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Protective factors were also collected.

Purpose: The purpose of this study was to examine the relationship between resiliency factors and family func-
tioning in families of preterm infants (< 37 weeks gestation) from two different racial groups hospitalized in a
neonatal intensive care unit (NICU).

Design and methods: A cross-sectional design was used at five Level III/IV NICUs in a Midwestern city/suburbs.
Seventy-nine family units (24 Non-Hispanic Black and 55 Non-Hispanic White) completed four instruments
that assessed families' use of specific resiliency factors and a measure of family functioning. Demographic data

Results: Using linear mixed modeling, the significant predictors of family functioning for both Non-Hispanic Black
and Non-Hispanic White, even after adjusting for education, income and race, were the protective factors “har-
diness” (coefficient = —0.021) and “resources” (coefficient = —0.0052). The fixed effects in the model ac-
counted for 48% (Marginal R? = 0.48) of the variance on family functioning and the fixed and random effects
accounted for 59% (Conditional R* 0.59) of the variance on family functioning. Sixteen percent of the total sample
rated their family as dysfunctional.

Conclusions: Findings from this study suggest that assessment of protective factors related to hardiness and re-
sources individualize nursing interventions to support the resiliency of both Non-Hispanic Black and Non-
Hispanic White families, regardless of differences in income and education. Further research studying resiliency
in families of preterm infants is needed to understand the impact on long-term family functioning.

Practice implications: Understandingindividual family strengths,through the identification of resiliency (protec-
tive and recovery) factors could predict at-risk families before discharge. In collaboration with other health
care professionals, nurses can assess individual family needs and strengths, within the context of their socioeco-

Recovery factors
Preterm infant
Family functioning

nomic environment, and the racial and cultural influences that are important to the family.

© 2022 Elsevier Inc. All rights reserved.

Introduction

In 2019, one of every 10 births in the United States was classified as
preterm (less than 37 weeks gestational age), and the number of Non-
Hispanic Black (NHB) preterm births was higher (14.4%) than for
Non-Hispanic White (NHW) preterm births (9.3%) (Center for Disease
Control and Prevention, 2021). Investigators have reported complex,
confounding etiological factors for the difference, such as neighborhood
deprivation, toxic environmental exposures, genetics, education dispar-
ities and income inequality, often referred to as social determinants of
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health (Burris & Hacker, 2017; Hogue & Silver, 2011: Manuck, 2017;
Mohlman & Levy, 2016). Although some of these factors may involve
both NHB and NHW mothers, detrimental experiences of racism and in-
equality have significantly affected NHBs, resulting in chronic psychoso-
cial stress and ultimately, placing the NHB mother at increased risk for
preterm birth (Alhusen et al., 2016; Braveman et al., 2015: Burris &
Hacker, 2017; Johnson et al., 2020; Mutambudzi et al., 2017). Lu and
Halfon's (2003) Life Course Perspective conceptualized birth outcomes
as a combination of intergenerational factors, differential exposures
during pregnancy, as well as social and environmental experiences for
the entire life course of the mother. This viewpoint addressed the cumu-
lative effects of the environment on the health of the mother, and the
significance of critical periods for intervention (Halfon et al., 2014; Le
et al,, 2010). The comprehensive and long-term impact of race ané
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inequality are not completely understood (Alhusen et al., 2016; Beck
et al,, 2019; Johnson et al., 2020; Thoma et al., 2019). Further research
is needed.

Family functioning

For any family, the birth of a preterm infant may precipitate a crisis
that continues throughout the hospitalization and afterwards, affecting
how a family functions. Family functioning is defined as interactions be-
tween or among members regarding problem solving, communication,
roles, affective responsiveness, affective involvement and behavior con-
trol (Epstein et al., 1983; Miller et al., 2000). These domains describe
some of the aspects of family functioning according to the McMaster
Model of Family Functioning, which is based on a systems theory.
When families experience the birth of a preterm infant, roles within
the family may change to support the other family member(s). The
usual behaviors with respect to family activities, problem-solving and
emotional responses toward each other may be altered due to this crisis
within the family.

The family is challenged, sometimes requiring resources beyond
their capabilities. They must learn to communicate, problem-solve,
and manage in an unfamiliar Neonatal Intensive Care Unit (NICU)
environment and seek support from family, friends, and health care
professionals. The chronic health problems (e.g., bronchopulmonary
dysplasia, neurodevelopmental and motor impairments) that may
result from preterm birth, and their potential impact on the social and
intellectual development of the child, place an additional strain on
family functioning (Allotey et al., 2018; Anderson, 2014; Brydges et al.,
2018: Everts et al., 2019; Lakshmanan et al., 2017).

Values that govern family interactions are also rooted in cultural
norms that influence the individual family's definition of effective fam-
ily functioning (McGoldrick et al., 2011). The need to optimize family
functioning in families with premature infants is of paramount impor-
tance, especially in families disproportionately at risk for socioeconomic
and health disparities (Lakshmanan et al,, 2017; Treyvaud et al., 2014).
Family resiliency factors such as social support, commitment, communi-
cation and problem solving skills have been identified in the literature
as factors influencing family functioning (Black & Lobo, 2008; Epstein
et al., 1983; McCubbin et al.,, 1997; Walsh, 2012).

Family resiliency

Family resiliency builds on family stress and coping theory and fo-
cuses on the behavior of family relationships, recognizing parental
strengths, family dynamics, interrelationships, and the social environ-
ment of the family (Patterson, 2002). This strengths-based perspective
views family stresses and challenges as opportunities for healing and
growth during life transitions, crises, or adversities. In the pediatric liter-
ature, resiliency factors have been studied in families of children with a
chronic illness and the impact on coping, adjustment and adaptation
(Nabors et al., 2013; Svavarsdottir et al,, 2005; Van Riper, 2007). Never-
theless, there is a gap in family resiliency research in families of preterm
infants. Using the McCubbins' Resiliency Model of Family Stress, Adjust-
ment and Adaptation (RMFAA), Pinelli (2000) studied the adjustment
phase for parents of preterm infants (n = 124 pairs) and reported
that adequate family resources were more strongly related to positive
family adjustment and decreased anxiety. Doucette and Pinelli (2004)
followed these same families over a two-year period, and reported
that ongoing child health problems were associated with significantly
lower family adjustment scores in both mothers and fathers.

Conceptual framework
The theoretical framework for this study was the Resiliency Model of

Family Stress, Adjustment and Adaptation (RMFAA) (McCubbin &
McCubbin, 1993). McCubbin et al. (1988) defined family resiliency as
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the “...characteristics, dimensions, and properties of families which
help families to be resistant to disruption in the face of change and
adaptive in the face of crisis situations” (p.247). The RMFAA framework
describes two distinct, but related family processes that occur during a
crisis or period of instability. The first is adjustment, which involves
the use of established patterns of family functioning and the effect of
protective factors to communicate and problem-solve in an effort to
maintain family integrity. The second family process is adaptation,
whereby the demands on the family interact with an assessment
of their strengths and capabilities, recovery factors, to facilitate their
adaptation to the crisis.

Protective and recovery factors work synergistically and inter-
changeably to support the family's ability to endure in the presence of
a crisis. Protective factors are family traditions, hardiness, resources
and social support and incorporate the family patterns of communica-
tion and problem-solving that are learned as a member of a family.
They act as a buffer from periods of stress or crisis and influence family
processes and reactions (McCubbin et al., 1997). Recovery factors are
family member accord, social/spiritual support, and family resources
that help a family to restore effective family functioning after a crisis
period.

The model for the current study (Fig. 1) specifically addresses the
impact of both protective and recovery factors that develop and evolve
in response to the family life event, as well as the association with de-
mographic factors. Individually and in combination, these factors may
influence family functioning. Notably, this model includes race as a de-
mographic factor for consideration given the preterm birth rate is much
higher for NHB.

Purpose

The purpose of this study was to explore the relationship between
family resiliency and family functioning in NHB and NHW families of
preterm infants during their hospitalization in the NICU. The aims of
the study were: 1) to describe any differences between individual de-
mographic factors (education and income) and protective and recovery
factors for NHB and NHW family members, and 2) to determine
whether any protective and/or recovery factors are predictors of family
functioning for NHB and NHW families.

Methods
Design

A cross-sectional design was used to investigate demographic fac-
tors of families, protective and recovery factors, and family functioning
for two family racial groups. This study was approved by the University
Institutional Review Board (IRB) that agreed to serve as the oversight
IRB for a coordinated IRB agreement among the hospitals.

Setting

Five individual Level Il or IV NICUs in a large Midwestern city/sub-
urbs participated in the study. Bed capacity among the NICUs ranged
from 23 to 70 beds and unit design varied from single rooms to open
wards with several isolettes. For each hospital/NICU, contact was initi-
ated with nursing leaders (Chief Nursing Officer, NICU Director and
Manager) to explain the purpose, aims and methods of the study and
to receive their approval.

Participants

Seventy-nine family units, which included 24 NHB and 55 NHW
family dyad units, representing a total of n = 158 individuals were re-
cruited over a nine-month period (October 2016 - June 2017). The fam-
ily unit was conceptually defined as two or more persons who are
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Demographic Factors
Age Perceived Family
Race 2 Functioning
Income Protective Factors
Education Family traditions Problem solving
Hardiness
Family resources Communication
v od Social support
: Roles
Family Life " Affective
Event

responsiveness

Birth of Preterm
Infant

Recovery Factors
Family member accord
Social/spiritual support
Family resources

Affective involvement

Behavior control

Fig. 1. The Relationship among Demographic, Resiliency Factors and Family Functioning.
Note: This figure represents the model for the study.

associated through a relationship and/or a sharing of resources and
identify themselves as a family unit (Kaakinen et al., 2018). Most fami-
lies consisted of the mother and biological father. Other family members
chosen by the mother included grandmothers, siblings and cousins. Ra-
cial categories were NHB and NHW as standardized by the United States
Office of Management and Budget (OMB).
Biological mothers were recruited if they met the inclusion criteria:

a) 2 18 years of age, b) self-identified as either NHB or NHW and not bi-
racial, c) spoke and understood English, d) single, married or co-
habitating, e) had a singleton birth of a preterm infant with a gestational
age < 37 weeks, f) the preterm infant was hospitalized in the NICU >2
weeks to allow time for adjustment, g) the infant was in stable condition
and expected to be discharged with the mother and h) identified the bi-
ological father or another family member available to participate in the
study as a dyad. If the biological father was not considered by the
mother as a member of the mother's family, then a significant person
considered a member of the family by the mother was recruited. The
other family member also needed to meet the inclusion criteria and

self-identify as the same race as the mother (NHB or NHW). Families
were not required to co-reside. Exclusion criteria were: a) mothers

and fathers who were assuming foster care or would adopt the preterm

infant, b) surrogate mothers, ¢) same sex couples, d) biological mothers

of preterm infants with a major anomaly or whose prognosis was poor

and may not be discharged home, e) biological mothers of multiples

(e.g. twins, triplets, etc.), f) preterm infants who were previously
discharged and readmitted to the hospital and g) mothers who could

not identify another family member to participate in the study or if
the family member identified did not consent to participate.

Measures

Instruments developed by McCubbin et al. ( 1996) were chosen for
their representation of specific protective and recovery factors and
their reported validity and reliability to measure these concepts. Family
traditions (Family Tradition Scale), family hardiness ( Family Hardiness
Index), family resources ( Family Inventory of Resources for Manage-
ment) and social/spiritual support (Family Crisis Oriented Personal
Evaluation Scales) were the predictor variables chosen for the study.
The outcome variable family functioning was measured using the
McMaster General Family Functioning Scale (Epstein et al., 1983). All
of the instruments were administered at the time of consent. All instru-
ments except for two (Family Tradition Scale and Family Hardiness
Index) have been used with NHB.

Family Tradition Scale (FTS). The protective factor of family tradi-
tions (routines/rituals, family celebrations and time together) is a 20-
item scale that measures participation in maintaining traditions regard-
ing holidays, transitions and religious occasions. An individual score was
determined by scoring each Yes response as a 1, each No response as a 0
and adding the total number of Yes responses; a higher score indicating
more participation in family traditions. Validity of the Family Traditions
Scale was measured in relationship to other criterion indices, i.e., family
sense of coherence, family hardiness, family bonding and family satis-
faction and were positively correlated. It has an overall internal reliabil-
ity of @ = 0.85. (McCubbin et al,, 1996). For the current study, the
Cronbach's alpha coefficient = 0.90 (NHB: o = 0.86 and NHW: o =
0.91). At this time, use with NHB has not been reported in the literature.
McCubbin et al. (1996) published use with multiracial families.

Family Hardiness Index (FHI). Family hardiness is a second pro-
tective factor. This index is a 20-item instrument that assesses the in-
dividual family member's strengths and approach toward adversity;
the commitment to work together, the confidence to handle prob-
lems and to control events (McCubbin et al., 1996). The values of
the responses (False = 0, Mostly False = 1, Mostly True = 2 and
True = 3) are summed, and a higher total score indicates increased
capabilities to manage a crisis situation. Validity of the Family Hardi-
ness Index was established in relationship to other criterion indices of
family functioning: Family Flexibility, Family Times and Routines and
the indices of Quality of Family Life. The overall internal reliability
was reported as Cronbach's alpha coefficient = 0.82 and for this
study was o = 0.83 (NHB: o = 0.82 and NHW: o = 0.84). The instru-
ment has been used with NHW, Asians and Hawaiians (McCubbin

etal., 1996).

Family Inventory of Resources for Management (FIRM). Family
resources is the third protective factor. The FIRM assesses a family mem-
ber's perceived resources: personal resources (financial, educationat
and communication), family system internal resources (identify ang
Mmanage resources and problem-solving ability) and social sup
(emotional support from within the family, as well as friends and
community). The respondent identifies the degree to which each sta
ment most accurately describes the family ona 0 to 3 scale with a r.
from 0 (not at all) to 3 (very well). A higher summed score indicates
larger repertoire of resources to enable more effective management
crisis situations. Significant positive correlations with selected Fa
Environment scales offered support for validity of the FIRM. For inte
reliability, the Cronbach's alpha = 0.89 and for this sample was a
0.93 (NHB: a = 0.93 and NHW: o« = 0.93) (McCubbin et al., 1
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Lee etal. (2009) reported overall FIRM Cronbach alpha's as &« = 0.90 for
African Americans and o = 0.96 for Caucasians.

Family Crisis Oriented Personal Evaluation Scales (FCOPES). The
recovery factor of family member accord (ability to reframe events
and problem-solve), social/spiritual support (actively engage in acquir-
ing support from family, friends, and religious groups) and family re-
sources was measured with the FCOPES). The FCOPES is a 30-item
instrument consisting of five subscales and a total scale used for this
study (McCubbin et al., 1996). A total coping score was obtained by
summing the number noted by the respondent with a range from 1
(never) to 5 (always). Higher scores indicate greater coping behaviors.
Validity was obtained with factor analyses on two large samples of hus-
bands and wives. The internal reliability was a Cronbach's alpha coeffi-
cient = 0.81 (McCubbin et al., 1996). The current sample's Cronbach's
alpha coefficient was similar, & = 0.82 (NHB: o = 0.84, and NHW =
0.81). Two studies published use of this measure with NHB families,
but psychometric properties were not reported in the literature
(Hanline & Daley, 1992; Myers et al., 1992).

McMaster Family Assessment Device (FAD) — General Function-
ing Subscale (GFS). The McMaster Family Assessment Device: General
Functioning Subscale (GFS) is one subscale of the Family Assessment
Device that was used to measure the outcome of family functioning.
As a global index of family functioning, the items of the GFS represent
the subscales of the FAD (problem-solving, communication, involve-
ment in family activities, emotional responsiveness to family members,
roles and behavioral control). The GFS has 12 items with six reflecting
healthy family functioning, and 6 six unhealthy family functioning
(Epstein et al., 1983). The items ask about planning family activities,
decision-making, discussing feelings, providing support during crisis
periods and feeling accepted. Each participant rates agreement or dis-
agreement with respect to how the item describes his or her family by
selecting one of the four responses (i.e., 1 = strongly agree, 2 = agree,

= disagree, and 4 = strongly disagree) and the negatively worded
items are reversed. A total score is calculated and then divided by the
number of items on the subscale (12) giving a total score range between
1 and 4, with a score greater than 2 (cutoff score) indicating greater
family dysfunction (Epstein et al., 1983; Miller et al., 2000). An indepen-
dent assessment of the psychometric properties of the 12-item GFS was
conducted using the data set from the Ontario Child Health Study,
which included 1822 families. Results supported construct validity of
the GFS as a measure of family functioning (Byles et al., 1988). Discrim-
inant validity was reported between clinical and nonclinical families
(Epstein et al., 1983). The GFS was considered separately in a confirma-
tory factor analysis, and it correlated highly with the principal compo-
nent of the other items in the subscales, indicating support for use as a
global index of family functioning (Kabacoff et al., 1990; Tutty, 1995).
The internal reliability of the GFS was reported as Cronbach's alpha co-
efficient = 0.86 (Byles et al., 1988). The current study revealed a
Cronbach’s alpha coefficient slightly lower « = 0.76 (NHB: o = 0.72,
and NHW: « = 0.77). This subscale has been used with NHB partici-
pants and psychometric properties were similar to other groups
(Chapman & Woodruff-Borden, 2009; Harper & LaVome Robinson,
1999; Petrocelli et al., 2003).

Procedure

Biological mothers were approached while they were at their in-
fant's bedside. The mother was asked screening questions (gestational
age of baby, number of weeks in the NICU, race and age), and the
study was explained. If she agreed to participate, the mother was
asked if there was another family member who would be willing to
complete the instruments. If she said yes, the mother and other family
member were given a consent form to read and offered the opportunity
to ask questions. If the family did not visit together, a separate meeting
time was scheduled. After consent forms were signed, a demographic
form was completed (gestational age of baby, number of weeks in the
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NICU, racial groups, age of mother, educational level for each family
member and family income), and the instruments were administered
using a paper and pencil scannable form. Twenty minutes was the aver-
age time to complete the instruments. The family received a $15 gift
card for their participation.

Statistical analyses

Mean and standard deviation (SD) or n (%) were used to describe the
demographic data (age, race, education, and income) of the individual
participant sample (n = 158). t-test was used to compare continuous
variables while Fisher's exact test was used to compare categorical var-
iables. Prorated scores were calculated for survey totals and subscales if
<10% were missing. Mean of answered items were determined and mul-
tiplied by the total number of items. If respondents had >10% of items
missing, the validity of the scale might be questionable and was set to
missing. Linear mixed effects model was used to examine the effects
of various factors on family resiliency and family functioning. Com-
pound symmetry structure was used to account for the correlation be-
tween mothers and the other family member. To determine if any of
the protective and recovery factors were predictors of family function-
ing when adjusting for race, education, and income, a backward elimi-
nation was performed to select the final model. Patient's demographic
factors (race, income, and education) and protective and recovery fac-
tors (family traditions, family resources, family hardiness, and family
support & resources) were included in the initial model. If the protective
or recovery factor was nonsignificant, it was eliminated at each step. All
the significant protective and recovery factors along with patient's de-
mographic factors were left in the final model. SAS V9.4 (SAS Institute
Inc,, Cary, NC), SPSS version 26.0 (IBM Corp., Armonk, NY), and R were
used for statistical analysis. Tukey's test was used to adjust for the mul-
tiple comparisons. Statistical significance was set at p < .05.

Results

Biological mothers and fathers from both groups (NHB and NHW)
were similar in age with a range from late twenties to mid-thirties.
There was no significant difference in age between NHB and NHW
mothers (Table 1). The gestational age of the preterm infants for each
group was NHB: M gesation = 28.74 weeks, SD = 3.62 and for NHW:
M gestation = 29.76 weeks, SD = 3.45.

Income and education were chosen as two key demographic vari-
ables for analysis because they provide an indication of socioeconomic
position, more so than age, geographic location or employment. Mean
age was similar for both groups (late twenties to mid-thirties) and geo-
graphic location included city and suburban NICUs with essentially
eclectic populations. Employment for both groups varied widely in
number of hours worked and therefore, income was more relevant to
the analysis.

There was a significant association between mother's education and
race (p <.001) for NHB and NHW mothers. Income was measured as
family income, and 140/158 participants were living together and re-
ported combined incomes. There was a significant association between
family income and race (p < .0001). Seventy percent NHB had an in-
come less than $30,000 annually, whereas 82% NHW reported an annual
income greater than $30,000 (Table 1).

The first aim was to examine if there was any association between
individual demographic factors (education and income) and protective
and recovery factors. Since the less than high school (<HS) category
comprised only seven participants (1 biological father in NHW; 1
mother, 4 biological father, and 1 other in NHB), this category was com-
bined with high school and General Education Development (GED) to
make the statistical model more robust (Table 2). Mean scores from
the Family Traditions scale were low for both NHB and NHW for the
protective factor of traditions and not statistically significant, regardless
of educational level. Formal observance of traditional ceremonies and
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Table 1
Demographic variables of sample.
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NHB Family Dyad Unit (n = 24)

NHW Family Dyad Unit (n = 55)

Variable
Mother Bio Father Other Mother Bio Father Other
(n=24) (n=16) (n=28) (n=55) (n=50) (m=5)
Age (yrs.) 28.5(6.4) 345 (8.3) 39.3(11.5) 30.2 (4.7) 32.1 (4.7) 514 (11.5)
Mean (SD) i
Education
<HS/HS/GED 11 (45.8) 11 (68.8) 4 (50.0) 6(10.9) 11 (22.0) 2 (40.0)
Some college 7(29.2) 3(18.7) 2(25.0) 13 (23.6) 13 (26.0)
College degree 6(25.0) 2(125) 2 (25.0) 36 (65.5) 26 (52.0) 3(60.0)
Income ($)*
0-9999 8(33.3) 1(1.8)
10,000-19,999 6(25.0) 5(9.1)
20,000-29,999 3:(12:5) 4(7.3)
30,000-49,999 4(16.7) 6(10.9)
50,000-75,000 2(8.3) 11 (20.0)
>75,000 1(4.2) 28 (50.9)

Note: Data were presented as mean (SD) or n (%). *Denotes family income.

NHB=Non-Hispanic Black, NHW = Non-Hispanic White. HS=High School, GED-General Education Development.

holidays were less of a priority. Mean scores (as measured by the FHI
and the FIRM) for NHB were moderately low for the protective factors
of resources and hardiness, as well as the recovery factor of support
and resources (as measured by FCOPES). In comparison, NHW had mod-
erately high mean scores for these factors.

Similarly, the income group $0-$9999 and $10,000-$19,999 were
combined ($0-$19,999) to make the statistical model more robust
(Table 3). As with education, the protective factors of traditions and re-
sources were not significantly different with income for either NHB or
NHW. Significant differences were found for the protective factor of har-
diness, as well as the recovery factor of support and resources for both
NHB and NHW at all income levels (Table 3). These variables reflected
the challenges and commitment perceived by individual family mem-
bers, as well as their available resources.

As depicted in Fig. 2, the GFS (family functioning) scores ranged
from positive to dysfunctional family functioning for both groups. Of
note, 29% of NHB (8 mothers and 6 biological fathers) and 10% of
NHW (2 mothers, 8 biological fathers and 1 other) scored greater than
two on this instrument, indicating a perception of ineffective family
functioning. These 25 individuals represent 16% of the total sample.

The second aim was to determine if any of the protective and recov-
ery factors were predictors of family functioning. A backward elimina-
tion was performed to select the final model. The protective factors
“hardiness” and “resources” were the only significant predictors of

family functioning. They remained significant even after adjusting for
education, income and race (Table 4). The fixed effects in the model
accounted for 48% (Marginal R* = 0.48) of the variance on family
functioning and the fixed and random effects accounted for 59%
(Conditional R* 0.59) of the variance on family functioning.

Discussion

The purpose of this study was to explore the relationship between
family resiliency and family functioning in NHB and NHW families of
preterm infants during their hospitalization in the NICU. NHW me-
dian income ($56,083) is greater than NHB ($26,053) in this urban/
suburban area, and in the current study 67.4% of NHB reported annual
household income <$30,000 as compared to the 14.7% of the NHW
group which was significantly different. Although these differences
may be related to social determinants of health, including systemic
bias and racism, this study did not address these factors. Neverthe-
less, it highlights the need to investigate these factors further to un-
derstand the NHB family perspective and potentially influence
practice and policy-making.

Even though there were differences in income and education be-
tween the two racial groups, the predictors of family functioning were
similar to the results reported in other studies. Our findings indicated
that the protective factors of resources (measured by the Family

Table 2
Comparison of Resiliency Instruments and Related Protective and Recovery Factors for NHB and NHW Families by Education.
Scale / Variable NHB (n = 48) NHW (n = 110) p
Mean (95% CI) Mean (95%Cl)

Family Traditions / traditions
<HS/HS/GED 13.0 (11.2,14.9) 13.1 (11.1,15.0) 0.99
Some College 13.0 (10.7,15.2) 13.0(11.2,14.8) 0.99
College Degree 13.3(11.1,154) 13.3(12.0,14.6) 0.99

Family Inventory of Resource Management/resources
<HS/HS/GED 168 (160,176) 179 (171,186) 0.022
Some College 173 (164,182) 184 (177,191) 0.022
College Degree 171 (162,180) 182 (176,187) 0.022

Family Hardiness / hardiness
<HS/HS/GED 43,6 (41.2,45.9) 48.1 (45.7,50.5) 0.001
Some College 444 (41.747.1) 489 (46.7,51.1) 0.001
College Degree 43.7 (41.1,46.4) 48.3 (46.7,49.8) 0.001

Family Crisis Oriented Personal Evaluation /support & resources
<HS/HS/GED 69.2 (65.2,73.2) 73.8 (69.5,78.2) 0.047
Some College 71.1 (66.2,75.9) 75.7 (71.7,79.7) 0.047
College Degree 71.7 (66.9,76.4) 76.3 (73.5,79.1) 0.047

Note: NHB=Non-Hispanic Black, NHW = Non-Hispanic White, HS=High School, GED-General Education Development.
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Table 3
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Comparison of Resiliency Instruments and Related Protective and Recovery Factors for NHB and NHW Families by Income.

Scale/Variable

NHB (n = 48)
Mean (95% CI)

NHW (n = 110) p
Mean (95% CI)

Family Traditions /traditions
$0-19,999
20,000-29,000
30,000-49,999
>50,000
Family Inventory of Resources for Management /resources
$0-19,999
20,000-29,000
30,000-49,999
>50,000
Family Hardiness / hardiness
$0-19,999
20,000-29,000
30,000-49,999
>50,000
Family Crisis Oriented Personal Evaluation / support & resources
$0-19,999
20,000-29,000
30,000-49,999
>50,000

13.3(11.2,153) 13.2 (10.68,15.7) 0.94
13.2(10.2,16.2) 13.1(10.0,16.2) 0.94
12.9(10.2,15.6) 12.8 (10.2,15.4) 0.94
13.3(10.8,15.8) 13.2 (12.0,14.4) 0.94
171 (162,179) 179 (169,189) 0.13
164 (152,175) 172 (160,184) 0.13
170 (159,181) 178 (168,188) 0.13
175 (165,186) 183 (178,188) 0.13
44.0 (41.5,46.6) 48.6 (45.5,51.7) 0.0034
42.3 (38.6,45.9) 46.8 (43.0,50.7) 0.0034
43.3 (40.1,46.8) 48.0 (44.8,51.2) 0.0034
43.9 (40.7,47.0) 48.5 (47.0,50.0) 0.0034
70.8 (66.4,75.2) 77.5(72.0,83.0) 0.015
68.7 (61.9,75.5) 75.4 (68.1,82.6) 0.015
69.6 (63.3,75.6) 76.3 (70.5,82.0) 0.015
68.9 (63.3,74.5) 75.6 (72.9,78.2) 0.015

Note: NHB=Non-Hispanic Black, NHW = Non-Hispanic White.

Inventory of Resources for Management (FIRM) instrument) and hardi-
ness (measured by the Family Hardiness instrument) were the signifi-
cant predictors of family functioning for both NHB and NHW families.
Although mean scores for the FIRM were moderately low for NHB fam-
ilies, the scores were moderately high for both groups if educated at the
college level. The FIRM was the most comprehensive of all of the instru-
ments (55 questions), measuring a broad range of strengths regarding
personal income and education resources, family capabilities to com-
municate, manage and problem-solve crises, as well as social support
resources from family, friends and the community (McCubbin et al.,
1996). In this current study, NHB families reported overall lower
incomes than NHW. Families who have fewer personal resources or
access to resources may be challenged to plan for the future of their pre-
term infant (Braveman et al., 2015; DeSisto et al., 2018; Manuck, 2017;
Thoma et al., 2019).

3.0

25

24

GF$ (range: 14)

=
©

1.0

Several studies reported associations between family resources (as
measured by the FIRM) with their main outcomes of well-being, adap-
tation, or family functioning. Doucette and Pinelli (2004) reported
higher scores on the FIRM, for their study of parent couples in the
NICU, and suggested that these scores were related to the higher educa-
tion and income levels of their participants. In her study of parents of
preterm infants, Pinelli (2000) reported that adequate family resources
were a significant predictor for positive family adjustment for mothers
of preterm infants. Forsythe, Maher, Kirchick, & Bieda (2007) recom-
mended interventions that would help families develop family resil-
iency and promote family functioning, e.g. participation in care and
decision-making, education on care of the infant, and identification
and utilization of referral services. Because FIRM measures resources
of esteem, communication, social support and financial well-being,
these appear to be important protective factors for parents of premature

Relationship

E Mother
W Biological Father
B Other

Iy

Non-Hispanic Black

Non-Hispanic White

Racelethnicity

Fig. 2. Boxplot of General Functioning Subscale (GFS) by Race.
Note: This figure describes the range of scores by group and type of participant.
GFS = General Functioning Subscale.
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Table 4
Predictors of family functioning based on multivariable analysis.
Predictors Initial Model Final model
Coefficient SE p Coefficient SE p
Race (reference group NHB) —0.05 0.06 043 —0.059 0.058 0.31
Income: (reference group 0-19,999) . 0.17 0.18
20,000-29,000 0.14 0.08 0.12 0.079
30,000-49,999 0.13 0.07 0.13 0.071
>50,000 0.13 0.07 0.13 0.067
Education: (reference group) 0.90 0.89
<HS/HS/GED) —0.022 0.058 —0.017 0.055
Some College —0.022 0.057 —0.026 0.055
College Degree
Family Tradition / traditions 0.00045 0.0040 091
Family Inventory of Resources for Management / resources —0.0050 0.0013 <0.001 —0.0052 0.0012 <0.001
Family Hardiness / hardiness —0.020 0.0039 <0.001 —0.021 0.0037 <0.001
Family Crisis Oriented Personal Evaluation / support & resources —0.0026 0.0020 0.19

Note: HS=High School, GED-General Education Development, SE = Standard Error, NHB = Non-Hispanic Black.

infants. If families do not have these capabilities and resources, then
they will need ongoing assessment and guidance to help them develop
these strengths, and potentially impact family functioning. Additionally,
Lee et al. (2009) used the FIRM with African American and Caucasian
parents and found a positive relationship between family resources
and family well-being for both groups.

Hardiness was the second protective factor that was a significant
predictor of family functioning. Similar to resources, this protective fac-
tor acts a buffer and influences a family's response to a crisis. Hardiness
describes a family's approach toward a crisis, their ability to work to-
gether and their confidence to manage and control events (McCubbin
etal, 1996). In this current study, mean hardiness scores were moder-
ately lower for NHB than NHW, and the association was significant for
all education and income levels. Over a nine-year period, Greeff and
colleagues conducted several studies investigating the association
of various resiliency factors and adaptation with select populations,
e.g., families with mental illness (Bishop and Greeff, 2015; Greeff et al.,
2006; Jonker & Greeff, 2009), hard of hearing/deafness (Ahlert &
Greeff, 2012) or poverty (Greeff and Holtzkamp, 2007). The authors
reported family hardiness as a significant protective factor predicting
adaptation or a sense of coherence for each study. Nevertheless, the
research involving families caring for a child with a physical disability
found that families with more education and higher income had greater
access to resources (Ahlert & Greeff, 2012).

The birth of a preterm infant presents even more challenges to fam-
ily functioning. Despite these challenges, greater than 80% of family
members in this study did not view their family as dysfunctional. In
the literature focusing on families of preterm infants, family functioning
has been primarily studied as an outcome in longitudinal studies of fam-
ilies (Saigal et al., 2010; Treyvaud et al., 2011; Treyvaud et al., 2014). In
comparison with families who had a term newborn, researchers re-
ported varied outcomes; some families of preterm infants experiencing
poorer family functioning over time and other families indicating effec-
tive family functioning. Ballantyne et al. (2013) conducted a cross-
sectional study of Canadian born and immigrant mothers of preterm in-
fants at discharge and found that interventions to decrease stress, in-
crease family functioning and social support could impact depressive
symptoms. More recently, parents of extremely preterm infants partic-
ipating in a qualitative study in Sweden described a significant change
in family dynamics (Baraldi et al., 2020). These studies support family
functioning as a salient outcome in research for families of preterm in-
fants. Further research is needed to explore the factors and issues that
impact family functioning for families of preterm infants.

Practice implications

The transition from hospital to home in families of preterm infants
is challenging. There are changes in parenting, role alterations and
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communication that are all components of family functioning
(Boykova, 2016). Families require individualized ongoing assessment
and guidance to help them develop resiliency, and to modify family
roles and functions to meet the needs of their family, as well as their
preterm infants (Boykova, 2016; Mundy, 2010; Raines, 2013). Berman
et al. (2019) interviewed NICU parents who described several needs
during their infant's hospitalization, including: better communication
with healthcare professionals, assistance with problem-solving skills,
knowledge and training to care for their infant, information about
financial resources and identifying support from family, friends and
the community.

The results of this study indicate the importance of assessing socio-
economic disparities and identifying and accessing resources that may
positively impact the functioning of individual families regardless of
race. Healthcare professionals can develop interventions that address
quality of care and community resources, as well as systemic bias,
while building on the strengths of families (Alhusen et al., 2016; Beck
et al, 2019; DeSisto et al., 2018; Janvier et al., 2016). Recent literature
reported the racial/ethnic disparities in the quality of neonatal care,
and the authors recommended a focus on family-centered and cultur-
ally competent care to change practice and affect outcomes (Profit
etal, 2017; Sigurdson et al., 2019).

Neonatal nurses have unique opportunities to meet the needs of the
family and support effective family functioning. Understanding individ-
ual family strengths, through the identification of family resiliency (pro-
tective and recovery) factors could predict at-risk families before
discharge. In collaboration with other health care professionals, nurses
can assess individual family needs and strengths, within the context of
their socioeconomic environment, and the racial and cultural influences
that are important to the family. This information could be added to the
electronic health record and the nursing plan of care.

Limitations

Limitations for this study included potential threats to internal valid-
ity: a) participant reading level that may affect understanding the ver-
biage of the instruments, b) a measurement effect related to the timing
of the administration for the participant, and the interaction effect of
other personal factors, or the infant's condition, ¢) measurement fatigue
due to the number of questions, and d) a subject effect because the
person administering the scales was NHW and different than the NH&
participants. Because only NHB and NHW participants were recruited.
this excluded any participants who were biracial or born in a country
other than the United States. Overall, recruitment was challenging due
to a sole data collector, who may not have been available at the same
time as the mother. Visitation by families varied, and particularly whes
the preterm infant was hospitalized for months. Families have to con-
sider care for siblings at home, potential transportation issues, as wel
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as potentially returning to work before the infant is discharged. Due to
the above reasons, the sample size for the two groups was unequal,
which may have impacted statistical power and may not be a represen-
tative sample for the actual population. Future studies need a variety of
recruitment strategies to enroll more parents.

Conclusion

There is a gap in research exploring the relationship between family
resiliency factors and family functioning in families of preterm infants.
Findings from this study suggest there may be relevance for examining
the protective factors of resources and hardiness in relation to family
functioning for NHB and NHW families who experienced the birth of a
preterm infant. Further research is needed to study longitudinally fam-
ily resiliency in families of preterm infants, and to understand family
needs and strengths that support effective family functioning. Contin-
ued research with families of preterm infants will provide the evidence
to implement interventions that will facilitate the development of fam-
ily strengths, and optimally influence long-term family functioning.

Funding

This work was supported by the Children's Wisconsin Department of
Nursing Research and Evidence-Based Practice Advanced Practice Nurs-
ing Grant.

Declaration of Competing Interest

Family Resiliency and Family Functioning in Non-Hispanic Black and
Non-Hispanic White Families of Preterm Infants

Karen S. Gralton, PhD, RN, PCNS-BC*" Jennifer Doering, PhD, RN,
Emmanuel Ngui, DrPH®, Amy Pan, PhD¢, Rachel Schiffman, PhD, RN,
FAAN?.

Declaration of Interest: none.

References

Ahlert, I. A., & Greeff, A. P. (2012). Resilience factors associated with adaptation in families
with deaf and hard of hearing children. American Annals of the Deaf, 157, 391-404.

Alhusen, J. L., Bower, K. M., Epstein, E., & Sharps, P. (2016). Racial discrimination and ad-
verse birth outcomes: An integrative review. Journal of Midwifery & Women's Health,
61(6), 707-720. https://doi.org/10.1111/jmwh.12490.

Allotey, ., Zamora, J., Cheong-See, F., Kalidindi, M., Arroyo-Manzano, D., Asztalosi, E., van
der Post, J. A. M., Mol, B. W., Moore, D., Birtles, D., Khan, K. S., & Thangaratinam, S.
(2018). Cognitive, motor, behavioural and academic performances of children born
preterm: A meta-analysis and systematic review involving 64 061 children. British
Journal of Obstetrics and Gynecology, 125(1), 16-25. https://doi.org/10.1111/1471-
0528.14832.

Anderson, P. J. (2014). Neuropsychological outcomes of children born very preterm.
Seminars in Fetal & Neonatal Medicine, 19(2), 90-96. https://doi.org/10.1016/j.siny.
2013.11.012.

Ballantyne, M, Benzies, K, M, & Trute, B (2013). Depressive symptoms among immigrant
and Canadian born mothers of preterm infants at neonatal intensive care discharge: a
cross sectional study. BMC Pregnancy and Childbirth, 13(S11). https://doi.org/10.1186/
1471-2393-13-S1-S11.

Baraldi, E, Allodi, M, W, Lowing, K, Smedler, A-C, Westrup, B, & Aden, U (2020). Stockholm
preterm interaction-based intervention (SPIBI) - study protocol for an RCT of a 12-
month parallel-group post-discharge program for extremely preterm infants and
their parents. BMC Pediatrics, 20(49). https://doi.org/10.1186/512887-020-1934-4.

Beck, A. F.,, Edwards, E. M., Horbar, J. D., Howell, E. A., McCormick, M. C., & Pursley, D. M.
(2019). The color of health: How racism, segregation, and inequality affect the health
and well-being of preterm infants and their families. Pediatric Research, 87, 227-234.
https://doi.org/10.1038/s41390-019-0513-6.

Berman, L., Raval, M. V., & Ottosen, M. (2019). Parent perspectives on readiness for dis-
charge home after neonatal intensive care unit admission. Journal of Pediatrics, 205,
98-104. https://doi.org/10.1016/j.peds.2018.08.086.

Bishop, M., & Greeff, A. P. (2015). Resilience in families in which a member has been di-
agnosed with schizophrenia. Journal of Psychiatric and Mental Health Nursing, 22,
463-471. https://doi.org/10.1111/jpm.12230.

Black, K., & Lobo, M. (2008). A conceptual review of family resilience factors. Journal of
Family Nursing, 14(1), 33-55. https://doi.org/10.1177/10748407073/2237.

Boykova, M. (2016). Life after discharge: What parents of preterm infants say about their
transition to home. Newborn and Infant Nursing Reviews, 16, 58-65. https://doi.org/
10.1015/j.nair.2016.03.002.

Journal of Pediatric Nursing 64 (2022) 102-110

Braveman, P. A,, Heck, K., Egerter, S., Marchi, K. S., Dominguez, T. P., Cubbin, C., Fingar, K.,
Pearson, J. A., & Curtis, M. (2015). The role of socioeconomic factors in black-white
disparities in preterm birth. American Journal of Public Health, 105(4), 694-702.

Brydges, C. R, Landes, J. K., Reid, C,, Campbell, C., French, N., & Anderson, M. (2018). Cog-
nitive outcomes in children and adolescents born very preterm: A meta-analysis.
Developmental Medicine and Child Neurology, 60(5), 452-468. https://doi.org/10.
1111/dmcn.13685.

Burris, H. H., & Hacker, M. R. (2017). Birth outcome racial disparities: A result of
intersecting social and environmental factors. Seminars in Perinatology, 41, 360-366.
https://doi.org/10.1053/j.semperi.2017.07.002.

Byles, J., Byrne, C., Boyle, M. H., & Offord, D. R. (1988). Ontario child health study: Reliabil-
ity and validity of the general functioning subscale of the McMaster family assess-
ment service. Family Process, 27(1), 97-104 http://doi.org/10.111/j.1545-5300.
1988.00097.x.

Center for Disease Control and Prevention (April 2, 2021). Preterm birth. https://www.
cdc.gov/reproductivehealth/maternalinfanthealth/pretermbirth.

Chapman, L. K., & Woodruff-Borden, J. (2009). The impact of family functioning on anxi-
ety symptoms in African American and European American young adults. Personality
and Individual Differences, 47(6), 583-589.

DeSisto, C. L., Hirai, A. H., Collins, J. W., Jr., & Rankin, K. M. (2018). Deconstructing a dispar-
ity: Explaining excess preterm birth among U.S.-born black women. Annals of
Epidemiology, 28(4), 225-230. https://doi.org/10.1016/j.annepidem.2018.01.012.

Doucette, ]., & Pinelli, J. (2004). The effects of family resources, coping, and strains on fam-
ily adjustment 18 to 24 months after the NICU experience. Advances in Neonatal Care,
4(2), 92-104. https://doi.org/10.1016/j.adnc.2004.01.005.

Epstein, N. B, Baldwin, L., & Bishop, D. C. (1983). The McMaster family assessment device.
Journal of Marital and Family Therapy, 9(2), 171-180. https://doi.org/10.1111/j.1752-
0606.1983.tb01497.x.

Everts, R., Schone, C. G., Murner-Lavanchy, I, & Steinlin, M. (2019). Development of exec-
utive functions from childhood to adolescence in very preterm-born individuals - A
longitudinal study. Early Human Development, 129, 45-51. https://doi.org/10.1016/j.
earlhumdev.2018.112.012.

Forsythe, P, Maher, R, & Bidea, A (2007). SAFE discharge for infants with high-risk home
environments. Advances in Neonatal Care, 7(2), 69-75. https://doi.org/10.1097/01.
ANC.0000267910.73973.f1.

Greeff, A. P., & Holtzkamp, J. (2007). The prevalence of resilience in migrant families.
Family & Community Health, 30, 189-200.

Greeff, A. P., Vansteenwagen, A., & Ide, M. (2006). Resiliency in families with a member
with a psychological disorder. The American Journal of Family Therapy, 34, 285-300.
https://doi.org/10.1080/01926180600637465.

Halfon, N., Larson, K., Lu, M., Tullis, E., & Russ, S. (2014). Lifecourse health development:
Past, present and future. Maternal and Child Health Journal, 18, 344-365. https://doi.
0rg/10.1007/s10995-013-1346-2.

Hanline, M. F.,, & Daley, S. E. (1992). Family coping strategies and strengths in Hispanic,
African-American and Caucasian families of young children. Topics in Early Childhood
Special Education, 12(3), 351-366. https://doi.org/10.1177/027112149201200307.

Harper, G. W., & LaVome Robinson, W. (1999). Pathways to risk among inner-city African
American adolescent females: The influence of gang membership. American Journal of
Community Psychology, 27(3), 383-404.

Hogue, C.J. R, & Silver, R. M. (2011). Racial and ethnic disparities in United States: Still-
birth rates: Trends, risk factors & research needs. Seminars in Perinatology, 35(4),
221-233 http://doi.org/10.153/j/semperi.2011.02.019.

Janvier, A, Farlow, B., Baardsnes, J., Pearce, R., & Barrington, K. J. (2016). Measuring and
communicating meaningful outcomes in neonatology: A family perspective.
Seminars in Perinatology, 40, 571-577. https://doi.org/10.1053/j.semperi.2016.09.009.

Johnson, J. D., Green, C. A,, Vladutiu, C. ], & Manuck, T. A. (2020). Racial disparities in pre-
maturity persist among women of high socioeconomic status. American Journal of Ob-
stetrics and Gynecology MFM, 2, 10010. https://doi.org/10.1016/j.ajogmf.2020.100104.

Jonker, L., & Greeff, A. P. (2009). Resilience factors in families living with people with
mental illness. Journal of Community Psychology, 37(7), 859-873. https://doi.org/10.
1002/jcop.20337.

Kaakinen, J. R, Coehlo, D. P., Steele, R., & Robinson, M. (2018). Family health care nursing:
Theory, practice, research (6™ ed.). Davis: F.A.

Kabacoff, R. I, Miller, I. W., Bishop, D. S., Epstein, N. B., & Keitner, G. I. (1990). A psycho-
metric study of the McMaster Family Assessment Device in psychiatric, medical,
and nonclinical samples. Journal of Family Psychology, 3(4), 431-439. https://doi.
org/10.1037/h0080547.

Lakshmanan, A., Agni, M., Lieu, T., Fleegler, E., Kipke, M., Friedlich, P. S., McCormick, M. C,,
& Belfort, M. B. (2017). The impact of preterm birth <37 weeks on parents and fam-
ilies: A cross-sectional study in the 2 years after discharge from the neonatal inten-
sive care unit. Health and Quality of Life Outcomes, 15(38), 1-13. https://doi.org/10.
1186/512955-010602-3.

Lee, E. |., Jackson, B., Parker, V., DuBose, L., & Botchway, P. (2009). Influence of family re-
sources and coping behaviors on well-being of African American and Caucasian parents
of school-age children with asthma. Winter: The Association of Black Nursing Faculty
Journal, 5-11.

Lu, M. C., & Halfon, N. (2003). Racial and ethnic disparities in birth outcomes: A life course
perspective. Maternal and Child Health Journal, 7, 13-30. https://doi.org/10.1023/A:
1022537516969.

Lu, M. C, Kotelchuck, M., Hogan, V., Jones, L., Wright, K., & Halfon, N. (2010). Closing the
black-white gap in birth outcomes: A life-course approach. Ethnicity & Disease, 22(1
Suppl 2) S2-62-76.

Manuck, T. A. (2017). Racial and ethnic differences in preterm birth: A complex multifac-
torial problem. Seminars in Perinatology, 41(8), 511-518.

McCubbin, H., Thompson, A., Pirner, P., & McCubbin, M. (1988). Family types and family
strengths. Bellweather Press.



KS. Gralton . Doering E. Neui t ol

McCubbin, H. 1, McCubbin, M, A, Thompson, A1, Han, S, & Allen,C. T (1997). Families
under stress: What makes them resilient. Journal of Family and Consumer Sciences,
89(3),2-11,

McCubbin, H. 1, Thompson, A, 1, & McCubbin, M. (Eds.). (1996), Family assessment:
Resttency, coping and adaptaion, Universityof Wisconsin System,

McCubbin, M. A, & McCubbin, H, A, (1993). Family coping with health crises: The rel-
iency model of family tress adjustment and adaptation, In C Danielson, B, Hamel-
Bissll, & . Winstead-Fry (Eds ), Familes halth and iless (pp.21-63), Mosby Incor-
porated,

McColdrick, M, Carter, B, & Garcia-Prto, N, (2011). The expanded family Ifecycle: Individ-
val ol an social perspectves ((4° ) ), Pearon,

Millr, . W, Ryan, ., Keitner, . ], Bishop, D. S, & Epstein, N, B, (2000). The McMaster
approach to familes: Theory, assessment, treatment and research. ournal of Family
Therapy, 22, 168-189,

Mohiman, M.K, & Levy, D, (2016). Dispariies in maternal child and health outcomes
attributable to prenatal tobacco use, Maternal and Child Health Joumal, 20(3),
T01-709.hetpsdoi rg/10.1007/510995-01 51870-3,

Mundy, C. A, (2010), Assessment of family needs in neonatal intensive care units,
American Journal of Critcal Care, 19(2), 156-163, https://doi.org/104037/
4jcc2010130,

Mutambudzi, M, Meyer,|. D, Reiine, S, & Warren, N, (2017). A review of recent ltera-
ture on materalist and psychosocial modes for racial and ethnic disparities in birth
outcomes in the US, 2000-2014, Ethnicity & Health, 22(3), 311-33), https://doiorg/
10.1080/13557858.2016,1247150,

Myers, H.F, Taylor, S, Alvy, K., Arrington, A, & Richardson, M, A, (1992). Parental and
family predictors of behavior problems in inner-city black children, Journal of
Community Pychology, 205, 557-576.

Nabors,L. A, Kichler, . C, Brassel, A, Thakkar,S, Bartz,J, Pangallo, Ju.Lundy, H. (2013),
Factors related to caregiver state anxiety and coping with a child's chronic lness
Familes, Systems ¢ Health, 31, 171-180, https://doiorg/10.1037/a003124¢,

Offce of management an budget: Standards from the classification of federy data on
race and ethnicity. Retrieved from https:orwh.od.nih gov toolkitother-relevan-
federal-policies/ OMB-standards,

Patterson, . M. (2002), Understanding family reslience Joumal of Ciical Pychology, 58
(3),233-246. htps: doiorg 1 0.1002/jclp.10019,

Petrocell).V, Calhoun, G, B, & Claser. B, A, (2003). The role of general family functioning
in the quality of the mother-daughter relationship of female African American

Jounal of Pdiric Nursing 64 (2022 ) 102-110

Juvenile offenders. Journal of Black Psychology, 29(4), 378-39), https://doi.org/10.
1177/0095798403256889,

Pinelli . (2000). Effects of family coping and resources on family adjustment and parental
stress i the acute phase of the NICU experience, Neonatal Network, 19(6), 27-37.
hitps doiorg/10.1891,0730-0832,19627,

Profit |, Gould, . B, & Bennett, M, (2017).Racialethnic disparity in NicU quality of care
delivery. Pedianics, 140(3),1-10. https://doiorg/10.1542/peds 2017-0918,

Raines, . 2013). Preparing for NICU discharge: Mothers' concens, Neanatal Network, 32

- (6),399-403, hitps:doiorg/10.1891/0730-083232.6 39,

Saigal, S, Pinel | treiner, DL, Boyle, M, & Stoskopf, B (2010). Impact of extreme prema-
turity on family functioning and maternal health 20 years later, Pediatrics, 126,
eB1-¢88. https:/idoiorg10, 542 peds.2009-2527.

Sigurdson, K, Mitchell, B, & Liu J.(2019).Racial ethnic disparities n neonata intensive
care: A systematic review, Pediatrics 144(2),1-22. https: /doi org/ 10,1542 peds;
2018-3114,

Svavarsdottir, E, K, Rayens, M, K. & McCubbin, M. (2005). Predictors of adaptation in
Ieelandic and American familis of young children with chronic asthma, Family &
Community Health, 28, 338-350,

Thoma, M.E, Drew, L. B, & Hirai A H, (2019). Black-white disparites in preterm birth:
Geographic, socal, and health determinants, American Journal of Preventive Medicine
51(5),675-686. htps: /doiorg1 0:1016/j.amepre.2019,07.007.

Treyvaud, K, Doyle, L, W, Le, K, J, Roberts, G, Cheong, J, LY, Inder, T E & Anderson, P, |
(2011). Family functioning, burden and parenting stress 2 years afer vey preterm
birth. Early Human Development, 87(6), 427-431, https://doi.org/l0.1016/1
earlhumdev.2011,03,008,

Treyvaud K, Lee K., Doyle, L W, & Anderson, P.J. (2014). Very preterm birth influences
parental mental health and family outcomes seven years after birth, The Joumalof
Pediafics, 164,515-521, https:doiorg/10.1016jpeds 2013,11,001,

Tutty, L. M. (1995), Theoretical and practicalssues in selecting a measure of family func-
tioning, Research on Social Work Practice, 5(1), 80-106, https://doi.org/10.1177/
104973159500500107,

Van Riper, M. (2007). Families of children with Down syndrome: Responding to “a
change in plans" with resilience. Journalof Pdiatic Nursing 22, 116-128, hitps:
doiorg/10.1016/;pedn 2006.07.004,

Walsh, F. (2012). Normal family processes: Growing diversity and complexiy (4™ ),
The Guilford Press,



