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ABSTRACT 

This study described the needs of parents of premature or criti

cally ill newborns requiring hospitalization in a neonatal intensive 

care unit. Parents' perceptions of need importance, if needs were met, 

and who met needs were discussed. 

Thirty parents completed a 39-item interview schedule containing 

seven subscales. Instrument reliability was estimated at 0.88; subscale 

reliabilities were also calculated. 

Two needs were identified as being "very important" to all par

ents. The Unit Policy subscale was ranked as most important of the 

seven subscales. The majority of needs were met at least 50 percent of 

the time. Spouses met needs most often. Need importance was found not 

to be related to parental sex, ethnicity, ability to pay the hospital 

bill, or newborn birthweight. Correlations were calculated among total 

scale, subscales, and several variables. Statistically significant 

associations were identified in 24 areas. 

Implications for nursing practice and recommendations for fur

ther study were presented. 
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CHAPTER 1 

INTRODUCTION 

The birth of a newborn is a family event usually anticipated 

with joy and plans for incorporating the infant into the family unit. 

Unless pregnancy has been complicated by some abnormal physical condi

tion or a high-risk history, the birth of a sick or premature infant and 

his admission to an intensive care setting is an unpredicted, shocking 

event (Perrault, Collinge, and Outerbridge, 1979; Mercer, 1977). The 

dream of a healthy, normal labor and delivery along with fantasies of 

the perfect child are shattered. The family must begin to cope with an 

event for which they may have no previous experience. They must begin 

to deal not only with the loss of a dream, but also with the separation 

from their newborn; the strange intensive care environment with its 

technology, people, and cost; their feelings of anger, frustration, and 

guilt; and the potential loss of their baby (Beaton, 1984; McGovern, 

1984; Grant, 1978, Mercer, 1977; Williams et al., 1976; Kaplan and 

Mason, 1960). The situation creates stress, anxiety, and threats to the 

family structure and its individual members (Perrault et al., 1979; 

Mercer, 1977). 

The stresses surrounding a premature birth or the birth of a 

sick newborn result in a crisis state for the family. Parents question 

their self-identity and ability to care for their infant. They experi

ence grief as they attempt to sort out what happened and why it did 

1 
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(Mercer, 1977). There are feelings of loss of the experience of a full-

term birth, loss of control of body function, possible loss through 

death, and loss of contact with the newborn. Besides the physical sepa

ration and the decreased ability to interact and attach to their baby, 

the stresses of the events surrounding birth and the intensive care unit 

can lead to altered perceptions of the newborn. This can further 

decrease the parents' ability to pick up cues from their infant and may 

interfere with the formation of emotional ties. 

Families unable to cope with the stress of a premature or sick 

newborn may be vulnerable to later problems. Some of these troublesome 

areas include: family breakup due to separation or divorce, decreased 

communication, distrust, altered life-styles, sibling rivalry, chronic 

over-concern for the infant, school underachievement, failure to thrive, 

neglect, and abuse (Northouse, 1980; Perrault et al., 1979; Grant, 1978; 

Mercer, 1977). The financial, social, and psychological impact of these 

problems is an ongoing concern of health care workers. 

Supportive intervention can assist parents to accept their baby 

and their situation (Mercer, 1977). This support is needed for the fam

ily to begin resolving the crisis of the infant's prematurity or ill

ness, and to begin forming bonds with the newborn (Mahan, Krueger, and 

Schreiner, 1982; Mercer, 1977). Nurses and other staff in neonatal 

intensive care units can help families cope in a number of ways (Beaton, 

1984; Grant, 1978; Mercer, 1977). But first, they must be able to iden

tify the needs of individual parents. 

A study of needs of relatives of critically ill patients con

ducted by Molter (1979) provides a framework for looking at parental 
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needs. Using crisis theory and the concept of family involvement as 

part of total patient care, Molter explored needs of relatives, the 

importance of those needs, if they were met, and by whom. Through 

interviews with 40 subjects, Molter identified the ten most important 

needs of relatives. These are: hope, caring hospital personnel, noti

fication of changes in patient condition, knowledge of the prognosis, 

availability of a waiting room, honest answers to questions, daily 

update on patient status, knowledge of specifics relating to patient 

progress, reception of understandable explanations, and assurance that 

the patient is receiving the best care possible. Relatives reported 

their needs were met greater than 50 percent of the time. Nurses were 

found to meet most needs most of the time. Molter did not discover any 

differences in needs due to age or socioeconomic status. However, this 

study revealed that relatives use many resources to meet their needs, 

including their inner strengths, religious beliefs, and health care 

workers other than nurses. 

Adult and newborn intensive care settings are very similar in 

terms of patient acuity and level of technical care given to patients. 

But, it is not known if needs of parents are similar to needs of rela

tives, if needs are ranked similarly by parents and relatives, and if 

needs are met by the same persons for both groups. Thus, there is a 

need to study this area of human behavior so that nurses can deliver 

care in a manner that assists parents to deal with the crisis of the 

birth of a premature or critically ill newborn. 
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Statement of the Problem 

What are the needs of parents of premature or critically ill 

newborns hospitalized in a neonatal intensive care unit? Which needs 

are identified by parents as being most important? Are these needs 

being met, and by whom? 

Significance of the Problem 

Hospitalization of a premature or sick newborn in an intensive 

care unit can be viewed as a stressful event which challenges the adap

tive capacity of the family members (Taylor, 1983; Roberts, 1978). 

Adaptation depends on the degree and duration of the event, the previous 

experience of the family in dealing with stressful events, development 

of an understanding of why the crisis occurred, the ability to gain some 

control over the situation, and the support systems available to the 

family. 

The crisis of the birth of a premature or sick newborn can 

interfere with the normal process of adaptation. Kaplan and Mason 

(1960) described the development of an acute emotional disorder in 

mothers. Symptoms include shock, concern over the baby, loneliness, 

fear, helplessness, uselessness, guilt, disappointment, and feelings of 

failure (Kaplan and Mason, 1960). Kennell and Klaus (1971) expanded 

this symptomatology to include: somatic distress, preoccupation with 

the image of the baby, hostility, and breakdown in normal behavior pat

terns. Mahan et al. (1982) identified the stages of reaction to the 

birth of a premature infant as shock, denial, sadness and anger, adapta

tion, and reorganization. 
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The way parents handle the crisis of the birth of a premature or 

ill newborn depends on interactions with social systems, interactions 

within the neonatal intensive care unit, and relationships with the new

born (Beaton, 1984). Parental reactions are also based on culture, per

sonal philosophy, and past experiences with crisis (Gowan, 1979). 

Nurses working in a neonatal intensive care unit are typically 

involved in the sophisticated technical care required by the premature 

or sick newborn. There is a possibility that they may not recognize the 

needs of parents (McGovern, 1984). However, staff can help parents to 

work through their feelings so that they can accurately assess the con

dition and needs of the infant, adapt to the stressful environment, and 

eventually assume primary and total caretaking responsibility for the 

newborn (Thornton, Berry, and Dal Santo, 1984; Grant, 1978). Perrault 

et al. (1979) believed members of the health team must be involved in 

caring for each member of the family to meet their needs. 

Trotter, Chang, and Thompson (1982) emphasized the importance of 

meeting needs. They stated, "Unless parents are given the opportunity 

to have their own needs met, it cannot be expected that they will meet 

the needs of their high-risk infant" (p. 88). 

In summary, if nurses and other staff are able to identify needs 

of parents of premature or critically ill newborns, and assure those 

needs are met, they can enhance parental coping skills during the early 

crisis period. Such actions may be influential in decreasing the inci

dence of potential family problems. 



6 

Purpose 

The purpose of this study was to identify the needs of parents 

of premature or critically ill newborns. The following questions were 

explored: 

1. What are the needs? 

2. How important are the needs to parents? What is the ranking of 

importance of needs by parents based on their ability to pay the 

hospital bill? What is the ranking of importance by newborn 

birthweight? 

3. Are the needs met? 

4. Who meets needs? 

5. Do mothers and fathers have the same needs? Are the needs of 

similar importance to both groups? 

6. Do Anglo parents have the same needs as Mexican-American 

parents? 

7. Is there an association between parental age, education, occupa

tion, and parity and the importance of needs as perceived by the 

parents? 

Definitions 

For the purposes of this study, the following definitions of 

terms were used: 

1. Parents—the biological mother and father. 

2. Premature infant/newborn—a baby born between 26 and 36 weeks of 

gestation requiring at least a 48-hour stay in a neonatal inten

sive care unit. 
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3. Sick newborn/infant—a baby born with a medical or surgical 

problem requiring a minimum of 48 hours in a neonatal intensive 

care unit. 

4. Neonatal intensive care unit (NICU)—a level III tertiary center 

caring for infants less than 28 days of age on admission. 

5. Early phase of crisis period—the time between 48 hours after 

admission of the newborn to the NICU and 14 days after 

admission. 

Conceptual Framework 

For this study, the theories of Maslow (1970) and Orlando (1961) 

were used to form the framework for investigation. 

Maslow's Theory of Needs 

The theory of a hierarchy of needs was postulated by Maslow 

(1970). He grouped all human needs on five levels: physiological, 

safety, belongingness and love, esteem, and self-actualization. In the 

physiological category are the needs of oxygen, water, food, elimina

tion, rest, hygiene, sex, and comfort. Physical safety and economic, 

spiritual, and emotional security are part of safety needs. The major 

needs in the belongingness category are love, kindness, and considera

tion. This category includes the need to give love, kindness, and con

sideration to others as well as receive it. At the esteem level, people 

demonstrate needs for approval, respect, mastery, and competence in 

living. The highest level, self-actualization, is characterized by 

independence, self-direction, self-fulfillment, and creativity. 
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Maslow stated that, if all needs are unsatisfied, the physiolog

ical needs dominate. Once physiological needs are met, other needs 

arise, allowing persons to seek more social goals. Needs may simultane

ously exist at various levels, that is, a person may be hungry and at 

the same time need love and respect. However, the lower need is 

stronger. Higher needs are perceived as being less urgent but are 

important to those persons who have previously experienced them. 

Need importance was explained by Maslow as it related to need 

dominance. That is, the importance of a need depends on the degree to 

which it dominates at a certain point in time. 

Maslow focused his discussion of how needs are met primarily on 

the role of the individual, and less in the area of the effects of situ

ations, environment, and culture. 

Gratification, or need satisfaction, results when the need is 

met. It allows the emergence of higher and more social goals and can 

result in psychological health. 

In the neonatal intensive care setting, nurses can assure that 

the physiological needs of parents are met through actions which provide 

for physical comfort. Providing a soft chair at the baby's bedside, 

offering nourishment, and arranging for lounging and sleeping facilities 

are examples of appropriate actions. 

Safety and security needs can be met by nurses when they call 

the chaplain, social worker, or financial counselor for assistance; when 

they adjust the rules so that a grandparent, sibling, or friend can 

visit; and when they reassure the parents that they will be close should 

an alarm be activated. Actions which facilitate meeting of needs at the 
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belonging level include the use of touch and empathy, and allowing the 

parents to view, touch, and hold their infant. To meet needs at the 

esteem level, nurses can involve parents in decision making, arrange for 

beginning caretaking activities, provide interpretation of the infant's 

characteristics and behaviors, and assure that parents receive positive 

feedback about their contributions to the infant's care and progress. 

Self-actualization needs may be present later in the hospital

ization course. Providing for total care by parents prior to discharge 

is an example of a nursing action focused on fostering independence and 

self-direction. 

Orlando's Theory of Nursing 

The interactive model of nursing proposed by Orlando (1961) is 

useful to direct nursing intervention during the intensive care hospi

talization of a premature or sick newborn because it focuses on the 

needs of an individual patient at a particular point in time. 

Orlando viewed nursing as having a unique role in identifying 

the patient's needs for assistance and assuring those needs are met by 

nurses or other health care providers. The nursing process is composed 

of need identification, determination of appropriate actions, directing 

those actions, and evaluating if the need has been resolved. Because 

the emphasis is on individual patients, generalization of nursing 

actions to other patients with similar diagnoses/problems should be 

avoided. 

Orlando defined a need as a patient requirement which, if met, 

reduces anxiety and leads to positive feelings. However, patients may 
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riot be able to directly communicate those needs due to the constraints 

of the environment or their reactions to the experience at a particular 

point in time. Behaviors of patients may express their distress with 

interpersonal relationships, their frustration in dealing with an 

inaccurate nursing assessment of needs, or their reaction to the routine 

responses nurses make in dealing with needs. 

Nursing responsibility, according to Orlando, includes the cor

rect and accurate assessment of patient needs. Data from observations, 

input from sources such as family members and other health care workers, 

and perceptions of the nurse should be explored with patients to deter

mine their import in the identification and meeting of needs. Together, 

the nurse and patient then plan the actions which will be most benefi

cial to the patient. 

Orlando's theory is useful in this study of needs of parents of 

critically ill or premature newborns because it highlights the role and 

responsibility of the nurse. Though the theory was developed around 

meeting patient needs, it can be applied to parents—contemporary 

nursing recognizes and accepts the family as a unit. What affects one 

member of the unit affects each other member and the unit itself. 

Nursing care is not only provided to the newborn, but other family mem

bers as well. 

Using the interactive theory, neonatal intensive care nurses can 

realize that parents have needs, but may not be able to express what 

they are. Staff would be able to observe behaviors and recognize that 

parental actions may be indicative of unmet needs. Based on this, and 

information from other sources, the nurse can approach parents to 
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discuss needs and appropriate nursing interventions and support. Thus, 

parental needs at that point in time would be met and parents would be 

able to direct energy to the resolution of the crises surrounding the 

birth and hospitalization of their infant. 

Figure 1 illustrates the conceptual framework of this study. 

The birth of a premature or sick newborn requiring subsequent hospital

ization in a neonatal intensive care unit is a significant event for 

families. During this time, parents have needs. Some parental needs 

may be more important than others, and some needs may be met while 

others are not. Parental needs may be met by different people. When 

needs are met, parents are able to feel satisfaction/gratification and, 

thus, able to begin devoting energy to learning to meet the needs of 

their newborn. Ultimately, they will be able to acquire the confidence 

and skills to begin caring for their infant at discharge. 

Neonatal intensive care nurses have a responsibility to learn 

what needs parents have and to validate with them the importance of each 

need. Then nurses can explore with parents if needs are being met and 

by whom. This activity may involve the discovery of parental support 

systems and resources. Lastly, the neonatal staff can design and imple

ment actions which assure that needs are attained. Thus, they assist 

parents in focusing on the needs of the infant. Later problems, such as 

family disintegration or parenting disorders, may be prevented. 
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Identification 
of Needs 

Emergence of 
Parental Needs 

Validation of 
Need Importance 

Identification of 
Who Meets Needs 

Recognition of Needs 
Being Met or Unmet 

Birth of a Premature 
or Sick Newborn 

Recognition of Needs 
Being Met or Unmet 

Ability to Meet Needs 
of the Infant 

Identification of Support 
Systems and Resources 

Attainment of Need 
Satisfaction/Gratification 

Determination of Importance 
of Parental Needs 

Implementation of Plans to 
Assist Parents to Meet Needs 

Parental Needs Nursing Responsibilities 

Figure 1. Model of the conceptual framework. 
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Assumptions 

The following assumptions were made of necessity and for 

convenience: 

1. The severity of the newborn prematurity or problem does not 

affect parental needs. 

2. Parental needs remain fairly constant during the second through 

fourteenth day of hospitalization of the newborn in intensive 

care. 

Summary 

Chapter 1 discussed hew the birth of a premature or sick newborn 

precipitates a crisis situation for parents. Families who are unable to 

deal effectively with the situation may later be vulnerable to problems. 

Helping parents to meet their needs is a nursing responsibility which 

may lend the support necessary to carry the family through the crisis. 

Also presented in this chapter was the statement of the problem, 

identifying parental needs, the significance of the problem, purpose of 

the study, and definitions. The conceptual framework, using the 

theories of Maslow (1970) and Orlando (1961), was depicted. 

This chapter introduced the idea that professional nurses need 

to determine, through scientific investigation, the needs of parents, 

their importance, and who meets them during the intensive care hospital

ization of a sick or premature newborn. Study in this area can then 

help to guide nursing actions to assist in maintenance of family 

integrity. 
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Parents of premature or sick infants have various and multiple 

needs. If these needs go unrecognized or unmet, parents may be unable 

to deal effectively with the crisis of birth and the intensive care 

experience. Thus, they have fewer internal resources and less energy to 

devote to the activities of attachment to their infant. 

Professional nurses may believe they know, through intuition or 

experience, the needs of parents. However, needs may vary over time and 

among individuals. Thus, it is imperative to find a way to identify 

these needs, their importance, and whether they are being met. 



CHAPTER 2 

LITERATURE REVIEW 

A review of the pertinent literature is contained in this chap

ter. Since there is very little valid research in the area of identifi

cation of parental needs when the newborn requires intensive care, this 

review presents related studies and conceptual models found in the lit

erature. In this chapter, the needs of families of critically ill chil

dren and patients, needs of families of psychiatric patients, needs of 

grieving spouses, and needs of parents of premature or sick newborns are 

presented as identified in the literature. The rationale and relevance 

of these studies to further research into parental needs are discussed 

in each section. The chapter concludes with a discussion of specific 

family and parental needs, organized according to identified needs. 

Needs of Families 

Geary (1979) conducted an exploratory study of the responses of 

families to the crisis event of hospitalization of a loved one in inten

sive care. She described the coping mechanisms employed by families as 

denying the meaning and impact of the event, covering up true feelings, 

seeking information and truth, remaining strong, and being close to the 

patient. Geary did not provide information about the sample size or 

methods used in her study. However, the information provided is appro

priate to the study of parental needs during the intensive care hospi

talization of their newborn because parents are relatives who must cope 

15 
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with the crisis involving their loved one, the baby. It may be assumed, 

therefore, that parents may experience similar needs for coping with the 

event. Thus, the study can provide a basis for further exploration of 

parental needs. 

Needs of relatives of patients hospitalized in intensive care 

were studied by Molter (1979). She felt it was important to look at 

family needs because the family is part of providing total patient care. 

Her study attempted to identify needs, their importance, if they were 

met, and by whom. Relatives of adults who were patients in intensive 

care for at least three days were included in her exploratory descrip

tive design. Using a structured interview with 45 need statements, 

Molter sampled 40 relatives. According to her findings, the most impor

tant needs were those relating to comfort, honesty and caring, and 

reception of information about the patient and his progress. The ten 

most important needs were met more than 50 percent of the time. She did 

not find any statistical difference related to age or socioeconomic sta

tus when looking at the ten most important needs. Nurses were identi

fied as meeting most of the relatives' needs most of the time. In addi

tion, her study revealed that relatives use many resources, including 

their inner strengths, religious beliefs, and other hospital workers. 

Molter's study is most appropriate to the study of needs of parents of 

critically ill newborns because parents are relatives. Current neonatal 

nursing practice incorporates the family into care of the patient. Fam

ily needs may be very similar, whether the patient is an adult or an 

infant. Therefore, Molter's study provides an important guide in the 

study of parental needs. 
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Stewart (1984) discussed a model of family-institutional alli

ance for application in an inpatient psychiatric setting. He identified 

five family needs: support; acceptance by staff; information; social

ization to the institution's culture; and an understanding of structure, 

including roles, relationships, and expectations. The importance of 

staff responding to these needs is the second part of the model and is 

essential for building a successful alliance. Despite the differences 

between hospitalization of a family member for psychiatric problems and 

hospitalization of a newborn for intensive care, the model of alliance 

based on recognition of and response to family needs has application to 

the neonatal setting. Because most neonatal intensive care units sup

port a philosophy of family involvement as part of total patient care, 

this model suggests that knowing and responding to needs may be an 

effective way to involve parents in the care of their newborn. 

Hampe (1975) conducted a study to determine if spouses of dying 

patients were able to identify their needs and if nurses were of assis

tance in coping with the crisis of death. A semi-structured interview 

was administered before death and three to 12 weeks after death. The 

study included 27 spouses for the first interview and 14 for the second. 

Hampe found, through her first interviews, that spouses had a need to be 

with the dying person, a need to be helpful to the dying person, a need 

for reassurance of the comfort of the dying spouse, and a need to be 

informed of the spouse's condition. In addition, her study revealed the 

need to be informed of the impending death; the need to ventilate; needs 

for comfort and support from the family; and a need for acceptance, sup

port, and comfort from health professionals. Two needs were met most 
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often (74 percent): the need to be helpful to the dying patient and the 

need to be informed of impending death. Those needs which were met to 

the least extent were acceptance, support and comfort from health pro

fessionals (15 percent), the need to ventilate (32 percent), and the 

need for assurance of the comfort of the dying spouse (33 percent). At 

the time of the second interview, 87 percent of the spouses agreed that 

their needs had been met both before and after the death of their loved 

one. Though Hampe investigated needs of spouses of dying patients, the 

information from her study is relevant to the study of parental needs. 

Parents of critically ill newborns, like spouses of dying patients, are 

relatives experiencing a family crisis involving a loved one. Thus, 

there may be needs in both groups which are similar. The study of 

parental needs will attempt to identify if common needs exist. 

Parents of children with poor prognoses being cared for in pedi

atric intensive care units were the subjects of several case studies 

conducted by Waller et al. (1979). In these sometimes seemingly hope

less situations, parents exhibited needs for denial of the prognosis, 

information about the disease process and child's progress, sensitivity, 

honesty, commitment, and communication from the staff. Additionally, 

parents needed support from all members of the health team, empathetic 

understanding, and assistance with decision making. Since parents of 

pediatric patients and parents of newborns requiring intensive care may 

share similar experiences during the crisis surrounding hospitalization, 

it might be assumed that both groups have similar needs. The case 

studies presented by Waller et al. suggest areas of parental needs to be 

explored in a neonatal intensive care setting. 
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A study of parental cognitive adaptation to the crisis of inten

sive care for their newborn was conducted by Affleck, Tennen, and 

Gershman (1985). The researchers interviewed 42 mothers of newborns who 

had been hospitalized in a Level III (tertiary care) nursery for prema

turity, medical conditions, and other neonatal problems after discharge 

of the newborn. Of interest to the investigators was the mothers' per

ceptions of control over the infants* recovery and control over preven

tion of future perinatal problems. In addition, the study focused on 

whether mothers evaluated the crisis of the neonatal intensive care 

experience in a positive manner and if mothers found meaning in the 

experience. Findings from the study indicated that many mothers 

believed they could influence their child's health and development. In 

response to inquiries about control over future perinatal events, the 

researchers found a wide variation indicating no common agreement. Most 

mothers reported that the crisis event had been of benefit in terms of 

improved family interaction, increased closeness to the newborn, changed 

perspectives on life, and strengthening of spiritual and emotional life. 

This study is relevant to the study of parental needs because the cogni

tive adaptations employed by mothers may indicate parental needs for 

knowledge about the future growth and development of their newborns, and 

the need to find meaning in the events of the crisis situation. 

Minde et al. (1983) studied the effects of neonatal complica

tions on parent-infant interactions. They looked at newborn behavior in 

the nursery and at home, parental caretaking activities in the same 

situations, and if any events in the parents' previous experience 

affected their response to the baby. The sample consisted of 184 
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parents who were observed during two.hospital visits and at one, two, 

and three months after discharge. A child psychiatrist also conducted 

interviews during the home visits. The results of the study indicated 

that sicker babies moved less than the less ill babies, until they began 

to recover. It was also noted that mothers of the sicker infants were 

less interactive with the newborn both in the nursery and at home. 

Lastly, the researchers discovered that previous life experiences were 

not as significant in determining maternal behavior as was the experi

ence of the birth of an infant requiring intensive care. These findings 

are important when exploring parental needs because they indicate that 

parents have needs for information about their newborn's behavior as it 

relates to his illness. In addition, parents of sicker babies may need 

more support and encouragement to become involved in their newborn's 

care and his hospitalization, and more information about the future 

growth, development, and needs of the baby. And, the study findings may 

reflect the need for parents to begin to resolve the crisis so they can 

benefit from the experience. 

The relationship between perceived anxiety during the intensive 

care stay of their newborn and later perceptions of the child by parents 

was studied by Philipp (1983). This longitudinal research was conducted 

with 37 mothers and 26 fathers during follow-up visits to a clinic. At 

the time of the study, the children ranged in age from six months to 14 

years. In addition to evaluating anxiety during the intensive care 

experience, an attempt was made to explore difficulties in meeting needs 

after discharge, and past and present concerns about the child. Results 

of the study indicated that high anxiety during hospitalization did not 
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affect later perceptions of the child. Other findings indicated no dif

ference about perceptions of anxiety between mothers and fathers, more 

anxiety perceived by mothers of smaller babies, and less anxiety among 

mothers who visited and held their babies early in the hospitalization. 

Because of the variation in length of time since the hospitalization of 

their newborn (six months to 14 years), the perception of anxiety may 

have been affected by memory change. An additional criticism of this 

study is that parental perception of the child is only one measure of 

the family's adaptation to the crisis event. However, the information 

obtained from this study is useful when looking at parental needs 

because it reflects needs for information, visiting, holding, and other 

caretaking involvement. It also points to the importance of support, 

encouragement, reassurance, and the use of resources. 

Crnic et al. (1984) researched the relationship between maternal 

stress and social support from birth to 18 months. Fifty-two premature 

and 53 full-term, mother-infant pairs were studied at five different 

times using a variety of tools including interview, observation, and 

child developmental assessments. The researchers found no difference 

between the maternal groups in the areas of life stress, social support, 

and maternal attitudes at any time during the study. Maternal satisfac

tion with social support received following the birth of the infant was 

found to be positively related to satisfaction with life and parenting, 

and with the quality of interactions with their child. This was found 

to be stable across time, but strongest during the early phases of the 

study. Infant behavior and development were noted to be unrelated to 

maternal support. There was no identified relationship at 18 months 
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between stress or social support and the attitudes toward parenting. In 

addition, the study found that younger mothers were more vulnerable to 

stress and had less social support. This study points to the importance 

of adequate support to assist mothers in gaining satisfaction with life 

and mothering. In the context of parental needs, it indicates the need 

for support which may be provided by the spouse, other family members, 

and friends. 

Parents whose infants had been transported to a tertiary care 

hospital for neonatal intensive care were studied by Benfield, Leib, and 

Reuter (1976). The purpose of the investigation was to identify paren

tal attitudes, feelings, and behavior. One hundred one mother-father 

pairs were included in the sample. Parents completed a questionnaire 

which included seven items measuring anticipatory grief. These were: 

sadness, loss of appetite, inability to sleep, irritability, preoccupa

tion with the baby, guilt, and anger. In addition, parents responded to 

items relating to their behaviors, such as crying, praying, depression, 

disbelief, thinking the baby may die, and wishing to be left alone. 

Benfield and colleagues found that anticipatory grief was not related to 

the severity of the illness of the newborn. There was, however, a posi

tive correlation between the father's grief and cesarean birth. The 

mother's grief scores were found to be directly related to the pleasure 

of pregnancy, but negatively correlated with her age and her expectation 

of her ability to care for the infant. Benfield et al. stated that 

their tool was useful in identifying parental needs. Though they did 

not specifically list these needs, their research seems to identify 

parental needs to pray, to cry, to be alone, to call the unit and visit 
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the infant at any time, to be involved in decisions, to receive finan

cial information and information about their baby, and to have staff 

support. Even though Benfield and colleagues specifically studied par

ents whose baby had been transported to a referral hospital, their 

findings relating to parent reactions and needs are appropriate to the 

study of parental needs when the baby receives intensive care in the 

hospital of birth. 

Kennell and Klaus (1976) discussed how to care for parents of 

high-risk infants. They described two studies conducted over 22 months 

to look at the effects of maternal-infant separation. Both studies were 

based on the division of mothers into two groups. One group of 22 

mothers at Stanford University and 27 mothers at Case Western Reserve 

University was allowed into the neonatal intensive care unit in the 

first five days of the newborn's illness to touch and provide care. The 

second group of 22 mothers at Stanford and 26 mothers at Case Western 

Reserve was excluded from contact with their infants for 20 days. A 

control group of mothers and normal newborns was also studied to provide 

baseline information on what is "normal." In the Stanford study, 

mothers were observed at the time of the fifth visit to the newborn, at 

home one week following discharge, and at one month during a clinic 

visit. For the second study at Case Western Reserve, mothers were 

observed during a feeding episode just before the newborn's discharge 

and again at the one-month clinic visit. These observations were later 

applied to clinical situations where they discussed needs of mothers of 

high-risk newborns. Included in the sample situations were the needs 

for knowledge and information, to prepare for future events, to be with 
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the baby and begin caretaking activities, to feel encouragement, to be 

updated on progress of the baby, and to visit and call frequently. 

Though these studies were conducted 15 years ago, the information 

regarding needs presented from Kennell and Klaus's observations is 

appropriate to the study of needs of parents of critically ill newborns 

because it suggests areas for further investigation and validation. 

In Mercer's (1977) book on caring for high-risk patients, she 

devoted specific chapters to different situations surrounding the birth 

of a sick or premature newborn. The chapter devoted to the discussion 

of prematurity presented the following needs: hope to motivate and pro

vide energy for coping; prepare for the loss of the baby; deal with 

failure to deliver a healthy baby; resume relationship with the newborn; 

explore and review the events of pregnancy, delivery, and birth; promote 

self-esteem; receive information; avoid conflicts; family and medical 

personnel support; and support from other parents of premature infants. 

In addition, she identified needs to be prepared for the first nursery 

visit, to receive comfort, to have continuity of care providers, to hold 

the newborn as soon as possible, to learn about growth and development, 

to begin caretaking activities, and to provide breast milk for feedings. 

Mercer's book is based on clinical observations and does not indicate 

any activity to validate that the identified needs were accurate from 

the parents' point of view. However, it does provide some direction and 

a stimulus for further investigation to validate parental needs. 

Arney, Nagy, and Little (1978) studied eight families to explore 

their experiences surrounding the birth and transfer of a newborn to a 

tertiary care center. To identify the sample, all admissions were 
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screened for 18 months. The group was then subdivided into six smaller 

groups based on distance from the center and whether the infant sur

vived. From each of these smaller groups, two families were selected at 

random. A total of eight families agreed to participate in the inter

views at home. They were asked to describe events surrounding the preg

nancy and birth. In these discussions, parents identified the need to 

see and hold the infant, to receive jargon-free explanations, to develop 

confidence in caretaking, and to be able to communicate with health care 

workers following discharge. The authors did not discuss how many par

ents, from which groups, experienced certain needs. They did, however, 

acknowledge that additional study should be undertaken to confirm their 

findings. Though this study specifically looked at parents whose new

borns had been transported, it is applicable to the study of parental 

needs during hospitalization of the critically ill or premature newborn 

because it presents needs of parents similar to those of other studies. 

Thus, it suggests, and the authors recommend, further research. 

The psychosocial needs of parents of high-risk infants were dis

cussed by Grant (1978). She stated that parents need hope, need to face 

the potential loss of their baby, and may have a need to not get too 

attached. Communication from staff, information about the uniqueness of 

the newborn, and staff observation of parental perceptions were listed 

as being important. In addition, Grant identified parental needs for 

learning a new language, developing trust, adapting to their role in the 

intensive care setting, and developing feelings of comfort and security. 

Other parental needs included preparation for the intensive care 

setting, support from other parents, telephone calls and photographs 



26 

from the staff, orientation to the setting, inclusion as part of the 

team, ability to perform caretaking activities, reassurance and support 

from the staff and others, unrestricted visiting privileges, and prepa

ration for discharge. Grant's observations were not based on research 

into parental needs, but on her experience and the experiences of others 

who care for high-risk infants. Though parental needs have not been 

validated, these observations help to form a basis for investigation and 

study. 

The needs of cesarean birth parents were studied by Fawcett 

(1981). In this retrospective exploratory study of 32 cesarean births 

conducted over eight years, Fawcett used an open-ended questionnaire to 

determine physical and emotional responses, parental needs, and identi

fication of how the experience might have been improved. She identified 

many unmet needs of parents, including needs for comfort, rest, sleep, 

control, self-esteem, role resumption, information, and being together 

and with the baby. The number of parents experiencing these needs and 

differentiation between paternal versus maternal needs were not dis

cussed. However, her findings are significant when looking at needs of 

parents of critically ill or premature infants because some parents 

whose baby requires intensive care have experienced cesarean birth and, 

therefore, may have needs similar to those in Fawcett's study. 

Noga (1982) discussed the need for parents of infants who 

required intensive care to have adequate preparation for discharge in 

order to avoid a second crisis situation at home. She advocated an 

approach which includes information, support, and follow-up. Although 

not supported by research, her recommendation for discharge planning to 
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avert or reduce later problems at home is appropriate to the study of 

needs of parents with an infant in an intensive care setting to deter

mine if this is a need for them and if it is being met. 

Issues surrounding the birth of an infant requiring special care 

were discussed by Mahan et al. (1982). They suggested approaches to 

helping parents deal with the anxiety of the experience by meeting needs 

for information, support and reassurance, contact with the baby and the 

caretakers, involvement with care, honesty, sensitivity, and support 

from other parents. In addition, they described parents' needs to deny 

events or situations, prepare for death, prepare for caretaking at home, 

receive information about resources, be involved in decision making, and 

receive adequate support following discharge. These suggestions were 

not based on research, but seem to derive from the authors' review of 

the literature and their own experiences in caring for parents. The 

information presented by Mahan et al. presents an area for study and 

supports a study to validate parental needs. 

McGovern (1984) provided statements relating to parents' needs 

when their newborn requires intensive care. She listed these as: com

fort in being present in the unit, involvement as part of the health 

care team, and reception of information and answers to questions. In 

addition, she suggested that staff nurture the parents, encourage vis

iting and caretaking, provide support, and offer reassurance. Again, 

these needs have not been confirmed through study but are, instead, 

drawn from observations and the experience of the author. These needs, 

therefore, should be investigated to determine their authenticity to 

parents. And, that is the aim of this study regarding parental needs. 
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A project designed to assist parents in attaching to their new

born was described by Jenkins and Tock (1986). A letter, written by 

nurses from the baby's perspective, is drafted and sent to parents as a 

means of solidifying contact. The basis for this approach is the recog

nition of parental needs for specific information about the uniqueness 

of the baby, for continual reassurance, and for identification and 

acceptance of the infant. These needs appear to be derived from the 

authors' literature review and are not supported through study within 

their setting. Thus, there is a need to determine what parents' needs 

are so that interventions, such as letters from the baby, are appropri

ately designed and used in the intensive care setting. 

The needs of grandparents and parents of premature infants were 

briefly described in a study conducted by Blackburn and Lowen (1986). 

In their retrospective, exploratory study of 83 grandparents and 50 par

ents, they examined feelings, perceptions, and experiences of both 

groups related to the hospitalization of the newborn in an intensive 

care unit. Identified were needs for information and emotional support. 

Although the specific purpose of Blackburn and Lowen's study did not 

involve investigation of parental needs, the fact that they described 

two needs as a result of their study lends support to further investiga

tion along those lines. 

Specific Needs 

The following section summarizes the needs of relatives and 

parents, as identified through the literature review, into categories. 
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These categories were used to formulate and validate the need statements 

used in the study of parents of premature or critically ill newborns. 

To Receive Information/To Be Kept Informed 

The need to receive information about the patient's condition, 

purpose of procedures, use of technology, names and qualifications of 

health care workers, and patient prognosis has been identified by sev

eral authors and researchers (Blackburn and Lowen, 1986; Jenkins and 

Tock, 1986; McGovern, 1984; Stewart, 1984; Mahan et al., 1982; Fawcett, 

1981; Geary, 1979; Molter, 1979; Waller et al., 1979; Arney et al., 

1978; Mercer, 1977; Benfield et al., 1976; Kennell and Klaus, 1976; 

Hampe, 1975). Not only is it important to receive information when 

relatives and parents are present, they need to be kept informed and 

updated on progress and changes in the patient's condition or plan of 

care (Molter, 1979; Kennell and Klaus, 1976; Hampe, 1975). 

To Receive Reassurance and Encouragement 

Parents and relatives feel the need for reassurance and encour

agement during the hospitalization and crisis surrounding the need for 

intensive care (Jenkins and Tock, 1986; McGovern, 1984; Mahan et al., 

1982; Kennell and Klaus, 1976; Hampe, 1975). 

To Receive Comfort 

Physical as well as psychological comfort has been identified as 

an important need for parents and relatives (McGovern, 1984; Fawcett, 

1981; Molter, 1979; Mercer, 1977; Hampe, 1975). Items included in this 

category are availability of lounges and restrooms, provision of 
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nourishment, and staff concern and intervention to assure comfort in the 

intensive care setting. 

To Be Involved 

McGovern (1984), Mahan et al. (1982), and Benfield et al. (1976) 

reported parental needs to be involved in decision making and as part of 

the team providing care to the newborn in intensive care. 

To Participate in Caretaking 

The events leading to an intensive care stay and the need for 

specialized care provided by persons outside the family unit can lead to 

feelings of helplessness in relatives and families. When appropriate, 

parents and relatives need to be included in providing care (McGovern, 

1984; Noga, 1982; Arney et al., 1978; Mercer, 1977; Kennell and Klaus, 

1976). 

To Rest and Sleep 

Crisis events leading to the hospitalization of a loved one 

create stress within the family and individuals and disrupt normal pat

terns of functioning. The need for rest and sleep was identified by 

Fawcett (1981). 

To Visit/Be Near/Be With/Call 

Several authors and researchers discussed the need of parents 

and relatives to be able to visit at any time, to be near or be with the 

patient, and to call at times when they are unable to visit (McGovern, 

1984; Mahan et al., 1982; Fawcett, 1981; Geary, 1979; Arney et al., 
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1978; Mercer, 1977; Benfield et al., 1976; Kennell and Klaus, 1976; 

Hampe, 1975). 

To Receive Support from Family and 
Medical Personnel 

Support from family members and medical personnel involved in 

the care of the patient is important to parents and relatives. This 

support includes acceptance of the feelings, behaviors, needs, and 

desires precipitated by the crisis of intensive care (Blackburn and 

Lowen, 1986; Crnic et al., 1984; McGovern, 1984; Stewart, 1984; Mahan et 

al., 1982; Waller et al., 1979; Mercer, 1977; Benfield et al., 1976; 

Hampe, 1975). 

To Be Treated with Caring, Honesty, 
and Sensitivity 

Because the crisis of intensive care is so distressful and dis-
J 

turbing to parents and relatives, the need to be treated with kindness 

and caring becomes an important issue. Staff and others who have con

tact with the family of a critically ill patient need to approach situa

tions with honesty and sensitivity (Mahan et al., 1982; Molter, 1979; 

Waller et al., 1979). Such interventions demonstrate to the family a 

respect for their needs and feelings. 

To Be Free to Talk/To Have Someone Listen 

Many times, the events leading to the hospitalization of a rela

tive or newborn are confusing and unclear. At times, the parent or fam

ily member may need to discuss what happened, why it did, and any spe

cific concerns they may have relating to intensive care (Mercer, 1977; 
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Hampe, 1975). Intensive care staff need to respond with open listening 

to allow ventilation of feelings and concerns. 

To Pray/To Cry 

Benfield et al. (1976) identified the parents' needs to pray and 

to cry. In prayer, parents and relatives draw on their inner beliefs 

and faith to provide strength to them and their loved one. Tears allow 

the expression of many feelings—sadness, fear, frustration, anger, 

guilt—and help to release the inner tensions which can build during 

stressful events. 

To Deny Events/To Believe Everything 
Is All Right 

One common defense mechanism experienced by families of rela

tives who require intensive care is the need to deny that anything bad 

has happened (Mahan et al., 1982; Geary, 1979; Waller et al., 1979). 

This need indicates that the parent or relative is unable to cope with 

the crisis at the time the denial is evident. It may be coupled with 

behavior indicating that the person has failed to grasp the significance 

of an event (Geary, 1979). 

To Prepare for Death or Loss 

Families faced with the intensive care hospitalization of their 

loved one are also faced with the potential loss of the relative or 

child through death. A need for families during this time is to prepare 

themselves for that event (Mahan et al., 1982; Mercer, 1977; Kennell and 

Klaus, 1976). Even though death may not occur, families need to face 
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the fact that it might, and to begin thinking how they will live without 

their relative or infant. 

To Prepare for Discharge Home 

With positive progress and recovery come thoughts of how parents 

will care for their child after discharge from the hospital. Suddenly, 

they come to the realization that full responsibility for the infant 

will be theirs. The discharge planning process is essential to assure a 

smooth transition from hospital to home. Included are an evaluation of 

the home setting and working with parents to anticipate special problems 

which may arise (Mahan et al., 1982; Noga, 1982). 

To Receive Information on Growth and Development 

Many parents who have had a sick or premature newborn wonder how 

their child will grow and develop through the early months at home. The 

need for this information becomes more evident as the date for discharge 

nears (Mercer, 1977). 

To Receive Information about Resources/Follow-Up 

Along with the information about growth and development, parents 

need to know about the availability of community resources and what kind 

of follow-up will be scheduled and provided after discharge (Mahan et 

al., 1982; Noga, 1982; Trotter et al., 1982). Included with this infor

mation, parents need a way to communicate with health care workers who 

are familiar with the infant and his needs (Arney et al., 1978). 



34 

To Have Hope 

Grant (1978) and Mercer (1977) identified the parents' need to 

hope for the recovery of their infant regardless of how bleak the situa

tion appears to be. Mercer stated that hppe is necessary because it 

motivates parents and "gives energy to cope, to strive for the best 

outcome" (1977, p. 114). 

To Give Help to Others 

Despite all the stresses encountered by parents during the 

intensive care stay of their newborn, as they see the admissions of 

other patients into the nursery parents realize that they are not alone 

in the experience. They express a need to offer help and assistance to 

other parents (Arney et al., 1978). In doing so, parents feel a sense 

of worthiness in their desire to ease the pain of and lend support to 

other parents (Mahan et al., 1982; Mercer, 1977). 

To Maintain Self-Esteem 

The experience of the birth of a premature or sick newborn is a 

devastating event which threatens individual and family integrity. Par

ents express needs to regain control (Fawcett, 1981); to be treated with 

kindness and caring (Mahan et al., 1982; Molter, 1979; Waller et al., 

1979); to receive support from family, friends, and the community (Crnic 

et al., 1984; McGovern, 1984; Stewart, 1984; Mahan et al., 1982; Waller 

et al., 1979; Mercer, 1977; Benfield et al., 1976; Hampe, 1975); and to 

be involved (McGovern, 1984; Mahan et al., 1982; Benfield et al., 1976). 
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Summary 

Chapter 2 presented a review of the literature relevant to needs 

of parents of premature or critically ill newborns. Only a small number 

of research studies validate that parental needs exist. Importance of 

needs and who is meeting needs from the parents' perspective is not well 

documented. Therefore, further research is indicated to investigate the 

area of parental needs. 

The studies reviewed in this chapter support the following 

needs: to receive information/to be kept informed; to receive reassur

ance and encouragement; to receive comfort; to be involved; to partici

pate in caretaking; to rest and sleep; to visit/be near/be with/call; to 

receive support from family and medical personnel; to be treated with 

caring, honesty, and sensitivity; to be free to talk/to have someone 

listen; to pray/to cry; to deny events/to believe everything is all 

right; to prepare for death or loss; to prepare for discharge home; to 

receive information on growth and development; to receive information 

about resources/follow-up; to have hope; to give help to others; and to 

maintain self-esteem. 

The purpose of this study was to validate if these are needs in 

the parent study population, how important the needs are, and who meets 

them during the neonatal intensive care experience. 



CHAPTER 3 

METHODOLOGY 

Design 

An exploratory descriptive design was used to identify needs of 

parents of critically ill or premature newborns requiring hospitaliza

tion in a neonatal intensive care unit. Through this design, the study 

also attempted to determine importance of the needs, if needs were being 

met, and by whom. 

Setting 

The setting for this study was a neonatal intensive care unit in 

an acute-care community hospital located in a Southwestern metropolitan 

area. The neonatal intensive care unit has 24 beds and an average cen

sus of ten infants. 

Sample 

For this study, a convenience sample of 30 parents was selected. 

The researcher attempted to select an equal representation of male and 

female respondents. Some of the respondents were married couples. 

Single parents were also selected to acquire enough participants for the 

study. The parents were able to read and speak English. The newborns 

had been hospitalized in the neonatal intensive care unit for a minimum 

of 48 hours and a maximum of 14 days. This time frame was selected to 

allow parents time for an initial recovery following the delivery, some 
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stabilization of the newborn, and immediate recall of needs experienced 

by the parents. 

Excluded from this study were parents of infants who had been 

transported from another city and parents who did not read or speak 

English. Parents whose newborn might die in the immediate future were 

not approached in order to avoid the stresses which might be experienced 

through participation in the study. 

Instrument 

The data collection instrument, "Needs of Parents of Premature 

or Critically 111 Newborns," was designed by the researcher. Molter's 

(1979) tool, "Needs of Relatives of Critically 111 Patients," was used 

as a guide in the construction of the instrument. 

Interviews 

Because the nursing and related health care literature does not 

provide sufficient information on research validating parental needs, 

the investigator proceeded to design a data collection instrument for 

this purpose. 

To collect the 39 declarative statements used in the interview 

schedule, the researcher interviewed two mothers of babies who had 

required several days to several months of care in a neonatal intensive 

care unit. The interviews were unstructured; the interviewer used open-

ended and probing questions to solicit information about the needs these 

mothers experienced during their newborn's acute illness. The inter

views were tape-recorded for later review by the researcher. 
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The unstructured interview was deemed an appropriate method to 

use in obtaining information about parental needs. Because the content 

area represents facts known to the interview mothers, they are a legiti

mate source of need identification (Polit and Hungler, 1978). 

Taxonomy and Statements 

Based on the review of the taped interviews, a limited taxonomy 

of parental needs was developed. The researcher conducted a content 

analysis. Seven major subscales of needs emerged: information, staff 

support, comfort, unit policies (e.g., visiting, calling), support from 

others, psychological/spiritual, and preparation for discharge. Each 

statement made by the mothers was analyzed and assigned to the logical 

subscale. From this listing of needs, the structural statements for the 

interview schedule were derived. This degree of structure was desired 

to obtain consistency of responses to enable inter-subject comparisons 

(Polit and Hungler, 1978). 

Interview Schedule 

The declarative statements, containing one need per statement, 

were placed on the left side of the page. Statements were listed in 

random order. To determine the importance of each need to the respon

dent, a five-point, Likert-type rating scale was used. This type of 

rating allowed the respondents to indicate their attitudes about each 

need (Polit and Hungler, 1978) from a ranking of 1, not at all impor

tant, to 5, very important. Originally, the investigator planned for 

the tool to be used as a self-administered questionnaire. However, sev

eral problems were encountered with administration of the first 
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questionnaires. Therefore, the investigator revised the tool to be used 

as an interview schedule. After reading each statement, the interviewer 

asked the parents to rank needs by selecting a response ranging from not 

at all important to very important, which were printed on a 3x5 index 

card. 

The problems of response set bias were minimized through the 

random assignment of statements. Thus, needs from different categories 

were placed next to each other, decreasing the chance of the same 

response to all items. However, the tendency to answer with extreme 

response or acquiescence may still be demonstrated by the respondents 

(Polit and Hungler, 1978). 

After the parents had ranked the importance of each need, they 

were asked to answer "yes" or "no" if the need was being met. Parents 

were then asked to identify who was meeting their needs from a 3x5 index 

card containing a listing of eight different people (doctor, nurse, 

spouse, other relative, friends, chaplain, social worker, and other). 

An open-ended question was provided following the statements to 

allow and encourage parents to describe needs not identified by the 

statements. Lastly, parents were asked to provide specific demographic 

information regarding schooling, age, and occupation (Appendix B). 

Validity 

Content validity was supported through the interviews with 

mothers and the researcher's review of the literature. A panel con

sisting of two neonatal intensive care nurses, a neonatal intensive care 

social worker, and a clinical specialist doctoral student reviewed the 
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instrument to determine if the statements accurately reflected parental 

needs based on their experience. They were also asked if the instrument 

was complete and included all needs of parents. Finally, the instrument 

was reviewed by the two interview mothers.for absence of items, accu

racy, and comprehensiveness. 

Reliability 

The test-retest method of establishing stability was attempted 

to establish reliability of the instrument. Questionnaires were planned 

to be administered to four parents and repeated at 24-48 hours. This 

short time frame was selected because parental needs may vary across 

time due to changes in parental physical status, family situations, or 

the newborn's prognosis. However, with the first three questionnaires, 

problems of no return and incomplete questionnaires were encountered. 

Thus, the test-retest method was not completed. 

Internal consistency, the consistency of scores among different 

parts of the test, was used to estimate reliability of the instrument. 

Since the instrument is new, a coefficient alpha of 0.70 or above was 

used to indicate an acceptable level of consistency (Hinshaw and Atwood, 

1982). The coefficient alpha was calculated at 0.88. 

Clarity 

Interview schedules completed with the first five respondents 

were reviewed for missing items. There were no identified missing 

items; therefore, the instrument was determined to possess clarity. 
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Human Subjects Review 

Participation in the study by parents of critically ill or pre

mature newborns requiring intensive care was voluntary. Parents were 

assured that care of the newborn and staff interaction would not be 

influenced by participation or refusal to participate. Confidentiality 

of participants was protected through coding of the interview schedules. 

No known risk to parents or their newborns existed. The study was sub

mitted for. review to the College of Nursing Human Subjects Committee and 

the Human Research Committee of the hospital (Appendix C). 

Data Collection 

Respondents were asked to voluntarily respond to a structured 

interview schedule with 39 declarative statements, each relating to a 

need perceived by parents. An open-ended question was included to cap

ture any needs not identified in the statements. Demographic data were 

collected to assist in describing parents. Written consent, a require

ment of the facility, was obtained (Appendix A). Parents were informed 

that the interview would require 15-30 minutes. 

The interview schedules were conducted by the investigator 

during a parental visit, at least 48 hours after the newborn's admission 

to the unit. Additional data about gestational age, birthweight, method 

of delivery, and diagnosis were collected from the chart to assist in 

describing the neonate. 
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Data Analysis 

Data about needs of parents of critically ill or premature new

borns were analyzed using descriptive and inferential techniques. Anal

ysis was computerized. 

Reporting 

Results obtained through analysis are reported through the use 

of frequency statistics, alpha coefficients for internal consistency, 

t-test and analysis of variance to look at differences among groups 

within the study population, and correlation statistics to describe the 

relationship between variables. 

Summary 

Chapter 3 presented the study methodology. Through the use of 

researcher-administered interview schedules to 30 parents of critically 

ill or premature newborns requiring hospitalization in a neonatal inten

sive care unit, parental needs, the importance of those needs, and who 

is meeting them were explored. The development of the data collection 

instrument and the techniques for data collection were described. 

Validity, reliability, and clarity issues were discussed. The proce

dures to assure protection of participant rights were explained. 

Lastly, the plan for data analysis and reporting was presented. 



CHAPTER 4 

ANALYSIS AND RESULTS 

This chapter presents the findings, statistical analysis of data 

obtained from the sample, and a discussion of testing.done to determine 

instrument reliability. 

Data were derived from a convenience sample of 30 parents during 

a visit to the neonatal intensive care unit, 48 hours to 14 days after 

admission of the newborn. Parents were approached by the researcher who 

briefly explained the purpose of the study. Thirty-five parents were 

contacted; 30 (86?o) agreed to participate. 

The investigator administered a 39-item structured interview 

schedule. Respondents were asked to indicate how important each need 

statement was, if the need was being met, and by whom. An open-ended 

question allowed parents to add any needs they had experienced which 

were not included in the original 39 items. Demographic data and addi

tional data, such as birthweight and gestational age, were obtained to 

assist in description of the study population. 

The research questions under investigation were: 

1. What are the needs of parents of premature or critically ill 

newborns? 

2. How important are the needs to parents? What is the ranking of 

importance by parents based on their ability to pay the hospital 

bill? What is the ranking of importance by newborn birthweight? 

43 
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3. Are the needs met? 

4. Who meets needs? 

5. Do mothers and fathers have the same needs? Are the needs of 

similar importance to both groups? 

6. Do Anglo parents have the same needs as Mexican-American 

parents? 

7. Do factors such as parental age, education, occupation, ability 

to pay, gestational age, birthweight, and parity influence the 

importance of needs as perceived by the parents? 

Data were coded by the investigator. Since all responses could 

be assigned a minimum value of one, missing data were coded as zero. 

Statistical analysis consisted of descriptive and inferential 

methods using parametric tests applied to nominal and ordinal data. 

Analysis was computerized using SPSS, the Statistical Package for the 

Social Sciences (Nie et al., 1975). 

Reliability 

The instrument, "Needs of Parents of Premature or Critically 111 

Newborns," was developed by the investigator. Reliability of the 

instrument was estimated at 0.88 for 30 subjects. 

The investigator had assigned each of the 39 items to one of 

seven subscales. Table 13 (p. 54) displays items according to subscale 

assignment. Each subscale was evaluated for reliability through calcu

lation of standardized item alphas. Three of the seven subscales, 

Comfort, Discharge, and Other Support, had alphas of 0.79, 0.79, and 

0.82, respectively. Three subscales, Information, Staff Support, and 
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Psychological/Spiritual, showed weaker alphas. The standardized item 

alphas for the subscale Unit Policies was calculated at -0.07. Calcula

tions for all the subscales were conducted on responses of 30 parents. 

Table 1 displays the calculated reliability coefficients. 

Description of the Sample 

Thirty parents of premature or critically ill newborns whose 

newborn had been hospitalized in a neonatal intensive care unit for a 

minimum of 48 hours were contacted by the investigator during a visit to 

the unit. Parents voluntarily agreed to participate in the structured 

interview schedule about their needs. Additional data collected 

included: sex, age, schooling completed, ethnicity, method of payment, 

occupation, method of delivery, number of siblings, gestational age, 

diagnosis, and birthweight of the newborn. 

Table 1. Reliability coefficients for instrument "Needs of Parents of 
Premature or Critically 111 Newborns" and subscales. — 
N = 30. 

Scale 
Number 
of Items 

Standardized Item 
Alpha Coefficients 

"Needs of Parents of Premature or 
Critically 111 Newborns" 39 0.88 

Subscales 
1. Information 6 0.62 
2. Staff Support 6 0.48 
3. Comfort 3 0.82 
4. Unit Policies 4 -0.07 
5. Other Support 8 0.82 
6. Psychological/Spiritual 8 0.46 
7. Discharge 4 0.79 
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The parent sample consisted of ten fathers and 20 mothers. 

There were eight mother-father couples included in the study; however, 

each parent was treated as an individual respondent. One parent (3?o) 

was less than 18 years old, nine parents (3QS5) were 18-24 years old, 17 

parents (57SS) were 25-34 years old, and three parents (10S5) were 35-44 

years old. The mean for years of schooling completed was 13. Tables 2, 

3, and 4 provide a detailed description of these variables. 

There were 20 Anglo, nine Mexican-American, and one Black par

ent in the sample. Five parents (17%) were not receiving assistance 

with payment of the hospital bill (self-pay), 23 were covered by insur

ance, and two parents were receiving assistance from the Arizona Health 

Care Cost Containment System (AHCCCS). These variables are described in 

Table 5 and 6. 

The Hollingshead (1957) two-factor index of social position was 

used to classify parental occupation. Fifty percent of parents held 

occupations in categories three, four, and five (Table 7). 

Nineteen parents had experienced a cesarean delivery; 11 had 

experienced vaginal births. The number of siblings in the family ranged 

from zero to five. Tables 8 and 9 present a summary of these two 

variables. 

Gestational age of the newborn ranged from 26 to 42 weeks. The 

mean gestational age was 35.8 weeks, with the standard deviation being 

5.06. There were eight infants who weighed less than 1500 grams at 

birth, five who weighed 1501 to 2500 grams, nine at 2501 to 3500 grams, 

and eight who weighed more than 3501 grams. The mean birthweight was 



Table 2. Demographic data: Parental sex. 
—.N = 30. 

Sex Frequency Percent 

Male 10 33 
Female 20 67 

Totals 30 100 

Table 3. Demographic data: Parental age. 
— N = 30 

Age 
(years) Frequency Percent 

Less than 18 1 3 
18-24 9 30 
25-34 17 57 
35-44 3 10 

Totals 30 100 



Table 4. Demographic data: Parental education 
(years of schooling completed). — 
N = 30. 

Schooling 
Completed 
(years) Frequency Percent 

9 1 3 
11 2 7 
12 16 53 
13 1 3 
14 1 3 
15 2 7 
16 7 23 

Totals 30 99a 

aTotal equals less than 100?o due to rounding. 

Table 5. Demographic data: Parental ethnicity. 
— M = 30. 

Ethnicity Frequency Percent 

Anglo 20 67 
Mexican-American 9 30 
Black 1 3 

Totals 30 100 
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Table 6. Demographic data: Payment method. 
— N = 30. 

Payment Method Frequency Percent 

Self 5 17 
Insurance 23 77 
AHCCCS® 2 7 

Totals 30 101b 

g 
Arizona Health Care Cost Containment 

.System. 
Total equals more than 100?o due to 
rounding. 

Table 7. Demographic data: Parental occupation. — N = 30. 

Category3 Frequency Percent 

1. Higher executives, proprietors of large 
companies, major professionals 2 7 

2. Business managers, proprietors of medium-
sized businesses, lesser professionals 3 10 

3. Administrative personnel, small independent 
businesses, minor professionals 5 17 

4. Clerical and sales workers, technicians, 
owners of little businesses 4 13 

5. Skilled manual employees 6 20 

6. Machine operators, semi-skilled employees 9 30 

7. Unskilled 1 3 

Totals 30 100 

g 
Hollingshead (1957) two-factor index of social position. 



Table 8. Demographic data: Method of delivery. 
— N = 30. 

Method of Delivery F requency Percent 

Cesarean 19 63 
Vaginal 11 37 

Totals 30 100 

Table 9. Demographic data: Number of siblings. 
— N = 30. 

Number of Siblings Frequency Percent 

0 12 40 
1 11 37 
2 2 7 
3 4 13 
4 0 0 
5 1 3 

Totals 30 100 
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2637.5 grams, with a standard deviation of 1093.18. These variables are 

displayed in Tables 10 and 11. 

Thirteen major diagnoses were made at the time of the newborns' 

admission to the intensive care unit. Thirteen infants (43%) had a 

diagnosis of respiratory distress syndrome. The remaining diagnoses 

occurred much less frequently and were fairly equally distributed. 

Table 12 summarizes the information related to newborn diagnosis. 

Need Importance 

Thirty-nine need statements were presented to each respondent 

who was then asked to rank the importance of each need on a Likert-type 

scale from 1, "not at all important," to 5, "very important." Each 

Table 10. Demographic data: Newborn gestational 
age. — N = 30. 

Gestational Age 
(weeks) Frequency Percent 

2 6  1 3  
27 13 
28 2 7 
29 2 7 
32 3 10 
34 13 
35 3 10 
36 3 10 
38 2 7 
39 2 7 
40 3 10 
41 4 13 
42 3 10 

Totals 30 100 



Table 11. Demographic data: Newborn birthweight. 
— N = 30. 

0 Birthweight 
(grams) Frequency Percent 

Group 1 (less than 1500) 8 27 
Group 2 (1501-2500) 5 17 
Group 3 (2501-3500) 9 29 
Group 4 (greater than 3501) 8 27 

Totals 30 100 

Q 
Birthweights grouped into categories for ease in 
reporting data. 

Table 12. Demographic data: Newborn diagnoses. — N = 3D. 

Diagnosis Frequency Percent 

Respiratory distress syndrome 13 43 
Rule-out sepsis 2 7 
Hypoglycemia 2 7 
Patent ductus arteriosus 1 3 
Hydronephrosis 2 7 
Gastroschisis/diaphragmatic hernia 3 10 
Hydrocephalus 3 10 
Meconium aspiration 3 10 
Aspiration pneumonia 2 7 
Asphyxia 3 10 
Small for gestational age 1 3 
Persistent fetal circulation 2 7 
Myelomeningocele 1 3 

Totals 1*
1 CD
 03
 

127a 

aTotals equal more than 30 and 100% because of multiple 
diagnoses for some newborns. 
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response was scored: 1 was assigned to responses in the "not at all 

important" category, 2 to responses of "slightly unimportant," 3 for 

responses in the "uncertain" category, 4 to those responses of "slightly 

important," and 5 to each response of "very important." Scores were 

then added for each of the 30 respondents to compute total need impor

tance. The actual range of scores was 116 to 191; possible range was 

39-145. The mean was 168, the standard deviation 17.98, and the average 

response per item was 4.30. Total need importance and the ranking of 

individual items (needs) are presented in Table 13. 

Each subscale was evaluated to determine its need importance to 

the parents. Table 14 illustrates that the subscale rated as "very 

important" to most parents was Unit Policies. Twenty-eight parents 

(93?o) gave the highest ranking to each of the four items in that sub-

scale. However, two of four items showed no variation and the reliabil

ity of the subscale was estimated to be poor. In decreasing order of 

importance, based on percentage of people who ranked each item in the 

subscale as "very important," were Discharge, Information, Staff 

Support, Comfort, Other Support, and Psychological/Spiritual. 

Need importance for parents was also evaluated by looking at the 

newborn's birthweight. The infants were grouped into four categories: 

Group 1 (_< 1500 grams), Group 2 (1501-2500 grams), Group 3 (2501-3500 

grams), and Group 4 (> 3501 grams). Parents with babies who weighed 

1501-2500 grams at birth (Group 2) had the highest mean total need 

importance (175.8, highest possible score 195.0, standard deviation 

11.11) for the four weight groups. On the Information subscale, 

Groups 1 and 2 had the highest mean score at 28.8. The highest possible 



Table 13. Need importance: Total scale and individual items. -
N = 30. 
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Mean Standard 
Needs ("I need . . .") (x) Deviation 

Information Subscale Items: 

9. To know why things happened to my baby. 4.43 1.16 
17. To be kept updated on what is happening to 

my baby. 4.97 0.18 
25. To have someone call me to give me regular 

reports on my baby's progress. 3.67 1.67 
28. To know plans about my baby's care. 4.37 1.35 
31. To know exactly what is wrong with my baby. 4.87 0.73 
38. Information about what is happening to my 

baby. 4.90 0.30 

Staff Support Subscale Items: 

1. To be treated in a courteous manner. 4.67 0.96 
10. The reassurance to hope. 4.93 0.25 
18. To be treated with kindness. 4.43 0.86 
26. People to be honest with me. 4.93 0.37 
32. People to give me a realistic picture of my 

baby's situation. 4.83 0.91 
35. Someone to be with me during times of 

uncertainty about my baby's condition or 
treatment. 4.47 1.17 

Comfort Subscale Items: 

2. A chance to rest. 4.00 1.46 
11. Physical strength. 4.13 1.14 
19. Sleep. 4.10 1.18 

Unit Policies Subscale Items: 

3. To be able to call at anytime to talk about 
my baby. 4.83 0.91 

8. To be with my baby. 5.00 0.00 
12. To visit my baby at any time. 5.00 0.00 
20. To hold my baby. 4.97 0.18 
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Table 13—Continued. 

Mean Standard 
Needs ("I need . . .") (x) Deviation 

Other Support Subscale Items: 

4. For someone to listen to my concerns. 4.43 1.10 
5. To talk to someone about what is happening. 4.53 0.82 
6. Someone to be available. 4.40 1.04 
13. To feel free to express my feelings. 4.33 1.12 
21. Others to visit me. 2.83 1.53 
22. Comfort and love. 4.63 0.85 
27. Attention from others. 3.47 1.52 
39. To feel that it's alright to cry. 4.47 1.11 

Psychological/Spiritual Subscale Items: 

7. At times, to deny that anything has happened 
to my baby. 2.17 1.74 

14. Time to deal with the events of my baby's 
hospitalization in intensive care. 4.13 1.25 

15. To be able to have faith and believe that 
everything will turn out alright. 4.93 0.25 

23. To be involved in decisions affecting my 
baby's care. 4.70 0.79 

29. To give help to others. 4.03 1.47 
33. To prepare myself in case my baby does not 

survive. 3.97 1.73 
36. Not to get too attached to my baby. 1.33 0.99 
37. To pray. 4.70 0.79 

Discharge Subscale Items: 

16. Information on what will happen once I take 
my baby home. 4.40 1.54 

24. To know about the growth and development of 
my baby after discharge from the hospital. 4.60 1.00 

30. To know how to get my home ready for my 
baby. 3.67 1.79 

34. Once my baby is ready to go home, to know 
who to call for answers to questions or 
problems. 4.77 0.94 

Total Need Importance 168.00 17.98 
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Table 14. Need importance: Subscales. — N = 30. 

Number8 Percent Number 
Ranking Ranking of Items 
Very Very in 

Subscale Important Important Subscale 

Unit Policies 28 93 4 
Discharge 14 47 4 
Information 11 37 6 
Staff Support 10 33 6 
Comfort 6 20 3 
Other Support 3 10 8 
Psychological/Spiritual 0 0 8 

0 Number of parents who ranked each item in the subscale as 
k"very important." 
Percent of parents who ranked each item in the subscale as 
"very important." 

score was 30.0. Standard deviations were 1.28 for Group 1 and 1.79 for 

Group 2. Group 3 had the highest mean of 29.0 of a possible score of 

30.0, standard deviation of 0.87, on the Staff Support subscale. The 

Comfort subscale was ranked highest by Group 2 at 13.0, with a possible 

score of 15.0; standard deviation was 2.83. Unit Policies was most 

important to Groups 3 and 4. The means were 20.0, with possible scores 

of 20.0. There was no variation among the two groups on this subscale. 

Parents in Group 2 had the highest mean on the Other Support (34.2, pos

sible score 40.0, standard deviation 6.38), Psychological/Spiritual 

(31.8, possible score 40.0, standard deviation 6.30), and Discharge 

(20.0, possible score 20.0, no variation) subscales. Table 15 displays 

this information. 
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Table 15. Need importance: Total and subscale by newborn birthweight. 
— N = 30. 

Group Means (x) 

Scale 

1 
< 1500 g 
N = 8 

2 
1501-2500 g 

N = 5 

3 
2501-3500 g 

N = 9 

4 
> 3501 g 
N = 8 

Total need importance 167.1 175.8 170.8 160.9 

Subscale importance 
Information 28.8 28.8 27.3 24.5 
Staff Support 27.5 28.2 29.0 28.2 
Comfort 12.5 13.0 12.0 11.8 
Unit Policies 19.4 19.8 20.0 20.0 
Other Support 31.5 34.2 33.9 33.1 
Psychological/Spiritual 30.4 31.8 30.4 27.9 
Discharge 17.1 20.0 18.1 15.4 

Parental response to need importance by parents' ability to pay 

the hospital bill is shown in Table 16. The total need importance mean 

for Groups 1 (self-pay) and 2 (insurance) was the same. Groups 1 and 3 

(AHCCCS) ranked the Information subscale similarly. The Staff Support, 

Comfort, Psychological/Spiritual, and Discharge subscales were ranked 

highest by Group 2. Group 1 ranked the Unit Policies and Other Support 

subscales highest with means of 20.0 and 35.6, respectively. 

Needs Met 

After respondents identified the importance of each need, they 

were asked to indicate if each need had been met. All 30 parents 

responded that four needs were met. Thirty-one additional needs were 

met for 53-97 percent of parents. Only four needs—to deny that 



Table 16. Need importance: Total and subscale by 
parents' ability to pay hospital bill. — 
N = 30. 

Mean Standard 
Payment Method (x) Deviation 

Group 1: Self-pay (N = 5) 
Total need importance 169.8 28.12 
Subscale importance 
Information 29.0 2.24 
Staff Support 28.0 2.34 
Comfort 11.8 5.50 
Unit Policies 20.0 0.00 
Other Support 35.6 4.39 
Psychological/Spiritual 29.4 8.50 
Discharge 16.0 8.94 

Group 2: Insurance (N = 23) 
Total need importance 169.8 12.45 
Subscale importance 
Information 26.6 3.70 
Staff Support 28.8 1.11 
Comfort 12.7 2.24 
Unit Policies 19.9 0.21 
Other Support 33.5 5.12 
Psychological/Spiritual 30.3 3.98 
Discharge 17.9 2.30 

Group 3: AHCCCS3 (N = 2) 
Total need importance 142.5 37.48 
Subscale importance 
Information 29.0 1.41 
Staff Support 22.5 9.19 
Comfort 8.0 5.66 
Unit Policies 17.5 3.54 
Other Support 22.0 12.73 
Psychological/Spiritual 28.0 5.66 
Discharge 15.5 0.71 

0 Arizona Health Care Cost Containment System. 
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anything has happened to the baby, to have someone call to give me regu

lar reports on my baby's progress, to know how to get my home ready for 

my baby, and to not get too attached to my baby—were unmet for the 

majority of parents (Table 17). 

Who Met Needs 

Parents were also asked to indicate, by selecting from a listing 

of eight persons, who met each specific need. It was possible for par

ents to select more than one person per need if they perceived that 

their need was being met by several people. Spouses met needs most 

often in 19 cases, doctors met 13 needs, nurses were identified most 

frequently as meeting 9 needs, and other relatives met one need most 

often. The breakdown of the frequency of who met specific needs is 

shown in Table 18. 

Additional Needs 

Following presentation of the need statements, each parent was 

asked, "What other needs do you have that are not listed in the state

ments above?" Several parents offered comments. Their statements 

included: more rooms for parents who are visiting, stronger pain pills 

for the mother, to be more informed about what is physically available, 

to be more informed about the baby but not receive false information or 

hope, to be prepared for the surprise of having the baby in intensive 

care, to know, to have more time, to not have visitors while the baby 

was in intensive care, and to be placed on a unit other than postpartum 

following admission of the baby to the neonatal intensive care unit. 



Table 17. Needs Met. — N = 30. 
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Needs ("I need . . .") Frequency Percent 

Information Subscale Items: 

9. To know why things happened to my baby. 25 83 
17. To be kept updated on what is happening to 

my baby. 30 100 
25. To have someone call me to give me regular 

reports on my baby's progress. 13 43 
28. To know plans about my baby's care. 26 87 
31. To know exactly what is wrong with my baby. 29 97 
38. Information about what is happening to my 

baby. 30 100 

Staff Support Subscale Items: 

1. To be treated in a courteous manner. 29 97 
10. The reassurance to hope. 29 97 
18. To be treated with kindness. 27 90 
26. People to be honest with me. 29 97 
32. People to give me a realistic picture of my 

baby's situation. 29 97 
35. Someone to be with me during times of 

uncertainty about my baby's condition or 
treatment. 28 93 

Comfort Subscale Items: 

2. A chance to rest. 24 80 
11. Physical strength. 23 77 
19. Sleep. 23 77 

Unit Policies Subscale Items: 

3. To be able to call at anytime to talk about 
my baby. 29 97 

8. To be with my baby. 30 100 
12. To visit my baby at any time. 30 100 
20. To hold my baby. 24 80 
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Table 17—Continued. 

Needs ("I need . . .") Frequency Percent 

Other Support Subscale Items: 

4. For someone to listen to my concerns. 26 87 
5. To talk to someone about what is happening. 29 97 
6. Someone to be available. 26 87 
13. To feel free to express my feelings. 27 90 
21. Others to visit me. 16 53 
22. Comfort and love. 27 90 
27. Attention from others. 20 67 
39. To feel that it's alright to cry. 25 83 

Psychological/Spiritual Subscale Items: 

7. At times, to deny that anything has 
happened to my baby. 8 27 

14. Time to deal with the events of my baby's 
hospitalization in intensive care. 22 73 

15. To be able to have faith and believe that 
everything will turn out alright. 28 93 

23. To be involved in decisions affecting my 
baby's care. 25 83 

29. To give help to others. 23 77 
33. To prepare myself in case my baby does not 

survive. 21 70 
36. To not get too attached to my baby. 2 7 
37. To pray. 28 93 

Discharge Subscale Items: 

16. Information on what will happen once I take 
my baby home. 24 80 

24. To know about the growth and development of 
my baby after discharge from the hospital. 26 87 

30. To know how to get my home ready for my 
baby. 14 47 

34. Once my baby is ready to go home, to know 
who to call for answers to questions or 
problems. 27 90 



Table 18. Who Met Needs. — N = 30. 
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Frequency8 

Other 
Needs ("I need . . .") Spouse Doctors Nurses Relatives 

Information Subscale Items: 

9. To know why things happened to my 
baby. -24 

17. To be kept updated on what is 
happening to my baby. 27 

25. To have someone call me to give me 
regular reports on my baby's 
progress. - 12 

28. To know plans about my baby's care. - 22 22 
31. To know exactly what is wrong with 

my baby. 26 
38. Information about what is happening 

to my baby. 25 

Staff Support Subscale Items: 

1. To be treated in a courteous 
manner. 25 

10. The reassurance to hope. 20 
18. To be treated with kindness. 26 
26. People to be honest with me. 27 
32. People to give me a realistic 

picture of my baby's situation. 26 
35. Someone to be with me during times 

of uncertainty about my baby's 
condition or treatment. 25 

Comfort Subscale Items: 

2. A chance to rest. 14 
11. Physical strength. 17 
19. Sleep. 15 

Unit Policies Subscale Items: 

3. To be able to call at anytime to 
talk about my baby. - - 28 -

8. To be with my baby. 20-20 
12. To visit my baby at any time. - - 27 
20. To hold my baby. - - 24 
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Table 18—Continued. 

Frequency3 

Other 
Needs ("I need . . .") Spouse Doctors Nurses Relatives 

Other Support Subscale Items: 

4. Someone to listen to my concerns. 17 - - -

5. To talk to someone about what is 
happening. 20 - - -

6. 5omeone to be available. 20 - - -

13. To feel free to express my feelings. 23 - - -

21. Others to visit me. - - - 11 
22. Comfort and love. 26 - - -

27. Attention from others. 17 - - -

39. To feel that it's alright to cry. 20 - - -

Psychological/Spiritual Subscale Items: 

7. At times, to deny that anything has 
happened to my baby. 6 - - -

14. Time to deal with the events of my 
baby's hospitalization in intensive 
care. - 13 - -

15. To be able to have faith and 
believe that everything will turn 
out alright. 23 - - -

23. To be involved in decisions 
affecting my baby's care. - 23 - -

29. To give help to others. 14 - - -

33. To prepare myself in case my baby 
does not survive. 16 - - -

36. To not get too attached to my baby. 2 - - -

37. To pray. 9 - - — 

Discharge Subscale Items: 

16. Information on what will happen 
once I take my baby home. - 22 - -

24. To know about the growth and 
development of my baby after 
discharge from the hospital. - 25 - -

30. To know how to get my home ready 
for my baby. - 11 11 -

34. Once my baby is ready to go home, 
to know who to call for answers to 
questions or problems. - 21 - -

0 Number of parents who indicated a person(s) met a specific need. 
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Two mothers commented on the fear and loneliness they experienced when 

they were discharged and had to leave the baby behind. 

Needs of Mothers and Fathers 

One of the research questions asked if mothers and fathers had 

the same needs. To determine if this was true, total need importance 

and need importance for each subscale were computed. Total need scores 

for 10 fathers ranged from 147 to 188, with a possible range of 39-195. 

The mean was 169.1 and the standard deviation 14.18. Scores for the 20 

mothers ranged from 116 to 191 of a possible 39-195. The mean was 167.4 

and the standard deviation 19.93. The subscale score ranges, means, and 

standard deviations for each of the seven subscales were calculated. 

Table 19 displays this information. 

To determine if there were differences in total need importance 

between mothers and fathers, a t-test was applied. The t-value for the 

separate variance estimate was found to be 0.26. Based on 24 degrees of 

freedom, this was determined to be not significant at p £ 0.05 

(Table 20). On total need importance, the two groups were found to be 

essentially the same. Thus, need importance was similar in both groups. 

Needs of Mexican-American and Anglo Parents 

The data were analyzed to determine if total need importance was 

similar for Mexican-American and Anglo parents. An analysis of variance 

was computed to determine if there was a significant difference between 

the means of the two groups. The F-ratio was calculated at 1.31 and 

probability at 0.26. Probability was not significant at alpha £ 0.05. 
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Table 19. Total need importance, subscale importance: Mothers 
and fathers. — N = 30. 

Range of Mean Standard 
Variable N Scores (x) Deviation 

Total need importance 
Mothers 20 116-191 167.4 19.93 
Fathers 10 147-188 169.1 14.18 

Subscale importance 
Information 
Mothers 20 19-30 27.1 3.55 
Fathers 10 19-30 27.4 3.53 

Staff Support 
Mothers 20 16-30 28.4 3.12 
Fathers 10 25-30 27.9 1.52 

Comfort 
Mothers 20 2-15 12.2 3.65 
Fathers 10 8-15 12.4 2.41 

Unit Policies 
Mothers 20 15-20 19.8 1.12 
Fathers 10 19-20 19.9 0.32 

Other Support 
Mothers 20 13-40 33.0 6.60 
Fathers 10 23-40 33.2 5.49 

Psychological/Spiritual 
Mothers 20 20-39 29.7 5.29 
Fathers 10 23-36 30.5 4.01 

Discharge 
Mothers 20 0-20 17.2 4.60 
Fathers 10 14-20 17.8 2.49 



Table 20. Differences between mothers and fathers for 
total need importance. — N = 30. 

N 
Mean 
(x) 

Standard 
Deviation t-Value p 

Mothers 20 167.4 19.93 
0.26 0.80 

Fathers 10 169.1 14.18 

Total need importance was not significantly different between the two 

ethnic groups. Table 21 summarizes the analysis of variance. 

Correlation of Needs 

Lastly, the investigator was interested in learning if total 

need importance correlated with parental age, education, newborn gesta 

tion, parental occupation, and number of siblings. In addition, the 

correlation between total need importance and the seven subscales and 

correlation among the subscales was evaluated. Only the significant 

values will be discussed. All correlations were computed using 30 

subjects (see Table 22). 

There was a positive correlation of 0.44 between parental age 

and education and a negative correlation of -0.45 between age and occu 

pation. Both were significant at p _< 0.05. Parental education was 

positively related to the Unit Policies subscale (0.41, significant at 

p 0.05) and negatively correlated to parental occupation (-.62, 

significant at p 0.05). Newborn gestation was related to only one 
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Table 21. Analysis of variance for total need importance by parental 
ethnicity: Mexican-American and Anglo. — N = 30. 

Source of Sum of Degrees of Mean 
Variation Squares Freedom Squares F-Ratio p 

Between groups 417.35 1 417.35 
1.31 0.26 

Within groups 8581.20 27 317.82 

Totals 8998.55 28 

Table 22. Pearson product-moment correlation coefficients for total 
need importance subscales, parental age, education, newborn 
gestation, parental occupation, and number of siblings. — 
Values listed were significant at p < 0.05. 

AGE = Parental age 0SUP = Other Support 
C0MF = Comfort PSYC = Psychological/Spiritual 
DISC = Discharge SIB = Siblings (parity) 
EDUC = Education SSUP = Staff Support 
GES = Gestation TNI = Total need importance 
INFO = Information UNPO = Unit Policies 
OCCU = Occupation 

AGE EDUC GES TNI INFO SSUP C0MF UNP0 0SUP PSYC DISC 0CCU SIB 

AGE 1 .44 -.45 
EDUC 1 .41 -.62 
GES 1 -.40 
TNI 1 .50 .66 .78 .56 .81 .73 .71 
INFO 1 .45 .36 .42 
SSUP 1 .58 .86 .70 
C0MF 1 .52 .68 .39 .56 
UNP0 1 .67 
0SUP 1 
PSYC 1 .63 
DISC 1 
0CCU 1 
SIB 1 
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variable, parental occupation. That correlation was -0.40, significant 

at p < 0.05. 

Total need importance did not significantly correlate with any 

parent or newborn characteristics. However, it did positively relate 

with each subscale. The following values were observed: Information 

0.50 (p _< 0.05), Staff Support 0.66 (p _< 0.05), Comfort, 0.78 (p _< 

0.05), Unit Policies 0.56 (p _< 0.05), Other Support 0.81 (p _< 0.05), 

Psychological/Spiritual 0.73 (p _< 0.05), and Discharge 0.71 (p _< 0.05). 

The Information subscale showed significance of correlation with 

the Psychological/Spiritual subscale (0.45, p _< 0.05), the Discharge 

subscale (0.36, p _< 0.05), and parental occupation (0.42, p _< 0.05). 

A significant correlation existed between the Staff Support and 

Comfort subscales. This value was 0.58, significant at p < 0.05. Staff 

Support also related with the Unit Policies (0.86, p _< 0.05) and the 

Other Support subscales (0.70, p _< 0.05). 

The Comfort subscale was observed to have significant positive 

correlation with four other subscales: Unit Policies (0.52, p 0.05), 

Other Support (0.68, p _< 0.05), Psychological/Spiritual (0.39, p _< 

0.05), and Discharge (0.56, p _< 0.05). 

Significance of correlation was seen between the Unit Policies 

and Other Support subscales. The coefficient was calculated at 0.67, 

significant at p < 0.05. 

The Psychological/Spiritual and Discharge subscales were found 

to have a significant positive correlation at 0.63 (p _< 0.05). 
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Summary 

The results of the study of needs of parents of premature or 

critically ill newborns were presented in Chapter 4. First, testing of 

the reliability of the instrument was discussed. The instrument showed 

internal consistency at an acceptable lev/el for a new tool. Three of 

the seven subscales were observed to have strong internal consistency. 

Three other subscales had weaker coefficients of reliability. The sub-

scale Unit Policies showed a negative value when the coefficient of 

reliability was calculated. 

Thirty parents participated in the study. Demographic data were 

collected to describe the sample. Total need importance scores were 

calculated and described. Scores on each of the subscales were also 

obtained. The Unit Policies subscale was ranked as the most important 

subscale by the majority of parents. 

Total need importance was described for parents whose babies 

were grouped according to birthweight. Those parents in Group 2 had the 

highest mean total need importance score. When parents were grouped by 

payment method, the mean total need importance scores were found to be 

the same for two groups: self-pay and insurance. 

All 30 parents indicated that four needs were consistently met. 

Spouses were observed to meet needs most often. Several parents identi

fied needs which had not been contained in the original instrument of 39 

items. 

Total need importance between mothers and fathers was evaluated. 

No significant differences were observed. Differences between Anglo and 
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Mexican-American parents were also computed. No significant differences 

between the two groups were noted. 

Correlations were computed between several variables. Statisti

cally significant correlations were found between parental age and edu

cation, parental age and occupation, parental education and the Unit 

Policies subscale, and parental education and parental occupation. 

Total need importance was not statistically significant when 

correlated with parental characteristics but was significantly corre

lated with each of the seven subscales. The Information subscale was 

found to have a statistically significant relationship to the Psycho

logical/Spiritual subscale, the Discharge subscale, and parental 

occupation. 

The Staff Support subscale was significantly correlated with the 

Comfort, Unit Policies, and Other Support subscales. Positive signifi

cant correlation was observed between the Comfort subscale and the Unit 

Policies, Other Support, Psychological/Spiritual, and Discharge sub-

scales. The Unit Policies and Other Support subscales were found to be 

significantly related. This was also observed for the Psychologi

cal/Spiritual and Discharge subscales. 



CHAPTER 5 

DISCUSSION OF THE RESULTS 

Chapter 5 presents the findings relating to needs of parents of 

premature or critically ill newborns and the reliability testing of the 

instrument developed by the investigator. Conclusions, limitations, and 

implications are discussed. The chapter concludes with recommendations. 

Needs of Parents of Premature or 
Critically 111 Newborns 

Parents of newborns who require intensive care due to prematu

rity or a serious illness experience a crisis situation. During that 

time, the parents face many stresses which, if not resolved, may predis

pose them to becoming vulnerable to later family problems (Northouse, 

I960; Perrault et al., 1979; Grant, 1978; Mercer, 1977). One of the 

ways neonatal intensive care nurses can help parents to deal with the 

stresses of the experience is to assist parents in recognizing and 

meeting their needs. Orlando (1961) believed that identifying and 

meeting needs was, indeed, the core of the nursing process. If success

fully applied in the neonatal intensive care unit, the outcome should 

reflect the parents' ability to meet the needs of their newborn. 

The literature review did not provide a specific study 

describing parents* needs when the newborn was hospitalized in neonatal 

intensive care. However, studies of families of relatives or children 

in intensive care and studies relating to other aspects of the 

71 
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parental-infant relationship provided guidance for the investigation of 

parental needs. Those needs suggested for further study were identified 

in Chapter 2. 

Instrument Validity and Reliability 

This study attempted to identify parental needs, their impor

tance to parents, if they were met, and by whom. In addition, needs of 

parents were explored as they pertained to parental sex, ethnicity, pay

ment method, and newborn birthweight. A 39-item interview schedule was 

developed by the researcher based on Molter's (1979) instrument for 

looking at needs of relatives and on interviews with mothers who had had 

newborns in the neonatal intensive care unit. Content validity was sup

ported through review of the instrument by nurse and social work 

experts, the original interview mothers, and through the literature 

review. 

Reliability coefficients were computed for the instrument and 

its seven subscales. The standardized item alpha coefficient for the 

instrument was 0.88; the range of coefficients for the subscales was 

-0.07 to 0.82. The 0.88 coefficient for the instrument suggested this 

new instrument possessed reliability. Two subscales had coefficients of 

0.82. The Other Support subscale contained eight items and the coeffi

cient suggested it was a reliable subscale. On the other hand, the Com

fort subscale was composed of only three items. Though its coefficient 

was 0.82, there may not have been enough items to assure confidence in 

the reliability of that subscale. There were four items in the subscale 

Discharge. Two items performed better than the other two. The 



73 

coefficient was 0.79. The value is acceptable for a new subscale but 

confidence in the reliability of this subscale might be increased by 

adding items and recomputing the coefficient. The Information subscale 

contained six items and had a coefficient of 0.62. This value is a 

borderline value for new subscales. All items in the subscale showed 

similar performance. Similar coefficients were observed with the Staff 

Support (0.48) and Psychological/Spiritual (0.46) subscales, with six 

and eight items, respectively. One item (number 35) on the Staff 

Support subscale did not perform to the degree the other items did, 

while one item performed better than the other seven on the Psychologi

cal/Spiritual subscale. The subscale with the lowest coefficient was 

Unit Policies (-0.07). Because two items of this four-item subscale did 

not show any variance, they were deleted in the computation of the 

coefficient. With only two items remaining, it was not possible to 

determine their performance. This subscale was found not to be 

reliable. 

Sample Characteristics 

Where possible, data will be compared to Molter's (1979) study 

of needs of relatives of critically ill patients. The convenience 

sample consisted of 20 mothers and ten fathers. This distribution met 

expectations; data were collected in the late morning, afternoon, and 

early evening hours, times when fathers may have been at work or at home 

taking care of other children. The age distribution showed that nearly 

two-thirds of parents (17) were in the 25-34 year group. The current 
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finding was consistent with the trend of later marriages and delayed 

parenting. 

In terms of education (years of schooling completed), the mean 

was 13 years, indicating that many parents had completed high school and 

some had gone on to obtain further education in college or vocational 

school. The range was 9-16 years. This level is somewhat different 

than in Molter's (1979) study where the range of subjects' education was 

junior high to high school graduate. The numbers for completing high 

school and obtaining some college/vocational school education are simi

lar to the distribution for this county (Forecast, 1986). 

Two-thirds of the respondents fell into occupational categories 

considered to be "blue-collar" workers. This is consistent with the 

occupational levels of relatives in Molter's (1979) study. Seventy-

seven percent of parents were enrolled in some type of medical cover

age/insurance plan providing reimbursement to the institution for care 

rendered to the newborn. Molter (1979) did not describe payment methods 

of her study population. 

There were 20 Anglo, nine Mexican-American, and one Black parent 

in the sample. This distribution is similar to the general population 

distribution of this Southwestern city (Hispanic Directions, 1984). 

Molter (1979) did not study ethnicity as it related to relatives' needs. 

Cesarean deliveries accounted for 63 percent of the deliveries 

experienced by the sample. This statistic is high compared to the nor

mal population distribution for this institution but was not unexpected 

(McDonnell Douglas Health Systems MRJJ/IP Inpatient Reporting System, 

1985). This fact reflects the fact that the parents in this study had a 
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newborn requiring intensive care; frequently, cesarean deliveries are 

done for fetal distress or other suspected problems with the newborn. 

The number of siblings within this sample ranged from 0-5, with 

12 families (40 percent) having no other children and 11 families having 

one (37 percent). The large number of small families is consistent with 

the general population's trend toward fewer children. 

Gestational ages of the newborns of this parent sample ranged 

from 26-42 weeks, with the mean being 35.8 weeks. The range of gesta

tional ages met the expectation of the investigator. In terms of new

born birthweight, the mean of 2637.5 grams was somewhat larger than 

expected, but consistent with the birthweight average of this neonatal 

intensive care unit's population (McDonnell Douglas Health Systems 

MRJI/IP Inpatient Reporting System, 1985). 

The most frequent admission diagnosis for the newborns was 

respiratory distress syndrome (43 percent). The investigator, a former 

neonatal intensive care nurse, found this number to be consistent with 

experience and expectations. 

In summary, the sample population appeared to possess some char

acteristics similar to Molter's (1979) sample, to be similar to the gen

eral population, the population of this Southwestern city, to the popu

lation of parents who have children admitted to the neonatal intensive 

care unit, and to the expectations of the researcher. 

Parental Needs and Need Importance 

Of the 39 need items, 32 had a mean ranking of importance 

between 4.0 and 5.0, on a Likert-type scale with 1 being "not at all 
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important" and 5 "very important." Thus, the investigator determined 

that these items were actual needs as perceived by the 30 respondents. 

Two items, to be with the baby and to visit the baby at any time, showed 

no variance, with all parents ranking them at 5, "very important." This 

finding is consistent with needs suggested by McGovern (1984), Mahan et 

al. (1982), Fawcett (1981), Geary (1979), Arney et al., (1978), Mercer 

(1977), Benfield et al. (1976), Kennell and Klaus (1976), and Hampe 

(1975). Molter (1979) did not report means and standard deviations for 

the needs of relatives. Twenty-eight of the remaining 30 items with a 

mean ranking between 4.0 and 5.0 were consistent with needs suggested in 

the literature. The instrument, "Needs of Parents of Premature or Crit

ically 111 Newborns," contained some items which were similar to those 

of Molter's (1979) study. When the top ten needs of both studies were 

compared, similarites of ranking were seen in seven items: to visit, to 

be kept updated, to have people be honest, to know what is wrong, to get 

a realistic picture of the baby's (patient's) situation, to hope, and to 

have faith and believe everything will be all right. The last two 

items, the need for physical strength and the need for time to deal with 

the events of the baby's hospitalization in intensive care, were consis

tent with needs identified by the two mothers interviewed during instru

ment development. 

Four items had an average mean score between 3.0 and 3.99, indi

cating the study parents were uncertain about their importance. This 

may imply that parents were uncertain that these items were actual 

needs. Included in this group were: the need to have someone call to 

give regular reports on the baby's progress, the need for attention from 
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others, the need to get the home ready for the baby, and the need to be 

prepared in case the baby does not survive. The first of this group, to 

have someone call to give progress reports, was a need identified by the 

mothers interviewed during instrumentation. Some study parents, how

ever, stated they did not feel it was necessary to have someone call 

them because they called the unit frequently for reports on the baby, or 

they expected to be kept updated by their spouse. The uncertain ranking 

by respondents of the need for attention from others was also not con

sistent with the need as suggested by the mothers interviewed during 

instrument construction. Parents responded to this need statement with 

comments indicating the focus on them by others was not necessary. 

Receiving information on how to get the home ready for the baby was 

ranked as "uncertain" by parents primarily because many of them stated 

it was too early to make those kinds of . plans. This finding is incon

sistent with the suggestions of Mahan et al. (1982) and Noga (1982) for 

early discharge planning which might include home preparation. The dif

ference might be attributed to the fact that early discharge planning 

was not a need from the parents' perception, or to the fact that parents 

had so many other concerns during the first days after birth that they 

really had not had time to think about discharge. The last item ranked 

as "uncertain" was the need to be prepared in case the baby did not sur

vive. Since parents of infants who might die in the near future were 

not included in this study, the need for preparation for death was not 

perceived as a need in the study population. This finding is consistent 

with the suggestions of Mahan et al. (1982), Mercer (1977), and Kennell 

and Klaus (1976) to assist parents with preparation for death only when 
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there is relative certainty the baby will not survive. Molter (1979) 

found that 50 percent of respondents ranked talking about the patient's 

death as "not important." 

The needs to deny that anything has happened to the baby and to 

have others visit received mean rankings between 2.0 and 2.99, slightly 

unimportant. Denial, as a defense mechanism, was suggested as a paren

tal need by Mahan et al. (1982), Geary (1979), and Waller et al. (1979). 

However, the study parents did not agree. Many of them stated they did 

not feel the need to deny what was happening. In terms of having others 

visit them, a need identified by the mothers interviewed during instru

mentation, many parents voiced the opposite need, finding it too stress

ful to find the time and to answer the questions of some relatives, 

friends, and acquaintances. While the first mothers interviewed during 

tool construction considered a visit as an expression of caring, con

cern, and support, the study parents did not. This difference may be 

due to the first mothers being different from the study parents. Per

haps the first two mothers did not have the same spouse or family sup

port that the respondent parents did. 

One need, the need to not get too attached to the baby, received 

a mean ranking of 1.33, indicating it was not at all important to the 

respondents and was not a need. Many parents stated they wanted to get 

attached. Again, there is a difference between the need identified by 

the mothers interviewed during instrument development and the parents 

included in the study. 

In all, four needs identified by the mothers interviewed during 

instrumentation received mean rankings from 1.0 to 3.99, indicating some 
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perceived degree of unimportance or uncertainty by the respondents. 

Many parents stated these items were not needs for them. The difference 

between the first mothers interviewed to develop the instrument and the 

parents may have been due to the interview mothers being somewhat dif

ferent from the larger population. It might also have been due to the 

fact that 30 respondents was a small sample; if many more parents were 

studied, the first mothers' needs might appear as needs for others and 

thus represent variations within the population. 

Total Need Importance—Subscales 

How parents ranked the importance of subscales was somewhat con

sistent with the expectations of the investigator. No comparison can be 

made with Molter's (1979) study because subscale information was not 

provided. The Unit Policies subscale, because it contained items 

relating to the parents being in contact with the baby, was expected to 

be the most important. It was so ranked by 93 percent of the parents. 

The subscale ranked next in importance was Discharge. The investigator 

expected to see this ranked lower since data had been collected rela

tively early in the course of hospitalization. However, the degree of 

importance assigned to Discharge may reflect this group's needs to be 

ready to take the baby home. The other subscale which performed differ

ently than expected was Information. Because much of the literature 

suggested the need for information, it was expected that this subscale 

would be ranked first or second, instead of third. The remaining four 

subscales were ranked as expected. 
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Some of the difference between the expectations of subscale 

ranking and the actual ranking may be due to the number of items in the 

subscales. Those subscales ranked highest had fewer items than those 

with lower rankings. The frequency of 30 parents ranking all items in a 

subscale as "very important" decreased with the increase in the number 

of items in the subscale except in the case of the Comfort subscale. It 

is also possible that some of the items assigned by the investigator to 

a particular subscale might belong to another subscale. 

Need Importance—Newborn Birthweight 

Total need importance according to four birthweight groups was 

calculated. The investigator expected that parents of the smallest 

babies would have the greatest total scores. However, Group 2 (birth

weight 1501-2500 grams) had the highest mean score at 175.8. It also 

contained the smallest number of subjects (N = 5). Had the four groups 

been of equal size, the ranking might have been closer to expectations. 

Need Importance—Ability to Pay Hospital Bill 

Three methods for meeting the financial responsibility of the 

hospital stay were identified. The total need importance for each group 

was calculated. It was expected by the investigator, because of the 

stress that financial concerns can cause, that the total scores for 

those who were in the self-pay or AHCCCS groups would have higher scores 

than those in the insurance category. This was not validated. However, 

the distribution of subjects was too skewed to make any meaningful com

ments. In a larger sample, a more normal distribution might be 

observed. 
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Needs Met 

According to Molter (1979), only four needs were met less than 

50 percent of the time when they were ranked as "important" or "very 

important." In this study of parents' needs, four needs were met less 

than 50 percent of the time. However, when these needs were ranked as 

slightly or very important, they were met 85-100 percent of the time. 

In Molter's (1979) study, nurses were found to meet relatives' 

needs most of the time. For parents, the person who met needs most 

often was the spouse. Doctors met more needs than nurses. Only one 

need was met most often by someone from another group. 

When parents were asked who met needs, they were able to suggest 

persons in the "other" category. Responses included psychologist, the 

Spina Bifida Association, midwife, self, other parents, the baby, 

employer, printed materials and books, and clinic personnel. These 

findings were very consistent with those of Molter (1979). 

The investigator expected that nurses would meet more needs than 

physicians because nurses are always available to the parents in person 

or via telephone. It was also expected the frequency of nurses meeting 

needs for information would be greater than that reported by the par

ents. This discrepancy may reflect unrealistic expectancies of the 

investigator or the fact that parents expect physicians to give more 

information. Parents may view physicians as the experts who provide 

facts about the diagnosis, treatment, and discharge expectations. In 

the investigator's experience, the neonatal nurses continually give 

information. However, parents may not have perceived that the nurses' 

role encompassed the responsibility for providing knowledge. 
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Need Importance—Mothers and Fathers 

The mean scores between mothers and fathers on the total instru

ment and individual subscales were calculated. Even though there were 

twice as many mothers as fathers, the seven subscale scores were very 

similar for both groups. The data were subjected to a t-test to deter

mine if there were any significant differences between the groups on 

total need importance. At 24 degrees of freedom, the t-value for sepa

rate variance estimate was 0.26, not significant at p < 0.05. The 

investigator suspected that fathers might have different needs and score 

differently on total importance. This idea was not supported. However, 

with a larger sample, differences between mothers and fathers might 

become evident. Molter (1979) did not report observations of needs as 

they related to the respondent's sex. 

Need Importance—Ethnicity 

An analysis of variance was calculated for mean scores on total 

need importance for two ethnic groups, Anglo and Mexican-American par

ents. The F-ratio was found to be 1.31 and probability 0.26, not sig

nificant at p < 0.05. This value supported the expectation of the 

investigator that total need importance for the groups would be similar. 

Increasing the sample sizes might allow the observation of differences 

based on ethnicity. 

Correlations Between Variables 

Correlations were computed to determine if there were relation

ships between variables of demographics and need importance. Age to 

occupation showed a coefficient of -0.45 (p _< 0.05), indicating that as 
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the value of one variable increased the other decreased. This was 

expected for this population; older parents were placed in groups which 

were assigned higher coding values than younger parents, while parents 

with "higher" occupations (e.g., major professionals, executives, busi

ness owners) were coded lower than less skilled parents. Thus, older 

parents may have received more schooling or job experience, enabling 

them to be employed in the more skilled or "white-collar" jobs. 

A similar correlation between education and occupation was 

observed. The value of -0.62 was significant at p < 0.05. This nega

tive correlation exists for the same reason as the one between age and 

occupation. Parents completing more years of school were assigned 

higher coding values than parents who had completed less schooling. 

"Higher" occupations were scored lower than less skilled occupations. 

The investigator expected a relationship between increased number of 

years of schooling completed and greater job status. 

Age to education (years of schooling completed) was correlated 

at 0.44 (p _< 0.05). This was an expected relationship. Again, older 

parents may have had the chance to obtain additional education. This 

finding may be characteristic for the study population only. 

An unexpected correlation of -0.40 (p _< 0.05) was observed 

between newborn gestational age and parental occupation. This value 

indicates that there was a relationship between greater gestational age 

at birth and "higher" parental occupation. Perhaps parents who had more 

skilled jobs could afford prenatal care and take other measures to pro

long pregnancies. However, this observation may be due to selection of 

the sample. 
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Total need importance did not correlate with any parental vari

ables. But there were strong correlations between total need importance 

and each of the subscales. Four of the correlations were greater than 

0.70: Comfort (0.78), Other Support (0.81), Psychological/Spiritual 

(0.73), and Discharge (0.71). These were all significant at p < 0.05. 

Three correlations were between 0.50 and 0.69. They were Information 

(0.50, p _< 0.05), Staff Support (0.66, p _< 0.05), and Unit Policies 

(0.56, p _< 0.05). Polit and Hungler (1978) considered correlations 

between psychological variables > 0.70 to be "quite high" (p. 533). 

Therefore, four correlations were high, while the other three were 

weaker, but still statistically significant. The strength of these cor

relations may not hold with larger or different samples. 

The Information subscale showed moderate correlation to the sub-

scales for Psychological/Spiritual (0.45, p _< 0.05) and Discharge (0.36, 

p _< 0.05) variables. The reason for this relationship was unknown and 

might be due to specific characteristics of the sample. Information was 

also correlated to parental occupation (0.42, p _< 0.05). This finding 

suggested parents in lesser occupations placed greater importance on the 

need for information. Perhaps this was reflective of the fact that they 

had access to fewer resources, or possessed less knowledge about their 

baby's condition and situation. 

Staff Support showed strong correlations to Comfort (0.58, p _< 

0.05), Unit Policies (0.86, p _< 0.05), and Other Support (0.70, p <: 

0.05). This relationship was expected because the variables in the sub-

scales were similar in nature as they pertained to parental self-esteem 

and well-being. To have someone listen to concerns (Other Support), to 
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be treated in a courteous manner (Staff Support), to hold the baby (Unit 

Policies), and to have a chance to rest (Comfort) are examples of needs 

which illustrate this observation. The strength of these correlations 

may not be observed with other populations or with further refinement of 

the tool. 

The Comfort subscale was strongly correlated to Unit Policies 

(0.52, p 0.05), Other Support (0.68, p _< 0.05), and Discharge (0.56, 

p _< 0.05) and weakly correlated with Psychological/Spiritual (0.39, p _< 

0.05). A relationship was expected between these particular variables 

except in the case of Comfort to Discharge. Why parents who ranked Com

fort items high also ranked Discharge items high is not known. However, 

both of these subscales contained small numbers of items. With the 

addition of items to the subscales and application to a different 

sample, the correlation may change. 

The Unit Policies and Other Support subscales were found to have 

relatively high correlation (0.67, p < 0.05). The reason for this was 

unknown and was unexpected. It may be a specific characteristic of the 

study population. 

The Psychological/Spiritual and Discharge subscales were 

strongly correlated at 0.63 (p _< 0.05). This finding was unexpected and 

the reason for it was unknown. Again, this may be specific to the popu

lation studied and may not be observed with other groups. 
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Conclusions 

Several questions were asked in this study: 

1. What are the needs of parents of premature or critically ill 

newborns? 

2. How important are needs to parents? What is the ranking of 

importance of needs by parents based on their ability to pay the 

hospital bill? What is the ranking of importance by newborn 

birthweight? 

3. Are the needs met? 

4. Who meets needs? 

5. Do mothers and fathers have the same needs? Are the needs of 

similar importance to both groups? 

6. Do Anglo parents have the same needs as Mexican-American 

parents? 

7. Is there an association between parental age, education, occupa

tion, and parity and the importance of needs as perceived by the 

parents? 

Thirty-nine needs for parents were confirmed through parental 

ranking of importance. Thirty-two items were ranked as "slightly impor

tant" and "very important." The rankings of need importance by newborn 

birthweight were similar. Parents who were covered by insurance greatly 

outnumbered parents in the other two payment categories. Their need 

importance ranking was the same as parents in the self-pay category and 

greater than those covered by AHCCCS. The ten most important needs were 
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met more than 80 percent of the time. Needs were met most often by the 

spouse. 

Fathers and mothers were found to have similar needs. Similar

ity of needs was also observed between Anglo and Mexican-American 

parents. 

Statistically significant relationships were observed between 

parental age and education, parental age and occupation, parental educa

tion and the Unit Policies subscale, parental education and occupation, 

newborn gestation and parental occupation, total need importance and 

each of the seven subscales, Information and Psychological/Spiritual, 

Information and Discharge, and Information and parental occupation. 

Additional statistical significance was observed between Staff Support 

and Comfort, Staff Support and Unit Policies, Staff Support and Other 

Support, Comfort and Unit Policies, Comfort and Other Support, Comfort 

and Psychological/Spiritual, Comfort and Discharge, Unit Policies and 

Other Support, and Psychological/Spiritual and Discharge. The only 

variable which was not significantly correlated to any other variable 

was siblings (parity). 

Because the instrument used in the study was new, reliability 

estimates were obtained. The standardized item alpha coefficient was 

0.88, suggesting instrument reliability. 

Limitations 

The following limitations of the study were recognized: 

1. The convenience sample was not a random sample. 
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2. Data were collected at one institution at the investigator's 

convenience. 

3. The sample size was small and thus numbers of people in sub

groups were often too small to make meaningful conclusive 

statements. 

4. The instrument was not pilot-tested and refined. 

Because of these limitations, generalizations cannot be made.to the 

larger population of parents of premature or critically ill newborns. 

Also, the instrument should not be used until it has undergone revision 

and further testing. 

Sources of Error 

Several sources of potential error were identified: situa

tional, response set bias, transitory personal factors, administration 

variations, instrument clarity, response sampling, and instrument 

format. 

Situational 

All interview schedules were conducted within the setting of the 

neonatal intensive care unit at the bedside or in a small feeding room 

contained within the unit. Parental response may have been influenced 

by the activity within the unit; by the presence of nurses, doctors, and 

other parents in the unit; and by the activity and care being delivered 

to the newborn. 
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Response Set Biases 

All of the statements contained in the instrument were positive 

statements of need. Even though ordering of the items was done ran

domly, the tendency to rank many or all needs in the same manner could 

exist (extreme response). In addition, because the instrument was 

explained as being developed based on needs other parents had identi

fied, the study parents may have felt an expectation that the need 

statements were also needs for them. Some parents, too, might have 

responded in such a way as to appear cooperative to the interviewer. 

Transitory Personal Factors 

Parents were interviewed between 48 hours and 14 days of the 

newborn's admission to the unit. Mothers who were interviewed earlier 

may have experienced pain or other discomforts which could have influ

enced responses. Many parents reported feeling fatigued and needing 

rest and this factor might have influenced responses. It is also pos

sible that those parents interviewed at two and three days after admis

sion experienced more anxiety and worry than other parents. This also 

may have had an influence on the way parents responded. 

Administration Variations 

Some error due to administration of the instrument may have 

occurred. The first four parents received the instrument as a question

naire. Because of problems encountered in getting complete data and 

returned questionnaires, the administration technique was changed to 

that of the interview schedule. Additionally, though all interview 

schedules were conducted by the investigator, the wording used in 
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soliciting volunteers and explaining the study may have differed and 

thus influenced the way parents responded. Some parents asked more 

questions before and during the interview, which also might have influ

enced responses. The length of interviews ranged from 15-60 minutes. 

This variation in time may have had an influence on parental response. 

Those parents who used more time to think about responses and ask ques

tions may have responded differently from those with shorter interviews. 

Instrument Clarity 

Though the instrument was estimated to have clarity prior to its 

use, it is still possible that items were interpreted differently by 

parents. Some error in this area is suspected because some parents 

asked for further explanation of certain statements. 

Response Sampling 

It is possible that some of the 39 items of the subscales are 

not the best items for obtaining information on parent needs. Some 

items may also be redundant and thus influence parental response. 

Instrument Format 

The way that items were ordered and the fact that the instrument 

did not contain similar numbers of positive and negative statements may 

have resulted in response bias. 

Nursing Implications 

Several authors suggested general and specific nursing actions 

to assist parents of premature or critically ill newborns meet their 

needs. However, there were no studies which investigated needs. This 
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study suggests a method for nurses to identify and validate needs. In 

doing so, Orlando's (1961) theory of nursing is actualized through need 

identification and development of nursing actions to meet needs. The 

instrument could be administered by nurses, after minimal training, 

during a parent visit. On the average, it would require about 20 min

utes to complete the interview. The nurse would learn a lot about the 

parent in a very short period. Together, they could then plan actions 

to assure needs are met. 

Fathers and mothers were found to have similar needs. Fathers 

tend to visit the newborn less often than mothers, so there are fewer 

chances for the nurse to interact with the father. However, his needs 

are as important as the mother's and he should be included in the devel

opment of strategies to meet needs. 

Though no differences were observed between two ethnic groups, 

nurses should not assume that all cultures will have the same needs or 

rank them with the same importance. 

Parental age, occupation, education, number of siblings, gesta

tional age, and birthweight of the newborn have limited influence on 

parental needs. Knowing this, a stereotyped approach to parents within 

certain groups should be avoided. 

The two most important needs for parents were to be with the 

baby and to visit at any time. This supports the unrestricted visiting 

policies of most intensive care units and the policy of the study facil

ity. If parents are unable to visit, it may be beneficial to have a 

grandparent or other significant person visit the newborn so they can 

take an "eyewitness" report back to the parents. 
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It was reassuring to note that so many parental needs were being 

met the majority of the time. Since so many needs were met by the 

spouse in this study, if the spouse is absent, or if the mother is 

single, nurses may wish to talk specifically with the parent to help 

them identify someone who can meet needs. Or, nurses may wish to become 

involved in meeting needs that would normally be met by a spouse. 

Nurses may want to take a more active role in assisting parents with 

their needs for information and discharge planning. Education and dis

charge planning are responsibilities of current nursing roles. 

Parents want to get attached to their newborn. Any nursing 

activities which enhance the process will assist in meeting parental 

needs. 

Recommendations 

The following recommendations regarding the study of parental 

needs are offered: 

1. Consider this study as a pilot study. Revise and conduct 

further testing of the instrument to improve reliability of the 

subscales. 

2. Apply factor analysis testing to determine if subscale items 

cluster together within the assigned subscale, and if they mea

sure the attribute of parent needs. 

3. Replicate the study with larger samples in other institutions to 

determine if other groups of parents have the same needs, and if 

differences can be identified between groups. 
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4. During replication, evaluate if there is a difference in paren

tal needs when the tool is administered two days after admission 

or later in the hospitalization course. 

5. During replication, determine the number of parents who have had 

prenatal care and participated in childbirth education classes. 

Investigate if there is an association between need importance 

and these variables. 

Summary 

Chapter 5 presented a discussion of the results of reliability 

testing of the instrument and subscales, and the findings and conclu

sions of the study. Parents were able to identify their needs at the 

time of the newborn's hospitalization in intensive care. Need impor

tance for the total instrument, the subscales, and individual items was 

presented. Identification of whether needs were met and by whom was 

provided. Need importance was discussed for parents whose babies' 

birthweights fell into specified categories, for the different methods 

of hospital bill payment, for parents of both sexes, and for parents of 

two ethnic groups. No discernible differences were identified in the 

small sample. Correlations between multiple variables were presented 

and discussed. 

In addition, this chapter presented limitations, potential 

sources of error, nursing implications, and recommendations. 

Because the study was conducted at one hospital using a conve

nience sample which was small, generalizability was precluded. An addi

tional limitation was the lack of pilot-testing which might have 
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provided a better instrument. The potential sources of error were dis

cussed. They included situational, response set bias, transitory per

sonal factors, administration variations, instrument clarity, and 

instrument format. 

The role of nurses in meeting parental needs was presented in 

the implications section. Nurses working in neonatal intensive care 

units interact frequently with parents and are in an excellent position 

to assure needs are met so parents can then devote energies to meeting 

the needs of their newborn. 

Recommendations were discussed. They focused on instrument 

refinement and further testing, and replication of the study. It is 

necessary for nurses to continue the study of parental needs so that 

generalizations can eventually be made. In this way, nurses contribute 

to the body of nursing research and knowledge. When it is possible to 

apply the findings to the practice setting, nurses will realize another 

enhancement of their role in contributing to the health of individuals, 

families, and the community. 
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Subject's Consent 

I understand I am being asked to participate in a graduate nursing research study 

entitled "Needs of Parents of Critically 111 or Premature Newborns Requiring 

Hospitalization in a Neonatal Intensive Care Unit." 

I understand the purpose of the study, based on my experience, is to determine what 

needs I have, how important those needs are to me, if my needs are being met, and who 

meets my needs. 

I understand I am being asked to participate in this study because my baby has been 

hospitalized in an intensive care unit for more than 48 hours. My participation will 

involve voluntarily completing a questionnaire about my needs during one of my visits to 

my baby. This will involve about 30 minutes of my time. 

I understand my participation in this study will not involve any discomfort or risk 

to me or my baby. I am free to answer all, some, or none of the questions. There will be 

no cost or monetary compensation to me for my participation. 

I understand the benefit of my participation will be to increase the neonatal 

intensive care staff's knowledge of parental needs. This will enable them to assist 

parents to better deal with the events of hospitalization. 

I understand I can ask the graduate nurse researcher for answers to my questions at 

any time during my participation. If I should refuse to participate or wish to withdraw 

at any time, I understand my relationship to the staff and the care my baby receives will 

in no way be affected. 

I understand that the graduate nurse researcher will review my baby's chart to 

obtain information necessary to complete this study. 

I understand the information I provide and my identity will be confidential. Only 

the researcher will have access to this information. My responses, along with those of 

the 30 other parents participating in this study, will be published in the researcher's 

thesis and may be published in the nursing literature. Should additional research studies 

about parent needs be conducted, I give my permission for my responses to be used as part 

of the total group information. 

I have read the above Subject's Consent. The nature, demands, risks, and benefits 

of the study have been explained. I understand that I may ask questions and that I am 

free to withdraw from the study at any time without affecting the care received by my 

baby. I also understand that this consent form will be filed in an area designated by the 

Human Subjects Committee with access restricted to the principal investigator. A copy of 

this consent form is available to me upon request. 

Signature Date 

Witness Date 
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NEEDS OF PARENTS OF PREMATURE OR 

CRITICALLY ILL NEWBORNS 

Instructions: There are three sections to this questionnaire. For 
Section I, use the key below to fill in the blanks with the information 
which best describes your needs. 

Need Importance: 

1 Not at all important 
2 Slightly unimportant 
3 Uncertain 
4 Slightly important 
5 Very important 

Need is met or being met: 

Yes 
No 

Need is met by: 

Nurses 
Doctors 
Spouse 
Other relatives 
Friends 
Chaplain 
Social worker 
Other (specify) 

Section I 

Need 
Need 

Importance 
Need Is Met 
or Being Met 

Need Is 
Met By 

1. I need to be treated in a 
courteous manner. 

2. I need a chance to rest. 

3. I need to be able to call 
at any time to talk about 
my baby. 

4. I need for someone to 
listen to my concerns. 

5. I need to talk to someone 
about what is happening. 

6. I need someone to be 
available. 

7. At times, I need to deny 
that anything has happened 
to my baby. 
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Need Need Is Met Need Is 
Need Importance or Being Met Met By 

8. I need to be with my baby. 

9. I need to know why things 
happened to my baby. 

10. I need the reassurance to 
hope. 

11. I need physical strength. 

12. I need to visit my baby at 
any time. 

13. I need to feel free to 
express my feelings. 

14. I need time to deal with 
the events of my baby's 
hospitalization in 
intensive care. 

15. I need to be able to have 
faith and believe that 
everything will turn out 
alright. 

16. I need information on what 
will happen once I take my 
baby home. 

17. I need to be kept updated 
on what is happening to my 
baby. 

18. I need to be treated with 
kindness. 

19. I need sleep. 

20. I need to hold my baby. 

21. I need others to visit me. 

22. I need comfort and love. 
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Need Need Is Met Need Is 
Need Importance or Being Met Met By 

23. I need to be involved in 
decisions affecting my 
baby's care. 

24. I need to know about the 
growth and development of 
my baby after discharge 
from the hospital. 

25. I need to have someone call 
me to give me regular 
reports on my baby's 
progress. 

26. I need people to be honest 
with me. 

27. I need attention from 
others. 

28. I need to know plans about 
my baby's care. 

29. I need to give help to 
others. 

30. I need to know how to get 
my home ready for my baby. 

31. I need to know exactly what 
is wrong with my baby. 

32. I need people to give me a 
realistic picture of my 
baby's situation. 

33. I need to prepare myself in 
case my baby does not 
survive. 

34. Once my baby is ready to go 
home, I need to know who to 
call for answers to 
questions or problems. 
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Need 
Need Need Is Met 

Importance or Being Met 
Need Is 
Met By 

35. I need someone to be with 
me during times of 
uncertainty about my baby's 
condition or treatment. 

36. I need to not get too 
attached to my baby. 

37. I need to pray. 

38. I need information about 
what is happening to my 
baby. 

39. I need to feel that it's 
alright to cry. 

Section II 

What other needs do you have that are not listed in the statements 
above? 

Section III 

Please check the appropriate answers or fill in the blanks: 

Sex: M F Number of years of schooling: 

Age: Less than 18 years old What is your occupation? 
18-24 years old 
25-34 years old . 
25-34 years old 
35-44 years old 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

Merle Mishel, PhD, RN 
Chairman, Research Committee 

DATE: October 2, 1985 

RE: Human Subjects Review: Needs of Parents of Crltlcall 111 or 
Premature Newborns Requiring Hospitalization In a Neonatal 
Intensive Care Unit 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature Is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects 
to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

TO: Lois A. Hopkin, BSN 
Graduate Student 
College of Nursing o 

FROM: Ada Sue Hlnshaw, PhD, RN 
Director of Research 

ASH/fp 
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November 14, 1985 

Hra. Lois A. Hopkin, Graduate Student 
College of Nursing 
University of Arizona 
Tucaon. AZ 85721 

Dear Mrs. Hopkin: 

You have been granted acceaa to conduct your Beater'a tlieaia research, "Needa 
of Faranta of Critically 111 Newborn! in a Neonatal Intenaive Care Unit." 
Tour proposal materials hare been reviewed and approved by administrative 
ataff of the diviaion of Fatiant Care Reaourcea, Nursing Education & Research 
Dept., and the Hunan Research Committee (HRC). (Fleaae aee attached cor
respondence from HRC.) 

To facilitate your data collection activities and to ainiaite the impect of 
theae activitiea on the unita several individuals have been designated es your 
clinical liaison contacts. For the 7-3 ahift they are: Fat McCoy. PCM, and 
Sheri Leiabach, CNE; for the 3-11 ahift they are: Jane Suprenant. APCM, and 
Julie Seidl, CNL. 

Attached are the data collection policies and procedurea which you are 
expected to follow. Alaoa upon completion of your study, you are expected to 
provide ua with a formal copy of your study, and to present your findings to 
Interested staff. Accordingly, guidelines for preaentation are alao attached. 

He wish you a auccesaful research experience, and we look forward to your 
aharing your reaulta with ua. 

Sincerely, 

Nancy Undarly, RN, MHCM 
Administrator 
Patient Care Resources 

GO:ke 
Attachments 

5301 EAST GRANT ROAD . BOX 42195 • PHONE (602) 327-5461 • TUCSON. ARIZONA 85733 

• / * . • V ... • • /-» *•, 

'Guadalupe S. Olivaa, RN, MS 
Coordinator, Fublicationa t Research 
Nursing Education 6 Research Dept. 

, / 

c 

Linda Farlich, RN. MS 
Aaaiatant Director 
Nursing Educetion & Research Dept 
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February 13, 1986 

Lois Hopkin, R.N. 
Nursing Education & Research 

Re: Needs of Parents of Critically 111 or Premature 
Newborns Requiring Hospitalization in Neonatal ICU 

Dear Ms. Hopkin: 

This is to advise you that the above research study was 
approved by the Human Research Conmittee on 12-03-85 and 
subsequently by the Medical Executive Committee on 
01-06-86. You may now proceed with your research. 

Review by the Human Research Caimittee has been set at 
six months. A copy of our Guidelines for Continuing 
Review and our membership roster are enclosed. 

Should you have any questions, please contact me at 
extension 5332. 

Sincerely, 

Chairman 
TMC Human Research Committee 

RPS/ki 

Enc. (2) 

5301 EAST GRANT ROAD • BOX 42195 . PHONE (602) 327-5461 • TUCSON. ARIZONA 85733 
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