.gov/medlineplus/infantandnewbomcare.html 

Parent time: http://www.parenttime.com/babytips.html 
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