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ABSTRACT 

Within the framework of the Theory of Planned Behavior, this study is a description of 

adolescent maternal attitudes, subjective norms, and perceived behavioral control 

regarding the prevention of unintentional injuries to young children. Interview guides, 

developed by the researcher and evaluated by five content experts for content validity, 

were used for data collection. Research questions were addressed using content analysis 

of responses from interviews with 20 adolescent mothers. 

Six categories that emerged from 1405 thematic units were: Childhood Dangers, 

Detrimental Outcomes, Safeguarding Children, Significance of Safeguarding, Sources of 

Information, and Desire for Knowledge. Adolescent mothers were able to identify 

unintentional injuries that commonly occur in the home to young children, verbalize 

strategies that assist in injury prevention, and express the importance of home safety. 

Professionals were identified as a major source of information regarding injury prevention. 

Limited income and unrealistic perceptions of childhood development were some of the 

barriers that hindered the provision of home safety. Findings from this study provide an 

opportunity for nurses to develop injury prevention education and support programs 

specific to adolescent mothers. 



CHAPTER 1 

INTRODUCTION 
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The foci of this study include the attitudes, subjective norms, and perceived behavioral 

control of adolescent mothers in preventing in-home unintentional injuries to children 

under 5 years of age. Because most cases of adolescent parenting consist of the mother as 

the primary caregiver, only mothers were included in this study. 

Many studies have suggested that maternal age is a risk factor for early childhood 

mortality due to injuries (Bourguet & McArtor, 1989; Cummings, Theis, Mueller, & 

Rivara, 1994; Emerick, Foster, & Campbell, 1986; Scho1er, Hickson, Mitchel, & Ray, 

1997; Scholer, Mitchel, & Ray, 1997; Taylor, Wadsworth, & Butler, 1983; Wadsworth, 

Burnell, Taylor, & Butler, 1983; Wicklund, Moss, & Frost, 1984). However, there have 

been few reported studies examining adolescent mothers' beliefs and attitudes regarding 

injury prevention, social factors influencing protective behaviors, and perceptions of 

parental ability to implement protective behaviors. 

Prevention of in-home unintentional injuries would reduce the occurrence of fatalities 

and disabilities in young children and decrease costs of initial and lifelong care that resu1t 

from injuries (American Academy of Pediatrics [AAP], 1997). Understanding of 

adolescent mothers' attitudes, subjective norms, and perceived behavioral control 

regarding home safety would assist nurses in developing strategies that would aid mothers 

in providing safe environments for young children. 

Background 

The background for this study focused on the scope of unintentional injuries incurred 

by children under 5 years of age, the major causes of unintentional injuries associated with 

young children in the home, risk factors identified with unintentional injuries, and 

strategies used to reduce the incidence of unintentional injuries. The background 



information provides a context for examining adolescent mothers' views regarding 

prevention of unintentional childhood injuries. 

Scope of Unintentional Injuries 
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Mortality, morbidity, and costs are indicators of the scope of unintentional injuries. 

Mortality Unintentional injuries that occur during childhood are considered a major 

public health problem in the United States (US Department of Health and Human Services 

[USDHHS], 1991 ). Unintentional injuries are the primary cause of death among children 

ages 1 to 4 in the United States (National Center for Health Statistics [NCHS], 1998) and 

in Arizona (Mrela, 1997), the seventh cause for infant mortality in the United States 

(NCHS, 1998), the fifth cause of death for infants living in Arizona (Mrela), and lead to 

more deaths each year than all other childhood diseases combined (Lewit & Baker, 1995). 

According to the National Safety Council (NSC; 1996), unintentional injuries claimed the 

lives of3,000 children ages Oto 4 years in 1995. Out of the 3,000 reported deaths due to 

unintentional injuries, 1,900 deaths resulted from in-home injuries (NSC). 

Residential deaths due to unintentional injuries, in descending order of occurrence, 

among children in the United States below 1 year of age, are suffocation, fire and burns, 

drowning, falls, poisoning, and firearm injury (Centers for Disease Control and Prevention 

[CDC], 1995a). Among children 1 to 4 years, fire and burns, drowning, suffocation, falls, 

poisoning, and firearm injury are the leading causes of child mortality (CDC, 1995b ). In 

Arizona, unintentional injury fatalities included suffocation, drowning, fire and burns, and 

falls for infants under 1 year of age (CDC, 1995c) and drowning, fire and burns, 

suffocation, falls, and unintentional firearm injury for children ages 1 to 4 years (CDC, 

1995d). Between 1993 and 1995, 58% (202 deaths) of 348 fatalities among children ages 

1 to 4 years in Arizona resulted from unintentional injuries (National Vital Statistics 

System [NVSS], 1995). 
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Morbidity Unintentional injuries account for the second leading cause of 

hospitalizations among children under 15 years of age (Irwin, Cataldo, & Matheny, 1992). 

Each year, more than 14 million, or 1 out of every 4 children 14 years of age and under, 

require medical treatment for injuries (Lewit & Baker, 1995; Schneidt et al., 1995). An 

estimated 246,000 children are hospitalized, 8,700,000 children visit emergency rooms, 

and more than 11,000,000 children are seen in the offices of their primary health care 

providers each year (CNS Economic and Insurance Resource Center [CNSEIRC], 1996). 

Approximately 50% of the unintentional injuries occur in and around the home (Kemp & 

Sibert, 1997). For every child who dies from an injury, 34 are hospitalized, and for every 

child hospitalized, 30 children are seen in emergency departments (Wilson, Baker, Teret, 

Shock, & Garbarino, 1991 ). Consequences from nonfatal injuries can result in lifelong 

disabilities, inability to participate in normal activities, lost time from school, and 

psychological damage (Kemp & Sibert; Lewit & Baker, 1995). 

CosL An estimated $10.3 billion, based on 1993 dollars, were spent on medical 

expenditures for injuries sustained by children ages 19 and under in 1987 (Miller & 

Lestina, 1996). Data from the Massachusetts Statewide Childhood Injury Prevention 

Project (SCIPP) col1ected for all injuries sustained by children ages O to 4 years from 1979 

to 1982 show the mean cost for initial medical cost at $3 ,883 for inpatient care and $145 

for treatment on an outpatient basis (Malek, Chang, Gallagher, & Guyer, 1991). Rice and 

MacKenzie (1989) approximated lifetime medical costs at $20. 7 billion in 1993 dollars. 

The direct and indirect costs for unintentional injuries among children are increasing 

substantially as the cost of medical care increases. The annual expenditure for 

unintentional injuries is calculated at $180 billion for medical care, $17. 5 billion for future 

earnings, and $151 billion in quality of life issues. These costs equate to $730 for medical 



expenditures, $1200 for future earnings, and $10,500 for quality of life for every injured 

child (NSC, 1996). 

Causes of Unintentional Injuries 
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An unintentional injury is defined as an injury in which harm is not intended and is 

associated with the term accident, implying an unpredictable event in which there is lack of 

control over circumstances (Lewit & Baker, 1995). Mrela (1997) reports that 85.7% of 

fatalities resulting from unintentional injuries such as motor vehicle accidents, 

asphyxiation, falls, drowning, fire and burns, unintentional firearm injury, and poisoning in 

Arizona during 1996 were preventable. Because most injuries are preventable, the 

National Center for Injury Prevention and Control [NCIPC] at CDC promotes the use of 

the term unintentional injury (Lewit & Baker). 

Most unintentional injuries occur for three reasons: (a) the child's care provider 

miscalculates or lacks understanding of stages of child development and either 

overestimates or underestimates the child's abilities, (b) environmental events or 

circumstances occur that place the child at risk, or ( c) products manufactured for use by 

children are unsafe (Lewit & Baker, 1995). Major causes of unintentional injuries 

incurred by young children in the home are described in the following sections. 

Fire and Burns Fires and burns are the second leading cause of death among children 

ages 4 years and under in the United States (NSC, 1996) and third leading cause of death 

in infants below 1 year of age (NSC). In Arizona, death from fire and burns ranks third 

for children 4 years of age and under (CDC, 1995d) and fifth for i.nfants (CDC, 1995c ). 

Young children are particularly vulnerable to death and injury from fires because they 

possess limited environmental control, lack the ability to perceive danger, and have limfred 

skills to react appropriately to situations involving fires . Not only are burns more severe 

for young children due to thinner skin tissue, but they are less able to tolerate toxic fumes 
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from fires because of their rapid metabolic rates (AAP, 1997). Bums result in high 

mortality rates, are the most devastating injury among young children, and are preventable 

by implementing simple strategies such as close supervision and environmental strategies 

(Turegun, Celikoz, Nisanci, & Selmanpakoglu, 1997) such as smoke detectors (Forjuah, 

Cohen, Dearwater, & Weiss, 1997). 

In 1995, 600 children ages Oto 4 years died in their homes from fires and bums (NSC, 

1996) accounting for 92% of 650 deaths caused from all unintentional fire and burn 

injuries. In 1993, approximately 151,000 thermal burns, 77,700 scalding burns, and 6,100 

electrical burns were treated in emergency rooms, with half incurred by children 4 years of 

age and below (AAP, 1997). The annual cost of fire and burn related deaths and injuries 

amounts to $9.6 billion oflifetime cost to children under 15 years of age (CSNEIRC, 

1996). 

Smoke inhalation accounts for three-fourths of childhood deaths during residential fires 

(AAP, 1997). Young children starting fires is the major cause for fire-related deaths, and 

cooking equipment is the leading cause for nonfatal burn injuries (AAP). Burns caused by 

scalding from hot liquids or steam and contact with objects that are hot are the leading 

causes for burns (AAP). Burns are also acquired from electric cords and appliances, 

chemicals, and unprotected exposure to sunlight (AAP). Spillage of hot foods and liquids 

accounts for the majority of burns in children ages 6 months to 3 years, with the greatest 

burn injury deaths and hospitalizations resulting from hot tap water scalding burns (AAP). 

Drowning Drowning is the third leading cause of death among children ages 1 to 4 

years (NSC, 1996) and fourth leading cause of death for infants below 1 year in the United 

States (NSC). In Arizona, drowning ranks second for children ages 1 to 4 years (CDC, 

1995d) and third for infants (CDC, 1995c). A total of 300 home drowning fatalities out of 

500 total unintentional drownings occurred among children ages 4 years and under in the 



United States in 1995 (NSC). These data account for 60% of in-home drowning (NSC). 

It is interesting to note that, over the past 20 years, mortality due to drowning has 

decreased for all ages except for infants (Brenner, Smith, & Overpeck, 1994). 
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Approximately four children are hospitalized for every child who dies due to drowning, 

and another four children are treated in emergency rooms for near-drowning (National 

Safe Kids Campaign [NSKC], 1997a). Neurological injury risk is severe for near

drowning victims and occurs in 20 percent of the survivors (NSKC, 1997a). Nearly $5.7 

billion are spent every year for drowning and near-drowning injuries among children under 

15 years of age (CSNEIRC, 1996). 

Swimming pools, spas, and hot tubs are potentially dangerous for children ages 1 to 4 

years and bathtubs, buckets, and toilets account for the majority of drowning among 

infants (AAP, 1997). Drowning occurs silently and quickly and results from inattention, 

lack of parental supervision, and limited or defective protective devices such as fences 

around swimming pools (AAP; Ellis & Trent, 1997). 

Aitway Obstruction Injury Airway obstruction injury, including suffocation, choking, 

and strangulation, is the fourth leading cause of death for children ages 1 to 4 years (NSC, 

1996) and the first leading cause of death for infants below I year in the United States 

(NSC). In Arizona, airway obstruction ranks as the fifth cause of death for children ages 1 

to 4 years (CDC, 1995d) and first for infants (CDC, 1995c ). 

In 1995, 540 deaths due to airway obstruction occurred among children ages 4 and 

under in the home (NSC, 1996). Small children and infants are particularly vulnerable to 

airway injury deaths because of their small sized air passages, the tendency to place items 

in their mouths, inability to lift their heads, and limited capacity to maneuver tight places 

(AAP, 1997). 
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Suffocation among infants occurs from wedging of the face in mattresses, pillows, and 

soft furniture; plastic bags covering the nose and mouth; and adults or larger children 

rolling onto them (AAP, 1997). Cribs are responsible for two-thirds of product related 

suffocation deaths among infants (Corey, McCloud, Nichols, & Buchino, 1992). Older 

children suffocate as a result of entrapment in household appliances such as refrigerators 

and clothes dryers and toy chests (AAP). 

Small, round food items such as hot dogs, candies, nuts, grapes, carrots, and popcorn 

are causes for the majority of choking deaths (Reilly & Walter, 1992). Among nonfood 

items, most choking fatalities result from latex balloons and injuries occur from 

swallowing coins (AAP, 1997). 

Deaths from strangulation occur as a result of drawstrings on clothing, ribbons, 

necklaces, pacifier strings, window blinds, drapery cords, and openings that entrap the 

child's head, such as crib slats, guardrails on bunk beds, play equipment and toys, strollers, 

and high chairs (AAP, 1997). 

Ealls... Falls are the sixth leading cause of death for children ages 1 to 4 years (NSC, 

1996) and the eighth cause of death for infants below 1 year of age (NSC). In Arizona, 

falls rank sixth as the cause of death for children ages O to 4 years (CDC, 1995c, 1995d). 

In 1995, 80 fatalities occurred among children ages O to 4 years in the home (NSC, 

1996). Falls account for more than half of all nonfatal injuries and are considered the 

leading cause of injuries among children (AAP, 1997). 

At an annual cost of $46.3 billion, fall injuries incurred by childr~n under 15 years of 

age account for the 30% of injury costs (CSNEIRC, 1996). In the state of Washington, 

(1993), falls accounted for approximately a third of hospital admissions among children 

ages 19 years and under, at an annual cost of $4.5 million (Rivara, Alexander, Johnson, & 

Soderberg, 1993). 
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Risks for fall injuries are associated with stairs, furniture, windows, baby walkers, 

playground equipment, and shopping carts. Infants tend to fall from furniture, stairs, and 

baby walkers, whereas, toddlers are at risk for window falls (AAP, 1997). Because 70% 

to 80% of infants are exposed to baby walkers, they are a significant cause for falls among 

infants (American Medical Association [AMA], 1991). 

Poisoning Unintentional poisoning injuries are the seventh leading cause of death 

among children ages 1 to 4 years in the United States (NSC, 1996) and Arizona (CDC, 

1995d), and the ninth leading cause of death for infants under 1 year of age in the United 

States (NSC). No deaths resulting from poisoning were reported among infants in 

Arizona from 1993 to 1995 (CDC, 1995c). In the United States, 50 in-home poisoning 

fatalities were reported among children ages Oto 4 years in 1995 (NSC). 

Of the approximately 1.1 million families with children ages 6 and under who reported 

poisoning events to the poison control centers throughout the United States in 1996, 40% 

of children under 3 years of age experienced incidents of poisoning related to medications, 

lead, household products, and carbon monoxide (AAP, 1997). Sixty percent of poisoning 

events in children ages 5 and under occur from cosmetics, plants, cleaning products, art 

supplies, alcohol, and toxins from toys and 40% result from pharmaceuticals (NSKC, 

1997b ). Thirty percent of ingestions due to pharmaceuticals in young children are 

associated with iron supplements (NSKC, 1997b ). 

Environmental risks of poisoning for young children include lead poisoning, 

particularly from ingestion of dust from lead-based paint, and carbon monoxide (AAP, 

1997). Elevated blood lead levels, which affect the development and intelligence of 

children (CDC, 1991 ), are evident in approximately 1. 7 million children ages 5 and under, 

and carbon monoxide from household products and smoke inhalation from fires affect 

more than 3,000 children every year (NSKC, 1997b). Because of heightened awareness. 
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development of packaging that is child-resistant in both pharmaceuticals and household 

products, and more responsive and appropriate treatment of poisoning events, poison 

related injuries in children have declined significantly during the last several decades from 

2.2 per 100,000 children less than 5 years of age in 1960 to 0.3 per 100,000 in 1990 

(Rivara, Grossman, & Cummings, 1997). 

Unintentional Firearm Injury Although deaths from unintentional firearm injury are 

not as common among children ages O to 4 years compared to older children, it is the 

twelfth leading cause of death for children ages 1 to 4 years (NSC, 1996) and the 

fourteenth leading cause of fatalities for infants below 1 year of age (NSC). In Arizona, 

deaths from unintentional firearm injury ranked seventh for children ages 1 to 4 years 

(CDC, 1995d) and no deaths were reported for infants (CDC, 1995c). 

According to CDC ( 1997), the rates of unintentional injuries caused by firearms is 9 

times greater in the United States than among 26 other industrialized countries. Nearly 

half the homes in the United States have firearms, and 3 .3 million children have access to 

weapons that are loaded and unlocked (AAP, 1992). 

In 1995, 20 in-home unintentional firearm fatalities occurred among children ages O to 

4 years, accounting for 67% of all unintentional firearm injuries in this age group (NSC, 

1996). The lifetime cost for deaths and injuries related to unintentional firearm injury 

among children ages 14 and below is $3 .8 billion (CSNEIRC, 1996). 

Risks Associated with Unintentional Injuries 

There are many risk factors affecting mortality and morbidity resulting from 

unintentional injuries in young children. These risk factors include socioeconomic factors, 

physical environment, characteristics and behaviors of children, and parental 

characteristics and behaviors (Baker, O'Neill, Ginsburg, & Li, 1992). 
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Socioeconomic Factors Poverty is considered a major risk factor for unintentional 

injuries in children (Durkin, Davidson, Kuhn, O'Connor, & Barlow, 1994). For/children 

ages 5 years and under, an estimated 1 out of 4 live in low-income households (Scholer, 

Hickson, Mitchel, & Ray, 1997). Sixty percent of children of minorities live in poverty in 

the United States, and 30% of children ages 5 years and under are from minority groups 

(Mrela, 1998). Native American children ages 14 years and under have the highest rate of 

unintentional injuries (Baker et al., 1992; Olson, Becker, Wiggens, Key, & Samet, 1990), 

African American children rank second for injuries (Kovar, 1992), and Hispanic children 

have essentially the same rate of unintentional injuries as non-Hispanic white children 

(Matteucci, Holbrook, Hoyt, & Malgaard, 1995). 

Physical Environment Environmental risk factors include substandard housing, 

overcrowding, limited or lack of safe recreational facilities, increased exposure to physical 

hazards, and limited access to health care (Nelson, 1992). The time of day, seasonal 

variations, and geographical location pose an increased risk for different causes of 

unintentional injuries (Christoffel et al., 1992). 

Children in rural communities have higher fatalities due to unintentional firearm injury, 

motor vehicle accidents, fires in the home, and agricultural work (Baker et al, 1992). 

Higher mortality is due to limited medical resources such as trauma care and longer 

distances to travel for medical treatment (Baker et al.). 

Characteristics and Behaviors of Children Because males tend to have greater 

exposure to injury events and play more roughly than females, death and injuries from 

unintentional injuries are higher for males at all ages for all injuries (Baker et al. , 1992). 

Although causes for death and nonfatal injuries vary with developmental skills, exposures 

to hazards and parental perceptions of children's abilities, half of all deaths due to 

unintentional injuries occur among children ages 4 years and under (Baker et al.). Greater 



numbers of unintentional injuries are observed among children with physical and 

psychological disabilities, inattentiveness, distractibility, temperamental behavior, and 

higher than average activity than for children of the same age (.Matheny, 1987). 
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Parental Characteristics and Behaviors Young mothers, single-parent families, low 

maternal education, high parity, and parental risk-taking have been identified as risk 

factors related to occurrences of unintentional injuries in children (Rivara & Mueller, 

1987). Parenting practices such as inadequate parental supervision, an absence of 

nurturing parental modeling, poor awareness of normal child development, social 

isolation, a feeling oflimited control in preventing injuries to the child, and emotional 

disturbances such as depression, anxiety, or substance abuse contribute to injury risks for 

children (Peterson & Stern, 1997). 

Strategies to Reduce Incidence of Unintentional Injuries 

Unintentional injuries result in high rates of morbidity and mortality for children at a 

great cost to the children, their families, and society and must be addressed at multiple 

levels, using multiple strategies. The problem of unintentional injuries is one of the 

priorities identified by the USDHHS in Healthy People 2000 ( 1991 ), which focused on 

legislation, education, and engineering strategies to meet 22 objectives for reducing injury 

by the year 2000 (Rice & Max, 1996; Scholer et al., 1997). Three of the 22 objectives are 

directly related to unintentional injuries that occur in children ages 4 and under in the 

home and include: 

1. "Reduce drowning deaths to no more than 2.3 per 100,000 children aged 4 and 

younger" (USDI-IlIS, 1990, p. 277). In 1995, the rate of drowning fatalities for children 

ages Oto 4 years was 2.6 per 100,000 (NSC, 1996). 
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2. "Reduce residential fire deaths to no more than 3.3 per 100,000 children aged 4 and 

younger" (USDHHS 1990, p. 278). In 1995, 3.3 deaths per 100,000 children ages Oto 4 

years were reported for fire and bums (NSC, 1996). 

3. "Reduce nonfatal poisoning to no more than 520 emergency department (ED) 

treatments per 100,000 children aged 4 and younger" (USDHHS, p. 280). Although it is 

not known how many children were treated for nonfatal poisonings in EDs in the United 

States, 1.1 million poison exposures in children under 5 years of age were reported to 65 

regional poison centers in 1996 (AAP, 1997). 

Five principles that must be considered when developing preventive strategies to 

reduce unintentional injuries are: (a) unintentional injuries are preventable; (b) health care 

providers, educators, and public health members use multiple strategies specific to their 

disciplines; ( c) strategies need to focus on injuries that are the most frequent, severe, and 

for which interventions are effective; ( d) efforts should also focus on post injury and 

rehabilitation; and ( e) passive strategies requiring minimal action by individuals are more 

effective than active strategies that require repeated individual action (Hazinski, 

Francescuitti, Lapidus, Micik, & Rivara, 1993; Roberts & Brooks, 1987). An automatic 

seat belt activated when an automobile ignition is started is an example of a passive 

strategy because it requires no effort by an occupant to buckle-up (Baker, O'Neill, 

Ginsburg, & Li, 1992). 

Five problems have been identified that can impede preventive programs intended for 

reducing injuries and must be considered when developing strategies. These problems are: 

(a) lack of public and professional awareness concerning the extent and severity of 

unintentional injuries, (b) a need for data systems and documentation that are specific to 

trends and effectiveness of preventive strategies, ( c) problems associated with successful 

implementation of active and passive strategies, ( d) limited available documentation 



regarding strategies that are cost-effective and successful, and ( e) difficulty in obtaining 

public support due to the potential threat to personal freedom (Gallagher, Messenger, & 

Guyer, 1987). 
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There are three strategies that are used to decrease injuries: (a) legislation and law 

enforcement, (b) engineering and technology, and ( c) education and behavioral change 

(Sheet & Gielen, 1998). Depending on the target of change, a strategy can be used alone 

or combined with another strategy for effective outcomes. 

Legislation and Law Enforcement Both physical and sociocultural environments are 

influenced by legislation and law enforcement strategies by mandating individual 

behavioral changes, changes in the design of products, or ensuring the environment is less 

hazardous. These strategies are effective when the public knows, understands, and 

accepts legislation and when punishment is imminent and timely (Sheet & Gielen, 1998). 

Engineering and Technology Engineering and technology approaches do not depend 

on individual behavior for protection. These strategies protect by design and concentrate 

on the nonbiological extrinsic factors of the environment (Wilson & Baker, 1987). 

Engineering and technology strategies are effective because they include passive measures 

that require minimal action by the individual. However, not all unintentional injuries in 

young children can be prevented through engineering and technology alone (Sheet & 

Gielen, 1998). 

Education and Behavior Change The objectives of education and behavior change are 

to educate and motivate parents to adopt protective behaviors (Sheets & Gielen, 1998). 

Many researchers claim that health education alone is not effective in injury prevention 

programs (Underwood & Carter, 1998) and may actually be inappropriate for families in 

financial stress by implying that individuals are solely responsible for their misfortunes 

(Obeid, 1997). When education is combined with other strategies and actively involves 



the participant, it can be very effective (Pless & Arsenault, 1987). Behavior change 

strategies such as reward and punishment, modeling, prompting and feedback, skills 

development, and guided practice can be used to modify unsafe behaviors (Roberts, 

Fanurik, & Layfield, 1987). 

Summary of Background Data 
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In summary, background data indicate that the problem of in-home unintentional 

injuries in children under 5 years of age is a serious public health problem that results in 

high incidences of fatalities and disabilities in children at a significant cost to the children, 

their families, and society. Sixty-three percent of injuries in young children occur in the 

home and 85. 7% are preventable. 

The major causes of in-home unintentional injuries in young children are fire and burns_, 

drowning, airway obstruction injury, falls, poisoning, and unintentional firearm injury. 

Risk factors associated with childhood injuries include behaviors and characteristics of 

children and parents, physical environment, and socioeconomic factors. Strategies used to 

reduce unintentional injuries are legislation and law enforcement, engineering and 

technology, and education and behavior change. 

Statement of the Problem 

The majority of fatal and nonfatal unintentional injuries that occur in the home in young 

children are preventable by implementing injury prevention strategies (Pollock, McGee, & 

Rodrigues, 1988). Many of the causes for unintentional injuries in the home can be 

prevented only through strategies that educate and change behavior of parents (Pratt, 

Runyan, Cohen, & Margolis, 1998). 

One of the identified risk factors associated with injuries in young children is maternal 

age. Children are at greater risk for death and disabilities from injuries if the mother is 

under 20 years of age (Scholer, Mitchel, Wayne, & Ray, 1997). It is important to 
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understand attitudes, subjective norms, and perceived control factors that impact on injury 

preventive behaviors of young mothers in order to implement strategies that are effective 

in strengthening parents' abilities. Although researchers have investigated parental beliefs 

regarding injury prevention for children (Gielen, Wilson, Faden, Wissow, & Harvilchuck, 

1995; Glik, Kronenfeld, & Jackson, 1991; Peterson, Farmer, & Kashani, 1990), few have 

reported studying the perception and beliefs of injury preventive behaviors of adolescent 

mothers. 

The incidence of teenage pregnancies in the United States and Arizona is significant. 

In 1996, 1.3 births per 1000 young women between the ages of IO and 14 years and 55.6 

births per 1000 women between 15 and 19 years of age were reported in the United States 

(Mrela, 1997). In Arizona during 1996, 1.4 births per 1000 women between the ages of 

10 and 14 years and 76.2 births per 1000 women between the ages of 15 to 19 years were 

reported (Mrela). From 1995 to 1996, one female in 22 between the ages of 10 and 19 

years became pregnant in Arizona. Not only are adolescent pregnancies higher in Arizona, 

adolescent women in Arizona are more likely to carry their pregnancies to term. Out of 

13,521 teenage pregnancies in Arizona during 1996, 83.2% of the women elected not to 

terminate their pregnancies compared to 50% nationwide (Mrela). These statistics 

indicate that pregnancies among adolescent women are high, more young women are 

electing to carry their pregnancies to term, and greater numbers of children are possibly 

being cared for by adolescent mothers. 

Significance of the Study 

This study is significant for adolescent mothers with young children by identifying 

factors that are associated with preventive behaviors so that strategies can be developed to 

address issues for reducing child fatalities and disabilities. Along with decreasing 

morbidity and mortality in young children through prevention of unintentional injuries, the 



cost savings from reduced medical treatment and loss of future productivity of injured 

children will impact on families and society. 
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This study will provide nurses information on perceptions of adolescent mothers 

regarding preventive behaviors for protecting children in the home, normative beliefs, and 

facilitators and barriers that assist or impede parents' protective behaviors. With 

knowledge of factors that influence behaviors of young mothers, nurses are able to 

develop and implement effective injury prevention programs that will strengthen parental 

abilities in providing safe environments for children. 

Statement of Purpose 

The purpose of this study is to describe adolescent maternal attitudes, subjective 

norms, and perceived behavioral control regarding implementation of safety measures in 

the home for preventing unintentional injuries to children under 5 years of age. 

Summary 

In Chapter 1, background information was presented to include the morbidity, 

mortality, and costs of unintentional injuries in children ages 4 years and under, causes and 

risk factors associated with in-home unintentional injuries, and strategies used to prevent 

injuries. The problem of unintentional injuries in young children is complex and must be 

approached with various preventive strategies. Preventing injuries can save lives of 

children, reduce disabilities, increase future productivity, and reduce costs of medical care. 

Understanding attitudes, subjective norms, and perceived behavioral controls regarding 

parental preventive behaviors can assist nurses in developing strategies that enable 

adolescent mothers to engage in protective behaviors. Although researchers have 

investigated beliefs and behaviors of parents regarding implementation of safety measures 

to prevent injuries in children, further study of perceptions and beliefs of adolescent . 

mothers concerning home safety for children is needed. 
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CHAPTER2 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

Chapter 2 is a presentation of the conceptual framework for this study, a review of the 

literature, research questions, and definition of terms. The Theory of Planned Behavior 

guides the study, and the review of the literature addresses parental knowledge of 

childhood safety issues, parental attitudes regarding injuries in children and prevention of 

injuries, subjective norms influencing parental behaviors, safety behaviors of parents, 

maternal age as a risk for childhood injuries, and perceptions of adolescent mothers 

regarding childhood injuries. 

Conceptual Framework 

The Theory of Planned Behavior (TPB) developed by leek Ajzen (1985) provides the 

conceptual framework for this study. The following section gives a brief history of theory 

development, description and constructs of the model, and application of the model. 

Theory of Planned Behavior 

The TPB is an extension of the Theory of Reasoned Action (TRA) originated by 

Fishbein in 1967, and is described as an expectancy-value model (Conner & Armitage, 

1998) based on human behavior (Godin, Valois, Lepage, & Desharnais, 1992). According 

to Conner and Armitage, the TPB is "designed to provide parsimonious explanations of 

informational and motivational influences on behavior" and "implies that individuals make 

behavioral decisions based on careful consideration of available information" (p. 1430). 

The intent of the theory is not to change behavior (Rimer, 1997), but to understand the 

relationship between attitudes and behavior and focus on factors of motivation that 

determine whether specific behavior will be taken by an individual (Montano, Kasprzyk, & 

Taplin, 1997). 
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The theory proposes that the "person's intention to perform a behavior is the central 

determinant of behavior because it captures certain motivational factors such as how hard 

one is willing to try" (Courneya, 1995, p.81). Fishbein and Ajzen (1975) posit that a 

better indicator of behavior is the attitude an individual holds about a specific behavior 

instead of the target at which the behavior is directed. In an example relevant for this 

study, a parent's attitude concerning implementation of safety measures in the home to 

prevent unintentional injuries is a better indicator of preventive behavior than the attitude 

toward unintentional injuries in general. 

The strength of the theory is that "it provides a framework for discerning underlying 

reasons that motivate the behavior of interest and deciphers actions by identifying beliefs 

that are relevant to individuals and groups" (Montano et al., 1997, p. 89). An assumption 

of the TPB is that individuals are rational and motivated to act on available information 

(Montano et al.) . Intention to perform a behavior is influenced by three independent 

constructs: (a) attitude, (b) subjective norm, and (c) perceived behavioral control (Figure 

1 ). Factors such as demographics and environment are not included as separate variables 

in explaining the likelihood that a behavior will or will not be performed, but are assumed 

to be included within the model's constructs (Montano et al.). 

Attitude Attitude entails beliefs regarding behaviors and outcomes of performance of 

behaviors, and the negative or positive evaluation of the outcomes (Courneya, 1995; 

Montano et al., 1997). The theory proposes that if an individual believes positive valued 

outcomes will result from a specific behavior, the person is more l~kely to perform the 

behavior. If the person believes that a behavior will result in outcomes that are not valued, 

the behavior is less likely to be performed (Ajzen & Madden, 1986). 



Behavioral Beliefs , Attitudes Regarding 
Outcome Evaluation Home Prevention 

Normative Beliefs (> SubjectJ Norms ~tion To ___ )Behavior 
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Perceived Facilitation Control of Preventive 

Strategies 

Figure 1 . Theory of Planned Behavior 

/ 

From Attitudes, personality, and behavior (p. 133), by leek Ajzen, 1988, Chicago, IL: 

The Dorsey Press. 
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Subjective Norm Subjective norm deals with the influence of the social environment on 

behavior, reflects normative beliefs of other individuals and social pressure to perform or 

not to perform a specific behavior, and includes the motivation to comply or not to 

comply with societal norms (Montano et al., 1997). According to Fishbein and Ajzen 

(1975), if a person perceives that others positively value a behavior and the person is 

motivated to comply with the expectations of others, the intended behavior will likely be 

performed. When a behavior is not encouraged by others or is not valued by the person, 

the behavior is less likely to be implemented. 

Perceived Behavioral Control The construct of perceived behavioral control expands 

the TRA to form the TPB and is similar to the concept of self-efficacy (Bandura, 1982). 

Because the TRA relies completely on intention as the predictor of behavior, the TPB 

accounts for control factors that influence behavioral goals (Ajzen & Madden, 1986). 

Ajzen and Madden identified factors such as individual skills, knowledge, abilities, 

planning, opportunity, emotions, time, cost, and dependence on others that can interfere 

with control of intended or actual behavior. The purpose of perceived behavioral control 

is to explain behavior in which a person has reduced volitional control (Montano et al., 

1997). In other words, a person may be highly motivated to perform a behavior, but is 

unable because of environmental or social constraints. 

The construct is determined by the person's belief of control and perceived power 

(Montano et al., 1997), and "indicates the perceived ease or difficulty of performing the 

behavior" (Courneya, 1995, p.81 ). Belief of control encompasses the absence and 

presence of resources, and perceived power is the "perceived effect of each condition in 

making behavioral performance difficult or easy" (Montano et al., p. 91). 

In Figure I, two ideas of how perceived behavioral control affect behavior are 

depicted. The schematic represented by the unbroken line from perceived behavioral 
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control to intention represents the "assumption that perceived behavioral control has 

motivational implications for intentions" (Ajzen & Madden, 1986, p. 457) and "is not 

mediated by attitude and subjective norms" (p. 458). The broken line from perceived 

behavioral control to behavior depicts a correlation of the construct with attitude and 

subjective norm and a direct link to behavior through actual control instead of perceived 

control (Madden, Ellen, & Ajzen, 1992). Perceived behavioral control can directly affect 

behavior when the person believes that the behavior is controllable and limited constraints 

or barriers exist (Courneya, 1995). According to Schifter and Ajzen (1985), "the degree 

of success will depend not only on one's desire or intent but also on such nonmotivational 

factors as availability of requisite opportunities and resources" (p. 844). Implementation 

of appropriate interventions is possible if the effects of control beliefs on barriers and 

facilitators are identified (Montano et al., 1997). 

Application of the Theory of Planned Behavior 

Situations exist in the home that can be controlled by implementing parental behaviors 

in preventing unintentional injuries in young children. The TPB is useful in explaining why 

individuals choose to perform or not to perform certain behaviors. The specific 

components that apply to this study are parental attitudes regarding prevention of injuries; 

subjective norms, including the influence of significant referents; and mothers' perceived 

behavioral control or the believed difficulty or ease in implementing preventive measures 

in the home. Ajzen (1988) contends that a behavior will be performed if the behavior is 

evaluated positively, others feel it should be performed, and the b~havior is perceived as 

controllable. When behavioral, normative, and control beliefs affecting behaviors are 

identified, interventions can be designed and implemented that will strengthen the ability of 

a person or group to perform the behavior. Figure 2 depicts constructs, concepts, and 

operational level of the study based on the theoretical framework. 
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Attitudes ------ Subjective Norms ----- Perceived Behavioral 
Control 

Conceptual Level Perceived injury types Expectation of Others Barriers 
Likelihood of injury -- Importance of Norms ·---- Facilitators 
Perception of severity Behavioral ease 
Maternal action Behavioral difficulty 
Importance of action 

Operational Level Answers on ARIP* -- Answers to questions --Answers to questions 
1-5 on SNPBC** 6-7 on SNPBC** 

*Interview Guide-Attitudes Regarding Injury Prevention 

**Interview Guide-Social Norms and Perceived Behavioral Control 

Figure 2. Framework for study 
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Literature Review 

The review of literature addresses research in the areas of parental knowledge, parent a 1 

attitudes, subjective norms, and parental behavior concerning injuries and injury 

prevention. This section also addresses studies concerning maternal age as a risk factor 

for childhood injuries, and perceptions of adolescent expectant mothers regarding 

childhood injuries and prevention of injuries. 

Parental Knowledge 

According to the TPB, information is a factor that influences behavior. Parents 

(N=l493) from urban, suburban, and rural communities in Massachusetts completed a 

Framingham Safety Survey on parental knowledge of childhood injury prevention 

(Halperin, Bass, & Mehta, 1983). Contents of the survey consisted of how to safeguard 

the home environment by preventing poisoning, drowning, burns, vehicle injuries, and toy 

injuries. Data were analyzed using chi-square statistics, and responses of 40% or above 

for injuries were considered at-risk. Parents with children ages 5 years and under had at

risk responses related to a lack of fire extinguishers in the home, using electrical 

appliances in the bathroom, not using safety plugs in unused electrical outlets, not 

checking the homes of friends or neigi1bors for hazards where their children play, not 

eliminating poisonous plants, lack of supervision, unavailability of syrup of ipecac, leaving 

a child in a car unattended, unsafe placement of an infant in a vehicle, and allowing the 

child to stay in the yard while mowing. Parents lacked knowledge regarding electrical 

burns and fires but were knowledgeable about hazard associated with airway obstruction 

tnJunes. 

Rivara and Howard (1982) conducted a study to assess parental knowledge of child 

development and prevention of childhood injuries in relationship to education level of the 

parent, number of children in the family, socioeconomic status (SES), and history of 
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previous childhood injuries. A questionnaire administered to 118 parents at a children's 

clinic in Tennessee indicated that education level of parents and knowledge of 

developmental skill of children were highly correlated, however, educational level and 

knowledge of safety practices were not. The number of children in the family and recent 

childhood injuries did not impact on parental knowledge of safety measures. Households 

with commercial insurance had a greater knowledge of safety practices and child 

development. Thirteen percent of parents knew about ipecac, 96% knew who to contact 

for poisonings, 49% identified car seats for infants as being the safest means for 

transporting a child in a vehicle, 74% responded that scalding results from hot water, and 

24% knew their hot water heater was set at the recommended safe temperature. The 

authors concluded that there is a parental knowledge deficit of safety practices and child 

development influenced by low SES, limited education, and lack of health insurance. 

Based on the literature, parents of young children have a deficit knowledge base 

regarding injury prevention and safety measures necessary to protect children. Although 

parents are aware of how to protect young children from airway obstruction events, 

knowledge of other types of injuries such as burns and fires is inadequate. Knowledge of 

safety practices is negatively associated with the number of children in the family, maternal 

education, history of previous childhood injuries, and lack of health insurance. 

Parental Attitudes 

Although the researchers in the following study did not investigate parents with 

children under 5 years of age regarding unintentional injuries in the home, results of the 

study concerning parental attitudes are evident. The researchers surveyed Anglo and 

Hispanic parents (N=l 16) of students in nonurban areas in a southwestern state through 

the use of telephone interviews (Becker, Hendrickson, & Shaver, 1998). The interviews 

included demographic information, worry factor, and parental attitudes and knowledge 
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about bicycle safety. Only 4 7% of parents recognized age of the child as the greatest risk 

for bicycle injury, most responded that a bicycle crash was likely to occur in the area of 

residence, and more than 90% felt bicyclists could incur serious head injuries. Although 

83% Anglo and 67% Hispanic parents rated helmets as very effective in preventing injury, 

only 20% of the 97% of children who rode bicycles wore helmets. The cost of helmets 

and limited traffic were reasons given for why children did not wear helmets while cycling. 

Harm from strangers and injuries from motor vehicle accidents were the major concerns 

expressed by the parents. 

A national telephone survey of parents (N=404) with a child age 13 years and under 

using random-digit dialing was conducted to determine parental attitudes and 

understanding of safety for children (Eichelberger, Gotschall, Feely, Harstad, & Bowman, 

1990). The survey was used to collect information on demographics, understanding of 

risks and control of injuries, and attitudes toward programs aimed at preventing childhood 

injuries. Forty-seven percent of the parents who responded believed that the risks of 

kidnapping and harm from strangers were more significant than fatalities due to motor 

vehicles. Eighty-seven percent of the parents believed that most injuries are preventable, 

88% believed home injuries occurred more often than injuries outside the home, and 68% 

stated they take action to prevent childhood injuries. Precautions to prevent injuries 

ranged from 85% stating they use vehicle safety measures to one-third responding that 

they are careful or told their children to be careful. Most parents felt they had enough 

information and confidence to prevent childhood injuries. Only 3 9% of parents felt they 

needed additional education such as literature or instructions concerning safety measures. 

Parents from lower SES had a tendency to underestimate injury risks, verbalized less 

precautionary measures to prevent injuries to their children, and expressed more interest in 

learning about preventing injuries. 
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Evans and Kohli (1997) investigated the relationship of SES with attitudes and 

practices of home safety of parents with 3 year old children in urban and rural areas of 

Scotland. A questionnaire administered to random samples of affluent families (n=134) 

and less affluent families (n= 116) addressed sociodemographic characteristics and 12 

variables regarding parental beliefs and attitudes toward home safety. Results for both 

groups were similar although more families with lower SES felt their neighborhoods were 

unsafe and had limited financial resources to prevent unintentional injuries. Ninety percent 

of parents from both groups felt they had enough information about injury prevention and 

kept their homes safe. Less affluent parents stated that "accidents are just part of growing 

up" (p. 31) and worried more about the occurrence of childhood accidents. Parental 

knowledge and behavior regarding safety measures and use of safety items were similar 

except less atlluent families allowed children in the kitchen while cooking and were less 

inclined to keep medications locked. 

The relationship between parents' perceived risk of childhood injuries and familial , 

sociocultural, and situational variables was assessed by interviewing female caretakers 

(N=l247) of children ages 6 months to 5 years in Columbia, South Carolina (Glik, 

Kronenfeld, & Jackson, 1991). Participants were selected using a random digit-dial 

sample method from telephone numbers generated from the area. Measures included 

sociodemographics, child-related characteristics, situational-perceptual and behavioral 

factors, and perceptions of risk items. Parents with children who incurred injuries in the 

previous year scored high on perceived risk items. Social class, social structure, and some 

child variables were not related to risk perception. While parents seemed to understand 

the seriousness of injuries, they were less likely to perceive that injuries would occur. 

Pearson correlation coefficients of overall relationships between sociodemographic 

variables and perception of risk were not strong. Neither the mother's age or education 
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level were significantly related to perceptions of risk. Although the relationship was not 

strong, African-Americans and persons with lower incomes reported higher perceived 

risks for injury. The age and gender of the child and number of children in the family were 

not correlated with risk perceptions. Both perceived stress reported by the mother and 

having a child with an active or risk-taking personality were positively correlated with 

perceptions. Researchers concluded that perceptions of risk for injuries are linked to 

situational rather than sociodemographic characteristics of respondents. 

Attitudes regarding accident prevention were investigated with mothers (N=l072) in 

New Zealand whose children had experienced an accident that required medical attention 

(Langley & Silva, 1982). Information during the sixth and seventh year of life revealed 

that 232 (22%) of the children had experienced 273 unintentional injuries requiring 

medical treatment since birth. Only 39% of parents reported taking some measures to 

prevent recurrent injury with a child who had a previous injury. Neither history nor 

severity of a previous injury were related to whether the parent implemented preventive 

measures to decrease recurrence of injuries. SES was not related to responses regarding 

unintentional injuries. Sixty-three percent of parents thought injuries were not 

preventable, 3 5% believed injuries were preventable, and 8% did not know. Seventy-three 

percent of parents responded that injuries occurred as a result of child's play or as an act 

of God. Forty-four percent of parents thought the environment could be modified to 

prevent injuries and 15% felt the child should be more careful. Other responses to 

preventing injuries included instructing the child, closer parental supervision, and 

restricting the child's activities. 

A descriptive study was conducted by surveying parents of children seen in an 

emergency department in Florida regarding safety behaviors of parents and children, 

parental perception of risks for injuries, and educational needs of families (Mulligan-Smith. 
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Puranik, & Coffman, 1998). A total of 412 parents with children ages O to 15 years 

completed the survey. Sixty-six percent of parents indicated that they did not need further 

learning concerning prevention of injuries. Perceptions of parents regarding the types of 

injuries at various age groups indicated that: (a) children ages Oto 4 years were at 

greatest risk for falls, kidnapping, and bums; (b) children ages 5 to 12 years were at 

greatest risk for falls, sport injuries, and injuries related to pedestrian and vehicle events; 

and ( c) sport injuries, assault, and vehicle injuries are more common for children ages 13 

to 15 years. Forty-six percent of parents felt that "most injuries can be prevented", 40% 

stated "some injuries can be prevented", and 15% indicated that "injuries just happen" (p. 

12). The researchers concluded that the more highly educated the parent, the more the 

parent believed injuries are preventable. The age of the parent, number of identified risks, 

reason for presenting to the emergency department, and learning needs were not 

associated with injury prevention beliefs. 

A study investigating parental attitudes and preventive behaviors was conducted with 

parents of 198 children ages 8 to 17 years using in-home questionnaires regarding types of 

injuries, areas of safety instruction, and environmental interventions (Peterson, Farmer, & 

Kashani, 1990). The more parents knew about safety, the more competent they felt to 

intervene; the more efficacious the parent believed an intervention to be, the more 

interventions cost, the more likely preventive strategies were implemented; child 

susceptibility for injuries was not associated with preventive interventions; parental beliefs 

about specific injury types did not change environmental interventions; and most parents 

believed only half of injuries can be prevented. 

In summary, studies on parental beliefs and attitudes regarding risks for childhood 

injuries and implementation of preventive strategies indicate that most parents do not feel 

the need for additional education in prevention of injuries, yet seriously miscalculate the 
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preventability of injuries. Although parents understand the seriousness of injuries, they 

underestimate the occurrence of injuries. Parents tend to believe their children are more 

susceptible to kidnappings and harm from strangers than from injuries that are more 

prevalent, such as motor vehicle accidents. The age of the mother was not associated with 

beliefs of risk regarding childhood injuries, however, SES did influence perceptions of risk 

(Evans & Kohli, 1997; Glik et al., 1991). The education level of the mother was found to 

be related to perceptions of risks and confidence of the parent in providing preventive 

strategies in one study (Mulligan-Smith et al., 1998) and unrelated in another (Glik et al.). 

History of previous childhood injuries was both an insignificant indicator for parents to 

provide preventive measures (Langley & Silva, 1982; Mulligan-Smith et al.) and a 

significant indicator (Glik et al.) . Situational characteristics such as maternal stress and 

higher activity level of a child were found to be more positively linked with risk perception 

for injuries than with sociodemographic characteristics. It is interesting to note that cost 

and effort associated with providing preventive measures are facilitators (Peterson et al.), 

although cost was a barrier in providing helmets to children who ride bicycles (Becker et 

al., 1998). 

Subjective Norms 

In a previous study reviewed regarding attitudes of parents concerning injuries and 

prevention of injuries (Evans & Kohli, 1997), the majority of parents indicated they 

received advice about in-home safety measures from family and media such as television 

and radio. Forty-six percent of families (n=134) from affluent households and 52% of 

parents (n= 116) of lower SES reported that they received safety advice from a home 

health visitor, and less than 7% from both groups obtained information regarding 

prevention of childhood injuries from their general health practitioner. 
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In a study of roles of parental beliefs, barriers, and quality of housing regarding 

preventive practices of parents of infants and toddlers (Gielen, Wilson, Faden, Wissow, & 

Harvilchuck, 1995), one of the variables of focus was the influence of subjective norms on 

preventive behaviors. In interviews with 150 mothers, grandparents and the father of the 

child, family and friends, and the child's physician were reported as significant influences in 

a mother's decision to childproof the home. Ninety-five percent of the mothers 

interviewed not only felt that these social referents influenced their decision making, but 

they also indicated the importance of complying with suggestions regarding safety 

measures. 

Only one study specifically investigated whether social norms are important in 

influencing preventive behaviors in parents (Sellstrom & Bremberg, 1996). Researchers 

administered three questionnaires consisting of scenarios of injury situations to 870 

parents of children ages 3 years (n=293), 4 years (n=267), and 9 years (n=310) of age who 

were selected by random digits from a population census register of a county in northern 

Sweden. Mothers' injury prevention behavior was significantly influenced by family and 

friends. Perceived risks for injuries and education by professionals were not perceived as 

significant in influencing parental preventive behaviors. Father of the child, siblings of the 

parents, and friends were significantly influential in mothers' decisions to implement safety 

measures. Professionals at child health care centers and in Swedish schools, primarily child 

nurses and school nurses, were not influential. Sociodemographic variables and perceived 

risks of injuries were not significant in parental injury prevention behaviors. 

In summary, perceived influences from grandparents and father of the child, other 

family members, and friends are significant influences on mothers' decision to implement 

preventive measures to prevent injuries to young children. In fact , Sellstrom and 

Bremberg (1996) contend that social norms are the most significant determinant for 
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influencing parental protective behaviors. People perceived as less significant in 

influencing social norms included home health visitors, child care nurses, and school 

nurses. Physicians could be either influential (Gielen et al., 1995) or not influential (Evans 

& Kohli, 1997). 

Parental Behaviors 

Several researchers have investigated the types of safety measures and the extent to 

which parents applied preventive interventions in protecting children from injuries. Using 

an interview format developed from content analysis, disadvantaged urban mothers 

(N=l 50) with children ages 6 months to 36 months were asked about their injury 

prevention practices (Gielen et al., 1995). Only 12% of homes had syrup of ipecac, 64% 

of mothers used safety plugs in electrical outlets, 89% of parents stored poisonous 

substances in locked areas, 73% of homes had a smoke detector on each floor, 37% 

residences had the hot water heater set at 125 degrees or less, 41 % of homes had stair 

gates, 89% had barriers on windows above the first floor, and 94% homes had handrails 

on stairways. All parents expressed positive attitudes regarding prevention of childhood 

injuries, however, 78% of parents indicated cost was a barrier to implementing preventive 

measures, 82% stated housing conditions were a liability, and 80% implicated frequent 

moves as a deterrent to providing safety measures in the home. 

In-home interviews of mothers (N.=230) with children ages 6 months to 4 1/2 years 

were conducted using random selection from a previous random digit-dial telephone 

survey of 1247 households to determine determinants for hazards in the home (Glik, 

Greaves, Kronenfeld, & Jackson, 1993). Variables surveyed were environmental, 

psychosocial, cognitive, housing, sociodemographic, and child-related characteristics, and 

dependent variables were burns, poisons, and falls. Lower SES was the most important 

predictor for increased hazards in the home for all dependent variables, maternal 



supervision was second, and housing conditions was third. Attitudinal, cognitive, and 

child-related characteristics where not important in whether parents provided protective 

measures in the home. 
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Interviews of parents (N= 124 7) in households with children under 5 years of age 

obtained from a random-digit dial telephone survey investigated what parents do to 

prevent injuries (Glik, Kronenfeld, & Jackson, 1993). Sociodemographic, child-related 

characteristics, and risk perception were compared with responses to safety behaviors 

regarding choking, storage of household products, availability of ipecac, use of safety 

plugs in electrical outlets, children unattended in the bath, and use of car restraints. Only 

20% of parents did not know how to handle a choking incident, 21 % of households had 

products stored in unmarked containers, 26% of homes did not use safety plugs 

consistently in electrical outlets, 20% of children were occasionally left unattended in the 

bath, 22% of parents did not use car seats, and 64% of the homes did not have syrup of 

ipecac. Low SES and stress related factors were associated with fewer parental safety 

behaviors. Although less affluent households were as effective in supervising their 

children as households of higher SES, there were less available passive interventions, 

limited housing quality, and deficient social conditions. 

A study exploring safety practices and living conditions of a general pediatric clinic 

patient population in an inner-city teaching hospital in Chicago (Santer & Stocking, 1991) 

was conducted with families (N.=118) of children below the age of 6 years who were 

receiving public assistance or who had no insurance coverage. Int~rviews included 

questions regarding car seat usage, storage of household hazards, information on safety 

measures, previous childhood injuries, and household configuration. Parents practiced 

limited safety measures for preventing injuries, and childhood injuries were common. 

Most (77%) children traveled to the clinic unrestrained in vehicles, 16% of households 
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with stairs had no stair gates, 6% of the homes had guns and only one home had guns 

locked in a secure area, 89% of children over 3 years of age were left unattended in the 

bathtub, 80% households lacked storage space for hazardous substances, 88% of parents 

indicated a lack of knowledge concerning the use of ipecac, and 69% of children were at 

high risk for choking events. Half the interviewees either over responded or under 

responded when asked what they would do if the child was exposed to poisoning or a 

head injury. 

Safety behaviors related to types of injuries such as poisoning, burns, and falls, 

consistency of behaviors within one type of injury, and the relationship to education level 

of mothers (N=l 129) of preschool children in the Netherlands was assessed (Wortel & de 

Geus, 1993). Educational levels were classified as low (9 years or less), moderate (10 to 

14 years), and high (15 years and above). Poisoning prevention behaviors were 

moderately safe, burn prevention behaviors were unsafe in areas such as allowing children 

in the kitchen while cooking and safe by appropriate storage of matches and turning pot 

handles in on the stove, and fall prevention behaviors were unsafe to moderately safe. The 

relationship between providing safety measures in the home and the mother's education 

level was not evident. 

Questionnaires were administered to parents (N=203) of infants living in inner-city, 

suburban, and rural areas in England to investigate the possession of home safety 

equipment (Kendrick, 1994). The questionnaire included socio-demographic variables, 

assessment of the possession offireguards, stair gates, smoke detectors, electric outlet 

covers, and car seats. Only 39% of families did not have fireguards, 32% lacked stair 

gates, 32% of the homes did not have smoke detectors, 38% lacked electrical outlet 

covers, and 8% lacked car seats. Sixty-nine percent of the parents stated that the major 

reasons for not having safety measures was the child's inability to reach and lack of 
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mobility. Thirty-four percent of parents had not thought of procuring the equipment, and 

33% indicated they could not afford safety features. Less safety equipment was evident in 

households receiving social benefits, when families did not own the residence, in single

parent households, and in homes with a single child. 

In summary, there is a deficiency in the application of safety measures in the home to 

prevent unintentional injuries to young children. Although parents believe that prevention 

of childhood injuries is important, many families do not implement preventive measures 

due to costs, lack of adequate housing, frequent moves, unrealistic perceptions of child 

development, or limited parental supervision. Most studies implicated lower SES of 

families as a deterrent to parental preventive behaviors. Maternal education, knowledge, 

attitudes, and child-related characteristics were not related to preventive behaviors of 

parents. 

Maternal Age As A Risk For Childhood Injuries 

Through a family practice center in Ohio, Bourguet and McArtor (1989) investigated 

the risk for injuries among children under 6 years of age. Participants in a matched case

control study included 34 injured children and 36 control subjects. Data were collected 

from emergency room records, family practice records, and questionnaires completed by 

parents. Variables included demographic, socioeconomic, and family health factors. Ma1e 

children, children with a history of previous injuries, children in the lowest quartile for 

weight, children with chronic conditions, children who are third or later in the family, and 

children whose mothers had a college education and were less than 25 years of age were 

at greatest risk for injuries. 

In Washington state infant deaths due to injuries increased significantly from 1981 

through 1990. A study was conducted to identify risks for infant mortality due to injuries 

(Cummings, Theis, Mueller, & Rivara, 1994). Data were gathered from birth and death 
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certificates, and injuries were determined from codes for external causes of death using the 

International Classification of Diseases, Ninth Edition. Sixty-eight percent of deaths due 

to injuries were classified as unintentional and included suffocation, choking, 

strangulation, and motor vehicle accidents. Risks associated with infant deaths included 

male gender, low birth weight, history oflow Apgar scores, young mothers, higher parity, 

late prenatal care, unwed mothers, mothers who smoked during pregnancy, and mothers 

who lived in poor urban and rural communities. Maternal age less than 20 years and 

higher parity were strongly associated with infant mortality due to injuries. When these 

two factors were combined, the relative risk for injury death was 45-fold greater. 

Researchers in Tennessee, examining maternal and infant characteristics and injury 

mortality, used historical cohort design by linking birth and death certificates of children 

ages O to 4 years who were born between 1985 and 1994 (Schoeler, Mitchel, & Ray, 

1997). The cohort consisted of 1,035,504 children, and the variables examined were 

maternal age, ethnicity, education, income, parity, prenatal care, location of residence, 

gender of the child, and gestational age. A total of 803 children had died as a result of 

injuries. The variables that significantly increased the risk of child fatality by at least 50% 

were births to women with less than a high school education, who were less than 20 years 

of age, and who had more than two children. Mothers unwed at the time of delivery, 

place of residence, delayed prenatal care, premature birth, and male gender of the child 

represented a slight increase in risk of injury mortality. Ethnicity and income were not 

associated with childhood injury mortality. Applying a risk score _to characteristics of 

maternal education, age of the mother, and parity, the researchers estimated that 76.3% of 

deaths to children due to injuries were preventable. 

A longitudinal study compared health outcomes of 1031 children of teenage mothers 

and 10,950 children of adult mothers in Great Britain with health indicators such as 
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hospital admissions, injuries, gastroenteritis, and lower respiratory illnesses during home 

visits by a health visitor when children were 5 years of age (Taylor, Wadsworth, & Butler, 

1983). Control variables included the child's gender, birthweight, birth rank, number of 

times the family moved during the child's first five years, number of cigarettes smoked 

each day during pregnancy, the family type at 5 years, and SES of the family. Families in 

which the mother had a child while a teenager were more likely to be socially 

disadvantaged, live in poor urban environments, move frequently, have subsequent 

children, and be separated from the child's natural father by the child's fifth birthday. The 

overall rates of hospital admission for any reason were higher in children born to and 

living with teenage mothers, there was a greater likelihood for the child of a teenage 

mother to sustain at least one injury, and the incidence of two or more injuries was higher 

in children with teenage mothers. Although all types of injuries were more likely to occur 

in children with teenage mothers, there were statistically significant differences for 

poisoning, burns, and superficial injuries or lacerations. The authors concluded that low 

maternal age is of itself a health risk for childhood injuries and illnesses. Although teenage 

mothers were less advantaged than older mothers, the next most disadvantaged group was 

mothers over 3 5 years, who had children with the lowest rate of hospitalizations and 

mJunes. 

Injury occurrence in children ages 5 years and younger living in households with a 

single parent (n=719) or with stepparents (n=342) was compared to children living in 

households with two natural parents (n=2482) in Great Britain (Wadsworth, Burnnell, 

Taylor, & Butler, 1993). In addition to finding that children living with stepparents had 

higher percentages of injuries and hospitalizations due to injuries than children living with 

a single parent or natural parents, researchers discovered that the younger the mother was 
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at the birth of her child, the higher percentage of childhood injuries, recurrent injuries, and 

incidences of hospitalizations occurred. 

The relationship of selected parental factors to the risk of infant mortality due to 

accidental death was analyzed from data colJected from birth and death records from 

North Carolina and Washington for 1968 to 1980 (Wicklund, Moss, & Frost, 1984). Fatal 

accidents among infants during the first year of life were directly related to the education 

level of both white and African-American children. Among white women of all 

educational levels and African-American women who completed 9 through 12 years of 

schooling, maternal age was inversely related to the child's risk of fatal accidents. In 

Washington, a three-fold increase in injury rates was evident with decreasing maternal age. 

In summary, injury events and injury fatalities to infants and toddlers increases as the 

age of the mother decreases. When increased parity is added to a lower maternal age, the 

risk of childhood injury and death increases significantly. One study indicated that a lower 

maternal education was a risk factor for childhood injury morbidity and mortality while 

another study concluded that children born to college educated women were at greater 

risk for injuries than children born to women with a high school education or less. 

Perceptions ofExpectant Adolescent Mothers 

A study was conducted to determine if expectant adolescent mothers (n=60) ages 14 to 

19 years perceived potentially dangerous situations as less hazardous for children than do 

adult parents (n=45) ages 20 to 29 years (McClure-Martinez & Cohen, 1996). 

Participants viewed photographs of 33 situations and estimated the likelihood of injury, 

the anticipated level of harm, and the parents' likelihood of intervention. Respondents' 

training and experience with children, history of previous injuries to children of adult 

mothers, and demographic information were elicited . Adolescent expectant mothers were 

less likely than adult mothers to report interventions in potentially dangerous situations~ 
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the level of education was not significantly correlated with risk perceptions, and expectant 

adolescent mothers who reported child care experience were more likely to intervene than 

those who reported limited or no experience. Adolescent expectant mothers understood 

the need to intercede in potentially dangerous situations involving children, however, they 

were less likely to intervene. Contrary to prediction, adolescent expectant parents rated 

simulated situations more likely to end in injury than did adult parents. 

In summary, adolescent expectant mothers are more likely to identify hazardous 

situations that could potentially cause harm to children, however, they are less likely to 

intervene in preventing injuries through application of safety measures. 

Research Questions 

The research questions for this study were derived from the background information 

and review of the literature, which indicate limited knowledge concerning in-home 

unintentional injuries, beliefs and attitudes about preventive measures that ultimately result 

in underestimation or overestimation of potential injury events, and limited perceived 

control regarding injury prevention. Although there are indications in the literature that 

more children of young mothers sustain injuries, there are few studies regarding the beliefs 

and attitudes of adolescent mothers about home safety measures. The following research 

questions guided this study: 

I. What are adolescent mothers' attitudes concerning prevention of in-home 

unintentional injuries to young children? 

2. What subjective norms aid or do not aid adolescent mothers with preventing in

home unintentional injuries to young children? 

3. What are perceived behavioral controls of adolescent mothers regarding prevention 

of in-home unintentional injuries to young children? 



Definition of Tenns 

The following definitions relate to the tenns used for this study. 

Adolescent Mother: A woman 19 years of age and under who has at least one young 

child. 
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Attitude: The positive or negative value placed on prevention of unintentional injuries in 

the home. 

Ability to Prevent: The capacity to take action to keep injury events from occurring. 

In-Home: A child's place of residence or the residence in which the child spends the 

greatest amount of time. 

Unintentional Injury: An injury in which hann is not intended. For the purpose of this 

study, unintentional injuries are airway obstruction injuries, fire and bums, drowning, faJJs, 

poisoning, and firearm injuries. 

Young Children: Children under the age of 5 years. 

Subjective Norm: The perception of pressure from influential others to perform or not to 

perform measures to prevent unintentional injuries in the home. 

Perceived Behavioral Control: The ease or difficulty and confidence of the adolescent 

mother in implementing safety measures to prevent unintentional injuries in the home. 

Summary 

Chapter 2 includes a discussion of the conceptual framework for this study, review of 

the literature, research questions, and definition of terms. Ajzen's Theory of Planned 

Behavior provides a conceptual framework in describing behavioral attitudes, subjective 

norms, and perceived behavioral control of adolescent mothers regarding prevention of in

home unintentional injuries in young children. 

The review of literature relevant for this study concentrated on parental knowledge, 

attitudes, subjective nonns, and behaviors associated with childhood injuries and 



prevention of injuries; maternal age as a risk for childhood injuries; and perceptions of 

adolescent mothers regarding hazards for young children. The literature reveals that 

parents have limited knowledge concerning injury prevention, view injury prevention as 

important, underestimate or overestimate the seriousness and occurrence of injuries, are 

influenced by family and friends rather than health care professional, and lack adequate 

safety measures due to cost, inadequate housing, and frequent moves. The age of the 

mother significantly increases the risk for infant and child morbidity and mortality from 

injuries, and the risk is even greater if the mother's education level is below high school 

and she has additional children. In the one study regarding perceptions of childhood 

hazards, adolescent expectant mothers were less likely to intervene in hazardous 

situations. 
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CHAPTER3 

~TROD 

Chapter 3 is a presentation of the research design, setting and sample, and protection 

of human subjects. Data collection method, data analysis, and evaluation of 

trustworthiness of the research for this study are also discussed. 

Research Design 
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A descriptive design was used for this study focusing on attitudes, subjective norms, 

and perceived behavioral controls of adolescent mothers regarding in-home prevention of 

unintentional injuries to young children. A descriptive design was chosen because the 

review of literature reveals limited information and knowledge concerning injury 

preventive behaviors of adolescent mothers. 

Setting and Sample 

Setting 

Participants (N=20) were recruited through the Pima County Public Health 

Department (PCHD) and the Kina Teen Center. Fifty-five percent (n=l 1) of the 

participants were referred to the researcher from public health nurses, 20% (n=4) from the 

Kina Teen Center, 15% (n=3) from Give a Parent Support Program (GAPS) through 

PCHD, and 10% (n=2) from the Teenage Parenting Program (TAPP) through public 

health nursing. Data collection occurred at times and locations convenient for the 

participants. Ninety percent (n= 18) of the participants were interviewed in their homes, 

5% (n=l) at the Kina Teen Center, and 5% (n=J) at TAPP in a local high school in Pima 

County. The length of the interviews ranged from 15 to 34 minutes (M=22, SD.=5 .15). 

Sample. 

A convenience sample of 20 mothers who were 19 years of age and under, with a child 

under 5 years of age, were residents of Pima County, and were able to speak and 
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understand English were recruited for the study. Because the target population for this 

study was adolescent mothers, all participants were between 13 and 19 years of age. A 

sample consisting of 20 participants was considered adequate for establishing qualitative 

data saturation of most categories (Brink & Wood, 1988; Polit & Hungler, 1995). A 

recruitment handout (Appendix A) distributed to potential participants on home visits and 

posted in clinics was used to recruit participants and included an explanation of the major 

conditions and inclusion criteria for participation in the study. 

Protection of Human Subjects 

Adolescent mothers interested in participating in the study received a verbal 

explanation of the research project and a copy of a written consent form (Appendix B). 

Both verbal explanation and consent form provided information regarding rights of human 

subjects. The researcher assured participants' confidentiality by using code numbers on 

data collection forms in lieu of names, and maintaining forms in a locked file accessible 

only to the researcher. 

There were no known risks associated with the study. Benefits to the participant 

included education regarding risks for unintentional injuries to young children, handouts 

on home safety, and a gift certificate for a local toy store. Participants were informed by 

the researcher of their right to: (a) refuse answering questions they did not feel 

comfortable answering, (b) ask questions and receive answers to their questions during the 

interview, and ( c) decline participation at any time without detrimental consequences 

regarding health care and other services for themselves or their child through PCHD or the 

Kino Teen Center. 

According to Arizona Revised Statutes (ARS), Title 8-101 (AL.LS, 1998a), a minor is 

defined as a person under the age of 18. Emancipation of a minor is not explicitly 

addressed in the Arizona statutes. However, according ARS, Title 8-701 , Healthy 



Families Pilot Program (AL.I. S., 1998b ), if a minor lives "with the minor's parent or 

guardian, home visits shall not be provided under this section without the additional 

written consent of the parent or guardian" (p. 4). Therefore, for this study, if the 

participant was under 18 years of age and living with her parent or guardian (n=lO), the 

participant and her parent or guardian signed the written consent form (Appendix B). 
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The Human Subjects Committee of The University of Arizona approved the study 

(Appendix C), and the Director of Public Health Nursing, PCHD provided written support 

for the study (Appendix D). Pending Human Subjects Committee approval, the Director 

of Public Health Nursing submitted the researcher's request to the Institutional Review 

Board of PCHD, which approved the study (Appendix E). 

Data Collection Procedure 

Adolescent mothers identified through the Kino Teen Center or by health care 

providers at the PCHD received a recruitment handout regarding information about the 

study (Appendix A). If an adolescent mother was interested in participating in the study, 

the potential participant's name was provided to the researcher by nurses at PCHD and the 

Kino Teen Center. The researcher called or visited a potential participant at her residence 

to explain the study, determined if she met inclusion criteria, and ascertained whether she 

wanted to participate in the study. If a potential participant agreed to participate in the 

study, the researcher provided verbal and written information (Appendix B), explained 

rights as human subjects, obtained informed consent, and requested permission to tape 

record the interview for accuracy of responses. If the participant was a minor and living 

with a parent or guardian, the parent or guardian received verbal and written information 

(Appendix B) explaining rights of human subjects and signed the consent form along with 

the minor. Parents or guardians of participants were also invited to sit with participants 

during the interview process. 
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At the data collection sessions, participants completed written demographic 

information (Appendix E) and an interview consisting of open-ended questions (Appendix 

F), some of which were accompanied by photographs (Appendix G) . Interviews were 

tape recorded along with recording of informal notes by the researcher regarding 

highlights of responses and significant non-verbal communication or reactions from 

participants. The note taken during interviews afforded the researcher the benefit of 

assisting in interpreting verbal information that was difficult to hear on tape due to 

background interference, and provided insight regarding participants' reactions to 

questions and photographs. In appreciation for participating in the study, the researcher 

gave each participant a $20 gift certificate for a local toy store. 

Instruments 

Instruments used in this study were: (a) Demographic Questionnaire (Appendix E); (b) 

an interview guide, Social Norms and Perceived Behavioral Control, that elicited social 

norms, importance of social norms, perceived ease, and perceived difficulty preventing 

injuries (Appendix F); and (c) an interview guide, Attitudes Regarding Injury Prevention, 

accompanied by 6 photographs showing types of situations in the home that the literature 

described as high risk for child injuries (Appendix G). 

Demographic Questionnaire 

The Demographic Questionnaire ( Appendix E) is a researcher-constructed instrument 

consisting of 18 items ( number of questions follow in parentheses) addressing 

sociodemographic characteristics: age of mother (I), ages of children (1 ), education 

history of the mother (2), employment ( 1 ), martial status ( 1 ), others who live in the home 

(I), information on residency (3 ), income ( 1 ), ethnicity ( 1 ), and history and information on 

children's previous injuries (6). Items on the questionnaire are closed-ended questions 

requiring a yes-no response, circling the appropriate answer, and short answers. 
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Social Norms and Perceived Behavioral Control (SNPBC) 

The researcher developed two interview guides to address attitudes, subjective norms, 

and perceived behavioral controls of adolescent mothers regarding in-home unintentional 

injuries to young children. The first interview guide, SNPBC (Appendix F), consists of 8 

open-ended questions (number of questions is indicated in parentheses) regarding social 

norms (2), importance of social norms (3), facilitators (1) and barriers (I) that aid or 

impede safety measures in the home, and other comments about prevention of injuries (1 ). 

Interview questions are semi-structured to encourage flexible responses from participants 

concerning their thoughts and feelings (Fontana & Frey, 1994). To maintain consistency, 

all participants were asked the same questions in the same sequence and assured there 

were no right or wrong answers. According to Montano et al. (1997), open-ended 

elicitation interviews comprise a critical step in the TPB because data from interviews 

provide a grounding of "issues relevant to the behavior and the population of interest" 

(Rimer, 1997, p. 142). Higher response rates, ease of response for individuals with limited 

literacy, clarification of questions if needed, ability to ask questions at different levels to 

obtain the most information, elicitation of in-depth data, and interviewer observation of 

participant's nonverbal responses are advantages for using interviews in lieu of 

questionnaires (Brink & Wood, 1988). 

Attitudes Regarding Injury Prevention (ARIP) 

The second interview guide, ARIP (Appendix G), consists of six photographs depicting 

potential airway obstruction injury, falls, drowning, poisoning, fire and bums, and firearm 

injury, with four questions succeeding each photograph. The four open-ended questions 

addressed potential for injury (I), perceived severity of injury (1 ), actions that should be 

taken to prevent injury ( 1 ), and importance of actions ( 1 ). An additional open-ended 

question was asked without an accompanying photograph to assess the participant's 
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knowledge of common types of unintentional injuries that occur to children in the home. 

Photographs of a nine month old infant, with verbal permission by the parents, had been 

taken by the researcher to depict six major types of potential unintentional injuries: airway 

obstruction injury, falls, fire and burns, drowning, poisoning, and firearm injury (AAP, 

1997). 

Advantages for using pictures as images during interviews are: (a) assistance in 

guiding and stimulating interviews, (b) aiding in stimulating the imagination of the 

participant to respond to ambiguous situations, ( c) allowing participants to express their 

feelings and perceptions about events without specifically talking about themselves, ( d) 

eliciting responses concerning feelings and perceptions about events that participants are 

not consciously aware of, and ( e) addressing cultural implications regarding events that 

may not be evident through nonvisual methods of data collection (Brink & Wood, 1988; 

Harper, 1994). 

Content validity of the Demographic Questionnaire, SNPBC, ARIP, and photographs 

of potential risks for injuries was addressed in two stages. During instrument 

development, the thesis committee Chair evaluated instruments for content, items 

reflecting content, and format. Then a panel of experts consisting of three nurses familiar 

with instrument development and two nurses knowledgeable about child safety and 

practicing in the community reviewed the interview instruments for appropriateness, 

accuracy, and representation of content (Berk, 1990) using a 4-point ordinal rating scale 

(Lynn, 1986). The panel completed the review in seven days, at ~hich time the researcher 

co11ected the evaluations. 

Experts rated each item on the interview guides and the overall content of the 

instruments with scores of 1 (irrelevancy), 2 (unable to assess), 3 (relevant but needs 

minor alteration), or 4 (extremely relevant). A score of 3 or 4 endorsed content validity of 



an item and instruments (Lynn). The panel of experts rated the overall content of the 

instruments as 4, and all items on the interview guides received a score of 3 or 4. Based 

on recommendations from the panel of experts, wording of question 2 on the ARIP was 

revised to make it more understandable by adolescent mothers. 
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Content validity of the photographs was established by having the panel of experts 

view each photograph and indicate the type of injury represented by the photograph. 

Agreement by four of the five experts as to the type of injury represented in each 

photograph was established as the criterion for selecting the use of the photograph with 

questions on the ARIP. All experts agreed that the six photographs depicted the types of 

potential injuries represented in the photographs. 

The Demographic Questionnaire was review by the panel of experts for content and 

format. Based on suggestions by one of the panel members regarding the elicitation of a 

history of unintentional injuries that have occurred in children of the participants, an 

additional question was added to the Demographic Questionnaire to determine whether 

changes were made in the home after an incident. 

An open-ended question at the end of the reviewed items allowed panel members to 

make additional comments. Several panel members suggested additional photographs to 

depict potential injuries from electrical outlets, car seats, swimming pools, stairs, 

poisonous plants, foods associated with choking, and pet bites. Although the comments 

were valid and relevant to unintentional injuries to young children, it was decided that 

additional photographs accompanied by open-ended questions would be beyond the scope 

of this study, and that the present photographs represented the major types of in-home 

injuries described in the literature. 
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Plan for Data Analysis 

Demographic characteristics of the sample for this study were summarized using 

descriptive statistics, including mean, frequency, and standard deviation. Content analysis 

was the analytic method used for analysis of responses to open-ended questions on the 

two interview guides. 

Content analysis is defined as "a research technique for making replicable and valid 

inferences from data to their context" (Krippendorff, 1980, p. 21 ). The process provides 

structure to unstructured data obtained from responses by participants to open-ended 

questions, and reduces verbal, observed, or written communications into manageable bits 

of data by organizing data into categories containing words or themes with similar 

meanings (Weber, 1990). 

The first step in the process of content analysis was to identify concepts or variables 

and the unit of analysis (Polit & Hungler, 1995; Weber, 1990). For this study, the TPB 

provided the conceptual framework for determining concepts to designate categories and 

coding scheme. A sampling unit consisted of every response provided by participants to 

interview questions, and the unit of analysis was the thematic unit (Krippendorff, 1980). 

Themes were derived from sentences, phases, or paragraphs from responses of 

participants and grouped into "mutually exclusive categories" (Brink & Wood, 1988, p. 

203). The second step in the process was to develop coded categories that contained 

common meanings arising from responses to the interview questions (Krippendorff, 1980). 

Categories were conceptually defined, derived from the TPB, and consisted of similar 

themes that emerged from coding of each interview. 

Major threats to reliability associated with content analysis are potential subjectivity 

and inconsistency in interpreting categories (Polit & Hungler, 1995). To reduce these 

risks, the thesis committee Chair and three nurses familiar with the research process or had 
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clinical expertise in the area of unintentional injuries independently coded randomly 

selected thematic units into categories, establishing intercoder reliability (Weber, 1988). A 

level of agreement of. 80 (Nunnally, 1978) by the thesis committee Chair, the three nurse 

experts, and researcher was determined as adequate indication of reliability. Two rounds 

of testing intercoder reliability were conducted. In the first round, coders coded thematic 

units for nine categories that emerged from data analysis. Three categories had less than 

.80 agreeability: Likelihood oflnjury (.68), Severity oflnjury (.59), and Influences (.46) 

that represented the construct of perceived behavioral control from the TPB. Based on 

the results of the first round ofintercoder reliability, the original nine categories were 

collapsed into six categories and definitions for two categories were revised. The second 

round of intercoder reliability resulted in agreement of .92,.93,.97.,88,.94, and .93, and no 

individual coder had percent agreement below . 80 for the six categories. 

Trustworthiness 

The validity and reliability of qualitative research is based on rigor or criteria of 

trustworthiness and represents the experiences of the participants in the study (Streubert 

& Carpenter, 1995). The criteria used for this study were credibility, transferability, 

dependability, and confirmability (Lincoln & Guba, 1985). 

Credibility establishes the "true value" (Krefting, 1991, p. 215) of the research findings 

and is comparable to internal validity. There are many methods that can be used to 

establish credibility. One method is to establish whether findings are real. For this study, 

the thesis Chair and a peer familiar with in-home unintentional injµries to young children 

reviewed data, categories, and interpretations developed by the researcher (Lincoln & 

Guba, 1985). 

Transferability refers to generalizability of the research findings to other populations 

and whether the findings have meaning to groups of similarity (Streubert & Carpenter~ 



1995). Transferability of results in this study can be determined by other researchers 

through the "dense background" description (Krefting, 1991, p. 220) of participants' 

demographic information, context of the study, and interview settings, and a "thick 

description" (Lincoln & Guba, 1985, p. 316) of the data analysis process, including 

examples of data bits, establishment of categories, and description of categorical 

relationships to the construct of the conceptual model for the study. 
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The dependability criterion is similar to reliability and describes the consistency or 

stability of findings (Lincoln & Guba, 1985). Along with an audit trail described in the 

folJowing confirmability criterion, the researcher used the code-recode procedure to 

establish dependability of the study. The code-recode procedure entails a second analysis 

of the same data after a period of time of two weeks after the first analysis to compare 

results for consistency (Krefting, 1991 ). Code-recode procedure was accomplished for 

this study at two week and three months after the first coding of data, producing the same 

results of data analysis. 

Confirmability relates to the process of the study and objectivity of data~ and is 

determined by the ability of another researcher to foilow recorded activities of the original 

researcher (Streubert & Carpenter, 1995). An audit of the research by another individual 

is a primary strategy that establishes confirmability {Lincoln & Guba, 1985). The thesis 

Chair confirmed relevancy of information on the interview schedule, reviewed raw data 

from taped interviews, examined the researcher's interpretations of categories, and ensured 

that the "decision trail" (Krefting, 1991, p. 221) performed by the researcher could be 

foilowed . 

Summary 

Chapter 3 describes the method for the study. The study design is descriptive and 

examines attitudes, subjective norms, and perceived behavioral controls of adolescent 
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mothers regarding in-home injury prevention strategies for children below 5 years of age. 

The participants consisted of 20 adolescent mothers who were referred through the PCHD 

and the Kino Teen Center. The Human Subjects Review Committee at The University of 

Arizona and the PCHD gave approval for the study. The researcher-constructed 

Demographic Questionnaire and two interview guides, one using photographs to depict 

potential hazards to children, guided data collection for the study. Data were analyzed 

using descriptive statistics for demographic data and content analysis for the open-ended 

questions. Rigor of the study was addressed through meeting criteria for establishing 

trustworthiness. 



CHAPTER4 

RESULTS 
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Chapter 4 provides a description of the sample of the study and results of data analysis 

from the sample interviews. Results of data analysis are presented as they relate to the 

research questions for this study. 

Description of the Sample 

The convenience sample for this study consisted of 20 adolescent mothers referred to 

the researcher through Pima County Health Department (PCHD) and the Kina Teen 

Center. Although four additional young women were referred, they were excluded 

because they either did not meet the criterion for understanding English or had not 

obtained written consents from parents or legal guardians by the time of the interview. 

Demographic information was obtained from participants at the beginning of each 

interview, and data were analyzed using descriptive statistics. Ages of the participants 

ranged from 15 to 19 years (M=17.25, SD=l.29). Ninety percent of the mothers (n=18) 

were not married, 20% (n=4) were attending school, and 25% (n=5) were employed at 

the time of the interview. Participants reported their ethnicity as 60% (n=12) Mexican

American, 35% (n=7) Non-Hispanic White, and 5% (n=l) African-American. Years of 

education completed in school ranged from 7 tol2 years (M=I0.2, Sll=l.62). 

All adolescent mothers interviewed for this study lived with other individuals. Sixty 

percent were living with complex families such as with mothers, fathers, siblings, aunts, or 

uncles; 3 5% resided with their boyfriends and/or boyfriends' families; and 5% lived with 

their husband. Forty percent of the participants lived in houses, 40% resided in 

apartments, and 20% lived in manufactured homes. Forty-five percent of residences were 

owned and 55% were rented. Fifty percent of the subjects reported household income as 

unknown, 25% reported a yearly income of under $15,000, 20% had a yearly income of 



$15,000 to $20,000, and 5% stated they had a yearly income of over $50,000. Table 1 

depicts household members, type of homes, and household incomes reported by the 

participants. 

64 

Eighty-five percent (n=l 7) of the sample had one child (N=23) under 5 years of age 

and 15% (n=3) had two children under 5 years of age. None of the mothers interviewed 

had other children over 5 years of age. Fifty-two percent (n=12) of the children were 

female. Ages of the children ranged from one month to 54 months (M= 11. 6 months, 

SD.=14.0). Table 2 shows the number of children by months of age. Seventeen percent 

(n=4) of the children had incidences of at least one injury in the past; one child with an 

injury at 4 months, two children at 10 months, and one child at 24 months. Three of the 

children with past injuries had fallen and one child had sustained burns from a lit cigarette 

in the home. None of the children were treated by their health care provider or at the 

hospital. All mothers of the injured children reported that they had been present during 

the time of the injuries, and one child had been injured while the mother and grandmother 

were present. Three mothers stated they made changes to the environment · after the 

incidents, such as placing stroller seat belts on children, removing items around the home 

to prevent children from tripping, and not smoking in the home around the children. 

Results of Data Analysis 

Data generated from the interview responses of the adolescent mothers were analyzed 

using content analysis. During data analysis, words and phrases with identifiable meanings 

were identified as thematic units (Krippendorff, 1980) and grouped into themes that 

emulate the meaning of the thematic unit. As common themes emerged, they were 

grouped into six categories that were named and defined by the researcher. Content 

analysis of all data from interviews produced 1405 thematic units and six categories. 

Categories, themes, and examples of thematic units identified by interviewee numbers in 



Table 1 

Household Members, Types ofHomes, and Household Incomes 

Household Members 

Living with complex families 
Living with boyfriend/family 
Living with husband 

Type of Home 

Single house 
Apartment 
Manufactured home 
Residence owned 
Residence rented 

Household Income 

Unknown 
Under $15,000/year 
$15,000-20,000/year 
Over $50,000/year 

Number Responses 

12 
7 
1 

8 
8 
4 
9 
11 

10 
5 
4 

Percentage 

60% 
35% 

5% 

40% 
40% 
20% 
45% 
55% 

50% 
25% 
20% 
5% 
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Table 2 

Number and Ages of Children 

Age (months) 

1 

2 

3 

5 

6 

7 

12 

14 

15 

16 

24 

35 

42 

54 

Number of Children 

2 

4 

4 

2 

1 

2 

1 

1 

1 
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parentheses are presented according to each research question that guided this study. 

Some categories represent responses relevant for all research questions. 

Research Question I 
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Research Question I was: What are adolescent mothers' attitudes concerning 

prevention of in-home unintentional injuries to young children? Research Question I was 

answered by participants' responses to question I from the Attitudes Regarding Injury 

Prevention (ARIP) interview guide, questions 2 through 5 from the ARIP interview guide 

that were accompanied by six photographs, and question 8 from the Subjective Norms and 

Perceived Behavioral Control (SNPBC) interview guide. The questions were: (a) What 

do you think are the most common injuries that happen in the home to children under 5 

years of age?, (b) How likely is it that an injury will happen in this situation?, ( c) If an 

injury should happen, how badly hurt would the child be?, ( d) What should the mother 

do?, (e) How important are the mother's actions?, and (f) What else would you like to add 

about making your home safe for your child(ren)? 

Four categories emerged from data generated from questions I through 5 from the 

ARIP interview guide and question 8 from the SNPBC interview guide that represented 

the mother's knowledge and attitudes regarding common childhood injuries, severity of 

injuries, parental actions to prevent injuries, and value of preventive actions. The four 

categories are: Childhood Dangers, Detrimental Outcomes, Safeguarding Children, and 

Significance of Safeguarding. Categories, definitions of categories, themes, and examples 

of thematic units for each theme for Research Question 1 are represented in Table 3. 

Childhood Dangers The category of Childhood Dangers was defined as hazardous 

situations that can lead to harm, and the probability that harm will occur, expressed in 

terms such as "likely", "depends", and "not likely". Childhood Dangers consisted of four 

themes: environmental hazards, parental inattention, childhood skills, and likelihood of 



Table 3 

Research Question I-Mothers' Attitudes· Categories and Definitions, Themes, and 

Thematic Units 

Category 

Childhood Dangers-Hazardous situations that can lead to potential harm, and the 

probability that harm will occur, expressed in terms such as "likely", "depends", and "not 

likely" 

Theme 

Environmental hazards 

Parental inattention 

Thematic Unit 

"They eat things they're not suppose to" 

"Leaving the kid unattended" 
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Childhood skills "As the older one is getting bigger, she gets into 
more things that I can't really keep away from her" 

Likelihood of injury "Oh, very, very, very likely" 

Detrimental Outcomes-Physical or psychological damage resulting from hazards, and 

relative degree of severity, expressed in terms such as "seriously", "badly", and "not 

serious". 

Theme 

Physical trauma 

Becoming ill 

Asphyxiation 

Poisoning 

Death 

Thematic Unit 

"She could get brain damage" 

"Baby would probably get into the products and get 
sick" 

"She could suffocate with the bag" 

"He could probably get poisoned on the soap and 
all stuff' 

"She might not live" 
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Table 3-Continued 

Category 

Detrimental Outcomes-Continued 

Themes Thematic Units 

Medical attention 

Maternal outcomes 

"She can end up in the hospital for a long time" 

"She can have her daughter taken away from her for 
not being a responsible parent" 

Severity of injury "The child could be severely hurt" 

Safeguarding Children-Actions taken to protect young children from dangers. 

Theme Thematic Unit 

Modifying parental behavior "Watch the child closely" 

Eliminating environmental hazards "Take the bag away" 

Changing child activities "Make sure the child's not playing with any of the 
knobs on the stove" 

Significance of Safeguarding-Relative degree of importance of actions taken to protect 

young children from harm, expressed in such terms ranging from "very important", "not 

important", or "life or death" . 

Theme 

Important 

Life or death situation 

Circumstantial or unimportant 

Preventing harm 

Thematic Unit 

"Very important" 

"Depends on life or death of the child" 

"Not important at all" 

"Very important because they could get very 
injured" 
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mJury. In the theme oflikelihood of injury, two out of 56 thematic units represented a 

"not likely" response to the possibility that injuries would occur in six photographs of 

potential harmful situations. Examples of thematic units that best exemplify the themes of 

environmental hazards, parental inattention, childhood skills, and likelihood of injury were, 

respectively, "They get those balloons and swallow them" (13), "Parents not watching 

their kids" (06), "Getting into a lot of stuff they're not suppose to be" (14), and "There's a 

good possibility" (12). 

Detrimental Outcomes The category of Detrimental Outcomes is defined as physical 

or psychological damage resulting from hazards, and relative degree of severity, expressed 

in terms such as "seriously", "badly", and "not serious" . This category represented 

participant responses regarding consequences of dangers for the child or the mother, and 

the seriousness of physical or emotional damage resulting from dangers. Eight themes 

reflect Detrimental Outcomes: physical trauma, becoming ill, asphyxiation, poisoning, 

death, medical attention, maternal outcomes, and severity of injury. Of the 71 thematic 

units representing the theme of severity of injury, three thematic units identified potential 

injuries from the six photographs depicting hazardous situations for young children as "not 

serious". Examples of thematic units that best represent the themes of physical trauma, 

becoming ill, asphyxiation, poisoning, death, medical attention, maternal outcomes, and 

severity of injury were, respectively, "The baby will fall off the bed and bust his head on 

the ground" (11), "She could get really sick" (16), "She can put it [plastic bag] over her 

head and suffocate herself' (04), "The baby could drink some of this, these cleaners, and 

get poisoned" (07), "The child can die from that" (18), "The baby would have to go to the 

hospital" (06), "She can get in trouble for it" (04), and "Pretty, pretty likely that there's 

going to be some severe consequences" ( 15). 
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Safeguarding Children The category of Safeguarding Children is defined as actions 

taken to protect young children from dangers, and describes behaviors and environmental 

modifications that parents can implement to protect young children from becoming 

injured. Safeguarding Children consisted of three themes: modifying parental behavior, 

eliminating environmental hazards, and changing child activities. Of the 341 thematic 

units identified from responses that reflected actions that protect young children from 

harm, 87 thematic units were consistent with passive strategies. Examples of thematic 

units that illustrate the themes of modifying parental behavior, eliminating environmental 

hazards, and changing child activities were, respectively, "Try to be more careful" (10), 

"Her dangerous supplies shouldn't be underneath the kitchen sink. They should be up in a 

higher cupboard", and "Make sure she doesn't climb up on the crib" (20). 

Significance of Safeguarding The category of Significance of Safeguarding is defined 

as the relative degree of importance placed on actions taken to protect young children 

from harm, expressed in such terms as "very important", "not important", and "life and 

death". There were four themes for the category of Significance of Safeguarding: 

important, life and death situation, circumstantial or unimportant, and preventing harm. 

Of 113 thematic units represented in the category of Significance of Safeguarding, three 

thematic units reflected responses from the theme circumstantial or unimportant. 

Examples of thematic units that best exemplify the themes of important, life and death 

situation, circumstantial or unimportant, and preventing harm were, respectively, "It's real 

important" (09), "Very important cause [.sic.] she could die" (05), '.'Some are good; some 

are bad" (06), and "Very important cause [sic] something could happen before she realizes 

it" (10). 

In summary, questions 1 through 5 from the ARIP interview guide and question 8 from 

the SNPBC interview guide answered Research Question 1. Four categories emerged 
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from analysis of data: Childhood Dangers with four themes, Detrimental Outcomes with 

eight themes, Safeguarding Children with three themes, and Significance of Safeguarding 

with four themes. 

Research Question 2 

Research Question 2 was: What subjective norms aid or do not aid adolescent mothers 

with preventing in-home unintentional injuries to young children? Research Question 2 

was answered by responses from participants of the study to questions 1 through 5 from 

the SNPBC interview guide. Questions 1 through 5 are, respectively: (a) Who/what gives 

you advice or information about making your home safe for your child(ren)?, (b) How 

helpful is the advice or information?, ( c) What have others told you about making your 

home safe for your child(ren)?, (d) Did you feel you needed their help?, and (e) Why/why 

not? 

Five categories emerged from the data generated from questions 1 through 5 from the 

SNPBC interview guide that described subjective norms, information provided by 

subjective norms, and helpfulness of the information received by participants of the study, 

and the need for advice as perceived by the adolescent mothers. The categories that 

answered Research Question 2 are: Sources of Information, Desire for Knowledge, 

Detrimental Outcomes, Safeguarding Children, and Significance of Safeguarding. Not all 

themes from previously mentioned categories of Detrimental Outcomes, Safeguarding 

Children, and Significance of Safeguarding are evident in responses that answered 

Research Question 2. Categories, definitions of categories, themes, and examples of 

thematic units that represent each theme relevant for Research Question 2 are identified on 

Table 4. 
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Table 4 

Research Question 2-Subjective Norms· Categories and Definitions, Themes, and 

Thematic Units 

Category 

Sources of Information-Origin of awareness regarding safety for young children. 

Theme Thematic Unit 

Family member "Well, my mom's here. She could tell me" 

Professional sources "My public health nurse" 

Friends "A lot of my friends have kids" 

Media and literature "I go on the web a lot" 

Experience and self-knowledge "I guess I kind of learned on my own" 

Desire For Knowledge-Perception of mothers regarding the need for information as 

evident in responses such as "yes" to "not necessarily needed", and helpfulness of advice 

from sources of information. 

Theme 

Being unaware 

Becoming aware 

Needing help 

Helpfulness of information 

Thematic Unit 

"Basically, they don't tell me anything" 

"I was really surprised. I know somethings [sic] 
about safety for babies, but there's a lot of stuff that 
surprised me too. I didn't think about leaving a 
pail of mop water out. I didn't think about that and 
stuff like common accidents. Stuff I didn't really 
think about" 

"You always need help. You always need advice 
from other people. They're [ children] not easy" 

"It's [information] helpful" 
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Table 4-Continued 

Category 

Safeguarding Children-Actions taken to protect young children from dangers. 

Theme Thematic Unit 

Modifying parental behavior "They say to crawl around on your knees and make 
sure there's nothing on the child's reach. To put 
everything, when you're on your knees, up higher. 
I'm sure there's much more" 

Eliminating environmental hazards "Put a gate around your pool" 

Changing child activities "Make sure that they can't put their things in outlets" 

Detrimental Outcomes-Specifically expressed potential physical or psychological damage 

resulting from hazardous situations. 

Theme 

Physical trauma 

Asphyxiation 

Thematic Unit 

"If you could hurt yourself, if you could accidentally 
hurt yourself on something, you're probably going 
the [sic] hurt himself on it" 

"I will come over here and she'll be by herself with 
the bottle, and she could get choked" 

Significance of Safeguarding-Relative degree of importance placed on actions taken to 

protect young children from harm, expressed in such terms ranging from "very important", 

"not important", to "life or death". 

Theme 

Preventing harm 

Thematic Unit 

"That it's important to have a safe home to prevent 
injuries" 
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Sources oflnformation The category of Sources oflnformation, defined as origin of 

awareness regarding safety for young children, consisted of five themes: family members, 

professional sources, friends, media and literature, and experience and self-knowledge. 

From the 89 thematic units reflecting the category of Sources of Information, professional 

sources and media and literature had the most responses, followed, respectively, by 

experience and self-knowledge, family members, and friends. Examples of thematic units 

that represent the themes of family members, professional sources, friends, media and 

literature, and experience and self-knowledge were, respectively, "My mom tells me. 

She'11 tell me the consequences of what happens ifl do this or I do that" (02), "I get advice 

from school", "I have friends who had kids so I already know all the stuff anyway" ( 11 ), 

"I've read a lot of different papers, books, a lot of literature that's given me a lot of good 

tips" (15), and "Things I know" (07). 

Desire for Knowledge The category of Desire for Knowledge is defined as the 

perception of mothers regarding the need for information as evident in responses such as 

"yes" to "not necessarily needed", and helpfulness of advice from sources of information. 

Four themes are contained in the category of Desire for Knowledge: being unaware, 

becoming aware, needing help, and helpfulness of information. Examples of thematic 

units that reflect the themes of unaware, becoming aware, needing help, and helpfulness of 

information were, respectively, "I don't know too much about it" (03), "I learn something, 

for example, not to put my baby on his stomach in the crib or something, which I didn't 

know that at first, and when they told me that, I was surprised, and I was glad that I learn 

it before it's too late" (04), "Not that I really needed it" (19), and "Any type of advice 

anybody can give me is always helpful if it's going to benefit my children" (18). 

Safeguarding Children The category of Safeguarding Children, defined as actions 

taken to protect young children from dangers, was reflected in responses from participants 
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to question 3 from the SNPBC interview guide. Three themes were evident when 

analyzing the data for Research Question 2: modifying parental behavior, environmental 

hazards, and changing child activities. Examples of thematic units that exemplify the 

themes of modifying parental behavior, environmental hazards, and changing child 

activities were, respectively, "It's a lot easier if you watch the baby. It would not get hurt 

or nothing [sic] like that" (06), "Just make sure there's not any water in the tub after 

you've done taking a bath" (16), and "Make sure they can't get into things they're not 

suppose to" (08). 

Detrimental Outcomes The category ofDetrimental Outcomes is defined as physical 

or psychological damage resulting from hazards, and the probability that harm will occur 

situations, expressed in terms such as "seriously", "badly", and "not serious". Two 

themes emerged in the category of Detrimental Outcomes that reflected responses from 

participants that answered Research Question 2: physical trauma and asphyxiation. 

Examples of thematic units that represent the themes of physical trauma and asphyxiation 

were, respectively, "I have 13 cousins and I have a brother and two sisters, and there's so 

many ways they can hurt theirselves [sic.]. It's just unbelievable on how things ... you don't 

realize it. They throw theirselves [sic.] back and fall off things, or you can accidentally 

drop the. There's just so many ways they could hurt theirselves [sic.]" (12), and "She 

could choke while she has the bottle in her mouth" (13) . 

Significance of Safeguarding The category Significance of Safeguarding, defined as 

the relative degree of importance placed on actions taken to protect young children from 

harm expressed in such terms ranging from "very important", "not important", to "life or 

death", was represented by one theme from the category of Significance of Safeguarding 

that answered Research Question 2. The theme was preventing harm, and an example of a 

thematic unit was, "That it's important to have a safe home to prevent injuries" (20)" 
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In summary, responses from participants to questions 1 through 5 from the SNPBC 

interview guide answered Research Question 2. Five categories emerged from the analysis 

of data: Sources of Information with five themes, Desire for Knowledge with four 

themes, Safeguarding Children with two themes, and Significance of Safeguarding with 

one theme. 

Research Question 3 

Research Question 3 was: What are perceived behavioral controls of adolescent 

mothers regarding prevention of in-home unintentional injuries to young children? 

Responses from participants to questions 6 and 7 from the SNPBC interview guide 

answered Research Question 3. Questions 6 and 7 were, respectively: (a) What 

makes/might make it easy to make your home safe for your child(ren)? and (b) What 

makes/might make it hard to make your home safe for your child( ren )? 

Four categories emerged from data analysis of responses from participants describing 

facilitators and barriers that aided or impeded the abilities of adolescent mothers to 

provide a safe home environment for their children. The categories were: Sources of 

Information, Desire for Knowledge, Childhood Dangers, and Safeguarding Children. As 

previously discussed, not all themes in Sources oflnformation, Desire for Knowledge, 

Childhood Dangers, and Safeguarding Children emerged from responses that answered 

Research Question 3. Categories, definitions of the categories, themes applicable for 

Research Question 3, and examples of thematic units representative of the themes are 

presented in Table 5. 

· Sources of Information Although the category of Sources of Information, described 

as the origin of awareness regarding safety for young children, consisted of five themes, 

only one theme was relevant for answering Research Question 3. The theme that reflected 



78 

Table 5 

Research Question 3-Perceived Behavioral Control· Categories and Definitions, Themes, 

and Thematic Units 

Category 

Sources of Information-Origin of awareness regarding safety for young children. 

Theme Thematic Unit 

Experience and self-knowledge "Common sense" 

Desire For Knowledge-Perception of mothers regarding the need for information as 

evident in responses such as "yes" to "not necessarily needed", and helpfulness of advice 

from sources of information. 

Theme 

Being unaware 

Becoming aware 

Thematic Unit 

"I don't know" 

"When I didn't know that I was suppose to not leave 
her by herself, and I left her with the bottle" 

Childhood Dangers-Hazardous situations that can lead to harm, and the probability that 

harm will occur. Some responses of probability are expressed in terms such as "likely", . 

"depends", and "not likely". 

Theme 

Environmental hazards 

Childhood skills 

Thematic Unit 

"Coffee tables and stuff they can fall on and hit their 
heads. Stuff you can't take them[~] out of the 
house. They have to be there. Chairs and tables 
and stuff. They can fall off beds. You have to have 
a bed" 

"As the older one is getting bigger, she gets into 
more things that I can't really keep away from her" 
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Table 5-Continued 

Category 

Safeguarding Children-Actions taken to protect young children from dangers. 

Theme Thematic Unit 

Modifying parental behavior "Just to watch" 

Eliminating environmental hazards "Get things out of the main cupboards. Get them on 
a higher shelf' 

Changing child activities "Make sure they don't get into things" 
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the category of Sources oflnformation was experience and knowledge. An example of a 

thematic unit is, "Common sense" (15). 

Desire for Knowledge The category of Desire for Knowledge is defined as the 

perception of mothers regarding the need for information as evident in responses such as 

"yes" to "not necessarily needed", and helpfulness of advice from sources of information. 

The category of Desire for Knowledge contained two themes reflecting responses that 

answered Research Question 3: being unaware and becoming aware. Examples of 

thematic units that reflect the themes of unaware and becoming aware were, respectively, 

"I don't know" (09), and "When I didn't know that I was suppose to not leave her by 

herself, and I left her with the bottle" (13). 

Childhood Dangers The category of Childhood Dangers is defined as hazardous 

situations that can lead to harm, and the probability that harm will occur, expressed in 

terms such as "likely", "depends", and "not likely". Two themes emerged from data 

analysis of responses from participants that answered Research Question 3: environmental 

hazards and childhood skills. Examples of thematic units that exemplify the themes of 

environment hazards and childhood skills were, respectively, "Having things around, like 

you need around the house [sic], like knives [ and] plastic bags that you need to carry your 

stuff in. Just dangerous things around the house, but you need them [sic], like the 

cleaning stuff'' (14), and "When they're young, you don't know if they're going to crawl 

yet. You don't know what they're going to get into" (02) . 

Safeguarding Children The category of Safeguarding Children, described as actions 

taken to protect young children from dangers, had three themes that evolved from 

responses of the participants to Research Question 3. The three themes were: modifying 

parental behavior, eliminating environmental hazards, and changing child activities. 

Examples of thematic units that reflect the themes of modifying parental behavior, 
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eliminating environmental hazards, and changing child activities were, respectively, 

"Always watching baby. Can't take your eyes off him. They're just little ones" (03), "To 

keep it clean to where the baby can't pick up things and eat them" (17), and "Put the baby 

in a room by himself' (10). 

In summary, questions 6 and 7 from the SNPBC interview guide answered Research 

Question 3. Categories that emerged from data analysis relevant for Research Question 3 

are Sources of Information with one theme, Desire for Knowledge with two themes, 

Childhood Dangers with two themes, and Safeguarding Chi]dren with three themes. 

Incidental Finding 

During interviews with the sample population for this study, the researcher observed 

and informal1y recorded significant reactions to the interview questions, photographs 

depicting potentially harmful situations for young chi]dren, and injury prevention 

education provided by the researcher after comp]etion of the interviews. It was observed 

that the adolescent mothers were more talkative and animated when photographs were 

shown. In fact, one of the mothers interviewed asked the researcher to turn the tape 

recorder off so she could discuss the safety of the child in the photographs. 

The animation of participants during the interview accompanied by photographs was in 

contrast to their reactions when the researcher provided handouts with printed information 

regarding injury prevention at the completion of the interview. The affect of participants 

during injury prevention education with handouts was Jess animated, there were limited 

verbal responses, and questions asked about injury prevention were minima]. 

Summary 

A description of the sample for this study and results of data analysis using content 

analysis of responses from interviews of the sample were presented in Chapter 4. 

Categories and themes that emerged from the data and that were relevant for each 
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research question were described. The four categories that reflected Research Question I 

regarding attitudes of adolescent mothers concerning injuries and prevention of injuries to 

young children were Childhood Dangers, Detrimental Outcomes, Safeguarding Children, 

and Significance of Safeguarding. The five categories that described information 

regarding social norms in Research Question 2 were Sources oflnformation, Desire For 

Knowledge, Safeguarding Children, Detrimental Outcomes, and Significance of 

Safeguarding. The four categories that answered Research Question 3 regarding the 

influence of perceived behavioral controls in providing a safe home were Sources of 

Knowledge, Desire For Knowledge, Childhood Dangers, and Safeguarding Children. 
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Chapter 5 presents the relationship of the findings to the conceptual framework and 

relevance of the finding to review of the literature. Limitations of the study, implications 

for nursing, and recommendations for future research are also discussed. 

Relationship of Results to Conceptual Framework 

Ajzen's (1988) Theory of Planned Behavior (TPB) provided the conceptual framework 

for this study. The constructs of attitudes, subjective norms, and perceived behavioral 

control are the components of the TPB that guided the interpretations of the findings 

regarding adolescent mothers' perceptions of childhood unintentional injuries and 

prevention strategies. 

According to Ajzen (1988), an individual is more likely to perform a particular 

behavior when the three constructs of attitudes, subjective norms, and perceived 

behavioral control are evident and positively valued by the individual. The behavioral 

outcome is dependent on whether a person believes positively valued outcomes will result 

from the behavior, if the person is motivated by subjective norms to perform the behavior, 

and if there are no barriers preventing the person from performing the behavior. 

Attitudes 

Attitudes regarding behaviors, outcomes of performance, and the negative or positive 

evaluation of the outcomes are reflected in categories of Childhood Dangers, Detrimental 

Outcomes, Safeguarding Children, and Significance of Safeguarding. There are several 

aspects inclusive of attitudes that are addressed in themes contained in each of the 

categories. 

It is imperative that mothers have a basic knowledge regarding injuries and preventive 

strategies before intended behaviors for protecting children from harm are implemented. 
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Participants for this study were able to identify common childhood injuries that occur in 

the home to young children under the age of 5 years, such as airway obstruction, falls, 

drowning, poisoning, burns and fires, and firearm injuries. Knowledge of common 

injuries, the probability that injuries could occur in predetermined situations, and severity 

of injuries were reflected in the themes of environmental hazards, limited childhood skills, 

and likelihood of injury in the categories of Childhood Dangers, and the themes of physical 

trauma, asphyxiation, poisoning, and severity of injury in the category of Detrimental 

Outcomes. Responses from participants that reflected the themes of likelihood of injury 

and severity of injury demonstrated that the majority of adolescent mothers believed an 

injury would occur to the child in the photographs of potentially injurious situations, and 

the injuries sustained by children would be serious. 

The category of Safeguarding Children also reflected mothers' knowledge of various 

strategies used by parents to prevent harm from occurring to their children. Themes in 

Safeguarding Children that demonstrated knowledge of common preventive strategies 

were modifying parental behavior, eliminating environmental hazards, and changing child 

activities. 

Another aspect of the construct of attitudes (Ajzen, 1988) is the importance or value 

an individual places on behavior. The category of Significance of Safeguarding described 

the value participants place on the actions taken by mothers to prevent harm from 

occurring their children. The themes that reflected the importance placed on actions that 

protect children from harm were important, life or death, circumstantial or unimportant, 

and preventing harm. Responses from most of the participants of this study reflected the 

belief that adolescent mothers value strategies that protect their children from harm. 
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Subjective Norms 

The construct of subjective norms was identified from the data in categories Sources of 

Information, Detrimental Outcomes, Safeguarding Children, Significance of Safeguarding, 

and Desire for Knowledge. A variety of information sources was used by participants as 

evident in the themes family members, professional sources, others, media and literature, 

and experience and self-knowledge. Sources of Information provided knowledge and 

advice regarding types of injuries that occur to young children and actions parents can 

take to protect children from harm. Data indicative of knowledge and information 

obtained from subjective norms were evident in the themes of modifying parental 

behavior, eliminating environmental hazards, and changing child activities reflected in the 

category of Safeguarding Children; themes of physical trauma and potential asphyxiation 

from the category of Detrimental Outcomes; and the theme of preventing harm from 

category Significance of Safeguarding. 

An important aspect of the construct of subjective norms described by Ajzen ( 1988) is 

whether the information or advice received from subjective norms is positively valued by 

the mothers in motivating them to perform the intended behavior. Motivation and 

helpfulness of information from subjective norms identified by participants were evident in 

the category of Desire for Knowledge and in the themes of being aware, becoming aware, 

needing help, and helpfulness of information. Although all mothers interviewed stated that 

the information received from subjective norms was helpful, not all interviewees said they 

needed the information. 

Perceived Behavioral Control 

The construct of perceived behavioral control was identified from the data reflected in 

the categories Sources of Information, Desire For Knowledge, Detrimental Outcomes, and 

Safeguarding Children. Ajzen (1988) states that an individual may believe that an intended 



86 

behavior is important, be motivated to perform the behavior, and value information from 

subjective norms regarding the behavior. However, if there are too many conditions 

existing that constrain the individual's ability to perform the behavior, the behavior will not 

be carried out. Data that reflect factors that facilitated or impeded the mother's ability to 

perform the behavior were reflected in the theme of experience and self-knowledge from 

the category of Sources of Knowledge; themes of being unaware and becoming aware 

from the category of Desire for Knowledge; themes of environmental hazards and 

childhood skills from the category of Childhood Dangers, and themes of modifying 

parental behavior, eliminating environmental hazards, and changing child activities from 

the category of Safeguarding Children. 

In summary, the concepts of attitudes, subjective norms, and perceived behavioral 

control represented in the TPB were relevant for establishing a framework for 

categorizing data from responses elicited from the interviews. Responses reflecting 

attitudes and subjective norms were easier to categorize, whereas responses to questions 

regarding perceived behavioral control were represented in the same categories as 

attitudes and subjective norms, making the concept less distinct. 

Relationship of Results to Literature Review 

Limited information exists in the literature regarding the prevention of in-home 

unintentional injuries to young children by adolescent mothers, thereby restricting the 

ability to compare results of this study to that of other research. Therefore, the 

relationship of this study to relevant studies cited in Chapter 2 reflects comparison with 

literature on the general population of parents. 

Attitudes and Knowledge 

According to the constructs of the TPB, information is a factor that influences attitudes 

and behavior. In studies by Halperin, Bass, and Mehta (1983) and Rivara and Howard 
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(1982), it was concluded that parents of young children have a knowledge deficit 

regarding injury prevention and safety measures necessary to protect young children. In 

this study, the category of Safeguarding Children, the themes of modifying parental 

behavior, eliminating environmental hazards, and changing child activities evolved from 

data reflecting responses from participants that described actions parents can take to 

protect children from harm. Although participants of this study identified numerous ways 

to protect young children from harm, some of the preventive measures described by the 

participants were not appropriate for safeguarding young children. For example, one 

mother stated that it is "Okay to have a kid in the kitchen as long as you're watching them" 

while the mother is cooking. Several responses indicated that the baby should be placed in 

the middle of the bed, and others felt mothers should place blankets and pi1lows around 

the child while they are on the bed. Several participants also expressed the need to teach 

small children, who may be too young to understand, about playing with hazards such as 

guns or fire. 

When comparing the three strategies of (a) legislation and law enforcement, (b) 

engineering and technology, and ( c) education and behavior change that are used to 

decrease injuries (Sheet & Gielen, 1998), most responses by participants in this study 

indicated that active strategies were used to prevent harm from occurring to young 

children. The use of active strategies is reflected in the category of Safeguarding Children. 

The major disadvantage to using actions that involve behavior change is that actions need 

to be implemented continuously and consistently if the strategy is to continue and be 

effective. When combined with one of the other two strategies, education and behavior 

change can be very effective in preventing injuries (Plees & Arsenault, 1987). 

In one study (Eichelberger, Gotschall, Feely, Harstad, & Bowman, 1990), parents from 

lower SES underestimated injury risks and verbalized fewer precautionary measures to 



prevent injuries to children. The finding by Eichelberger et al. was not consistent with 

findings from this study. Both identification of injury risks and verbalization regarding 

preventive measures used by parent to safeguard young children were expressed by 

participants of this study, and were reflected in the categories of Childhood Dangers and 

Safeguarding Children. 
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In another study (McClure, Martinez, & Cohen, 1996) comparing adolescent expectant 

mothers to adult mothers, the adolescent expectant mothers rated simulated situations 

more likely to end in injury and understood the need to intercede in potentially dangerous 

situations involving children. Glik, Kronenfeld, and Jackson ( 1991) also found that 

persons with lower SES incomes reported higher perceived risks, and Gielen et al. (1995), 

concluded that parents expressed positive attitudes regarding prevention of childhood 

injuries. These findings are consistent with finding from this study and are reflected in the 

theme likelihood of injury from the category of Detrimental Outcomes and the themes of 

important, life or death situation, circumstantial or unimportant, and preventing harm in 

the category of Significance of Safeguarding. The majority of responses from the 

adolescent mothers participating in this study indicated that their perception was that 

injuries were likely to occur to the child in the six photographs of potentially dangerous 

situations, and that actions taken by the mother to protect the child are important. 

Subjective Norms 

Several studies (Evans & Kohli, 1997; Gielen, Wilson, Faden, Wissow, & Harvilchuck, 

1995; Sellstrom & Bremberg, 1996) suggested that parents receiv~ most of their 

information about in-home safety measures from family, friends, health professionals and 

media. The same sources were cited by participants of this study as providers of 

information in the category of Sources of Information and themes of family members, 

professional sources, friends, and media and literature. However, many adolescent 
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mothers participating in this study indicated that much of their information regarding 

prevention of injuries was intuitive or learned, as reflected in the theme of experience and 

self-knowledge. A number of responses from the participants of this study indicate that 

professional sources, media, literature, experience, and self-learning are the primary 

sources of information. 

In the study by Eicheberger, Gotschall, Feely, Harstad and Bowmen (1990), the 

researchers concluded that mothers felt they needed additional education regarding safety 

measures. In contrast to the previous study, Mulligan-Smith, Puranik, and Coffman 

(1998) found that 66% of parents did not need additional information regarding injury 

prevention in the home. In this study, the need for information was consistent with the 

desire for more information about preventing injuries to young children and was evident in 

the category of Desire For Knowledge and the theme of needing help. Most adolescent 

mothers participating in this study indicated that the information they received from 

sources was not only needed, but the advice they received was beneficial as reflected in 

the theme of helpfulness of information. 

Perceived Behavioral Control 

There was limited information regarding perceived behavioral control in the literature. 

Authors who discussed factors that hindered the ability of parents to provide safety 

strategies for young children in the home mentioned frequent moves (Gielen et al. , 1995), 

limited income to purchase items needed for safety (Evans & Kohle, 1997; Gielen et al. ; 

Glik, Kronenfeld, & Jackson, 1993; Glik, Greaves, Kronenfeld, & Jackson, 1993; 

Kendrick, 1994), housing conditions (Gielen et al.), and unrealistic perceptions of child 

development (Kendrick). Adolescent mothers participating in this study indicated that 

availability of safety devices for the home due to limited finances was one factor that 

hindered the ability to provide a safe home environment, and perceptions of child 
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development was another factor. Availability of safety devices was reflected in the theme 

of eliminating environmental hazards in the category of Safeguarding Children, and 

perceptions of child development is evident in the theme of limited childhood skill in the 

category of Childhood Dangers. 

GJik, Kronenfeld, and Jackson (1993) concluded that less aflluent households were as 

effective in supervising their children as households of higher SES. However, more active 

interventions were used due to the limited availability of passive interventions. This 

finding is consistent with results of this study as evident in responses in the category of 

Safeguarding Children. 

In summary, the literature and its relationship to results of this study indicate that 

adolescent mothers can identify and have some knowledge regarding common childhood 

injuries and preventive strategies; the probability that an injury could occur in 

predetermined situations was verbalized by most participants; some responses by 

participants identifying preventive strategies for fall, bums, and firearms prevention are 

questionable; and active strategies are suggested more for preventing injuries than passive 

strategies. Adolescent mothers identified professional sources, media, literature, 

experience, and self-knowledge as their major sources of information, followed by family 

and friends. All participants indicated that information from sources was helpful, and most 

stated advice from others was needed. Factors consistent with the literature that hinder 

the ability of adolescent mothers to provide safe homes were lack of finances to purchase 

safety devices for the home and unrealistic perceptions of childhood development. 

Participants' ability to identify injury risks to young children and verbalize preventive 

strategies, identification of professionals as a primary source of information in lieu of 

family and friends, and participants' desires for additional information regarding prevention 
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of injuries to young children that were found in this study were inconsistent with findings 

from some of the studies reviewed in the literature. 

Limitations of the Study 

One limitation of this study is the small sample size, which limited the possibility for 

extensive analysis of applicability of the constructs of the conceptual framework. Another 

limitation is selection bias due to referral of participants into the study by professionals 

who educate and care for adolescent mothers. For example, over half the participants of 

this study were referred by public health nurses or attended the TAPP program through 

local high schools. Both public health nurses and educators in TAPP provide education 

and information during pregnancy and early parenting, which may have influenced 

participants' views regarding childhood injury prevention. Thus, participants for this study 

had the advantage of possibly receiving previous information regarding home safety. 

The length and wording of the questionnaires were limiting. Not only were the two 

interview guides lengthy, but wording of questions may have been confusing to the 

participants. For example, questions that addressed Research Question 3 were not clear 

to some of the participants of the study. Therefore, identification of facilitators and 

barriers to safeguarding children was not fully explored. Perceived behavioral control was 

not clearly distinguishable as a construct of the TPB, and vagueness of the construct was 

reflected by the low percent of agreeability during intercoder reliability. Most responses 

from participants regarding perceived behavioral control were reflected in other 

categories, suggesting that adolescent mothers in this study may have incorporated 

perceived controls into the evaluation of their attitudes of injuries and preventive 

strategies. 
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Implications for Nursing 

Unintentional injuries are the cause of high morbidity and mortality to young children 

in the home and is a major concern for health care providers in public health. Teen 

pregnancies have increased over the years and the literature (Bourguet & McArtor, 1989; 

Cummings, Theis, Mueller, & Rivara, 1994; Scheeler, Mitchel, & Ray, 1997; Taylor, 

Wadsworth, & Butler, 1883; Wadsworth, Burnne11, Taylor, & Butler; Wicklund, Moss, & 

Frost, 1984) indicates that the incidence of unintentional injuries is higher in sma11 children 

with younger mothers. There is no reported information regarding what young mothers 

know about unintentional injuries to young children, how young mothers reach decisions 

to implement protective strategies, what young mothers know about protecting young 

children, who or what influences their decisions, and what factors would assist them in 

providing a safe environment for their children. 

Nurses who care for adolescent mothers and their children are in the forefront for 

creating programs for teens that could increase their knowledge and skills in parenting. 

The categories and themes identified in this study can be used by nurses caring for 

adolescents who are expecting or parenting young children by assessing knowledge and 

attitudes regarding childhood safety in the home, who or what their sources of information 

are, and what helps or hinders their abilities to provide safe homes for their children. For 

example, in the category of Sources oflnformation, the adolescent mothers participating 

in this study identified computer websites as a media source of information. Nurses can 

develop programs centered around computers that would appeal to adolescent mothers, 

such as interactive programs and chat rooms, and provide website addresses where safety 

information can be obtained. Adolescents are learning and using technology, and nurses 

can capture this method of relaying health and safety related information. 
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Other sources of information cited by adolescent mothers in the theme of friends were 

peers. Nurses can facilitate group education by inviting peers of adolescents who are 

experienced in parenting young children. Since a major influence and provider of 

information for adolescent mothers is a family member, nurses and other health 

professionals need to target families of adolescents. Health education programs need to 

include other family members in the plan of care for adolescent mothers to be effective in 

facilitating intended behavior of preventing injuries in the home to young children. 

In assessing attitudes and behaviors of adolescent mothers regarding in-home safety for 

young children, the category of Safeguarding Children revealed some areas of concern 

regarding misinformation. Knowing areas of misinformation or lack of information such 

as falls, burns, and firearm injuries would enable nurses to concentrate their educational 

efforts in those areas and afford nurses the opportunity to discuss normal growth and 

development of children with adolescent mothers. 

Knowledge of various approaches to education that appeal to adolescent mothers in 

the learning process regarding injury prevention would enable nurses to deliver 

information in the most effective way. For example, the use of photographs to depict 

potentially harmful situations for young children used for this study stimulated 

participation regarding injuries with participants. 

An issue reflected in the category of Safeguarding Children is the number of responses 

from adolescent mothers on their use of active versus passive strategies in preventing 

childhood injuries. There were more responses from participants indicating their use of 

active injury preventive strategies. The nurse can use this information in exploring with 

adolescent mothers various ways to increase the use of passive strategies in the home to 

safeguard children. 



94 

Another area that could be assessed is the perceived behavioral controls. Nurses can 

use this information in providing anticipatory guidance to adolescents who are pregnant, 

and aid the nurse in finding community agencies that provide assistance to adolescent 

mothers. For example, if a teen mother identifies lack of money as something that affects 

her ability to provide a safe home for her child, the nurse can assist in finding community 

agencies that could provide financial aid or contribute safety items for the home at low or 

no cost to the mother. 

Recommendations for Future Research 

Based on the results of this study, the following recommendation for nursing are as 

follows: 

1. To verify transferability of the results of this study, conduct a similar study with an 

adolescent population that is not receiving services from health care professionals or 

educational institutions. 

2. Explore perceptions of pregnant adolescents regarding prevention of unintentional 

injuries in the home to young children. 

3. Conduct a study comparing perceptions of injury preventive strategies of adolescent 

mothers to their behaviors in providing in-home injury preventive strategies. 

4. Investigate cultural approaches for providing a safe home for young children. 

5. Conduct a study comparing modalities for educating adolescent mothers to 

determine the most effective methods for relaying information regarding home safety for 

young children. 

· 6. Refine researcher-developed instruments that will effectively capture the construct 

of perceived behavioral control. 



Summary 

Chapter 5 presented a discussion of the relationship of findings to the TPB and to the 

literature reviewed. Limitations of the study, implication for nursing, and 

recommendations for future research were also discussed. 
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Six categories emerged from content analysis of data that reflected attitudes, subjective 

norms, and perceived behavioral controls of adolescent mothers regarding unintentional 

injuries in the home to young children under 5 years of age. Results of this study can 

assist nurses in exploring educational alternatives and supportive care for adolescent 

mothers in the area of prevention of unintentional injuries. 
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HANDOUT FOR RECRUITING PARTICIPANTS 
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You Are Invited To Join A Study 

About Injuries That Happen To Children In The Home 

My name is Lynda Linker and I am a nurse. I am going to school at The University of 

Arizona. I am doing a study about what mothers think about injuries that happen to 

young children in the home. If you are 13 to 19 years of age and have a child under 5 

years of age, I need your help with a research study about keeping children safe in the 

home. This study will help nurses plan services that are helpful to mothers. 

Your help in this study is your choice and your answers are private. There are no risks 

or costs to you except for the time it will take to do an interview. If you can help, I will 

talk to you for about 40 to 50 minutes at a place you arrange with me. Your answers to 

questions will be included with other mothers' answers. Your name will not be used in 

the study. If you can help, let the nurse or home visitor know how I can contact you. 

Thank You! 
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Perceptions of Adolescent Mothers Regarding Prevention of 
Unintentional Injuries in Young Children 

Subject's Consent Form 
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I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I AM 
INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL PARTICIPATE 
IN IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL IND I CA TE THAT I HA VE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN 
INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I CAN 
KNOW THE NATURE OF THE RISKS OF MY PARTICIPATION AND CAN DECIDE TO 
PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED MANNER. 

Purpose 
I am being asked to voluntarily participate in the research study, "Perceptions of Adolescent Mothers 
Regarding Prevention ofUnintentional Injuries in Young Children". The purpose of the study is to 
describe perceptions of adolescent mothers regarding prevention of unintentional injuries to children 
under 5 years of age in the home, and people and things that help or do not help adolescent mothers make 
decisions about making the home safe. 

Selection Criteria 
I am being invited to participate, along with 19 other adolescent mothers, because I am 13 to 19 years of 
age, have a child under 5 years of age, and understand English. 

Procedures 
If I agree to take part in this study, I will be asked to complete a questionnaire and an interview given by a 
nurse researcher. General information regarding age of myself and child, schooling, marital status, 
ethnicity, finances, and residence will be asked along with questions about hazards that can occur to 
children in the home and people and things that help or do not help in making choices about home safety. 
It will take about 40-50 minutes to complete the interview at a place that is convenient to me, such as my 
home or at the clinic. I also agree to let the nurse researcher tape record the interview so that infonnation 
I give is recorded accurately. 

Risks 
There are no known risks or discomforts for participating in this study. 

Benefits 
I will receive verbal information from the nurse researcher regarding types of injuries that occur to young 
children in the home, a handout describing prevention of in-home childhood injuries, and the benefit of 
contributing knowledge which can help nurses and other health care professionals provide better care. 

Confidentiality 
I understand that all information I give will be confidential and only the nurse researcher, her research 
advisor, research committee, and a typist will have access to the information. I understand that after 
transcription of the taped interview, the tape will be destroyed. Instead of my name, a number will be 
used on aJl written reports so my answers will be confidential. l understand that general responses from 
this study will be published to help other health professionals benefit from the research, and that 
infom1ation from tlus study may be used in future studies by the nurse researcher. 
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Participation Costs and Subject Compensation 
The only cost incurred by me for participating in this study is the time it will take to complete an 
interview. At the end of the interview, I will receive a $20 gift certificate to purchase an age-appropriate 
toy for my child for participating in the study. 

If I would like more information, I should contact the principal researcher, Lynda Linker, BSN, RN, at 
(520) 648-6812. If I have questions concerning my rights as a research subject, I may call the Human 
Subjects Committee office at (520) 626-6721. 

AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, INCONVENIENCES, 
RISKS, AND BENEFITS HA VE BEEN EXPLAINED TO ME AND MY QUESTIONS HA VE BEEN 
ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT I AM 
FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING BAD 
FEELINGS OR AFFECTING MY MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT MAY 
BE ENDED BY THE INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE 
EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY 
WHICH MAY AFFECT MY WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL 
BE GIVEN TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT 
FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE 
WITH ACCESS RESTRICTED TO THE PRINCIPAL INVESTIGATOR, LYNDA A. LINKER, BSN, 
RN, OR AUTHORIZED REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND 
THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF 
THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date 

Parent/Legal Guardian Signature (if necessary) Date 

Witness (if necessary) Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby certify that to the best of 
my knowledge the person who is signing this consent form understands clearly the nature, demands, 
benefits, and risks involved in her participation and her signature is legally valid. A medical problems or 
language or educational barrier has not precluded this understanding. 

Signature of Investigator Date 
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APPROVAL FROM HUMAN SUBJECTS COMMITTEE 



THE UNIVERSITY OF 

Human Subjects Committee ARIZONA® 

8 January 1999 

Lynda A. Linker, BSN, RN 
c/o Kathleen M. May, DNSc 
College of Nursing 
PO BOX 210203 

HEALTH SCIENCES CENTER 
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1622 E. Mabel St. 
P.O. Box 245137 
Tucson, Arizona 85724-5137 
(520) 626-6721 

RE: PERCEPTIONS OF ADOLESCENT MOTHERS REGARDING PREVENTION OF 

UNINTENTIONAL INJURIES IN YOUNG CHILDREN 

Dear Ms. Linker: 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services [45 CFR Part 46 .101 (b) (2)] exempt this type of 
research from review by our Committee. 

Please be advised that clearance from academic and/or other 
official authorities for site(s) where proposed research is to be 
conducted must be obtained prior to performance of this study. 
Evidence of this must be submitted to the Human Subjects Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact thi s office. 

Sincerely, 

~-~~l~~, M.D. 
Chairman 
Human Subjects Committee 

JDP/js 
cc: Department/College Review Committee 
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LETTER OF APPROVAL FROM DIRECTOR OF PUBLIC HEAL TH NURSING 
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PIMA COUNTY HEALTH DEPARTMENT 
PUBLIC HEALTH NURSING DIVISION 

150 WEST CONGRESS+ TUCSON, AZ 85701-1333 
TELEPHONE: (520) 740-8611 

FAX NUMBER: (520) 791-0366 

February 5, 1999 

Lynda A Linker, B . S. N., R . N . 
1675 W. Twin Buttes Road 
Sahuarita, Arizona 85629 

Dear Lynda, 

I am so glad to see your progress on your study. 

I have talked with Dr. Elizabeth MacNeill, Chief Medical Officer, regarding your study 
and accessing potential subjects through her nurse practitioner/physician who work the 
Teen Clinic. She thought the study was great and fine for her staff to hand out the 
invitations. We both agree there are no problems anticipated using our sites for your 
study (North, South, East Offices' Well Child and Walk-in Immunization Clinics). You 
have our approval to use our sites for your study. 

Please let me know when you intend to approach our staff and enter our sites. I will 
notify staff to expect you and remind them of your purpose. I will also keep Dennis 
Douglas, Director of Pima County Health Department, Dr. MacNeill and Karen Martin, 
Manager ofKino Teen Center, informed of your progress and presence in our facilities . 
(See copy of e-mail attached.) 

Sincere~, 
.. -:<_.-· 

Janice L. Nusbaum, R. N ., M. N ., M. B . A 
Director of Public Health Nursing Division 

JLN:cg 
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Demographic Questionnaire 

Participant Code Number __ 

Date I I ------
M D y 

Length of Interview ____ I ___ I __ 
Start Time End Time Total Minutes 

Please fill in the blanks or circle the answer that best describes your situation. 

1. How old are you? __ 

2nd I I 2. How old is (are) your child(ren)? 1st __ / __ / __ ------
M D y 

3rd I I 
M D y 

3. Are you currently going to school? Yes No (Circle answer) 

4. What was the last grade you completed in school? __ 

5. Do you have a job outside the home? Yes No (Circle answer) 

6. What is your marital status? (Circle answer) 

Not married 
Married 
Divorced 
Widowed 
Separated 

7. Who do you live with? (Circle all that apply). 

My husband 
My husband's family 
My mother 
My father 
My stepmother 
My stepfather 
My boyfriend 
l\'ly boyfriend's family 
Foster parents 

Other family members 
By myself 
With friends 
Other 

M D y 
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8. What type of residence do you live in? (Circle answer) 

House 
Apartment 

Mobile Home 
Shelter 

9. Is your place of residence rented or owned? (Circle answer) 

Owned 
Rented 
Unknown 
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10. What are the "cross streets" nearest where you live? __________ & 

11. What is your income per year? (Circle answer) 

Under $15000 
$15001-20000 
$20001-30000 
$30001-40000 
$40001-50000 
Over $50000 
Unknown 

12. How would you best describe yourself? (Circle answer) 

Mexican, Mexican-American, Hispanic, Latino 
Anglo, Caucasian, White non-Latino 
African-American, Black non-Latino 
Native-American, American Indian 
Asian, Asian-American 
Other 

13. Many young children have injuries that happen in their homes. Has(have) your 
child(ren) had any injuries that happened in the home? Yes No (Circle answer) 

14. Whatkindofiajurywas~? ------------------~ 

15. If so, how old was(were) the child(ren) when the injury happened? _____ _ 

16. Who was with your child(ren) when the injury happened? ________ _ 

17. Was the injury(ies) treated by the doctor or in a hospital? Yes No (Circle answer) 
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Interview Guide 
Social Norms and Perceived Behavioral Control 

1. Who/what gives you advice or information about making your home safe for your 
child(ren)? 

2. How helpful is the advice or information? 

3. What have others told you about making your home safe for your child( ren )? 

4. Did you feel you needed their help? 

5. Why/Why not? 

6. What makes/might make it easy to make your home safe for your child(ren)? 

7. What makes/might make it hard to make your home safe for your child(ren)? 

8. What else would you like to add about making your home safe for your child(ren)? 
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Interview Guide With Photographs 
Attitudes Regarding Injury Prevention 
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1. What do you think are the most common injuries that happ~n in the home to children 
under 5 years of age? 

Show picture of potential airway obstruction situation and ask the following 
questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4. What should the mother do? 
5. How important are the mother's actions? 

Show picture of potential fall situation and ask the following questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4. What should the mother do? 
5. How important are the mother's actions? 

Show picture of potential drowning situation and ask the following questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4. What should the mother do? 
5. How important are the mother's actions? 

Show picture of potential poisoning situation and ask the following questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4. What should the mother do? 
5. How important are the mother's actions? 

Show picture of potential fire and burn situation and ask the following questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4. What should the mother do? 
5. How important are the mother's actions? 

Show picture of potential firearm injury situation and ask the following questions: 
2. How likely is it that an injury will happen in this situation? 
3. If an injury should happen, how severe would it be for the child? 
4 . What should the mother do? 
5. How important are the mother's actions? 
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PHOTOGRAPHS 

Airway Obstruction 

Falls 
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Drowning 

Poisoning 
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Burns and Fire 

Firearm Injury 
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