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ABSTRACT 

This study tested the Adolescent Family Assessment 

Model, using a descriptive correlational design. The model 

describes the relationships between caregiving behaviors, 

caregiving knowledge, peer and family approval, and the 

outcome variable of family functioning. Social exchange 

theory and social learning theory guided the study. Model 

building procedures involved replicated testing with data 

from two samples: Anglo and Mexican American adolescent 

mothers. 

The subjects were 50 Anglo and 64 Mexican American 

adolescent mothers living in the southwest, nineteen years of 

age or less, who had not yet completed their high school 

education, and were living in the same household as their 

child. Family was operationalized for both the family of 

origin and the current family unit of the adolescent mother. 

Eighty-three percent (N = 94) of the sample were enrolled in 

teen parent programs. 

Four instruments were tested and used to measure the 

concepts: the Infant Caregiving Inventory (alpha = .93): 

Smilkstein's Family Apgar (alpha = .90): the Peer Approval 

Instrument (alpha = .73): and the Family Approval Instrument 

(alpha = .83). 
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Results for Anglo mothers indicated that caregiving 

behaviors was explained by single marital status (R2 = .22). 

Family functioning was explained by the age of the 

adolescent's first child (R2 = .11). 

The empirical Mexican American model differed from 

the Anglo model. Caregiving knowledge was explained by past 

experience caring for toddlers (R2 = .14), while family 

functioning was explained by caregiving behavior (R2 = .10). 

The variables function differently in Mexican 

American and Anglo families, reflecting the cultural value of 

family within the groups. Results offer direction to health 

care providers working with adolescent parents and for future 

research endeavors. 



12 

CHAPTER 1 

INTRODUCTION 

This study originated out of concern for adolescent 

mothers as parents. I became interested in this problem when 

working with pregnant adolescents. I found myself concerned 

about what the experience of parenting was going to be like 

for these young women. I questioned how they would learn to 

parent, despite the many problems they would encounter wi thin 

their support networks and society in general. I wondered 

what variables might influence not only their own transition 

to the maternal role, but their perception of their family's 

functioning, and whether this influence differed cross

culturally. 

Adolescent parenting is not a new phenomenon. 

However, as society has evolved to be one of fewer extended 

families and more mobile families with a delayed age of 

marriage, adolescent parenting has become a recognized 

problem. This is compounded by an increasingly technological 

focus in today's society which requires a longer period of 

schooling and training for individuals to assume adult roles. 

The longer period of training extends the adolescent's 

dependence on parents, thus forestalling independence for a 

period of time. 
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In addition to the extended period of dependence on 

parents, the age of physical maturi ty has been steadily 

decreasing, due to improved nutrition and health care 

advances. In 1900, the age of menarche was 14.2. In 1985, 

the age of menarche was 12.5 (Auvenshine & Enriquez, 1985). 

Hence, young women are able to become mothers at an earlier 

age. 

Further, our legal system has not kept pace with the 

changes in society; no one age has been set for the age or 

developmental stage necessary to assume legal responsibility 

for oneself. The result is that there is no clear indicator 

when the adolescent period is over. A driver's license can 

be obtained around age 16; a teen can vote for the President 

of the united states at 18 years of age; and [yet] in most 

states teens are prohibited from drinking until the age of 

21. The lack of formal entrance into adulthood further 

confuses the adolescent who is awaiting and trying to achieve 

adul t status. For some groups of adolescents, formal 

entrance into adulthood is signified by premature pregnancy 

and parenthood (Dougherty, 1978). 

Present day society also presents the adolescent with 

increased sexual pressures. The media and peer groups stress 

the importance of sexuality. Birth control is both 

publicized and available. Abortion and relinquishment of 

infants for adoption are topics for commercials on 
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Popular music glamorizes both sexual intercourse and 

premature parenthood. 

societal influence on the adolescent is heightened 

when the adolescent is of Mexican American heritage. The 

Mexican American culture values respect for one I s family, 

abstinence from sexual activity until marriage, and does not 

support the use of birth control. When premature parenthood 

occurs within Mexican American families, the family response 

differs from that of the wider (Anglo) society. The 

traditional norm of marriage is adhered to more strongly by 

less acculturated Mexican Americans (Becerra & deAnda, 1984). 

Marriage is allowed culturally between the ages of fifteen 

and nineteen (Clark, 1970), addressing in part, abstinence 

from sexual intercourse outside of marriage. More accul

turated individuals are more likely to choose the option of 

single parenthood, the norm of which is prevalent in the 

wider society. 

What is the incidence of adolescent pregnancy in our 

society today? In 1986, U.S. statistics show 473,382 births 

occurred to teens less than 19 years of age (Vital statistics 

of the U.S., 1986). In Arizona, 12,385 births (15.4%) were 

to teens in 1988 (Arizona Department of Health Services, June 

1989). Pima County reported 1902 births (14.3%) to 

adolescents 19 years of age or less (Arizona Department of 

Health services, June 1989). Further, the pregnancy rate for 
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minority teens, specifically Mexican American adolescents, 

exceeded the pregnancy rate for White, non-Hispanic 

adolescents. As the maj ori ty of adolescent mothers keep 

their infants, what are the resul tant outcomes of teen 

parenting? The increased risks and aversive results of 

teenage pregnancy and parenting have been stated to be: 

difficulty in adaptation to multiple roles: high risk group 

for child abuse: and an increased incidence of dropping out 

of school. 

First, the adolescent mother is adapting to multiple 

roles: premature parenthood superimposed upon adolescent 

developmental demands. In this stage of development, the 

adolescent must adapt to a number of biological, socio

emotional, and cognitive changes. The process of adaptation 

may be accompanied by frustration, confusion, fear, and/or 

preoccupation: all considered normal for this age group, but 

particularly difficult when parenting responsibilities are 

added. 

Second, the adol~scent parent is considered to be in 

a high risk group for parenting dysfunction (Johnson, 1986). 

This group has been reported to have difficulty forming 

attachments wi th their infants and developing parenting 

skills, as evidenced by the higher incidence of failure to 

thrive of the newborn and child abuse among adolescent 
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families, than among families with parents over twenty years 

of age (Johnson, 1986). 

Finally, most adolescent mothers have not yet 

finished their high school education. Indeed, pregnancy and 

parenting are reported to be the most frequent reasons for 

dropping out of high school (Aten, 1984: McAnarney & stickle, 

1980). Delayed graduation or dropping out of high school is 

an outcome for at least 50% of pregnant teenage girls in 

Arizona (Governor's Office for Children, 1990). Whether 

continuing with high school or dropping out, this group needs 

financial support, as well as child care, food, shelter, and 

employment to be able to support themselves and their 

children (Furstenberg & Crawford, 1978). Many adolescents 

find these tasks difficult, if not impossible to meet by 

themselves, so require help from parents, as well as from 

society in the form of welfare and food stamps. 

It is hypothesized that the increased risks and 

adverse results of teenage pregnancy and parenting may be the 

resul t of inadequate emotional, social, and economic supports 

(Smith, 1983). While many variables are thought to influence 

the outcomes for these young women and their children, 

studies have utilized confounding variables such as ethni

city, age, socioeconomic status, education, and marital 

relationship. 
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When these variables are statistically controlled, 

education is probably the most important influence on child 

mortality, early utilization of health care services, and 

demonstration of positive mothering behaviors (Mercer, 1986). 

Previous research has focused on health outcomes for 

mother and child of Anglo adolescent mothers (Becker, 1987: 

Mercer, 1986: and of Black adolescent mothers (Ruff, 1987: 

Jarrett, 1982: Dougherty, 1978: Furstenberg & Crawford, 

1978). Research has also been directed at adult Mexican 

American women. stress, social support, and coping studies 

(Perez, 1983) and predictors of pregnancy outcome (Norbeck & 

Anderson, 1989) have been conducted. studies which have 

focussed on Mexican American adolescents include Becerra & 

deAnda's (1984) study of pregnancy and motherhood and 

Speraw's (1987) phenomenological study of adolescent perce

ption of pregnancy. 

Research has been lacking which studied health 

outcomes for Mexican American adolescent mothers, or 

contrasted this group with Anglo adolescent mothers. 

Further, family functioning of families with an adolescent 

mother has not been quantitatively studied. Therefore, this 

study will seek to fill in a gap in the current literature 

and knowledge base for adolescent mothers. 

Mexican American adolescent mothers were chosen as 

the comparative group for this study. Mexican Americans 
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comprise the second largest minority group in the Uni ted 

states (statistical Abstract of the united states, 1989). In 

1985, there were 11.8 million Mexican Americans in the united 

states (statistical Abstract of the United states, 1989), and 

this group has the highest fertility rate of any of the other 

ethnic groups (Andrade, 1980; Sabagh, 1980). Further, almost 

40% of the Mexican American population is under the age of 18 

(Becerra & deAnda, 1984). In 1986, of the 246,000 Mexican 

American births, 17.4% were to teenagers (statistical 

Abstract of the United states, 1989). Additionally, the 

proportion of Mexican American adolescents in the Southwest 

constitutes a significant portion of the population as a 

whole. The population of Mexican American adolescent mothers 

is accessible through school districts and health clinics, in 

the same way as Anglo adolescent mothers are accessible. 

statement of the Problem 

Children of adolescent mothers, as compared with 

children of adult mothers, have been reported to have 

intellectual differences which continue and become more 

pronounced as the children age, and to experience behavioral 

differences in the form of increased activity levels, 

hostility, and under-control of behavior (Brooks-Gunn & 

Furstenberg, 1986). Adolescent parents are reported to 

overestimate their child's growth and development 

capabilities eAten, 1984; Jarrett, 1982), to be less 
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sensitive to infant cues (Mercer, 1986), to be less respon

sive to infant distress (Ruff, 1987; Mercer, 1986), and to 

not foster cognitive and social growth of their infants 

(Ruff, 1987). In addition, some researchers report a higher 

incidence of failure to thrive and child abuse among 

adolescent mothers as compared to adult mothers (Reis & Herz, 

1987; Johnson, 1986; Jarrett, 1982). 

Further, the parenting adolescent must be considered 

as one who has not yet completed her biological, socio

emotional, or cognitive development. Conflicts between being 

a parent and being a teenager may result in frustration and 

lack of gratification. Parenting responsibilities create 

difficulties in terms of schooling, and the likelihood that 

a teen mother will drop out of high school is high. 

Decreased social interaction with peers and social support 

from family and friends are problems for the teen mother 

(Mercer, 1986). Therefore, it is necessary to consider what 

variables influence her caregiving ability and family func

tioning, and whether these variables function in the same way 

for Mexican American and Anglo adolescent mothers. 

statement of the Purpose 

The purpose of this study is to describe caregiving 

knowledge, caregiving behaviors, approval received from 

family and peers, and family functioning in families with 

Anglo or Hispanic adolescent mothers. Evaluation of the 
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psychometric properties of the instruments used to measure 

caregiving knowledge, caregiving behaviors, approval and 

family functioning will be done. Testing of the Adolescent 

Family Assessment Model (AFAM) separately for Anglo and 

Hispanic mothers will be accomplished. The resultant 

description of adolescent parenting can then be used to 

improve health care for the adolescent mother with the goal 

of ultimately improving the mother-child relationship, and 

relationships within the family as a whole. 

Definitions 

Anglo: subject who identifies herself to be of white, non

Hispanic descent. 

Hispanic: subject who identifies herself to be of Mexican

American descent. 

Adolescent Mother: an English-speaking mother, 19 years of 

age or less, who had given birth to at least one 

infant. She is living in the same household as her 

infant, at the time of the study. 

Familv: due to the diversity of networks in which the 

adolescent mother resides, two definitions of family 

are necessary: 

a. members residing in the same household as 

the adolescent mother, and/or 
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b. the family of origin of the adolescent 

mother. Some adolescents are residing wi th their 

family of origin, while others are living with new 

kinship groups. Regardless of the composition of 

the adolescent's family unit, the group is 

considered to be family if there are mutual goals 

for the group. 

Caregiving Knowledge: the degree to which the adolescent 

mother has an awareness of influences on the 

infant's growth and development. The Infant 

Caregiving Inventory will be used to measure 

caregiving knowledge. 

caregiving Behaviors: the degree to which the adolescent 

mother performs activities which meet the infant's 

needs. Two questions on the demographic 

questionnaire will be used to measure caregiving 

behaviors. 

Family Approval: the degree to which the mother perceives 

acceptance from her kinship network for her care

giving. Kinship network will be assessed from the 

two perspectives defined under \ family'. The Family 

Approval Instrument will be used to measure the 

concept. 



Peer Approval: the 

acceptance 

caregiving. 
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degree to which the mother perceives 

from her friendship network for her 

The Peer Approval Instrument will be 

used to measure the concept. 

Family Functionina: the adolescent mother's perception of 

interactions within the kinship network. This is 

evaluated from two kinship groups: 

a. members residing in the same household as 

the adolescent mother, and/or 

b. family of the adolescent mother. 

Both kinship groups will be measured using 

smilkstein's Family Apgar. 

Significance of the Problem 

Adolescence is considered by some researchers to be 

a subculture of American society (Huttlinger, 1988; smith, 

1983) • A subculture is defined as a group with a distinctive, 

shared conception of common membership, shared meanings of 

the distinction between this group and the larger 

supraculture, and use of a distinctive language which helps 

to differentiate the subculture from the supraculture 

(Douglas, 1970). 

Adolescents, as a subculture, typically underutilize 

health care resources (WHO, 1986). Their limited participa

tion in health care occurs due to uncomfortableness with 

health care personnel who are accustomed to dealing with 
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parents and children, rather than with adolescents. They 

have interpreted the attitudes of health care providers to be 

insensitive to the needs of adolescents (WHO, 1986). In 

addition to the attitudes of staff, confidentiality, location 

of clinics, hours of accessibility of care have hampered 

utilization of health care resources by this age group. To 

effectively serve the adolescent population, health services 

must respond to their unique needs (Bearinger & Gephart, 

1987). 

When the young woman is parenting, her infant is also 

affected by her underutilization of health care resources. 

The adolescent's child needs health care during well baby 

visits as well as during illness. Well child visits 

represent an important opportunity for health care personnel 

to assess the mother's strengths and weaknesses, and to 

provide anticipatory guidance and teaching to the adolescent 

mother. Effective nursing intervention with this group 

requires learning what factors influence health and well

being for teen mothers and their infants. Before inter

vention studies can be designed and implemented, it is 

necessary to have this descriptive information of caregivinq, 

approval, and family functioning of adolescent mothers. 

Therefore, this research proj ect represents an important 

opportunity to study a vulnerable population. 
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Theoretical Model 

The next area to be discussed is the relationship 

between the demographic variables, caregiving knowledge, 

caregiving behaviors, approval, and family functioning 

(figure 1). Social exchange theory was used as the overall 

framework for the study, while social learning theory was 

considered the mechanism by which the adolescent learns to 

perform caregiving behaviors. 

The theoretical orientation which was used for the 

model of the adolescent parenting experience was social 

exchange theory. Social exchange theory focuses on the 

social relation and the flow of benefits which occur during 

social interaction. The theory includes the assumptions that 

people will act in ways that produce benefits for themselves 

(whether for reinforcement or to maximize benefits and reduce 

costs); the mutual dependence of actors on one another as the 

structural foundation for social relations: and the assump

tion of satiation-deprivation. The social exchange relation 

occurs over time and is composed of a series of contingent 

transactions. The longitudinal feature of exchange relations 

is important because it allows actors to be drawn into 

patterns of more or less mutual dependence during which trust 

and commitment to the relationship develops. 

analysis for social exchange theory is 

dependent, bonded relation. 

The unit of 

the mutually 



Educationm + ~ Caregiving 
Knowledge Level 

Past Experience 
with Child Care 

SES 

Maritm Status 

+ 

# Caregivers -
in Household 

Caregiving 
Behavior 

Family Approvm 

Peer Approvm 

+ 

Figure 1: Adolescent Family Assessment Model 

+ 

+/-

Family 
Functioning 

I\.) 

U1 



26 

Because social relations rarely exist as isolated 

dyads, relations as they occur in networks are the focus of 

this portion of the model. As networks become the focus for 

social exchange theory, properties of the networks, such as 

network positions and connections can be studied. Emerson 

(1978) defines network to be a set of separate, but 

interconnected actors. An exchange network is a set of two 

or more connected exchange relations. 

Connections in a network can be positive or negative. 

A positive connection occurs when exchange in one relation is 

contingent upon exchange in another relation. A negative 

connection occurs when exchange in one relation is contingent 

upon non-exchange in the other. Further, these contingencies 

vary in strength and define the boundaries of the network. 

When the contingency is near zero, exchange will not occur. 

As networks become increasingly complex, Emerson 

(1978) and Yamagishi (1987) propose utilizing position to 

simplify analysis. Position allows comparisons to be made 

across, as well as within networks. Two actors in the same 

structural position are under the same structural con

straints, and should behave similarly reflecting the 

constraints (Yamagishi, 1987). Further, as negative 

connections occur, actors seek the exchange of benefits with 

alternative sources. 
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Social exchange theory· provides the context for 

examining the adolescent mother as she has developed in 

society and as she continues to function within her networks. 

Interaction between the adolescent mother, her infant, her 

family, and society in general occurs through a series of 

negotiated exchanges, during which time each actor is trying 

to maximize his/her benefits while decreasing costs. 

Social learning theory is the mechanism by which the 

adolescent learns to parent. The assumptions of social 

learning theory include: a focus on observed behavior, a 

general pattern of behavior which occurs across species, and 

[that] learning is accomplished in accordance with the 

experiences of the person in their environment, as stated by 

Bandura (1977). Bandura further states that a cognitive 

component is necessary so that the actor needs to be able to 

observe and model behavior from appropriate role models. 

This requires memory ability, a component which was lacking 

in behavioral psychology theories preceding Bandura. 

Social learning theory focuses on the individual. 

The individual learns through manipulation of her environment 

for positive and negative reinforcers. Stimuli are present 

which induce a change in a person I s feeling state. While the 

individual is conceptualized as one who responds to stimuli, 

the individual is not mechanistic, but active. In addition 

to stimuli and reinforcement influencing learning, the 
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person I s memory of past successes and failures certainly 

plays a part, as does observational learning, where vicar

iously observing a model perform an activity can lead to 

learning. 

The primary intention for utilizing social learning 

theory in the model is to explain how the adolescent mother 

learns to provide care for her infant. Bandura and Walters 

(1986) discuss how learning is accomplished by modeling, imi

tation, and reinforcement. First, the child observes 

appropriate behavior being modeled by others and attempts to 

imitate the modeled behavior. Next, the child receives 

reinforcement for appropriate behavior, thereby making the 

child want to demonstrate the correct behavior again. This 

process continues throughout the life span of the person and 

is particularly applicable to the adolescent mother. 

Adolescent Family Assessment Model 

The Adolescent Family Assessment Model (AFAM) (figure 

1) is based on the following assumptions: 

1. People interact with each other and with their 

environment; 

2. Exchanges are sought, through interaction, which 

will result in personal benefits; 

3. Mothers accept some degree of responsibility for 

the welfare of their child/children; 
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4. A person seeks and receives reinforcement, both 

positive and negative, for their actions: 

5. Family and peers are the two most salient 

reference groups with which the adolescent mother associates: 

6. Approval from family and peers is a reinforcer for 

adolescent mothers. 

7. caregiving behaviors are performed by adolescent 

mothers as part of the mutually dependent, bonded social 

relationship they have with family and friends, in an attempt 

to gain benefits in the form of approval. 

According to the AFAM, the demographic variables of 

educational level, past experience with child care, 

socioeconomic status, marital status, and number of 

caregivers in the household are in the first stage of the 

model. 

which 

The demographic variables are exogenous variables 

are hypothesized to have a relationship wi th both 

caregiving knowledge and caregiving behavior (the dependent 

variables) at the second stage of the model. The demographic 

variables act as indicators of the number of opportunities 

the adolescent mother has had to observe and model caregiving 

behaviors. A bivariate relationship exists between care

giving knowledge and caregiving behaviors, so that as the 

level of caregiving knowledge increases, the amount of 

caregiving behaviors which are performed will also increase. 
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The performance of caregiving behaviors has been 

shown to be influenced by the educational level of the 

mother, as well as the knowledge she has of specific 

caregiving practices (Mercer, 1986; Parks & smerglio, 1986). 

Further, utilizing social learning theory, the model predicts 

that the greater the number of role models who model good 

caregiving behaviors, the greater the likelihood that the 

adolescent will also provide good quality care to her infant. 

In addition, the model predicts that the greater the number 

of opportunities to practice caregiving behaviors, by either 

previous child care experience, or learning as her own child 

grows, the greater the likelihood that the adolescent will 

learn caregiving behaviors. 

Caregiving behaviors (the discriminant stimulus), are 

posi ti vely related to the dependent variables of family 

approval and peer approval. Approval and acceptance is 

important for the young mother who is in the adolescent 

developmental stage. As she provides caregiving for her 

infant, she is reinforced for caregiving by approval from 

family and friends. 

Family approval and peer approval directly impact the 

dependent variable of family functioning. Caregiving 

behaviors impact family functioning directly and indirectly 

through peer and family approval. 
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Integration of the Model and Problem 

The society to which the adolescent mother belongs 

includes not only her family and peer group, but educators, 

health care professionals, law and policy makers, and 

countless others the adolescent mother does not personally 

know. The adolescent has grown and developed within this 

society, which according to social exchange theory, has had 

a major influence on her ability to negotiate exchanges 

during social interactions. Turner (1.969) has stated that an 

adolescent has very little power within the social exchange 

interaction. Through pregnancy and parenthood, the 

adolescent girl achieves a much more powerful position, as 

she accepts responsibility for her infant. 

Society for the most part disapproves of adolescent 

sexuality and parenthood (Huttlinger, 1.988). Peer groups, 

families, health care professionals, and educators exhibit 

bias toward the pregnant [and parenting] adolescent girl, 

which affects social interaction. When the adolescent mother 

encounters bias, a negative connection may result making 

interaction and exchange wi th that person or insti tution 

difficult. The young mother will then seek alternative 

sources of exchanges. For example, a negative connection 

exists if the adolescent mother wants to go out with her 

friends, but cannot find a family member who agrees to take 

care of her infant. The young mother will then negotiate for 
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an exchange of benefits with alternative sources of 

exchanges, perhaps trading babysi tting time wi th another 

young mother, or calling upon the father of the child to 

help. 

The model is based also on social learning theory as 

proposed by Bandura (1986). The stimulus is the caregiving 

which the mother provides her infant. She is reinforced for 

this caregiving by family and/or peer approval. The rein

forcement can be positive or negative, depending upon the 

groups with which the adolescent associates. Positive rein

forcement for caregiving, in the form of approval, will lead 

to improved family functioning and hence, an improved mother

child relationship. Caregiving also has a direct effect on 

family functioning. It is hypothesized that quality 

caregiving will provide the mother with self-satisfaction 

which in turn will lead to an improved family functioning. 

Research Questions 

1. What are the psychometric estimates for the following 

study instruments: 

a. The Infant Caregiving Inventory (caregiving 

Knowledge); 

b. The Peer Approval Instrument (Peer Approval); 

c. The Family Approval Instrument (Family 

Approval); and 

d. Smilkstein's Family Apgar (Family Functioning). 
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2. What are the demographic characteristics (educational 

level, socioeconomic status, marital status, past experience 

with child care, and number of caregivers in household) of 

the sample? 

3. What is the level of caregiving knowledge held by 

adolescent mothers? 

4. What is the amount of caregiving behavior reported by 

adolescent mothers? 

5. How much approval does the adolescent perceive as being 

received from family and friends? 

6. What level of family functioning does the adolescent 

mother ascribe to her family of origin and the family with 

whom she lives? 

7. What is the relative impact of the demographic variables 

on the dependent variable of caregiving knowledge for Anglo 

adolescent mothers? 

8. What is the relative impact of the demographic variables 

on the dependent variable of caregiving behavior for Anglo 

adolescent mothers? 

9. What is the relative impact of caregiving behavior on the 

dependent variable of peer approval for Anglo adolescent 

mothers? 

10. What is the relative impact of caregiving behavior on 

the dependent variable of family approval for Anglo 

adolescent mothers? 
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11. What is the relative impact of caregiving behavior, peer 

approval, and family approval on the dependent variable of 

family functioning for Anglo adolescent mothers? 

12. Is the Adolescent Family Assessment Model supported when 

tested with a group of Mexican American adolescent mothers? 

Significance for Nursing 

Adolescent mothers can be considered a subculture in 

terms of their developmental status. It has been discussed 

that this particular group has difficulty accessing health 

care resources, and yet has a high need for health care 

teaching, assessment, and evaluation. As nurses are one of 

the largest professional groups who have contact with 

adolescent mothers, it is appropriate and indeed necessary to 

learn more about the experience of adolescent parenting. 

Adolescent parenting must also be considered within 

the context of the culture of adolescence. Ethnocentric 

prescriptions for health care improvement are likely to be 

met with non-compliance. To be considered as a trusted and 

valid source of health care information, nursing must recog

nize and incorporate adolescent values and needs. Further, 

ethnic group affiliation should be recognized as well. 

Because the adolescent mother is not likely to use 

health care resources for her own health needs, anticipatory 

guidance and teaching during well child visits could cover 

not only the infant's growth and development needs, but the 
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mother's as well. Assessment of developmental accomplish

ments, family functioning, social opportunities, school 

attendance, and financial problems can be accomplished during 

her infant's visit. The high need for health care teaching, 

assessment, and guidance, when contrasted with lack of uti

lization of health care resources, means that adolescent 

mothers may be considered to be a vulnerable population, in 

need of studies focusing on outcomes of care. 

WHO (1986) has recommended involvement of youth 

groups in providing health care to adolescents. This would 

result in decreased mistrust of the health care setting, as 

one adolescent helps another. Thus, one of the barriers to 

health care utilization by adolescents would be eliminated. 

As health care utilization increases, nurses would have 

contact with more adolescent mothers. 

As the experience of cross-cultural adolescent 

parenting is explored, nursing may be able to predict health 

outcomes for the adolescent mother and her child. One health 

outcome which impacts not only the mother, but her entire 

family is family functioning. Therefore this study repre

sents an important opportunity to extend the knowledge base 

relevant to family functioning of Anglo and Mexican American 

adolescent mothers, so that future health care services can 

be improved. 
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Summary 

This chapter has examined some of the problems asso

ciated with adolescent parenting. Parenting adolescents have 

been shown to differ in their parenting ability from adult 

parents in terms of their response to infant distress, sensi

tivity to infant cues, social and cognitive growth fostering, 

in the estimation of infant growth and development capabil

ities. Infants of adolescent parents have been reported by 

some researchers to have an increased incidence of failure to 

thrive and child abuse. Children of adolescent parents are 

reported to experience intellectual and behavioral differ

ences from children of older parents. However, some 

adolescent parents do manage to overcome obstacles to become 

loving, caring, and effective parents, while others do not. 

One way to confront these problems is to find what factors 

are associated with an adolescent parent learning to give 

care to her infant, and what factors influence her family 

functioning. 

The purpose of the study was to test the Adolescent 

Family Assessment Model with Anglo and Mexican American 

adolescent mothers, and to describe factors which affect the 

caregiving an adolescent mother provides to her infant, 

approval she receives from family and friends for caregiving, 

and the effect of these factors on the outcome variable of 

family functioning. The theoretical framework was described 
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as being based on a social exchange perspective, while social 

learning theory is the mechanism by which the adolescent 

mother learns to perform caregiving for her infant. 

The next chapter will review the literature relevant 

to adolescent mothers. Studies examining variables which 

have been shown to influence caregiving and family 

functioning will be discussed. The review of the literature 

will establish the need for this study. 
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CHAPTER 2 

LITERATURE REVIEW 

Our society has traditionally held mothers, including 

unwed mothers, more responsible than fathers for the care and 

welfare of the child, regardless of the mother's age, 

physical or mental health, financial assets, or social 

resources (Sahler, 1983). Russell (1978) states that 

maternal involvement (caregiving] is mandated by the maternal 

role. This is especially relevant for the Mexican American 

population, where the motherhood role has great importance: 

a woman has no real social role without her husband and 

children (Kay, 1978). This chapter will examine the litera

ture for studies relevant to the concepts presented in the 

Adolescent Family Assessment Model, in order to explain 

relationships among the concepts of demographics, caregiving, 

approval, and family functioning in Anglo or Mexican American 

families with an adolescent mother. The relationships among 

the concepts will also be discussed. 

Demographic Variables 

Educational Level 

Age is a demographic variable which is frequently 

used in research studies. Al though data were gathered 

relative to the age of subjects participating in the study, 
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it was used to gain a clearer picture of the demographic 

profile of the subjects and is not a variable in the Adoles

cent Family Assessment Model. Research utilizing age as a 

variable has yielded contradictory results. In a study of 

282 Hispanic (53.9%) and Black (46.1%) mothers who had their 

first child between the ages of 13.8 and 28.7 (mean = 22.34), 

the three year old children of teen mothers scored signifi

cantly better on the Total Denver Developmental screening 

Test (r = -.19, p< .01) as well as on the Fine Motor section 

(r = -.17, P < .01) (Rothenberg & Varga, 1981), when socio

economic status was controlled. Other researchers who have 

utilized age as a variable have found children of adolescent 

mothers to be developmentally behind children of adult 

mothers (Brooks-Gunn & Furstenberg, 1986). 

Educational level was chosen instead of age as an 

indicator of socioemotional and educational developmental 

progress. Mercer (1986) stated that education may be a more 

relevant variable than age when studying parenting behaviors. 

As age and educational level are highly correlated for 

adolescent mothers, educational level was chosen as the 

variable which would be more likely to impact the variables 

in stage two of the model, caregiving knowledge and care

giving behavior. As the model predicts, the greater the 

educational level of the mother, the greater her level of 
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caregiving knowledge and the greater her performance of 

caregiving behavior. 

Further, educational level has been shown to be 

dramatically affected by the occurrence of adolescent 

pregnancy. As previously stated, approximately 50 percent of 

pregnant Arizona teenagers experience a delay in their high 

school completion or drop out of high school entirely. 

Because of this, adolescent mothers who are in the process of 

completing their high school education are likely to be older 

than a comparative sample of adolescent girls who are not 

parenting. Reliance on age alone may be misleading with this 

sample. Therefore, educational level would appear to be a 

better indicator of development for teen mothers than strict 

reliance on age. Lacking in past research is comparison of 

the socioemotional development of parenting and non-parenting 

adolescent women. 

Socioeconomic status 

Research studies of adolescent parents have typically 

focused on low socioeconomic families (Nathanson, Baird, & 

Jemail, 1986; Becerra & deAnda, 1984; Jarrett, 1982). 

Therefore, it is necessary to look to studies of adul t 

mothers for a discussion of socioeconomic status. 

Roosa, Fitzgerald, & Carlson (1982) studied 62 

mothers, age 15 to 32, and their children, to test a causal 

model of teenage childbearing and childrearing on the 
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children of teenage mothers. Socioeconomic status emerged as 

the single, strongest influence on each variable in the 

model. When maternal age was controlled, socioeconomic 

status had a positive impact on maternal attitudes toward 

child, infant temperament, home environment, and quality of 

mother-infant interactions (including caregiving behaviors). 

The impact of socioeconomic status was consistently larger 

than that of any other variable, including maternal age. 

Parks & Smerglio (1986) studied 126 adult mothers, to 

examine a cross-section of socioeconomic groups while 

investigating the relationships between socioeconomic status, 

caregiving knowledge and the quality of stimulation in the 

home. The socioeconomic status groups were: low (18% White, 

82% Black), middle (74% White, 26% Black), and high (87% 

White, 13% Black). In low socioeconomic status families, 

parenting knowledge was positively related to the quality of 

stimulation in the home environment. Further, the low 

socioeconomic group had lower scores for four of the six 

subscales of the parenting knowledge index, the Infant 

caregiving Inventory, when compared with the middle and high 

socioeconomic groups. Parenting knowledge subscales which 

were significantly different between groups included intelli

gence at school age, personality at school age, mother's 

happiness or unhappiness, and baby's happiness or unhappi

ness. 
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Marital. status 

Research focusing on the marital status of adolescent 

mothers has not appeared in the literature, except to report 

that single parenthood is more accepted in the Anglo culture 

than in other cultures. Mexican American adolescent mothers 

(N = 82) were more likely to be married or living with their 

boyfriend who accepted responsibility for the child as 

compared with White adolescent mothers (N = 40) (Becerra & 

deAnda, 1984). Becerra and deAnda (1984) state that Hispanic 

males are frequently present in a father role because 

tradi tional Mexican American cul ture is less oriented to 

women living alone and emphasizes family togetherness, 

community commitment, and responsibility. 

Past Experience with Child Care 

Past experience with child care has three components 

for the purposes of this research: experience babysitting 

infants, experience babysitting toddlers, and experience 

babysitting preschoolers prior to becoming a mother. Past 

experience with child care does not appear in the studies. 

However, this variable should be significant to the acquisi

tion of caregiving knowledge and the performance of caregiv

ing behaviors. Previous experience with child care repre

sents an important learning opportunity for the young woman, 

and as such should be reflected in posi ti ve relationships 

with both caregiving knowledge and caregiving behaviors. 
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Number of Caregivers in Household 

The number of caregivers in the household is defined 

as the number of people residing with the mother who seek to 

meet the infant's needs. The number of caregivers has not 

been studied in relation to caregiving knowledge or care

giving behavior, but has received attention relative to 

maternal-fetal attachment. 

Koniak-Griffin (1988) studied predictors of maternal 

fetal attachment with 90 adolescents, aged 14-19 years. 

cranley's Maternal Fetal Attachment Scale, Norbeck's Social 

Support Questionnaire, and a self-esteem inventory were used. 

Results of regression analysis revealed four independent 

variables which significantly predicted total prenatal 

attachment scores: total functional support received by the 

adolescent; total network size; planning of the pregnancy; 

and intent to keep the baby. Total network size should 

impact the caregiving knowledge held by adolescent mothers 

and the amount of caregiving behavior they perform. 

Indeed, network size [family presence] was an 

explanatory finding for Ruff's 1987 study. In a study which 

examined how well adolescents mother, Ruff (1987) studied 100 

single, Black mothers, aged 15-19, using the Nursing Child 

Assessment Feeding Scale. Each mother was observed feeding 

her child at two times. Mothers were found to be sensitive 

to cues, but less responsive to distress over time. Ruff 
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postulated that other family members may have increased their 

participation in infant care over time, thus allowing the 

adolescent mother to be less responsive to distress of the 

infant. 

participation in an extended family network was more 

often reported by Mexican American adolescent mothers than by 

White, non-Hispanic mothers (Becerra & deAnda, 1984). In 

particular, the presence of the adolescent's own mother may 

be as influential postbirth as Lederman (1984) has stated it 

to be prebirth. Becerra and deAnda (1984) reported that 64 

to 80 percent of their adolescent mothers, both Anglo and 

Mexican American, felt their own mothers were the source for 

their learning of caregiving behaviors. 

Caregiving Knowledge 

Successful parenting requires interpretation and 

response to infant cues in order to meet the needs of a non-

verbal infant, and one must have both the knowledge of infant 

care and the cognitive ability to solve problems (Julian, 

1983). Provision of quality caregiving involves more than 

being able to decipher cues and respond to distress; a 

knowledge of the infant's capabilities and needs is required. 

As the infant grows and matures, his needs change. Caregiv

ing also must change to continue to optimally meet the 

infant's needs and to encourage development of the infant to 

his full potential. 
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Researchers have found that adolescents consistently 

overestimate the growth and development capabilities of their 

infants (Aten, 1984: Jarrett, 1982). For example, an infant 

acquires the ability to walk some time during months twelve 

to twenty. An adolescent mother who overestimates her 

child's growth and development capabilities may anticipate 

that her child will walk by twelve months of age. When an 

infant fails to meet the growth and development expectations 

of its mother, an increased use of punishment is likely, as 

is an increased incidence of child abuse. 

Jarrett (1982) studied 86 mothers, age 15 to 21 

years, to study expectations, knowledge, and childrearing 

practices of young mothers. The low socioeconomic status 

sample was 81% Black and 13% Hispanic, with infants from six 

to 36 months old. Measures indexed acceptance of the infant, 

control of infant behavior, and knowledge of child develop

ment. Findings indicated that maternal age was significantly 

related to acceptance and control. Younger mothers used less 

controlling behavior than older mothers. Knowledge of child 

development was limited: the mothers expected their child to 

be developmentally ahead of standardized norms, and punished 

their child for failure to meet or exceed the norms. 

Nevertheless, resul ts that contradicted Jarrett's 

(1982) study were obtained by Becker (1987) who studied 

infant development and behavior with a sample of Caucasian 
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adolescent (N = 23) and adult (N=22) mothers. Findings 

indicated that the mothers, rather than overestimating the 

growth and development capabilities of their infants, tended 

to underestimate the infant's growth and development capabil

ities. 

Further, a study by Ruff (1987) found that adolescent 

mothers scored low on social behavior and low on cognitive 

growth fostering behaviors. Resul ts were encouraging in that 

scores were higher at time two than time one, indicating that 

over time, young mothers were making progress toward stimu

lating their infant's growth and development. Low scores at 

time one were thought to be due to the mother underestimating 

her infant's capabilities~ the mothers felt that their young 

infants could not hear or understand, thus there was no 

reason to foster social behavior or cognitive growth. As the 

infants developed and began to interact more with the 

mothers, the mothers learned from their infants and reacted 

by providing increased stimulation. 

Quantitative assessment of caregiving knowledge was 

studied by Parks & Smerglio (1986). In a study of 126 

families with six month old infants, the Infant Caregiving 

Inventory, the HOME Inventory, the Griffith's Scale, and the 

Hollingshead Index were used to measure parenting knowledge 

of caregiving practices, quality of stimulation in the home, 

infant developmental performance, and socioeconomic status, 
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respectively. The sample was 60% Black and 40% White. 

Findings indicated that parenting knowledge was significantly 

associated with the quality of stimulation provided to the 

infant, which in turn, was significantly related to infant 

development in low socioeconomic families. 

Caregiving Behaviors 

caregiving behaviors are activities which are 

performed in order to meet the needs of the infant. At its 

basic level, caregiving behaviors include provision of 

shelter, food, clothing, safety, and love. However, caregiv

ing behaviors include more than these basic components. 

Social and cognitive growth fostering as well as responsive

ness to infant cues and distress are other components of 

caregiving behaviors. Adolescent mothers have been found to 

be less sensitive to infant cues and less responsive to 

infant distress than adult mothers according to some re

searchers (Aten, 1984b; Mercer, 1986). Further, Ruff's 

(1987) longitudinal study found adolescent mothers to be less 

responsive to distress of their infants over time, indicating 

that caution needs to be used when interpreting results from 

a one-time administration of instruments. 

Roosa, Fitzgerald, & Carlson (1982) studied sixty-two 

women, age 15 to 32, to investigate the influences of 

childbearing and early caregiving of teen mothers on their 

children, using the Purdue Home stimUlation Inventories for 
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observation of the home environment, as well as the Michigan 

Infant Temperament Scale, the Neonatal Perception Inventory, 

and the Brazelton Neonatal Behavioral Assessment Scale. 

Observation of caregiving behaviors was accomplished by 

rating the percentage of time the mother spent in feeding, 

burping, bathing, and diapering her child. Resul ts indicated 

that socioeconomic status was the strongest single influence 

upon each variable in the model, including caregiving; and 

that the effect of maternal age was consistently in the 

opposite direction to that of socioeconomic status. When 

socioeconomic status was controlled, maternal age had a 

negative impact on maternal attitudes and maternal-infant 

interaction. 

Reis and Herz (1987) used the Home Observation for 

Measurement of the Environment (HOME) to define factors which 

were potential influences of teen parents' parenting skills 

[caregiving behaviors]. One hundred-seventy-seven parents 

(37% White, 63% Black), age 16 to 19, were observed with the 

HOME inventory. They were also administered the center for 

Epidemiological Studies Depression Scale, the Field Instru

ment (15 vignettes which assess knowledge of developmental 

milestones and parental attitudes toward childrearing), a 

self-report social network scale, and a modified version of 

the Childhood Level of Living Scale (to assess the quality of 

household maintenance). During data analysis, the sample was 
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divided into two groups: those less than 16 years of age and 

those 16-19 years of age. Younger mothers were less de

pressed, held more punitive attitudes toward child rearing, 

and obtained lower total HOME scores as compared with older 

mothers. There was no significant difference between the two 

groups in either their knowledge of developmental milestones 

or in their perceived social support. Three variables, 

parental race, attitudes toward childrearing, and age 

accounted for 20% of the variance in total HOME scores. 

Aten (1984) studied caregiving behaviors of adoles

cent mothers during the first six months post partum. 

Maternal-infant interactions were videotaped and rated for 

maternal attentiveness, affectionate behavior, and caretaking 

(competence) by counting occurrences of behaviors such as 

maternal vocal, visual, proximal, touching, and comforting 

behaviors. In addition, infant activity was rated by 

counting the occurrence of visual, vocal, proximity-seeking, 

exploratory, and general communication with the mother. Aten 

found stability in the adolescent mother's (N=33) behavior 

over time, but not in infant activity. A moderate correla

tion existed between maternal behavior at birth with infant 

activity at six months, so that the adolescent who is less 

communicative or responsive at birth may be setting the stage 

for later, less than adequate communication patterns and 

impaired maternal-child relations. 
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Family and Peer Approval 

Approval can be considered as acceptance or positive 

affirmation received from another person for one's actions. 

Approval also has elements of affection and belongingness. 

Love, affection, and belonginqness are three of the social 

needs which are basic to all people (Maslow, 1954). An 

approving or accepting relationship is one of long duration 

and characterized by closeness and affection (Bogdan & 

Taylor, 1987). 

Two of the reference groups which are important to an 

adolescent are the family and the peer group (Sebald, 1986). 

It is within these two reference groups that the adolescent 

experiences enduring relationships characterized by closeness 

and affection. Acceptance and approval from these two groups 

can be considered to be basic needs for the adolescent. 

Family approval is defined as the degree to which the kinship 

network express satisfaction with the mother's fulfillment of 

her role. Peer approval is defined as the degree to which 

friends express satisfaction with the mother's participation 

in their group. 

Accepting or approving relationships with an adoles

cent parent are not based on a denial of difference, but on 

the absence of impugning the different person's moral 

character because of the variation (Bogdan & Taylor, 1987). 

An adolescent parent may be viewed as someone who has 
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violated the supraculture's norms, and as such, may be 

considered different, or atypical. Some adolescent mothers 

say that they do not experience accepting or approving 

relationships to the same extent as they did before becoming 

pregnant. 

As teens make the transition to parenthood, relation

ships with family and fri'ends may change. Many teens express 

feeling that they are now expected to make the transition 

immediately into an adult role (Huttlinger, 1988; Records, 

1988). This may in part be due to society's expectation that 

mothers are primarily responsible for the care and welfare of 

their children (Sahler, 1983). In addition, peers may feel 

that the adolescent mother no longer conforms to the norms of 

their group, and exclude her from their activities (Newman & 

Newman, 1987). Thompson (1986) reported that fulfilling 

childcare responsibilities was likely to impose costs on 

interaction with peers, which in turn, caused distress for 

the mothers in the form of feelings of social isolation and 

limited social opportunities. 

While some peer groups consider the occurrence of 

teenage pregnancy and parenting to have violated social 

norms, others do not (Huttlinger, 1988). Therefore, the role 

peer groups play in the adolescent mother's life will depend 

in part on group affiliation and how others react to her 

parenting. As such, approval from peers will also depend 
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Peer groups which consider the 

occurrence of teenage pregnancy and parenting to be viola

tions of group norms will not convey approval to the adoles

cent mother, while groups which do not consider these events 

to have violated norms will continue to communicate approval 

to the adolescent throughout her pregnancy and during her 

transition to motherhood. 

The importance of the peer group during adolescence 

has been well documented (Sebald, 1986; Reres, 1980; Heisler 

& Friedman, 1980). Mercer's (1986) study revealed that while 

peers are extremely important to teens, teen mothers tend to 

have a less close network of friends than do adult mothers. 

Twenty-nine percent of the teen mothers never had a friend 

visit their home, as compared with three percent and five 

percent of two groups of older mothers. Further, 82 percent 

of the teens had a friend they could call as compared with 97 

and 95 percent of the adult mothers. Teens also went to 

picnics and parties less frequently than the adult mothers. 

This apparent lack of acceptance and social support from 

friends was not offset by an increased amount of acceptance 

and social support from family members. 

Mercer's (1986) results reflect the findings of 

Becerra and deAnda (1984) who stated that peer relationships 

were decreased with the occurrence of pregnancy and mother

hood. Only eighty-five percent of the sample reported that 
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they still had peer relationships, and Mexican American 

adolescent mothers tended to have fewer friends than White 

adolescent mothers. Becerra and deAnda (1984) state that the 

lower number of friends reported by Mexican American adoles

cent mothers was due in part to decreased opportunities to 

maintain friendship ties because of discontinued schooling. 

Family Functioning 

Family functioning is defined as the 

mother's perception of relationships within 

adolescent 

the kinship 

network. Family functioning, at a minimum, includes social

ization and nurturance (Reiss, 1980; Murdock, 1949), and is 

important because of its effect on psychological and physio

logical well-being. Burt, Cohen, and Bjorck (1988) adminis

tered the Family Environment Scale, the State-Trait Anxiety 

Inventory for Children, the Childhood Depression Inventory, 

and the Cooper-Smith Self-Esteem Inventory to 312 seventh and 

eighth grade students to study young adolescent's perceived 

family environment as a moderator of life stress. Findings 

indicated that families which were perceived as cohesive, 

organized and expressive were related to positive psychologi

cal functioning, as indexed by low anxiety and depression 

scores and high self-esteem scores. Families which were 

perceived as conflict-ridden and controlling were related to 

negative psychological functioning. 



54 

Further, family functioning which is less than 

optimal may be a source of stress for adolescents. The link 

between high life stress and illness has been well documented 

with adults (Holmes & Rahe, 1967). Pregnant adolescents who 

experience high life stress and low social network scores 

have been found to have a higher number of neonatal and 

obstetrical problems, as compared with adolescents with 

equally high life stress and high social network support 

(Boyce, 1985). Physiological effects, such as illnesses, are 

also likely for adolescent mothers and their infants due to 

poor family functioning. 

Nathanson, Baird, and Jemail (1986) conducted a 

longitudinal study of interpersonal functioning within the 

family system of adolescent mothers. structured family 

interviews were accomplished with fifty adolescent mothers 

and their families (62.5% Black) at three time periods. An 

adolescent who was a member of a family rated as enmeshed was 

likely to remain in that family after giving birth to her 

child. While support was increased from the family unit, her 

relationship with the baby's father was adversely affected. 

Finally, the occurrence of adolescent pregnancy and 

parenting requires adaptation on the part of the family. 

Adaptation is required to reformulate the family system to 

recognize the adolescent as a sexually active person and to 

incorporate a new baby into the household. Ethnici ty appears 
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to be influential in the accomplishment of these tasks for 

the family. White and Mexican American adolescent mothers 

were contrasted in Becerra and deAnda's (1984) study. The 

Mexican American adolescents were either spanish or English 

speaking. White adolescents were likely to remain with their 

family of origin (70%), to live with their boyfriend or 

boyfriend's relatives (20%), or to live with friends (lOt). 

In contrast, Mexican American adolescent mothers were more 

likely to be living with their spouse or boyfriend (English 

speaking = 31.8%; Spanish speaking = 63.1%) as compared with 

living with a parent (English speaking = 31. 8%: Spanish 

speaking = 47.4%). English speakinq Mexican American 

adolescents also lived with relatives of their spousel 

boyfriend (18.2%) or relatives of their own family (18.2%). 

Summary 

This chapter has reviewed the literature for studies 

relevant to the demographic variables and the concepts of 

caregiving, family approval, peer approval, and family 

functioning. The li terature review focused upon Mexican 

American and Anglo adolescent mothers. 

The next chapter will discuss the methodology to be 

utilized for the proposed study. Human subjects, instrumen

tation, data collection procedures, and data analysis will be 

detailed. In addition, testing of the Adolescent Family 

Assessment Model will be discussed. 
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CHAPTER 3 

RESEARCH METHODOLOGY 

The design of the study, the study sample, 

description of the setting, and reliability and validity of 

instruments are presented in this chapter. Also included are 

the methodological techniques designed to test the Adolescent 

Family Assessment Model. Characteristics of the study 

sample, data collection procedures, and methods of data 

analysis are described as well. 

Study Design 

This study utilized a descriptive, correlational 

design with a convenience sample to describe the relationship 

between the demographic variables, caregiving knowledge, 

caregivingbehaviors, social approval, and family functioning 

in families with an Anglo or Hispanic adolescent mother. In 

addition, regression analysis was used to determine the 

impact of the independent variables on the outcome variable 

of family functioning. Causal modeling methods were chosen 

as a strategy to identify cause and effect relationships 

associated with family functioning in families with an 

adolescent mother. 

Asher (1983) proposes three necessary conditions of 

causality: covariation, time ordering, and control of 
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extraneous variables. The first condition, covariation of 

variables, was met by delineating the major variables of the 

Adolescent Family Assessment Model. The condition of time 

ordering was met by staging the variables within the model 

based on theoretical underpinnings. The final condition, 

control of all extraneous variables, was managed by selecting 

major variables thought to be predictive of family function 

in adolescents. 

The Adolescent Family Assessment Model (AFAM) (Figure 

1), a four stage mUltivariate causal model, was evaluated via 

the data. It was assumed that if the AFAM was supported by 

the data via statistical analysis, or in other words, if the 

fit between the theoretical and empirical models was good, 

then the AFAM could be considered confirmed (James, Mulaik, 

& Brett, 1982). 

study Sample 

The study sample consisted of 50 Anglo and 64 

Hispanic English speaking adolescent mothers living in the 

southwestern United States. Subj ects were 19 years of age or 

younger. There were no criteria set for the number of 

children or the ages of children born to the adolescent 

mother. However, the adolescent mother needed to be living 

in the same household as her child/children. Adolescents who 

were experiencing their first pregnancy, or adolescent 
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parents who had relinquished their infants, were not eligible 

for participation in the study. 

The study sample ccnsisted of two groups of 

adolescent mothers who had not completed their high school 

education: adolescent mothers currently enrolled in teen 

parent programs offered by local school districts and 

adolescent mothers not currently enrolled in school. Eighty

three percent (N= 94) of the sample were enrolled in teen 

parent programs. seventeen percent (N= 20) were not 

currently enrolled in school. Subjects not enrolled in high 

school were obtained by referral from a family practice 

clinic and from friends of adolescent mothers currently 

attending school. 

A major design issue when performing causal modeling 

techniques is consideration of sample size. According to 

Pedhauser (1982), when the statistical technique of multiple 

regression is used, there need to be between five and ten 

cases for each variable in the equation. The Adolescent 

Family Assessment Model has ten variables. Therefore a 

sample size of 100 (50 Anglo; 50 Hispanic) is needed to be 

considered adequate to insure stability of the regression 

coefficients. 

Description of the setting 

The setting for data collection for adolescent 

mothers currently enrolled in school was classrooms in three 
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southwestern metropoli tan high schools which had a teen 

parent program on their campuses. The three programs will be 

referred to as District 1, District 2, and District 3. The 

schools had 125, 1,745, and 2,400 students, respectively. 

Pregnant and parenting teens comprised approximately 100 

percent, four percent, and seven percent of the schools' 

populations. Table 1 shows the number of subjects recruited 

from each of the district's teen parent programs. 

Table 1 Subject Recruitment 

Affiliation Frequency Percent 

CUrrently Enrolled 
in High School: 

District 1 
District 2 
District 3 

54 
22 
18 

Not CUrrently Enrolled 
in High School: 

District 4 
District 5 

Total 

13 
7 

114 

47.4 
19.3 
15.8 

11.4 
6.1 

100.0 

The teen parent program at District 1 was held at a 

school whose population consisted entirely of pregnant and 

parenting teens, both male and female. Data were collected 

during beginning and advanced parenting classes, which are 

required of all students attending the school. 
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District 2 had their teen parent program incorporated 

into a typical high school. The teen parent program offered 

day classes for the young parents. Data were collected 

during the parenting class, which was required for all 

students who were pregnant or parenting. 

District 3 offered both day and evening classes for 

teen parents in conjunction with a typical high school. 

Teens either participated in the day or evening classes, 

depending upon their work and personal schedules. Data were 

collected during the day and evening parenting classes. 

Parenting classes within the three districts covered 

infant growth and development as well as parenting skills. 

District 1 and 2 provided hands-on experience in school-based 

day care centers. Topics of concern to young parents, such 

as birth control, family planning, legal rights, and 

budgeting were also available. 

Adolescent mothers not currently enrolled in school 

were contacted initially by phone by the researcher. Data 

were collected during that initial phone contact or at a 

later time that was convenient for the adolescent mother. 

Twenty percent (N=4) of the mothers preferred to have the 

researcher present in their home while they completed the 

questionnaire. Subjects not enrolled in school were grouped 

into two districts. District 4 was composed of adolescent 

mothers within the local area, while District 5 was composed 
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of adolescents living outside the local area. Table 1 shows 

the complete number of subjects recruited from the three teen 

parent programs and from adolescents not currently enrolled 

in school. 

Human Subj ects 

Permission to conduct the study was obtained from the 

College of Nursing Human Subjects Review Committee and 

approved by the University of Arizona Human Subjects Review 

Committee (Appendix A). The research and evaluation 

department of the school districts 1 and 3 also approved the 

study (Appendix B). School district 2 did not require formal 

access procedures. Teacher permission and scheduling of time 

to collect data were all that was required for access. 

Permission to collect data from a local family practice 

clinic was obtained from a physician in the obstetric and 

gynecological practice. Permission from instrument 

developers was requested to utilize all instruments in this 

investigation (Appendix C), except for the PAI and FAI which 

were developed by the researcher. 

Subjects were given a disclaimer (Appendix D) for 

signature. For phone interviews, the disclaimer was read by 

the researcher. The disclaimer explained the nature and 

purpose of the study, the risks, benefits, and time 

commitment. Anonymity was protected through the use of code 

numbers. The ability of the subject to withdraw at any time 
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wi thout repercussions from the school was covered. Subj ects 

were also told they had the right not to answer any question 

and that their own questions pertaining to the study would be 

answered. They were assured that there were no known risks 

or benefits from participation in the study. This 

information was reinforced verbally by the researcher. 

Subject signature/verbal assent was required before the 

questionnaires could be completed. 

Instrumentation 

six instruments (Appendix E) were used to collect the 

data for the study. Table 2 shows reliability and validity 

estimates for all of the instruments except for the 

demographic questionnaire, as reported in previous studies. 

The Infant Caregiving Inventory, ICI (Parks & 

Smerglio, 1983) is a parenting knowledge instrument which 

measures perceptions about the influences of infant 

caregiving practices on infants' present and future well

being and on maternal well-being. The ICI is a 34-item 

summated rating scale which yields a total score and six 

subscale scores, each reflecting an area of child or maternal 

well-being: personality at school age, physical growth, 

intelligence at school age, physical health, baby's happiness 

or unhappiness, and mother's happiness or unhappiness. The 

greater the total score, the greater the level of knowledge 

of the influence of caregiving practices. 
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Instrumentation 

Reliability 
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validity 

Infant earegiving 
Inventory (leI) 

.90-.94 (1) N=126 .54 (6) 
.73 (2) N= 26 >.37 (7) 

Parks & Smerglio, 1983, 1986 

Interpersonal 
Relationships 
Inventory (IPRI) 

Smilkstein's 
Family Apgar 

Peer Approval 
Instrument (PAl) 

Family Approval 
Instrument (FAI) 

.81-.92 (1) N=235 

.81-.91 (2) N= 97 
Tilden & Nelson, 1988 

.90 (1) N=140(a) 
.80-.86 (1) N=593 (b) 
(a) Reeb et al, 1987 
(b) Mercer et al, 1987 

.85 (1) N= 24 
Records, 1990 

.87 (1) N=24 
Records, 1990 

(1)= internal consistency 
(la)= apparent internal consistency 
(2)= test-retest 
(3)= construct validity 
(4)= content validity 
(5)= criterion-related validity 
(6)= predictive validity 
(7)= concurrent validity 
(8)= clarity 

>.89 (4) 
>.30 (5) 

.80 (3) 

.75 (8) 

.75 (la) 

.68 (4) 

.75 (8) 

.75 (la) 

.68 (4) 



64 

The Peer and Family Approval Instruments, PAl and FAI 

(Records, 1988), are two newly developed instruments which 

measure the mother's perception of social approval that she 

received from family and friends. Both instruments are 

summated rating scales. The Peer Approval Instrument (PAl) 

consists of 11 items which yield a total score for peer 

approval, while the Family Approval Instrument (FAI) consists 

of 10 items, and yields a total score for family approval. 

Initial reliability estimates for the PAl and the FAI are .85 

and .87, respectively. 

The Family Apgar (FA) (Smilkstein, Ashworth, & 

Montano, 1982: Smilkstein & Moore, 1988) was used to measure 

family functioning. The FA is a five-item instrument which 

addresses a single question to each of five areas: 

adaptability, partnership, growth, affection, and resolve. 

Each item is summed to obtain a single score which indexes 

family functioning. 

The Interpersonal Relationships Inventory, IPRI 

(Tilden & Nelson, 1988) is a 30-item Likert scale which 

indexes network structure. The IPRI yields three subscale 

scores: interpersonal support, reciprocity, and conflict. An 

index of social support is also obtained by summing the 

interpersonal support and reciprocity subscale scores. The 

primary purpose of including the IPRI was to obtain an 
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estimate of convergent validity with the social support 

subscale and the newly developed PAI and FAI. 

Modification of Family Instruments 

The family environment of the adolescent mother is 

extremely varied. Mothers may be living with their family of 

origin, with their husband or boyfriend, with the father of 

the child's family, or with friends. Therefore it was 

necessary to conceptualize family to accommodate the many 

family environments in which the adolescent mother may be 

living. For the purposes of this study, family was defined 

to be: 

a. the kinship network in which the adolescent mother 

lived as she grew up, herein referred to as family of origin, 

and 

b. the kinship network in which the adolescent was 

currently living. 

Thus, extended kin of the adolescent, as well as 

husband's relatives, are included in the definition of family 

if they are living in the household with the adolescent 

mother. 

The operalization of family included measures of both 

family environments. Subjects were given two Family Apgars 

to complete. Instructions at the top of one of the forms 

directed subjects to answer the questionnaire while thinking 

about their family of origin. All adolescent mothers 



66 

completed the questionnaire relative to their family of 

origin. 

If the adolescent mother was not currently living 

with her family of origin, she was asked to complete the 

second instrument while thinking of the family she with whom 

she currently lived. This procedure was repeated with the 

Family Approval Instrument. Thus, scores were obtained for 

the family of origin with the Family Apgar and the Family 

Approval Instrument, and if applicable, scores were obtained 

for the new family using the Family Apgar and the Family 

Approval Instrument. 

Demographic Data 

Demographic data were collected from the adolescent 

mothers. Age, amount of time participating in the teen 

parent program, age of children, and length of time the 

father of the child had been living with the young mother 

were continuous variables that were assessed using descrip

tive statistics. Means and standard deviations were 

calculated. Gender of the infants, caregiving activities of 

the fathers, as well as who performed caregiving for the 

infants, were categorical variables which were reported with 

percentages. 

Demographic data relevant to the Adolescent Family 

Assessment Model consisted of educational level , marital 

status, socioeconomic status, past experience with child 
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and number of people residing in the household who 

performed infant caregiving activities. These variables 

have been used in previous research to assess the caregiving 

of adolescent mothers (Mercer, 1986: Aten, 1984). 

Educational level was measured by asking subjects to 

report that last grade which they had successfully completed. 

Educational level of the sample was calculated using descrip

tive statistics. 

Marital status is a categorical variable which was 

measured by asking subjects to check one of five categories. 

The categories were: single, married, separated, divorced, or 

other: percentages were calculated for each of the cate

gories. Socioeconomic status is traditionally calculated by 

using the Hollingshead Index (Hollingshead, 1975). However, 

adolescents may not be able to respond accurately to estimate 

the yearly dollar income of their family, especially in light 

of some nontraditional households. Instead, an estimate of 

socioeconomic status was obtained by asking subj ects to 

report the occupation of the main breadwinner in their 

family. Once occupations were obtained, census data were 

used to estimate the yearly dollar income for each occupation 

(statistical Abstract of the united States, 1989). This 

method was thought to be more appropriate and reliable with 

the given population than the Hollingshead Index. 
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Socioeconomic status was reported for the sample with a mean 

and standard deviation. 

Past experience in child care in the Adolescent 

Family Assessment Model referred to the total amount of time 

which the adolescent mother had babysat before becoming 

pregnant. To answer this question, adolescent mothers needed 

to report retrospective data relevant to their babysitting 

experience. Retrospective data can be of varying degrees of 

accuracy depending upon the salience of the question to each 

particular individual (Funch & Marshall, 1984). Specifi

cally, less salient topics or events are not remembered as 

well as more salient events. Further, while it might be 

difficult for adolescents to respond to a general question of 

how long they had babysat, their ability to recall specific 

children they had cared for might be greater. 

To address the low accuracy associated with retro

spective data, collection of data for this variable involved 

asking subjects three questions relative to the number of 

years they babysat before becoming a parent. Each question 

asked subj ects to estimate the number of years they had 

babysat for one of three categories of children: infants 

less than one year of age, toddlers age one to three, and 

preschoolers age three to five. Yearly estimates for each of 

the categories were then combined by the researcher to 

provide a total score indicating the total previous 
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experience with child care. The total experience with child 

care was reported with a mean and standard deviation. 

The number of caregivers in the household was also 

measured. This variable was measured by a single question 

which asked subjects to report the number of people in the 

household, other than the Subject, who participated in infant 

caregiving activities. The number of caregivers was assessed 

using descriptive statistics and reported with a mean and 

standard deviation. 

Caregiving Behavior 

Caregiving behaviors were measured by two questions 

which asked subjects to estimate the amount of time they were 

actively involved in infant caregiving activities such as 

feeding, diapering, holding, and playing with their infant. 

subjects estimated the number of hours they spent engaging in 

caregiving activities on a typical school day and on a 

typical weekend day. A weekly total for hours of caregiving 

behaviors was then computed. 

used to analyze the results. 

Reliability and Validity 

Descriptive statistics were 

Summated rating scales were selected for ease of 

completion by adolescents and as a non-threatening method, 

because subjects do not have to identify themselves or their 

feelings in a face-to-face interview. The instruments were 
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pilot tested with a sample of 24 adolescent mothers. 

Psychometric estimates for the instruments as reported from 

pilot testing with 24 adolescent mothers are presented in 

Table 3. 

Table 3 
Instrumentation: Pilot Test Results 

Instrument Cronbach's Alpha 

Infant Caregiving Inventory 0.79 

Peer Approval Instrument 0.85 

Family Approval Instrument 0.87 

Smilkstein's Family Apgar 0.88 

Interpersonal Relationships Inventory 0.59 - 0.93 

Because the PAl and FAI are newly developed 

instruments, a more detailed discussion of the validity of 

these instruments is necessary. Validity of the PAl and FAI 

was estimated during instrument development utilizing the 

procedure proposed by Imle & Atwood (1988). In this 

procedure, three psychometric assessments were made: item 

clarity, apparent internal consistency, and content validity. 

Assessments were made by a rating panel, composed of five 

judges. The judges were three teen parents, one teacher in 

a teen parent program, and one researcher of pregnant and 

parenting adolescents. using judges who were similar to the 
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subjects with whom the qualitatively derived items were 

developed preserved the context of the original qualitative 

data. Item clarity (whether each item in the instrument was 

clear or unclear) was the first assessment made by the 

raters. Minimum percent agreement between raters was 75 

percent. Apparent internal consistency, concerning the 

homogeneity of content, was evaluated next. Minimum 

percentage agreement between raters was 75 percent. Finally 

content validity was evaluated by judging each item's fit 

with the conceptual definitions and uniqueness. 

obtained percentage agreement was 67.6 percent. 

content validity of the PAI and FAI was judged 

satisfactory. 

Minimum 

Thus, 

to be 

construct validity was assessed using hierarchical 

cluster analysis. The average linking between items was the 

method of cluster analysis which was used. The average 

linking was computed based upon comparing a case [item] under 

consideration with all cases [items] in the existing cluster 

and subsequently, joins the case [item] to that cluster if a 

given level of similarity is achieved using this average 

value (Aldenderfer & Blashfield, 1984). Inspection of the 

cluster analysis for the combined set of peer and family 

approval items revealed two separate clusters: peer approval 

items clustered in one group while family approval items 

clustered in the other group. Item one, a family approval 
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item, clustered with the peer approval items. continued 

analysis during this study, utilizing factor analytic 

procedures with the required sample size, was performed to 

further assess construct validity. 

Factor analysis requires a minimum number of subjects 

per variable item to stabilize the correlation matrix upon 

which the statistics are derived. However, there is no 

agreement on the exact number of subjects required per 

variable item (Aleamoni, 1973, 1976: Kerlinger, 1986). 

Kerlinger (1986) recommends eight to ten subjects per 

variable item, whereas Aleamoni (1973, 1976) recommends 2.5 

subjects per variable item to establish confidence in the 

factor analysis results. The current study utilized 9 

subjects per variable item for the PAl and 10 subjects per 

variable item for the FAI, thereby meeting the more 

conservative estimate for stabilization of the correlation 

matrix. 

Convergent validity concerns the extent to which a 

particular measure relates to other measures consistent with 

theoretically derived hypotheses concerning the constructs 

that are being measured (Carmines & Zeller, 1979). The PAl, 

FAI, and IPRI were correlated to provide an estimate of 

construct validity. It was expected that approval and social 

support would have similar and overlapping content in some 

areas, thus a correlation of greater than .40 was 
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if a correlation between the two 

it would indicate that the two 

measures indexed the same construct, and as such it would be 

prudent to proceed with the more developed and tested 

measure, the IPRI. pilot testing of the combined PAl and FAI 

resulted in a correlation of .56 (p = .005) with the IPRI, 

indicating that while there was some similar and overlapping 

content, approval is indeed a separate construct from social 

support. The convergent validity estimation procedure was 

repeated for this study with each of the approval 

instruments, (the PAl and the FAI), correlated with the IPRI. 

For the current study, reliability was assessed by 

evaluation of internal consistency and computation of 

Cronbach's alpha for each of the scales. Internal 

consistency, as evaluated by item analysis, required that the 

mean and standard deviations for each item be examined to 

determine if the standard deviation is approximately one-half 

the value of the mean (Nunnally, 1978). The correlation 

matrix was also examined. Interitem correlations were 

expected to be within the criterion range of .30-.70 

(Nunnally, 1978). At least 50 percent of the correlations 

for each item needed to meet this criterion. The mean inter

item correlation was expected to be within the same range 

(.30 to .70) to achieve an internal consistency for the scale 

of at least .80. Finally, the corrected item-to-total 
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The range for this 

(Nunnally, 1978). 

Cronbach's alpha criterion was .70 (Nunnally, 1978). 

Test-retest provided a means of estimating the 

stability of the instruments from one administration to the 

next. The time period between the two administrations of the 

instrument was two weeks. Two weeks was chosen as an optimal 

time span because it allowed for control of the effect of 

memory on subjects' responses to items. Longer than two 

weeks was not utilized, because concepts may not have been 

stable over long periods of time: thus interpretation of a 

low correlation coefficient for test-retest would have been 

difficult due to either instability of concepts or 

instability of the instruments. Minimum criterion level for 

the correlation coefficient resulting from test-retest 

procedures was .70 (Nunnally, 1978). 

Data Collection 

Access to the teen mothers was obtained through 

teenage parenting programs, after the study was reviewed by 

the participating school districts. The researcher met with 

the teachers and explained the purpose of the study, as well 

as the requirements for collection of data. Two dates were 

arranged with the teachers for the collection of data so that 

test-retest could be performed. Data were collected between 

May and September 1990. 
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Adolescent mothers were approached by the researcher 

as a group and asked to participate if they met the sample 

criteria. Subject disclaimers were given to each subject and 

questions were answered. The purpose of the project, the 

risks and benefits, and the subject's ability to withdraw at 

any time without ill effect were reviewed. The subject's 

signature on the assent form indicated her understanding and 

voluntary permission to participate. One hundred subjects 

volunteered to participate in the study. 

Subjects were then given a demographic questionnaire 

and four instruments. The demographic questionnaire was 

completed first, while the remainder of the instruments were 

randomly ordered among the subjects. The instruments took 

approximately 50 minutes to complete. 

Two weeks later, the researcher returned to repeat 

the data collection with a random sample of subjects (N=30) 

chosen from those who completed the instruments at time one, 

so that stability of the instruments could be assessed. A 

two week period was chosen for time one to time two 

administration so that the effects of memory would be 

decreased. 

Retest subjects completed an abbreviated demographic 

form followed by the same four instruments which were again 

randomly ordered. 

was 30 minutes. 

Estimated time for the retest procedure 
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After approximately 20 percent of the data sets were 

collected, it was evident that there was a high percentage of 

missing data relevant to the demographic questions of 

socioeconomic status and experience with child care. This led 

to the first data collection protocol revision. 

Protocol Revision 

The finding of a large amount of missing data for 

socioeconomic status and experience wi th child care 

necessitated determining if subjects preferred not to answer 

the questions or whether subj ects did not understand the 

questions. When subj ects turned in their questionnaires, the 

questionnaires were checked for missing/invalid responses. 

Subjects were then approached by the researcher and asked if 

they understood the question. All but one subject reported 

that they did not understand the question. After verbal 

clarification by the researcher, subjects were able to 

provide an answer. 

Method of Data Analysis 

Before addressing the research questions , it was 

necessary to determine if differences existed between the 

five districts in terms of the major variables: socioeconomic 

status, marital status, educational level, number of 

caregivers in the household, past experience with child care, 

caregiving knowledge, caregiving behaviors, peer and family 
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approval, and family functioninq. A one-way ANOVA was 

performed to evaluate the existence of siqnificant 

differences (p <.05). Siqnificant differences would have 

necessitated alteration of the data analysis approach; 

specifically, durinq reqression analysis procedures, 

variables which did exhibit differences between qroups would 

have been entered first to control for those differences. 

To answer the first research question reqardinq 

psychometric estimates for the instruments, reliability was 

assessed by computation of Cronbach's alpha throuqh internal 

consistency procedures. Val idi ty was estimated by factor 

analysis and predictive model testinq. Test-retest was 

conducted with a two week period between administrations of 

the instruments. Test-retest provided an estimate of the 

stability of the instruments. 

Descriptive and correlational statistics were used to 

answer the second research question which described the 

demoqraphic variables of marital status, educational level, 

past experience with child care, socioeconomic status, and 

number of careqivers in the household. Parametric and non

parametric statistics were used when appropriate. For 

example, educational level was reported with a mean and 

standard deviation, while marital status was reported with 

frequencies. 
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The third research question addressed the level of 

caregi ving knowledge held by adolescent mothers • Descriptive 

statistics were used to analyze the Infant Caregiving 

Inventory in terms of the total scale score, resulting in a 

mean level of knowledge for the entire sample of mothers. 

The fourth research question concerned the amount of 

caregiving behavior reported by adolescent mothers. Descrip

tive statistics were used to analyze the two caregiving 

behavior questions on the demographic questionnaire, and 

resulted in a mean amount of time caregiving behaviors were 

performed by the sample per week. 

The fifth research question examined the amount of 

approval the adolescent mother perceived as being received 

from family and friends. Descriptive and correlational 

statistics were used to analyze the Peer and Family Approval 

Instruments and to answer the research question. This pro

cedure resulted in a mean level of approval for peer 

approval, family approval (from the family of origin), and 

family approval (from the current family if different from 

the family of origin). A Pearson correlation coefficient was 

calculated to describe the bivariate relationship between 

peer and family approval, and between family approval of the 

family of origin and the adolescent mother's new family. 

The sixth research question examined the level of 

functioning the adolescent mother ascribed to her family. As 
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with the FAI, the Family Apgar was administered twice: once 

in relation to the family of origin, and once in relation to 

the current family with whom the adolescent was living. 

Descriptive statistics were used to analyze the Family Apgar, 

resulting in a mean level of family functioning for families 

of origin and new families. 

Research questions 7, 8, 9, 10, 11, and 12 addressed 

the model testing procedure. Multiple regression procedures 

were used to compute the parameters for the model. Variables 

were entered stepwise. The data generated standardized beta 

weights and variances of the empirical model were then 

compared to the theoretically specified model, to determine 

the model of best fit. The functional equations for the 

theoretical model appear in figure 2. 

When using multiple regression, the assumptions 

underlying the approach must be met. Required assumptions 

for multiple regression include: the relationships among the 

variables in the model are linear, additive, and causal; each 

residual is not correlated with the variables that precede it 

in the model; the model is recursive; the variables are 

measured on an interval scale; and the variables are measured 

without error (Pedhauser, 1982). After the above assumptions 

were tested for violations using residual analysis techni

ques, it was concluded that the statistical assumptions 
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required for multiple regression were met by the data. 

Next,a two stage procedure to test the model was performed. 

First, testing of all hypothesized non-zero links was 

accomplished by stepwise multiple regression procedures. The 

second step involved testing of links which were hypothesized 

to be zero (Ferketich & Verran, 1.990). 

Confidentiality requirements of the school systems 

prohibited use of a stratified random sampling procedure 

which would have been more methodologically rigorous. As 

data collection procedures did not utilize a probability 

sample, generalizability may be limited. The model which was 

tested might be sample specific. Therefore, to address the 

problem of limited generalizability, the model was tested 

first with a sample of Anglo mothers, and secondly with a 

sample of Hispanic mothers, following the procedures already 

delineated. Thus, research question 1.2 addressed whether the 

model was supported when tested in a different population. 

Support for the model with a different population is support 

for the generalizability of the findings. 

Demographic Characteristics of the Sample 

The demographic characteristics of the combined Anglo 

and Hispanic sample are presented in Table 4. The ages of the 

mothers ranged from 1.3.2 to 19.8, wi th an average age of 

1.7.45 years (s.d.= 1..48). The median age was 1.7.7 and the 

mode was 1.7.8. Seventeen percent of the sample were 1.6 years 
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of age or younger: 83 percent were older than 16 years of 

age. Seventy-seven percent eN= 88) of the sample were 

single; and eighteen percent eN= 21) indicated they were 

married. Five percent eN= 4) indicated they were separated. 

None of the subjects were divorced. 

All subjects had completed 7th grade, with a mean 

educational level of 9.97 (s.d.= 1.14). The median completed 

grade level was 10.0: the mode was 11.0. Time participating 

in the teenage parenting program ranged from zero to 36 

months. The average time in the teenage parenting programs 

was 6.5 months (s.d.= 6.5 months). The median was five 

months, while the mode was one month. 

Forty-four percent (N= 50) of the sample were Anglo 

(White). Fifty-six percent were Hispanic (N= 64). 

The mean income extrapolated from occupation was 

16,345 (s.d.= 9,087), with a range of 2,500 to 33,408. The 

median income was 12,600: the mode was 8,523. Twenty-three 

of the subjects did not/could not report the socioeconomic 

status of their family. 

Only six of the mothers had two children. The 

remaining subjects had one child. Forty-eight percent (N= 

55) were male and 50 percent (N= 57) were female. The mean 

age of the first child was .60 years (s.d.= .56), with a 

range of • 1 to 2.0 years. The median was .4 years, while the 

mode was .2 years. 
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Table 4 
Sample Demographic Characteristics 

Frequency Valid % Range Mean Median Mode 
S.D. 

AGE (years) 13.2-19.8 17.45 17.7 17.8 1.48 
13 3 2.6 
14 5 4.4 
15 9 7.9 
16 22 19.3 
17 33 29.0 
18 25 21.9 
19 17 14.9 

EDUCATIONAL LEVEL 7-11 9.97 10.0 11.0 1.14 
7 1 .9 
8 19 16.7 
9 13 11.4 

10 31 27.2 
11 50 43.9 

SES 2500-33408 16344 12600 8523 9087 
< 5,000 2 2.2 

5-10,000 38 38.5 
10-15,000 11 12.0 
15-20,000 11 12.1 
20-25,000 6 6.6 
25-30,000 16 17.6 
> 30,000 1 11.0 

ETHNICITY 
Anglo 50 43.9 
Hispanic 64 56.1 

MARITAL STATUS 
Single 88 77.2 
Married 21 18.6 
Separated 4 3.5 

TIME IN TAPP 0-36 6.5 5.0 1.0 6.5 
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The number of caregivers living in the home with the 

adolescent mother ranged from zero to seven (mean= 2.8, s.d.= 

1.46). The median was 3.0 and mode were 1.0. Thirty-three 

percent (N= 38) of the fathers of the children were living 

with the mother. The fathers had lived with the mothers an 

average of 14.3 months (s.d.= 13.1 months). The median was 

ten and the mode was 36 months. Excluded from the descrip

tive statistics were four fathers who had lived with the 

mothers for greater than six years. 

Forty-eight percent (N= 55) of the mothers reported 

they had not changed residences since becoming pregnant. 

This group reported an average of 2.95 years (s.d.= 2.02) 

living in the same household. Fifty-two percent (N= 59) 

reported having moved since becoming pregnant. Forty percent 

(N= 46) reported having moved within the last six months. 

Another thirteen percent (N= 15) had moved within the past 

year. Only 28 percent (N= 32) had lived in the same 

residence for five or more years. Reasons for moving varied 

from 'we needed a larger place' to 'my mother kicked me out'. 

Approximately 25 percent (N= 27) of the sample did 

not respond correctly to the experience with child care 

question, rendering their answers unusable. Of the remaining 

75 percent (N= 87),80 percent (N= 70) of the sample reported 

having some experience with child care before becoming 

pregnant. The range for previous experience.with child care 
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was one to seven years. Twenty percent of the sample (N= 14) 

had no previous experience with child care. 

The average amount of time spent in direct care 

activities on a school day was 10.7 hours (s.d. = 4.23). The 

median was 10.0 and the mode was 12.0. The average amount of 

time spent in direct care activities on a weekend day was 

12.25 hours (s.d. = 4.76). The median was 13.0 and the mode 

was 16.0. 

seventy-seven percent (N= 88) of the sample reported 

that they provided care for the baby most of the time. 

Grandparents were reported as primary caregivers for the 

infant by ten percent (N= 12) of the sample. The father of 

the child was reported as primary caregiver by two percent 

(N= 2) of the sample. Eleven percent (N= 12) of the sample 

(N= 12) reported people other than themselves, grandparents, 

and fathers of the children as providing most of the infant 

care activities. 

When asked who else helped with the baby, 45 percent 

(N= 51) of the sample reported grandparents, 31 percent (N= 

35) reported the father of the child, four and one half 

percent (N= 5) reported themselves, three and one half 

percent (N= 4) reported sitter or friend. Sixteen percent 

(N= 19) reported other responses. 

Various activities were reported as desirous from the 

fathers, but not forthcoming. These acti vi ties were: support 
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(child support) (19 percent, N= 22), diapering (six percent, 

N= 7), feeding (one percent, N= 1), playing (one percent, N= 

1), and nothing (eleven percent, N= 13). 

summary 

This chapter outlined the descriptive, correlational 

design employed by the study to determine the relationship 

between the demographic variables, caregiving, social 

approval, and family functioning in families with Anglo and 

Hispanic adolescent mothers. 

setting were described. 

obtained. 

The sample characteristics and 

Human subjects approval was 

The data collection procedure was described as 

consisting of a demographic questionnaire, the Infant 

caregi ving Inventory, the Peer and Family Approval 

Instruments, the Interpersonal Relationships Inventory, and 

the Family Apgar. Methodology for instrument testing was 

explained. In addition, data collection and analysis 

procedures were described. 

The model testing procedure was detailed. 

specification of functional equations to be tested, as well 

as requirements for the use of multiple regression and 

residual analysis, were detailed. The next chapter will 

explain the results of data analysis. 
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CHAPTER 4 

DATA ANALYSIS 

The purpose of this study was to examine the relation

ships among the concepts of educational level, marital 

status, SES, number of caregivers, past experience with child 

care, caregiving knowledge, caregiving behaviors, family and 

peer approval, and family functioning in families with an 

adolescent mother. The analyses of these relationships are 

presented in this chapter. Data analysis was directed by the 

research questions and the theoretical orientation presented 

in chapters one and two. Data analysis occurred through a 

series of steps which included initial exploratory analysis, 

reliability and validity assessment, univariate analyses, 

regression analyses, and residual analysis. 

Missing data was handled by mean substitution if at 

least 70 percent of the items of a scale or subscale had been 

answered by the individual. This method preserved the 

majority of the cases without changing the overall pattern of 

response of a subject, thereby preventing a major loss of 

data. 

Initial Exploratory Analysis 

The first stage of data analysis consisted of an 

exploratory analysis of the data. Exploratory data analysis 
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depends on visual displays and graphs to investigate the data 

to enhance classical numerical statistical analyses (Cham

bers, Cleveland, Kleiner, & Tukey, 1983). Classical numeri

cal statistical analyses are based in part, on the assumption 

of normally distributed data. Exploratory data analysis is 

one tool which can be used to evaluate the validity the 

assumption of normality. Further, the presence of outliers 

can be detected with exploratory data analysis. Undetected 

outliers have the potential to skew distributions and hence, 

violate the assumptions for classical statistical analyses. 

The data were examined for outliers by inspecting 

boxplots and variable response distributions. Since no 

subjects consistently reported extreme responses on all 

variables, all 114 of the subjects were retained in the final 

research sample for data analysis. 

Examination of the data distributions for each major 

variable revealed that socioeconomic status and number of 

caregivers evidenced positive distributions. The variables 

of educational level, caregiving knowledge, family approval, 

and family functioning evidenced slightly negatively skewed 

distributions. Peer approval, caregi ving behaviors, and past 

experience with child care were normally distributed. 

Next, the correlation matrix of all variables was 

examined to determine if multicollinearity was present. 

Multicollinearity has been defined in various ways, ranging 
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from any correlation among independent variables to highly 

correlated independent variables (Pedhauser, 1982). Further, 

the term highly correlated has been left undefined. 

Schroeder (1990) used any correlation of greater than .85 to 

indicate a redundant relationship. However, for purposes of 

this research, multicollinearity was deemed to be present if 

the correlation between two independent variables exceeded 

.65 (Nunnally, 1978). The correlations for all variables in 

the model ranged from -.19 to .30. The resultant correla

tions indicated that multicollinearity was not a problem. 

Reliability and Validity Assessment 

Research Question #1 

The first research question addressed the psychometric 

properties of each of the following instruments: the Infant 

Caregiving Inventory (ICI) , the Peer Approval Instrument 

(PAl), the Family Approval Instrument (FAI) , the Family Apgar 

(FA), and the Interpersonal Relationships Inventory (IPRI). 

Prior to performing univariate and mUltivariate analyses, the 

psychometric properties of each of the instruments was 

evaluated. Reliability was estimated using coefficient alpha 

to evaluate the internal consistency of the instruments. 

Because two of the scales, the PAl and FAI, were immature 

scales, the criterion level for alpha was .70 (Nunnally, 

1978). The FA and IPRI were more mature scales, but had not 

previously been tested with this population and therefore had 
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to meet the criterion level for an immature scale, .70. The 

ICI had been tested previously with adolescent mothers. 

Therefore, the minimum acceptable alpha for the ICI was .80 

(Nunnally, 1978). 

Internal consistency was also evaluated by performing 

item analysis for both of the immature scales, the PAl and the 

FAI. The following criteria were set: standard deviations for 

each item had to be approximately one half the mean item 

value: at least one half of the inter item correlations had to 

fall between .30 and .70; the mean inter-item correlation had 

to fall within the range of .30 to .70: and the corrected item 

to total correlation had to be .30 to .60 (Nunnally, 1978). 

Items were examined for their overall pattern of adherence to 

the criteria. 

Reliability was also assessed through evaluation of the 

stability of the instruments. stability of the instruments 

was evaluated using test-retest procedures with a two week 

period between administration of the instruments. Minimum 

criterion level for the correlation resulting from test-retest 

procedures was .70 (Nunnally, 1978). 

Validity of the data was also addressed. Construct 

validity was evaluated by predictive modeling and factor 

analysis methods. Predictive modeling is addressed later in 

this chapter. Factor analysis was performed on the two 

immature scales: the PAl and the FAl. 
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The method used for factor analysis was principal 

components factoring. principal components factor analysis is 

based on the premise that all measurement error is random and, 

therefore, all variance is unique to an individual item and 

not shared with any other item or factor in the instrument 

(Ferketich & Muller, 1990). Explained variance was the focus 

since principal components does not claim the existence of 

underlying structure, and as a result, a truncated principal 

component analysis was performed. 

Two criteria were chosen to evaluate the factor 

loadings of the items: items must have had a factor loading of 

at least .30 (Pedhauser, 1982), and there needed to be a 

difference of at least .20 between factor loadings to state 

that a particular item loaded on one versus another factor 

(Kerlinger, 1986). Components with eigenvalues greater than 

1.00 were considered to have contributed the most to the 

explained variance, and therefore were retained. 

The instruments are presented in the following order: 

Infant caregiving Inventory, Peer Approval Instrument, Family 

Approval Instrument, Family Apgar, and the Interpersonal 

Relationships Inventory. Reliability and validity of each 

instrument is discussed and has been summarized in Table 5. 



Instrument 

ICI 

PAl 

FAI 

FA 

IPRI 

Key: 

(1)= p< .01 

(2)= convergent 

Table 5 
Psychometric Results 

Cronbach's Alpha Test-Retest 

.93 .66 

.73 .31 

.83 .83 

.90 .74 

.87 .71 

validity; correlated with IPRI 

Infant caregiving Inventory 
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Validity 

(1) 

(1) .46 (2) 

(1) .48 (2) 

(1) 

( 1) 

The Infant Caregiving Inventory had been developed and 

tested with adolescent mothers and was the only instrument to 

have an internal consistency criterion of .80. Cronbach's 

alpha was calculated and found to be .93 for the total scale, 

which exceeded the a priori criterion. 

stability of the ICI was assessed through test-retest 

procedures. The resultant correlation between two administra-

tions of the instrument was .66 (p< .01). The resultant 

correlation is slightly below the desired correlation of .70 

to claim stability. 
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In summary, the stability of the ICI was questionable 

when used with this particular sample. However, the internal 

consistency estimate exceeded the criterion. Therefore, the 

ICI was utilized in the data analysis. 

Peer Approval Instrument (PAl) 

Because the PAl was an immature scale, the first step 

in examination of the psychometric properties of the instru

ment was to perform an item analysis. Item frequencies were 

calculated to examine for missing data and the response range 

utilized for each item. All items had between zero and two 

missing values, with the exception of item ten which had eight 

missing values. Subjects utilized the full response range for 

all items except items six and eleven. Items six and eleven 

utilized responses of two through five. 

The means for the items ranged from 2.78 to 4.47. The 

standard deviations ranged from .64 to 1.48. Items 1, 2, 4, 

5, 7, and 9 met the criterion of the value of the standard 

deviation needing to be approximately one half the mean. 

The interitem correlations were next examined for the 

eleven item instrument. The criterion for acceptability was 

that approximately 50 percent of the inter item correlations 

for each item needed to occur in the range of .30 to .70. The 

actual interitem correlations ranged from -.23 to .51 (mean= 

.15). Only two of the items, numbers 7 and 11, met this 

criterion. 
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The item to total correlations needed to be in the 

range of .30 to .60. The actual range of item to total 

correlations was -.14 to .50. All but three of the items, 

numbers 1, 4, and 5, met the cri terion. The standardized 

alpha for the PAI was .66, which did not meet the criterion 

for internal consistency. 

Because the item analysis revealed problems which could 

not be solved with the deletion of anyone item, three items 

(# 1, 4, and 5) were dropped because they failed to meet the 

item to total correlation criteria. Item analysis was then 

repeated with the modified instrument. 

The means for the items ranged from 2.75 to 4.47. The 

standard deviations ranged from .64 to 1.26. Items 2, 7, and 

9 met the criterion of the value of the standard deviation 

needing to be approximately one half the mean. 

The interitem correlations were next examined for the 

modified eight item instrument. The actual interitem 

correlations ranged from. 08 to .51 (mean= .25). The same two 

items, numbers 7 and 11, met this criterion. 

Since the three items which did not meet the criterion 

for item to total criteria were dropped, all items on the 

modified form of the instrument did fall within the criterion 

range. The actual range of item to total correlations was. 33 

to .53. The standardized alpha for the modified PAI was .73, 

which did meet the criterion for internal consistency. Test-
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retest resulted in a significant correlation of .31 (p= .009), 

which did not meet the .70 criterion for stability. 

Exploratory factor analysis was used to determine the 

potential for data reduction and the existence of underlying 

dimensions in the data (Kim & Mueller, 1978). The unrotated 

exploratory principal components factoring for the modified 

eight item Peer Approval Instrument revealed two unrotated 

factors with eigenvalues of 1.0 or greater. All of the items 

loaded on factor one, accounting for 28 percent of the 

variance. Two items also loaded on factor two and accounted 

for seven percent of the variance. The scree plot supported 

the existence of two factors. After rotation, the eigenvalues 

of the two factors were 2.25 and .59, respectively. Thus, it 

appeared that the second factor was not strong enough to 

consider the scale to be a two factor scale. 

To further clarify construct validity, a principal 

components analysis with a forced one factor solution was 

performed. The eigenvalue of this one factor was 2.81, and 

accounted for 35 percent of the variance. All items loaded on 

this factor, yielding factor loadings ranging from .46 to .73. 

As conceptualized, the Peer Approval Instrument was accepted 

as a one factor scale since all criteria were met. 

To summarize, the Peer Approval Instrument met the 

criteria for internal consistency but not for stability. 

Factor analysis resulted in a strong one factor scale, 
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accounting for 28 percent of the variance for peer approval. 

Therefore, the PAI was used in data analysis. 

Family Approval Instrument (FAI) 

The FAI was an immature scale, and the testing process 

followed that which was delineated for the Peer Approval 

Instrument. First, an item analysis was performed. Item 

frequencies were examined for missing data and the response 

range utilized for each item. All items had zero or one 

missing values. Subjects utilized the full response range for 

all items except item three. Item three utilized a response 

range of two through five. 

The means for the items ranged from 3.06 to 4.29. The 

standard deviations ranged from .99 to 1.37. Items 6, 7, 8, 

9, and 10 met the cri terion of the value of the standard 

deviation needing to be approximately one half the mean. 

The interitem correlations were next examined for the 

ten item instrument. The criterion for acceptability was that 

approximately 50 percent of the interitem correlations for 

each item needed to occur in the range of .30 to .70. The 

actual interitem correlations ranged from -.07 to .74 (mean= 

.33). Seven of the items (#2, 3,4,5,7,9, and 10) met this 

criterion. 

The item to total correlations needed to be in the 

range of .30 to .60. The actual range of item to total 

·correlations was .21 to .68. Five of the items (#1, 2, 7, 8, 
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and 9) met the criterion. The standardized alpha for the FAI 

was .83, which did meet the criterion for internal consisten

cy. Test-retest resulted in a significant correlation of .83 

(p< .01), which met the criterion for stability. 

Exploratory factor analysis using principal components 

factoring of the ten item FAI revealed two unrotated factors 

with eigenvalues of 1.0 or greater. As previously stated, 

criteria for item selection were an individual factor loading 

of at least .30 (Pedhauser, 1982), and a difference of at 

least .20 between factor loadings (Kerlinger, 1986). Eight 

items loaded on factor one and accounted for 42 percent of the 

variance. One item loaded on factor two and accounted for 

eleven percent of the variance. The scree plot supported the 

existence of two factors. 

To address construct validity of the FAI, principal 

components analysis using a forced one factor solution was 

performed. The resultant factor had an eigenvalue of 4.20 and 

accounted for 42 percent of the variance. All items except 

one (#6) loaded on this one factor, yielding factor loadings 

of .45 to .80. Item six was retained at this time, since 

instrument testing is still in its beginning stages. Since 

all other criteria were met, the FAI was accepted as a one 

factor scale as conceptualized. 

To summarize, the FAI met the criteria for both 

internal consistency and stability. Factor analytic proce-
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instrument as a one factor scale. 

data analysis. 

Family Apgar (FA) 
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conceptualization of the 

Thus, the FAI was used in 

The FA was a mature instrument which had not previously 

been used with adolescent mothers. As such, the criterion for 

internal consistency was .70. Cronbach I s alpha was calculated 

and found to be .90 for the total scale, which exceeded the a 

priori criterion. 

stability of the FA was assessed through test-retest 

procedures. The resultant correlation between two administra-

tions of the instrument was .74 (p< .01). The resultant 

correlation exceeded the criterion for stability of .70. 

In sUmmary, the psychometric performance of the FA was 

judged to be satisfactory when used with this particular 

sample. Therefore, the FA was utilized in the data analysis. 

Interpersonal Relationships Inventory (IPRI) 

The IPRI was also a mature instrument which had not 

previously been used with adolescent mothers. As such, the 

criterion for internal consistency was .70. Cronbach's alpha 

was calculated and found to be .87 for the total scale. 

Subscale internal consistency ranged from .81 to .87. Thus, 

internal consistency estimates as computed with Cronbach I s 

alpha exceeded the a priori criterion. 
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stability of the IPRI was assessed through test-retest 

procedures. The resultant correlation between two administra

tions of the instrument was .71 (p< .01). The resultant 

correlation exceeded the criterion for stability of .70. 

In summary, the psychometric performance of the IPRI 

was judged to be satisfactory when used with this particular 

sample. Therefore, the IPRI was utilized in the data analysis 

for evaluation of convergent validity with the Family Approval 

and Peer Approval Instruments. 

Convergent Validity: Approval Instruments 

To further evaluate construct validity of the newly 

developed Peer Approval Instrument (PAl) and Family Approval 

Instrument (FAI), an estimate of convergent validity was 

computed using the Interpersonal Relationships Inventory 

Social Support subscale (IPRI-SS). It was theoretically 

proposed that social support and approval have similar and 

overlapping content. Therefore, a relationship between the 

IPRI-SS and PAl, as well as the IPRI-SS and FAI, should result 

in a .40 to .70 correlation coefficient. The resulting 

correlation for the IPRI-SS and PAl was .49 (p< .01). The 

resulting correlation for the IPRI-SS and FAI was .48 (p< 

.01). Both correlations met the established criterion and 

offered support for the construct validity of the PAl and FAI. 
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Caregiving Behaviors 

caregiving behaviors were measured by asking subjects 

to estimate the number of hours they actively took care of 

their infant on a school day and on a weekend day. Reliabili

ty of the caregiving behavior questions was not assessed due 

to the inappropriateness of using either coefficient alpha or 

test retest. Stability of responses from one administration 

of the instrument to the next was not anticipated, nor was 

consistency of responses for weekdays and weekends. Validity 

of the caregiving behaviors questions was assumed through 

literature support for the two items. 

Summary of Psychometric Results 

The internal consistency for all of the instruments met 

or exceeded the established reliability criterion of .70 for 

immature scales and .80 for mature scales. The Family 

Approval Instrument, Family Apgar, and Interpersonal Relation

ships Inventory also exhibited a degree of stability by 

meeting or exceeding the cri terion for test retest of a 

correlation of at least .70. The Peer Approval Instrument and 

the Infant Caregiving Inventory failed to meet the criterion 

for stability. 

Individual items on the Peer Approval Instrument and 

Family Approval Instrument did have problems with their 

overall pattern of response during item analysis. The Peer 

Approval Instrument was modified from its original form with 
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eleven items to eight items. Regardless, the overall 

performance of the scales indicated sufficient psychometric 

reliability and validity to continue with data analysis. 

Data Analyses 

After the psychometric properties of the instruments 

had been estimated, it was necessary to determine if signifi

cant differences existed between the five districts comprising 

the sample. ANOVA revealed that a significant difference 

existed between groups for one of the major variables in the 

Adolescent Family Assessment Model, socioeconomic status 

(F=3.63, d.f.=107, p= .008). Scheffe's procedure was 

performed to determine where the significant difference (p< 

.05) occurred. The means and standard deviations for 

socioeconomic status for each of the districts were examined. 

District 5 had a significantly higher mean socioeconomic 

status (27,436), as compared with the range of means for 

Districts 1 through 4 (12,299 - 17,262). As District 5 had 

seven Anglo subjects who were needed for predictive modeling 

sample size criteria, it was decided to retain District 5 

subjects and to control for significant differences in 

socioeconomic status during regression procedures. 

Attention was then given to the remaining eleven 

research questions. Data analyses proceeded first with 

univariate analyses, followed by mUltivariate analyses. Each 
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research question is presented with a discussion of the method 

that was used for analysis and the results. 

Research Questions - Univariate Analyses 

Research Question #2 

The second research question asked what were the 

demographic characteristics (educational level, socioeconomic 

status, marital status, past experience with child care, and 

number of caregivers in the household) of the sample. 

Parametric and non-parametric statistics were used to answer 

the research question. Table 6 summarizes results for the 

Anglo and Hispanic samples. 

The mean educational level of the Anglo sample was 10.2 

(s.d.= .95). The Hispanic sample reported a mean educational 

level of 9.78 (s. d. = 1.25). The minimum completed educational 

level was seventh grade, while the maximum completed educa

tional level was 11th grade. Educational level of the samples 

exhibited negatively skewed distributions which were not 

significantly different between groups (F=3. 857, d. f.= 113, p= 

.052). 

The mean socioeconomic level of the Anglo sample 

extrapolated from occupation was 16,314 (s.d.= 8,395). The 

range of responses for socioeconomic status was 2,500 to 

33,408. The Hispanic sample reported a mean extrapolated 

socioeconomic level of 16,368 (s.d.= 9,678). The range for 
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Table 6 
Demographic Characteristics for the Two Samples 

Anglo Hispanic 

mean s.d. mean s.d. 

Educational level 10.2 .95 9.78 1.25 

SES 16,314 8,395 16,368 9,678 

Past Experience 
with Child Care 
(years) 

infants 2.15 2.24 1.44 1.68 
toddlers 2.33 2.30 1.55 1.84 
preschoolers 1.93 2.10 1.49 1.60 

Number of 
Caregivers 2.06* 1.53 2.80* 1.30 

% N % N 
Marital Status 

single 72.00 36 81.30 52 
married 26.00 13 12.50 8 
separated 2.00 1 5.00 3 

* Significant at p< .01 

economic status within the Hispanic sample was 5,391 to 

32,731. SES was positively skewed in this sample. 

Frequencies were used to describe the marital status of 

the sample. Seventy-two percent (N = 36) of the Anglo sample 

were single, while 26 percent (N = 13) were married. Only two 

percent (N = 1) reported being separated. The Hispanic sample 

were 81.3 percent single (N = 52) and 12.5 percent married {N 
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= 8). Approximately five percent were separated (N= 3). None 

of the Anglo or Hispanic mothers reported being divorced. 

Experience with child care was separated into three 

components for analysis: experience caring for infants, 

toddlers, and preschoolers. Twenty-two percent (N = 11) of 

the Anglo adolescent mothers reported no experience taking 

care of children before becoming pregnant. Of the remaining 

80 percent (N = 40) who did have experience with babysitting 

before pregnancy occurred, an average of 2.15 years (s.d.= 

2.24) was reported as experience taking care of infants, 2.33 

years (s.d.= 2.3) taking care of toddlers, and 1.93 years 

(s. d. = 2. 1) taking care of preschoolers was reported. Twenty

three percent (N = 15) of the Hispanic adolescent mothers 

reported no experience taking care of children before becoming 

pregnant. Of the remaining 77 percent (N = 49) who did have 

experience babysitting, an average of 1.44 years (s.d.= 1.68) 

was reported as experience taking care of infants, 1.55 years 

(s.d.= 1.84) taking care of toddlers, and 1.49 years (s.d.= 

1. 6) taking care of preschoolers was reported. No significant 

difference existed between the two ethnic groups relative to 

their past experience with child care. 

Descriptive statistics revealed that the number of 

caregivers reported living in the household with the Anglo 

adolescent mother ranged from zero to five. 

number of caregivers was 2.06 (s.d.= 1.53). 

The average 

The mean and 
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median were both equal to one. Hispanic adolescent mothers 

reported an average of 2.8 (s.d.= 1.3) caregivers living in 

the household with them. The range was zero to seven. The 

mode was four and the median was three caregivers. Anova 

revealed that the number of caregivers differed significantly 

byethnicity (F= 8.65, d.f.= 113, p= .004). Hispanic mothers 

had a greater number of caregivers living in the home with 

them as compared with Anglo mothers. 

Research Question #3 

The third research question addressed the level of 

caregiving knowledge held by the adolescent mothers in the 

sample. The Infant Caregiving Inventory (ICI) was used to 

measure caregiving knowledge. The range of possible responses 

for the ICI's 34 questions ranged from 34 to 136 when the four 

filler items were excluded. The average Anglo score on the 

ICI was 117.6 (s.d.= 16.6). The range was 43 to 136. The 

average Hispanic score on the ICI was 116.1 (s.d.= 13.0). The 

actual range of responses obtained was 58 to 136. Responses 

showed a negatively skewed distribution. 

Correlations were computed to determine the relation

ship between the total ICI score and the sum total of the four 

filler items for each of the ethnic groups. Significant 

correlations resulted for both ethnic groups. The correla

tions between the ICI and the fillers were .53 (p< .01) for 

Anglo mothers and .65 (p< .01) for Hispanic mothers. 
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Research Question #4 

The fourth research question asked what was the amount 

of careqivinq behavior reported by adolescent mothers. Two 

questions addressed the careqiving behavior of the mothers; 

one question asked mothers to estimate the amount of time they 

actively participated in infant caregivinq behaviors on a 

weekday, while the second question asked mothers to estimate 

the amount of time they actively participated in infant 

caregiving behaviors on a weekend. An average amount of 

infant careqivinq time per week was then calculated and 

divided by seven to determine the averaqe amount of time per 

day spent in careqivinq activities, reqardless of whether the 

day occurred on a weekend or weekday. 

Anqlo mothers reported an averaqe of 9.26 hours (s.d.= 

4.04) spent in careqiving behaviors for their infant on a 

weekday. The ranqe was 3 to 18. On a weekend day, an averaqe 

of 10.95 hours (s.d.= 4.71) was reported. The range was 0 to 

18. Hispanic mothers reported an average of 11.66 hours 

(s.d.= 4.12) spent in caregivinq activities for their infant 

on a weekday. The ranqe was 1 to 20. On a weekend day, an 

average of 13.13 hours (s.d.= 4.63) was reported. The range 

was 0 to 24. 

A siqnificant difference existed in the amount of 

caregivinq time reported for both of the ethnic qroups (F= 

8.719, d.f.= 101, p= .004). Thus, Hispanic mothers reported 
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longer periods of caregiving for their infants as compared to 

Anglo adolescent mothers. The difference was significant for 

weekdays (F= 8.639. d.f.= 103, p= .004) as well as for 

weekends (F= 5.468, d.f.= 103, p= .021). 

Research Question #5 

The fifth research question asked how much approval the 

adolescent mothers perceived being received from family and 

friends. The Family Approval Instrument (FAI) and Peer 

Approval Instrument (PAI) were used to measure the concepts. 

Family Approval 

The FAI consisted of ten items, wi th a possible 

response range of ten to 50. Subjects who were still living 

with their family of origin completed one FAI. Subjects who 

were not living with their family of origin completed two 

FAIs. The first time they completed the instrument, they were 

to be thinking about their family of origin. The second 

completion of the instrument was in relation to the family 

unit in which they were currently living. Thus, subjects who 

were living in a family unit other than their family of origin 

reported two family approval scores. Approval perceived from 

the family of origin is denoted as FAI. Approval perceived 

from the new family unit is denoted as FAI-NF. 

The mean level of family approval reported by the Anglo 

adolescent mothers was 38.76 (s.d.= 7.89). The actual range 

was 16 to 50. The mean level of family approval reported by 
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the Hispanic adolescent mothers was 38.69 (s.d.= 7.18). The 

actual range reported was 24 to 50. The mean level of family 

approval perceived as being received from the new family unit 

for 25 Anglo mothers was 39.88 (s.d.= 6.91). The range was 26 

to 49. Twenty-six Hispanic mothers reported a mean level of 

38.5 (s.d.= 7.43) for family approval perceived as being 

received from the new family unit. The actual range was 25 to 

50. 

Pearson correlation revealed that a significant 

relationship existed between the family approval of the family 

of origin and the new family unit for Anglo adolescent mothers 

(r= .53, p= .007) as well as for Hispanic adolescent mothers 

(r= .45, p= .02). A paired t-test was performed to determine 

if a significant difference existed between approval received 

from the family of origin and the new family unit. The t-test 

was not significant for either the Anglo mothers (t= -1.37, 

d.f.= 24, p= .183) or for the Hispanic mothers (t= -.10, d.f.= 

25, p= .93). 

Peer Approval 

The modified PAI consisted of eight items, with a 

possible response range of eight to 45. The mean level of 

peer approval reported by the Anglo adolescent mothers was 

29.8 (s. d. = 6.5). The range was 15 to 40. The Hispanic 

mothers reported 30.34 (s.d.= 4.45) as a mean level of peer 

approval. The actual range was 19 to 40. 
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Research Question #6 

The sixth research question asked what was the level of 

family functioning reported by the adolescent mothers. 

Smilkstein I s Family Apgar (FA) was used to measure family 

functioning. Possible scale ranges for the five item scale 

were 5 to 25. As wi th the FAI and FAI -NF , the FA was 

administered twice for adolescent mothers who were not 

currently living with their family of origin. The resultant 

description of instrumentation results will be denoted FA for 

family of origin family functioning, and FA-NF for new family 

unit family functioning. 

The mean levels of family functioning reported by Anglo 

and Hispanic adolescents relative to their family of origin 

(FA) were 18.3 (s.d.= 4.93) and 18.67 (s.d.= 5.24), respec

tively. The ranges were 6 to 25 and 5 to 25. The mean level 

of family functioning reported by Anglo and Hispanic adoles

cents who were living within a new kinship group (FA-NF) was 

19.7 (s.d.= 4.66) and 18.04 (s.d.= 5.91). The ranges were 7 

to 25 for both Anglo and Hispanic mothers. 

Pearson correlation revealed that a significant 

relationship existed between the family functioning of the 

family of origin and the new family unit for Anglo adolescent 

mothers (r= .51, p= .01) as well as for Hispanic adolescent 

mothers (r= .40, p= .04). A t-test was performed to determine 

if a significant difference existed between family functioning 
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of the family of origin and the new family unit. The t-test 

results for the Anglo sample were significant (t= -2.09, d.f.= 

24, p= .047): the new family unit was rated as having a 

higher level of family functioning than the family of origin. 

The Hispanic sample had non-significant differences in the 

family functioning of their family of origins and new family 

units (t= .67, d.f. = 26, p= .51). 

Multivariate Analyses 

After completion of the univariate analyses, various 

multivariate analyses were performed. Correlation, multiple 

regression analyses, and residual analysis were used to answer 

the remaining six research questions. 

Correlational Findings 

Pearson correlations were computed to describe the 

relationship between all variables in the Adolescent Family 

Assessment Model (AFAM). Six correlations were significant 

(p< .05) and are shown in Table 7. The significant correla

tions ranged from .23 to .77. 

Significant correlations occurred for the following 

hypothesized relationships: peer approval with family 

functioning (r= .26): family functioning with family approval 

(r= .77): and family functioning with caregiving behaviors (r= 

.27). The significant relationships are all in the direction 

hypothesized in the Adolescent Family Assessment Model. 

Several relationships which were not hypothesized by the AFAM 
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were significant. The non-hypothesized relationships were: 

peer approval with socioeconomic status (r= .23)~ peer 

approval and family approval (r= .38): 

with educational level (r= .24). 

Table 7 
Pearson Correlations: 

and marital status 

Adolescent Family Assessment Model 

CB FA PAl FAI SES Educ. Married 

CB 1.00 

FA .28 1.00 

PAl .38 1.00 

FAI .77 .38 1.00 

SES .23* 1.00 

Educ. 1.00 

Marr. .24* 1.00 

*Relationship is significant at p< .05. 
All other relationships are significant at p< .01. 

Because of the strong positive correlation (r= .77) 

between family approval and family functioning, further 

examination of the relationship between these two variables 

was needed before the model testing procedures were implement

ed. It was necessary to determine if the problem was caused 

by one particular item of the Family Approval Instrument, or 

if the two instruments (the FAI and the Family APGAR) measured 

the same concept. 
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A correlation matrix detailing the empirical relation

ships between each individual item of the FAI and Family APGAR 

was examined. Correlations ranged from • 20 to • 65. Seventeen 

of the fifty relationships had correlations of greater than 

.50 (p < .01). The FAI items which appeared to have the most 

overlapping content were items four, five, and nine. 

Examination of the actual items of the FAI and Family 

APGAR revealed that in addition to the empirical similarities 

between the two instruments, there appeared to be theoretical 

similarity. For example, FAI item eight (My family and I 

seldom do fun things together) and Family APGAR item 5 (I am 

satisfied with the way my family and I share time together) 

are similar ideas. Items on the FAI which appeared to have 

the least similarity with the Family APGAR were those that 

referred to the infant of the adolescent mother (items one and 

two), as well as item seven which referred to peer relation

ships. Therefore, the problem could not be isolated to one or 

two items. 

Further instrument development with the FAI needs to be 

done to establish its validity as measuring a separate and 

distinct theoretical domain from family functioning. Rather 

than performing radical instrument revision based on the 

empirical results of one study, the FAI was deemed to not meet 

the instrumentation cri teria for causal model testing of 

utilization of reliable and valid instruments (James, Mulaik, 
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& Brett, 1982). Hence, the concept of family approval was not 

utilized in model testing procedures. 

Regression Analysis 

Research questions seven through eleven were analyzed 

using multiple regression techniques and the data from Anglo 

adolescent mothers. Multiple regression utilized forward 

entry with the criterion level of significance set at .05, 

following the theoretical relationships proposed in the 

Adolescent Family Assessment Model (AFAM). Because socioeco

nomic status (SES) differed significantly between groups, SES 

was controlled by entering it first during regression 

procedures. All hypothesized relationships were tested first. 

Non-hypothesized relationships were tested next, and model 

respecification was accomplished using residual analysis. 

Residual analysis was also used to assess for violation of 

assumptions for use of multiple regression procedures. 

Research question number twelve involved testing the 

AFAM wi th the data from the Hispanic adolescent mothers, 

following the procedure delineated for Anglo mothers. 

Differences between the resultant models were then corrected 

for measurement error, and the magnitude of the difference was 

described using Pearson correlation coefficients. 
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Research Question #7 

The seventh research question addressed the relative 

impact of the demographic variables on the dependent variable 

of caregiving knowledge. The first equation was: 

B(Educ) + B(SES) + B(MS) + B(ECC) + B(Numcare) + e = ICI 

This equation tested that caregiving knowledge, as measured by 

the Infant caregiving Inventory (ICI) , is impacted by 

educational level (Educ), socioeconomic status (SES) , marital 

status (MS), experience with child care (ECC), and number of 

caregivers in the household (Numcare). The categorical 

variable of marital status was dummy coded before being 

entered into the regression equation. 

The results of this analysis using multiple regression 

revealed that none of the hypothesized links held. In other 

words, educational level, socioeconomic status, marital 

status, experience with child care and number of caregivers in 

the household did not have a statistical impact on caregiving 

knowledge. 

Research Question #8 

The eighth research question addressed the relative 

impact of the demographic variables on the dependent variable 

of caregiving behaviors (CB). The second equation was: 

B(Educ) + B(SES) + B(MS) + B(ECC) + B(Numcare) + e = CB 

This equation tested that caregi ving behaviors, as measured by 

the two caregiving behavior questions, is impacted by 
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educational level (Educ), socioeconomic status (SES) , marital 

status (MS), experience with child care (ECC), and number of 

caregivers in the household (Numcare). The results of this 

analysis using multiple regression are depicted in Figure 3. 

Only one of the hypothesized links held during multiple 

regression analysis. Single marital status was deemed to have 

a statistical impact on caregiving behaviors, accounting for 

22 percent of the variance. 

Research Question #9 

The ninth research question addressed the relative 

impact of the caregiving behaviors on the dependent variable 

of peer approval. The third equation was: 

B(CB) + e = PAl 

This equation tested that peer approval, as measured by the 

Peer Approval Instrument (PAl), is impacted by caregiving 

behaviors (CB). The results of multiple regression analysis 

revealed that caregiving behaviors did not have a statistical 

impact on peer approval. 

Research Question #10 

The tenth research question addressed the relative 

impact of the caregiving behaviors on the dependent variable 

of family approval. Because of problems with redundancy 

between family approval and family functioning, family 

approval was dropped from the Adolescent Family Assessment 

Model and this research question was not addressed. 
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Research Question #11 

The eleventh research question (modified question) 

addressed the relative impact of the endogenous variables of 

caregiving behaviors and peer approval on the dependent 

variable of family functioning. Because of the sample size 

limitations, family functioning of the family of origin was 

the variable which was used for predictive modeling. Only 25 

subjects reported living with a new family unit. Therefore, 

family functioning within the new family unit did not satisfy 

the sample size criterion for predictive modeling. The fifth 

equation was: 

B(CB) + B(PAI) + e = FA 

This equation tested that family functioning, as measured by 

the Family Apgar (FA), is impacted by caregiving behaviors and 

peer approval. The results of this analysis using multiple 

regression techniques are presented in Figure 4. The only 

variable to statistically impact family functioning was peer 

approval. Peer approval explained eleven percent of the 

variance of family functioning. 

Residual Analysis 

Residual analysis was used to evaluate compliance with 

statistical assumptions required for multiple regression 

analysis (Verran & Ferketich, 1984). The statistical 

assumptions must be met in order to assume stability of the 

regression parameters. The assumptions evaluated via residual 
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analysis were: zero mean of the residuals, homoscedasticity, 

normal distribution of the residuals, and fixed independent 

variables. 

The mean of the residuals for all of the regression 

equations was approximately zero, thereby providing no 

evidence of violation of the assumption of zero mean. 

Homoscedasticity was observed when predicted residuals were 

plotted against observed residuals. Violations were not 

evident, either, when the residuals exhibited fairly normal 

distributions in the probability plots and histograms. 

Finally, plotting of the residuals against the independent 

variables resulted in a random scatter of points in the 

scatterplot, indicating fixed independent variables. ThUS, no 

evidence of violation of the statistical assumptions for the 

use of multiple regression procedures was noted. 

Residual analysis was also used as an approach to model 

respecification (Ferketich & Verran, 1990). During this 

procedure, residuals from the theoretical equations were 

plotted against all other variables to determine the existence 

of any unhypothesized relationships. Variables which were 

found to be related to the residuals were then entered in the 

regression equations. The resultant respecified model is 

shown in Figure 5. One new variable entered the regression 

equation, replacing peer approval in explanatory power. Age 



Marital Status 

(Single) 

Age of 
First Child 

B=-.47 

-. 
---

Caregiving 
Behavior 

[CB] 
R2= .22 

B = -.33 

Family Functioning 
[FA] 

R2=.11 

Figure 5: Respecified Adolescent Family Assessment Model 
I-' 
I'V 
o 



121 

of the first child negatively impacted family functioning and 

explained eleven percent of the variance. 

Research Question # 12 

The final research question asked if the Adolescent 

Family Assessment Model was supported when tested with a group 

of Mexican American adolescent mothers. Because not many of 

the links held during testing of the model with the Anglo 

population, the procedure for model testing involved using the 

same model building process. Results are presented in Figure 

6. 

Fourteen percent of the variance of caregiving 

knowledge was explained by past experience with providing 

child care for toddlers (beta= -.37). Ten percent of the 

variance of family functioning was explained by caregiving 

behavior (beta= .31). No other variables entered the model 

after residual analysis. 

Comparison of the Models 

When comparing the Anglo and Hispanic Adolescent Family 

Assessment Models , it was evident that the explained variance 

of family functioning differed between the two models. The 

Anglo model resulted in eleven percent of the variance of 

family functioning being explained by the age of the first 

child (beta= -.33), while caregiving behavior was important in 

the Hispanic model (R2= .10, beta= .31). 
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Difference was also evident between the two models at 

stage two. Twenty-two percent of the variance of caregiving 

behavior was explained by single marital status (beta= -.47) 

in the Anglo model. The Hispanic model revealed that 

caregiving knowledge was important, having fourteen percent of 

the variance explained by past experience wi th child care 

(beta= -.37). 

Summary 

This chapter presented the results of data analysis. 

The psychometric estimates for all instruments utilized in 

testing the Adolescent Family Assessment Model were described. 

Results of univariate and mUltivariate analyses were present

ed. The model testing procedure was described and performed 

with the data from a sample of Anglo adolescent mothers. The 

results of model respecification were presented. The model 

building process was then repeated with the data from the 

sample of Hispanic adolescent mothers. 

The Anglo model resul ted in eleven percent of the 

variance of family functioning being explained by age of the 

first child. The Hispanic model explained ten percent of the 

variance of family functioning, with caregiving behavior 

impacting the dependent variable. For both samples, peer 

approval did not statistically impact family functioning, nor 

did caregiving behaviors explain any of the variance of peer 

approval. In addition, socioeconomic status, number of 
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caregivers in the household, and educational level did not 

enter into any of the models. 

The next chapter will explain the resul ts of data 

analysis in relation to each research question. Limitations 

of the study, as well as significance for nursing and future 

research endeavors will be discussed. 
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CHAPTER 5 

DISCUSSION OF FINDINGS 

The purpose of this research was to examine the 

relationship between each of the demographic variables and 

the major concepts of caregiving knowledge, caregiving 

behavior, peer approval, family approval, and family func

tioning in families with Anglo or Mexican American adolescent 

mothers. Chapter four presented the results of data analy

sis. This chapter will discuss the results of data analysis 

for each of the research questions, the limitations of the 

study, significance of the findings for nursing, 'and suggest 

issues for future research. 

Research Questions 

Research Question #1 

The first research question addressed the psychomet

ric properties of the following instruments: the Infant 

Caregiving Inventory (ICI) , the Peer Approval Instrument 

(PAl), the Family Approval Instrument (FAI), and the Family 

Apgar (FA). All of the instruments met the minimum internal 

consistency criterion of .70 (coefficient alpha). 

Stability assessments for the instruments varied. 

Test-retest correlations for three of the instruments, the 

FAI, the FA, and the IPRI, exceeded the minimum test-retest 
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criterion coefficient of .70. stability estimates for the 

FAI, FA, and IPRI were .83, .74, and .71 respectively, and 

were significant at the .000 level. Two of the instruments, 

the ICI and the PAl, failed to meet the minimum criterion for 

stability. The ICI had a test-retest correlation of .66, 

significant at the .000 level. The PAl exhibited a non

significant test-retest correlation of .31 (p= .115). 

The poor performance of the PAl in test-retest 

procedures may indicate that the concept of peer approval is 

not stable. Peer relationships are very important to the 

adolescent. At the same time, friendships are considered to 

be labile; misunderstandings arise over very discrete 

events. As such, peer approval may not be stable over a two 

week period, and hence, test-retest procedure may have been 

inappropriate. 

The failure of the ICI to meet the minimum criterion 

for stability is not as easily explained. Knowledge should 

be consistent over time, or should rise over time. Random 

fluctuations in subjects' responses to items, resulting in a 

decreased test-retest correlation, may indicate guessing on 

the part of the subjects. Thus, the error component of the 

ICI may be large. 

The validity of the PAl and FAI was assessed through 

factor analytic procedures. As both instruments were 

originally conceptualized to be unidimensional, only one 
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factor was anticipated for each of the scales when factor 

analysis was conducted. Empirical support for both of the 

scales was obtained when a one factor solution resulted from 

principal components factoring of the FAI and modified PAI. 

Further, 28 percent of the variance of peer approval and 42 

percent of the variance of family approval was explained. 

Therefore, the theoretical conceptualization of both instru

ments appears to be valid at this point in time. 

construct validity of the PAI and FAI was also 

assessed by obtaining an estimate of convergent validity. 

Convergent validity was assessed by correlating each scale 

with the more mature IPRI-SS (social support subscale). 

Correlations were expected in the .40 to .70 range to 

indicate support for construct validity. The resultant 

correlations of .49 (p= .00) for the PAI with the IPRI-SS, 

and .48 (p= .00) for the FAI with the IPRI-SS were within the 

expected range. The resultant correlations supported the a 

priori hypothesis that social support and approval had mutual 

and overlapping content. However, there was not so much 

overlapping content that only one concept was being measured. 

Therefore, support for construct validity of the PAI and FAI 

was received. 

A problem was apparent when the correlational 

relationship between family approval and family functioning 

was examined (r= .77, p< .01). It was expected that the 
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correlational relationship between any two variables would 

not exceed .65, thereby meeting the criteria for multico

linearity, as stated by Nunnally (1978). Further, during 

regression analysis, 77 percent of the variance of family 

functioning was explained by family approval. It appeared 

that both the family approval instrument and the family apgar 

were measuring the same construct. It was concluded that the 

construct validi ty of the family approval instrument was 

suspect. Therefore, further instrument development work with 

the family approval instrument is warranted. 

Research Question #2 

The second research question addressed the demograph

ic characteristics of the sample. The sample, in general, 

consisted of single adolescent mothers who remained in school 

while parenting one child. Mothers were extremely mobile; 

over half of the mothers had moved since becoming pregnant. 

Another forty percent of the mothers reported having moved 

within the past six months. Only 28 percent of the mothers 

had lived in one place for longer than five years. Thus, it 

would appear that even the family units of the adolescent 

mothers were likely to move frequently. 

Most of the infant care was performed by the mothers 

in the sample. When infant care could not be performed by 

the mother, the primary exchange for infant care benefits 

occurred between the adolescent mother and a grandparent. 
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Grandparents were reported as those most likely to provide 

care if the mother could not. 

Anglo mothers had fewer caregivers in the household 

than Hispanic mothers. This finding reflects one of the 

cuI tural differences between the ethnic groups. Large 

extended families are typical in the Mexican American culture 

(Becerra & deAnda, 1984), and within the family, grandmoth

ers, mothers, and sisters are responsible for taking care of 

any children. Thus, the Mexican American adolescent mother 

would have more caregivers available in the household who 

helped with infant care activities because of familial and 

societal expectations. 

The Mexican American household is contrasted with the 

typical Anglo household, where small nuclear families are the 

norm. In addition, the values of independence and responsi

bili ty for one's actions resul t in the Anglo adolescent 

mother receiving help from a smaller number of people than 

the Mexican American adolescent mother. 

Fathers (of the children) varied in their parenting 

participation and were reported as the secondary caregiver by 

one third of the sample. Approximately one third of the 

fathers (28.1%, N=32) did nothing with their children. For 

the active fathers, infant care activities included sitting, 

feeding, playing, and loving their infants. However, some 

activities were desired from the fathers but were not 
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perceived as forthcoming. The activity most lacking was 

support (19.3%, N= 22). Other activities desired included 

diapering, feeding and playing. Eleven percent (N= 13) of 

the sample reported wanting nothing from the father of the 

child. 

Research Question #3 

The third research question asked what level of 

caregiving knowledge was held by adolescent mothers in the 

sample. The Infant caregiving Inventory (ICI) was used to 

measure the caregiving knowledge concept. The mean expected 

score for the ICI was 85. Anglo mothers reported an average 

score of 117.6 (s.d.= 16.6), while Hispanic mothers reported 

an average score of 116.1 (s.d.= 13.0). Both observed means 

were above the mean expected score. Therefore, the adoles

cent mothers in general had a fairly high level of caregiving 

knowledge. 

One interesting finding arose in relation to measure-

ment of the caregiving knowledge concept. Some of the 

mothers in the sample were participating in teen parent 

programs where infant growth and development classes were 

taught. Other mothers had dropped out of school and were not 

participating in any parenting classes. A significant 

difference might have been expected between the knowledge 

level of these two groups. No significant difference 

existed, however, between mothers who were enrolled in school 
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and those who were not. A question can be raised then, as to 

what is being taught and retained in the parenting classes, 

or whether the ICI is an accurate measure of an adolescent 

mother's knowledge. 

To answer these questions, it was necessary to 

examine the ICI more closely. Scores on the ICI tended to be 

high. High scores would appear to indicate that mothers in 

general believe that many different activities can affect 

their infant. Rather than measuring their knowledge of 

caregiving activities, the ICI appears to measure the 

strength of their beliefs that many different activities have 

a profound influence on their infants, and that the effects 

of the activities can extend to school age. When teaching 

young mothers about their children, family, health profes

sionals, and educators may have communicated that many 

different activities can influence infants. The young 

mothers may now think that almost anything can influence 

their infants, leading to difficulty differentiating valid 

from extraneous influences. 

Conversely, high scores could be due to a response 

set. Correlations between the fillers and the total score 

for the ICI should have indicated either no relationship, or 

an inverse relationship. Instead, the correlation indicated 

a moderately strong positive relationship. The positive 

relationship could indicate that the mothers had difficulty 
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differentiating valid influences from extraneous ones, as 

previously mentioned, or it could indicate a response set. 

As the sample was composed of adolescents, and the question

naires did take a while to complete (20-45 minutes), subjects 

may have checked the moderately strong and strong influence 

answers so that they could finish sooner. 

If a response set was not a problem, error may have 

been due to subjects trying to finish quickly and not taking 

the time to fully understand what was being asked. For the 

leI, the beginning of the items are all the same set of 

statements. The end statement relays what impact the 

activity has on the infant. For example, the kind of person 

chosen has a babysitter is the stem for four different 

questions. Subj ects are asked what kind of influence a 

babysitter has on their infant's: personality at school age, 

intelligence at school age, happiness or unhappiness, and 

physical health. Many of the questions utilize the repeating 

format, which is confusing if the entire question is not read 

carefully. 

Even when the question is read carefully, confusion 

can result. Question eight, which is classified as a filler 

by instrument developers, asks what kind of influence reading 

to babies has on their physical growth. Heal th professionals 

being asked the same question would be quick to respond that 

the activity of reading to a child has no influence on a 
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child' s physical growth. However, one teen mother, when 

questioned about her answer to this question responded, "If 

I read to my baby, she is happy: if she is happy, she will 

eat more, and then she will grow more". 

Summary 

The Infant Caregiving Inventory was used to measure 

caregiving knowledge. Subjects evidenced a fairly high level 

of caregi ving knowledge. However, serious doubt is raised as 

to the validity of the ICI with this particular sample of 

adolescent mothers. Questions were ambiguous, and a high 

correlation resulted between the filler items and the total 

ICI score. Therefore, caution is needed in interpreting the 

results, because it appears that a high level of error is 

present when measuring caregiving knowledge in this manner. 

Research Question #4 

The fourth research question asked what was the 

amount of caregiving behavior reported by adolescent mothers. 

Caregiving behaviors (CB) were measured by asking mothers to 

report the number of hours they spent feeding, diapering, 

playing, and holding their infant on a typical weekday and on 

a typical weekend day. Anglo and Hispanic mothers reported 

an average of 9.26 and 11.66 hours spent on a weekday and 

10.95 and 13.13 hours spent on a weekend day in direct care 

activities, respectively. 
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This particular question was very difficult for the 

adolescents to answer. Many of them wanted to answer 1124 

hoursll for the amount of time they actively took care of the 

infant. It was difficult for them to separate out infant 

sleeping time (I'm still responsible for him while he is 

sleeping), mother sleeping time (I feed him while I'm 

sleeping - he nurses), mother's time in school classes (I 

still have to go feed him or hold him if he cries), and 

baby's quiet wakefulness (I still need to watch him even 

though I'm not playing with him), from actual infant caregiv

ing activities. The answers obtained reflect the inability 

of the mothers to accurately estimate the amount of time they 

perform the infant caregiving activities of feeding, diaper

ing, holding, and playing. Ideally, caregiving behaviors 

would be observed and scored by a trained rater. Then the 

correlation between perceived and demonstrated caregiving 

behaviors could be determined. 

As subjects generally responded with a high number of 

hours per day that they were involved in direct care activi

ties, the validity of the caregiving behavior questions is 

suspect. 

Summary 

As it was not possible to evaluate the reliability 

and validity of the two item scale utilized, it may have been 

more prudent to develop a longer scale which would have 
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provided more direction to the mothers as they tried to 

estimate the amount of time care was given to the infant. 

Mothers had difficulty separating out time they are responsi

ble for their children but not actively performing care, from 

times when they are actively performing caregiving activi

ties, resulting in high estimates for caregiving behavior 

time. 

Research Question #5 

The fifth research question asked how much approval 

was received from family and friends. Approval was measured 

wi th the Family Approval Instrument (FAI) and the Peer 

Approval Instrument (PAl). 

Family Approval 

The mean expected level of approval from family was 

30.0. The mean reported level of family approval for the 

family or origin was 38.76 (s.d.= 7.89) and 38.69 (s.d.= 

7.18) for Anglo and Hispanic mothers, respectively. Family 

approval from the new family unit was reported as 39.88 

(s.d.= 6.91) and 38.5 (s.d.= 7.43) for Anglo and Hispanic 

adolescent mothers, respectively. Thus, all mothers reported 

perceiving an above average level of family approval, 

regardless of whether the approval was from the family of 

origin or the new family unit. 

This could be interpreted as showing that the sample 

of adolescent mothers feels a fairly high level of approval 
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from their kinship networks, regardless of whether they are 

living in their family or origin or a new family unit. 

However, literature reviews and anecdotal reports conflict 

with the view that high levels of approval are experienced by 

the mothers. One explanation may be that it is the period of 

pregnancy during which the family unit experiences the most 

stress and strain. During the pregnancy period, the adoles

cent may have a lot of difficulty feeling approval from her 

kinship networks, whereas after the birth of the baby, the 

problems are resolved as the kinship network pulls together 

to integrate a new member into their household. As all of 

the mothers had given birth prior to filling out the family 

approval questionnaire, high approval scores may reflect the 

adjustment which has occurred. 

Conversely, it appears significant that there is so 

little variation either between the ethnic groups or within 

the ethnic groups in terms of their mean level of reported 

approval. The difference in mean approval scores between the 

high (39.88) and low (38.5) scores for either the Anglo or 

Hispanic new family unit or family of origin is only 1.38. 

In particular, the Hispanic sample was expected to have 

higher family approval scores reflective of the value of 

family within that particular culture. It would appear more 

likely then, that rather than adaptation having taken place, 

that the FAI is unable to discriminate real differences in 
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Further instrument 

development, not only in terms of measurement domain and 

construct validity as previously discussed, but also in 

regards to item discrimination, needs to be done. 

Peer Approval 

The modified Peer Approval Instrument had an expected 

mean of 24. Reported mean scores for peer approval were 29.8 

(s.d.= 6.5) for Anglo mothers and 30.34 (s.d.= 4.45) for 

Hispanic mothers. Thus, actual levels of peer approval were 

slightly above the expected mean, and Mexican American 

adolescent mothers reported a higher, although non-signifi

cant, level of peer approval than Anglo mothers reported. 

Interpretation of the findings is difficul t for 

several reasons. First, it is not known if the peer group 

the subjects currently had was the same as their pre-pregnan

cy peer group. It may be that the reference group changed 

entirely, or that the mothers had to do some juggling of 

expectations between the two reference groups. As Huttlinger 

(1988) found, some peer groups accept the occurrence of 

pregnancy and parenthood during adolescence while others do 

not. The adolescent mothers may be aligning themselves with 

the supportive peer groups. 

Secondly, if the current peer group was different 

from the pre-pregnancy peer group, it is likely that the new 

network consisted of other adolescent mothers. Most of the 
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adolescent mothers were participating in teen parent programs 

where other teen mothers also attended. It is expected, 

then, that approval would be perceived from reference group 

members who had similar goals (completion of high school) to 

the adolescent mother. 

Research Question #6 

The sixth research question asked what level of 

family functioning does the adolescent mother ascribe to her 

family of origin and to the family with whom she lives. 

Smilkstein' s Family Apgar (FA) was used to measure the 

concept of family functioning. The mean expected score on 

the FA was 15. The observed mean for the family of origin 

was 18.3 (s.d.= 4.93) for Anglo subjects and 18.67 (s.d.= 

5.24) for Hispanic subjects. The mean for the new family 

unit of Anglo mothers was 19.7 (s.d.= 4.66), while the mean 

for Hispanic mothers was 18.04 (s.d.= 5.91). 

The results indicate that in general, adolescent 

mothers feel that their family functioning is about average. 

Anglo mothers feel their new family unit has greater family 

functioning than their family of origin (t= -2.09, d.f.= 24, 

p= .047), while Hispanics tend to rate their family of origin 

higher than their new family unit (t=.67, d.f.= 26, p= .51). 

Results are consistent with previous writings about the 

cultural value of family within the Anglo and Mexican 

American ethnic groups. 
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Anglo mothers rated the functioning of their new 

family unit to be higher than their family of origin. Anglo 

families have trouble integrating a pregnant adolescent into 

the family unit; the problem with familial adaptation to 

premature pregnancy and parenthood is reflected in the 

significantly lower family functioning scores. Adolescent 

mothers then seek kinship networks in which they feel more 

comfortable. Anglo adolescents who were successful in 

leaving their family of origin rated their new family as 

functioning higher than their original kin group. 

Mexican American families, however, while not 

condoning premarital pregnancy and parenthood, are more 

likely to integrate the pregnant and parenting adolescent 

into the family unit (Clark, 1970). The young mother, who 

does leave her family of origin, usually does so to live with 

her husband or her husband's family (Becerra & deAnda, 1984). 

The difference in family functioning scores reflects the ties 

which she feels still bind her to her family of origin. 

Indeed, it is quite common for Mexican American women in the 

family of origin to visit each other on a daily basis. 

What is surprising in the family functioning scores, 

is that the scores were not higher. The standard deviations 

for all of the scores encompassed the expected mean. One 

would have expected family functioning scores to be slightly 

higher, as the majority of the young mothers were finishing 
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their high school education while learning how to raise their 

infants. However, this particular question is difficult to 

evaluate because there are no comparison scores for non

parenting adolescent girls' family functioning. 

Summary 

Family functioning was measured using Smilkstein's 

Family Apgar. Adolescent mothers reported a level of family 

functioning slightly above the expected mean. Anglo mothers 

rated the functioning of their new family uni t as being 

significantly higher than that of their family of origin. 

Hispanic mothers rated the functioning of their family of 

origin as being higher, but not significantly higher, than 

that of their new family units. 

Research Question #7 

The seventh research question addressed the relative 

impact of the demographic variables on the dependent variable 

of caregiving knowledge. The demographic variables were 

educational level, marital status, socioeconomic status, 

number of caregivers, and experience with child care. None 

of the demographic variables impacted caregiving knowledge. 

The main reason the demographic variables did not 

impact caregiving knowledge probably has to do with the 

amount of error associated with the Infant caregiving 

Inventory, as previously described. The degree to which 

actual caregiving knowledge was measured is unclear. 
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Research Question #8 

The eighth research question addressed the relative 

impact of the demographic variables on the dependent variable 

of caregiving behaviors. The only demographic variable to 

impact caregiving behaviors was single marital status, which 

explained 22 percent of the variance of caregiving behaviors 

(beta= -.47). The relationship between single marital status 

and caregiving behaviors was negative, while the hypothesized 

relationship between marital status and caregiving behaviors 

was positive. 

The relationship appears to be opposite to that 

hypothesized, when in fact the hypothesized relationship 

indicated that if an adolescent is married, it should 

posi ti vely impact her caregi ving behaviors. Accordingly, the 

observed relationship supported the theorized relationship. 

Single marital status, meaning a subject who was not married 

and was not living with the father of the child, negatively 

impacted the caregiving behaviors. Thus, it would appear 

that an adolescent mother has difficulty dividing her time 

between her infant and other activities she may be interested 

in, such as dating. 

Why then, did not socioeconomic status, number of 

caregivers, past experience with child care, and educational 

level impact caregiving behaviors? Of these four variables, 

socioeconomic status and educational level have been shown 
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It may be that the 

manner in which SES was extrapolated from occupation resulted 

in a certain amount of error which was enough to prevent SES 

from entering the regression equation. Further, research 

which has shown SES to be important has focused on low SES 

adolescent parents (Nathanson et al, 1986; Becerra & deAnda, 

1984; & Jarrett, 1982). The current study did not limit the 

subjects to be of low SESe Results might have differed if 

subjects had been classified into low, medium, or high SESe 

Educational level and number of caregivers may not 

have entered because of decreased variance due to how the 

variables were measured. Educational level was measured in 

five discrete categories: seven through eleven. Number of 

caregivers had slightly more categories: zero through seven. 

Further, while data was collected relative to the number of 

caregivers, network size data was omitted. Finding another 

method of measurement may have resulted in more variation and 

more explained variance, or at least better quality informa

tion relevant to the variable. 

Research Question #9 

The ninth research question asked what was the 

relative impact of caregiving behavior on the dependent 

variable of peer approval. Caregiving behavior did not 

statistically impact peer approval. Measurement issues or 
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theoretical misspecification could account for the lack of 

findings. 

Measurement issues include the problems previously 

discussed for measurement of caregiving behaviors. Error and 

overestimation on the part of the subjects could have 

prevented caregiving behaviors from explaining peer approval, 

when in fact, it is significant. 

Conversely, peer approval may not depend on caregiv

ing behaviors being performed. Peer approval may be linked 

more with group activities, adherence to the beliefs and 

values of the group, or personalities and style of dress. 

Further, the theoretical link originated because peer 

approval should be reinforcing for the adolescent who is 

performing caregiving behaviors for her infant. This 

particular theoretical link may have been misspecified. 

There is little theoretical support, and now no empirical 

support, for that particular link. Qualitative studies may 

be needed to determine what is considered reinforcing for the 

adolescent mother who performs caregiving activities. 

Research Question #10 

The tenth research question asked what was the 

relative impact of caregiving behavior on family approval. 

As previously discussed, this research question was deleted 

from the study when family approval was dropped from the 

model. 
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Research Question #11 

The eleventh research question (modified version) 

addressed the relative impact of caregiving behavior and peer 

approval, on the dependent variable of family functioning. 

The only variable to impact family functioning was peer 

approval, accounting for eleven percent of the variance 

(beta= .33). This result will be discussed shortly. 

The model was tested for the existence of any non

hypothesized links. No new relationships emerged as impact

ing family functioning. 

Next, model respecification was accomplished using 

the residuals from family functioning. Age of the first 

child negatively impacted family functioning, and replaced 

peer approval in the equation (R2= .11, beta= -.33). Thus it 

would appear that as the child of the adolescent mother gets 

older, the young mother perceives the functioning within her 

family of origin to decrease. 

Support for this finding has been found by Mercer 

(1986). Mercer states that adolescent mothers experience a 

honeymoon phase after giving birth. During the honeymoon 

phase, the adolescent and her infant are the focus of 

increased attention from both family and friends. The young 

mother is relieved of responsibility for a period of time as 

she recovers from the childbirth, and the support network 

functions together to meet the needs of the new mother and 
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her infant. As time passes, and the honeymoon phase ends, 

the reality of motherhood and adolescent status may lead to 

not only altered perceptions of family functioning, but 

actual alterations in family functioning. Thus, measurement 

of family functioning at these time periods should reflect 

the adaptation which has or has not taken place. 

Further, as the infant grows and becomes more active, 

his demands on the family increase. An active infant and 

toddler requires a great deal of interaction, watchfulness, 

and care. The negative relationship between infant age and 

family functioning may be indicative of the stress and strain 

childrearing can place on a family. 

caregiving behaviors may have failed to enter the 

regression equation due to the measurement issues previously 

discussed. Peer approval also did not impact family func

tioning after model respecification. It may be that the 

adolescent is successfully able to separate the amount of 

approval received from peers from having any impact on 

relationships and functioning within the home. Or it may be 

that peer approval is indeed a relevant variable, as hypothe

sized, and further instrument development to increase item 

discriminant ability as well as clarification of measurement 

domain will result in statistical significance in the future. 
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Research Question #12 

The twelfth research question asked whether the 

Adolescent Family Assessment Model was supported when tested 

with a group of Mexican American adolescent mothers. The 

testing process followed the same procedure delineated for 

the Anglo sample. 

Resul ts indicated that past experience caring for 

toddlers explained fourteen percent of the variance of 

caregiving knowledge (beta= -.37). Hence, it would appear 

that the greater a Mexican American adolescent mother's 

previous experience with child care for toddlers, the less 

her knowledge level of influences on her own infant's growth 

and development. The literature offers no help in explaining 

this finding. It was hypothesized that past experience with 

child care offers a learning experience which an adolescent 

mother can draw upon when she parents her own child. since 

no relationship existed between past experience caring for 

infants or preschoolers and caregi ving knowledge, it is 

likely that measurement problems with the demographic 

variables of past experience with child care contributed to 

the results. Specifically, recall of past child care 

experience for specific ages was difficult for the teens. 

The young mothers were able to recall names of children they 

had babysat for, while specific ages were more difficult to 

remember. 
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The finding that none of the demographic variables 

impacted caregiving behaviors may be due to cultural beliefs 

and expectations. As previously described, girls and women 

in the Mexican American household are responsible for the 

infants and children. Thus, caregiving behaviors may be 

expected to the extent that demographic variables do not 

impact them. 

The only other variable to be explained in the model 

was that of family functioning. Family functioning had ten 

percent of its variance explained by caregiving behaviors 

(beta= .31). 

Caregiving behaviors emerged as impacting family 

functioning, when it had not with the Anglo model. This 

could again reflect cultural differences which place strong 

emphasis on the young woman's caregiving, to the extent that 

family functioning is impacted. The greater the amount of 

time the young mother performs caregi ving behaviors, the 

greater she perceives her family's functioning. Respecifica

tion, using residual analysis, did not result in any changes 

or additions to the model. 

Comparison of Anglo and Hispanic Models 

One similarity between the models is that neither 

model explained any of the variance of peer approval. 

Further, peer approval did not impact family functioning. It 
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would appear that peer approval is not an important variable 

from an empirical standpoint. 

Another similarity is the amount of explained 

variance which was obtained for family functioning (ten and 

eleven percent , respectively). However, the independent 

variables which had explanatory power were different for the 

two ethnic groups. The age of the first child was important 

for the Anglo mothers, while caregiving behaviors were 

important for the Mexican American mothers. 

Measurement error does not appear to account for the 

disparity, because the variables were measured in the same 

way for both groups. Rather, dissimilarity can be attributed 

to variables not functioning in the same way for Anglo and 

Mexican American adolescent mothers. 

A further difference existed between the two models 

at stage two. Caregiving behaviors were an important 

dependent variable for the Anglo mothers, while caregiving 

knowledge was important for the Mexican American mothers. 

Limitations of the study 

Inherent in any research study are limitations. 

Limitations of this particular study will be addressed from 

various perspectives: measurement, design, sampling, and data 

collection. 
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Measurement 

Several questions arise when examining limitations of 

the study from an instrumentation and measurement perspec-

tive. These questions involve the concepts of caregiving 

behaviors, caregiving knowledge, family unit, and peer group. 

Problems with the measurement of caregiving behaviors 

and caregiving knowledge have been discussed with each of the 

respective research questions. The particular deficiencies 

will not be repeated, except to state that problems with the 

measurement of each of the concepts at the second stage of 

the model may have severely limited the predictive power of 

the model. Thus, strong and reliable instruments are crucial 

for success when doing predictive modeling. 

The next issue, the unit of analysis, is one that is 

addressed by every researcher. In this particular study, the 

unit of analysis was the individual and the individual in 

relation to others. A focus on the entire family of the 

adolescent mother as the unit of analysis would also help to 

extend the knowledge base. 

Family approval and family functioning were managed 

differently than was peer approval. Measurements of family 

approval and functioning were obtained relative to the family 

of origin and the new family unit. Instructions were 

available at the top of each questionnaire for which family 

to think of as the questions were being answered. This 
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information was confusing for the subjects and resulted in 

many questions. To clarify, the researcher verbally de

scribed the process to the group, and then described to each 

subject as necessary. Upon completion of the instruments, 

the researcher again checked each subj ect I s questionnaires to 

be sure they had completed the correct number of forms. The 

question of error may arise because one can not be sure of 

which family unit the subject was thinking when she completed 

the questionnaires. 

A limitation of the study is the measurement of peer 

approval. At least 47.4 percent (N= 54) of the sample had 

changed schools since becoming pregnant. Hence, their usual 

peer group affiliation may have changed with their change of 

schools. Therefore, when peer approval is measured, it is 

unclear whether subjects answered in relation to their pre

pregnancy peer group, their post-pregnancy peer group, or 

some combination of both reference groups. Further research 

in this area may utilize peer approval questionnaires 

relative to both peer groups, if the group are of different 

compositions. 

study Design 

The study utilized a descriptive-correlational design 

with model testing done with two populations. Although 

descriptive-correlational designs are not appropriate for 

making causal inferences about the relationship between 
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variables (Cook & Campbell, 1979), use of model testing 

procedures wi th two separate populations addressed this 

deficiency. 

Predictive modeling has at its basis the assumption 

that all relevant variables are included. An attempt was 

made to include all theoretically relevant variables. 

However, the literature reveals one variable which may have 

been overlooked: the age at which the adolescent mother's 

mother first had a child. In families where the mother's 

mother first gave birth at an early age, an increased amount 

of family approval may be present that is not present in 

families where the more traditional pattern of reproduction 

and childbearing is followed. 

sample 

In general, the sample had good variability in terms 

of age, educational level, time participating in a teen 

parent program, and socioeconomic status. The heterogeneity 

of the subjects in terms of each of these variables increases 

the generalizability of the results. 

The main limitation concerning the study sample is 

that random sampling was not done: thus the generalizability 

of the findings is limited. Random sampling was not done 

within the school setting because of the high absentee rate. 

The high absentee rate drastically impacted the number of 

mothers available for participation in the study. 
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Similarly, random sampling was not utilized with the 

sample of mothers who were not currently enrolled in school. 

This particular group of subjects is difficult to access by 

mail (no forwarding address) and by phone (disconnected phone 

numbers) • When the residence was able to be reached by 

phone, many phone calls were necessary to get to speak with 

the young mother: messages were not returned. 

The deficiency of limited generalizability due to 

sampling was partially addressed by model testing procedures 

wi th two populations. Support for the model within two 

separate populations offers support for the generalizability 

of the model. However, actual results did not support the 

generalizability of the model. Anglo and Hispanic models 

were different. While both models explained a small amount 

of the variance of family functioning, there was a difference 

in the variables which had explanatory power. Therefore, it 

was concluded that the variables do not function in the same 

manner for both populations, and as a result, generalizabi

lity is limited. 

However, when addressing the needs of clinical 

nursing research, which has as a goal being able to positive

ly impact the health of its clients, ethnic differences 

between populations are important. When differences are 

uncovered through research, health care programs are able to 

be designed and provided to meet the needs of particular 
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groups of clients, which may be more effective than provision 

of a generic health care program to a large group of clients. 

Data Collection 

Discussion of data collection must take into account 

the subjects who volunteered to complete the questionnaires. 

When using teenagers as subjects, social desirability must be 

considered, because the teenager's developmental stage is one 

where they play to imaginary audiences, always trying to 

create a favorable impression. A certain degree of social 

desirability may have influenced the responses to the 

approval instruments, in particular. Measured peer approval 

was slightly above the expected mean, while family approval 

was well above the expected mean. These findings are in 

opposition to anecdotal reports and literature reviews which 

state that peer groups and families have a difficult time 

accepting/approving of premature pregnancy and parenthood. 

Approval of researcher may have been motivation for scoring 

as they did. 

On the other hand, high approval scores may be an 

accurate representation of the way the maj ori ty of this 

sample feel. sixty-four (56 percent) of the sample were 

Hispanic, who as a culture, have a high regard for family. 

Eighty-three percent (N= 94) were enrolled in teenage 

parenting programs. Teens who are continuing wi th their 

education may feel support from family, friends, and school 
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personnel for their activities. Thus high family and peer 

approval scores would reflect this. 

Significance for Nursing 

The adolescent population has been shown to be one 

who underutilizes health care. For the adolescent mother 

underutilization of health care resources affects not only 

the young mother, but her child as well. Therefore, helping 

to promote utilization of health care by adolescent mothers 

is a priority. One way to do this, is to discover what 

factors influence the young mother's caregiving and family 

functioning. 

The current study found that peer approval did not 

statistically impact family functioning, nor was any of the 

variance of peer approval explained by the Adolescent Family 

Assessment Model. Measurement issues relative to the number 

of peer groups with which the adolescent mother associates 

may have resulted in this apparent lack of empirical signifi

cance. However, the theoretical significance for inclusion 

of peer approval when predicting outcomes for adolescents in 

general, and adolescent mothers in particular, still remains. 

Therefore, further research is needed to determine which peer 

group approval will result in the greatest effect. 

The current study also found that these adolescent 

mothers have a high level of caregiving knowledge of their 

infants. However, the mothers appeared to have difficulty 



155 

differentiating between valid and extraneous influences on 

their infant's growth and development. Nursing can help to 

clarify the influences on the infant during well baby check 

ups. The adolescent may need help in differentiating between 

old wives' tales they hear at home and new discoveries in the 

realm of parenting and infant care. 

This group of adolescent mothers also reported 

performing caregiving behaviors for a significant portion of 

their day. The high estimates reported for caregiving 

behaviors may be indicative of the adolescent parent not 

being cognizant of the amount of time she actively interacts 

with her infant. Future measurement of caregiving behaviors 

might incorporate specific examples of parent-infant activi

ties and ask mothers to estimate the amount of time per day 

that each activity is performed. Provision of a concrete 

example for an adolescent mother to work with may result in 

a higher degree of validity. 

The majority of adolescent mothers in this sample 

were recruited from the public school system. Researchers 

who are successful in gaining access to subjects as a group 

through colJaborative approaches with the public school 

system avoid the problems associated with administering 

questionnaires to one or two subjects at a time, such as 

difficulty finding subjects and an increased time period for 

data collection. 
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Use of a collaborative approach by nurses can occur 

not only for research purposes, but for provision of health 

care services as well. For example, WHO (1986) has stated 

that adolescents, as a group of clients, are difficult to 

access in hospital based or communi ty based health care 

clinics, because of inconvenient clinic hours, mistrust of 

health care personnel, or difficulty obtaining transportation 

to the clinics. Therefore, collaboration of nurses and 

health care personnel with the school system could result in 

a school based health care program. 

A school based health care program within the same 

setting as adolescent mothers attend school with their 

infants would result in greater health care resource utiliza

tion, because the barriers to health care would be decreased. 

Provision of health care within the school system provides a 

benefit to all involved. Health care professionals are able 

to reach a large number of clients needing well check-ups and 

teaching, mothers are able to obtain health care for their 

children without having transportation problems, and school 

administrators have decreased absenteeism on health care 

days. A typical school day in a teen parent program has a 

high rate of absenteeism, while atypical or special days have 

lower rates of absenteeism. When there is a special activity 

planned in which the adolescent mother is interested, such as 

being able to obtain professional pictures of her infant 
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wi thout going to a photographer's studio, there are less 

absences. Thus, promoting health care as a special day for 

the adolescent parent may increase health care utilization 

beyond what is possible in a hospital or community based 

clinic. Furthermore, a national conference recently proposed 

that for best results, schools should provide unified 

programs which combine health promotion, health education, 

school nursing, counseling, and social service (Bearinger & 

Gephart, 1987). 

Issues for Future Research 

Several issues are applicable when considering future 

research with a sample of adolescent mothers. Some of the 

issues are ethical dilemmas, accessibility, and the concept 

of approval. 

The first issue, ethical dilemmas, concerns the 

impact of the researcher on the subjects. This particular 

project had no benefits or disadvantages for subjects, other 

than the time required for completion of the instruments. In 

reality, any contact with a researcher affects subjects. The 

effect may be subtle ("I must be different if she wants me to 

fill this out for her"), or dramatic (a grandparent becomes 

violent when the young mother relays information about the 

family unit to a stranger). Some subjects may not give a 

moment's thought to having participated in a research 

proj ect. However, it is the few who are affected who must be 
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considered, and the researcher must always try to have as 

little disruption as possible in others' lives. 

The next issue is that of accessibility. This 

particular research project could not have been completed 

wi thout the support of high school boards, teachers, counsel

ors, and nurse researchers. But even with support from the 

needed professionals, this particular group of subjects is 

difficult to access, due to high absenteeism from school and 

frequent residential moves. Future research needs to 

consider these two problems and offer creative ways of 

dealing with them, so that future projects will be able to be 

successfully completed and provide insight relative to 

improving health care for young mothers and their children. 

The empirical support for peer approval is limited 

within this particular sample. The theoretical links for 

peer approval were not supported by the data from either of 

the models. Peer approval failed to explain any of the 

variance of family functioning for either Anglo or Mexican 

American adolescent mothers. It may be questioned then, 

whether peer approval should be retained in future research 

endeavors. A practical and conservative approach might be to 

recheck the theoretical conceptualization of the PAI I as well 

as the proposed links in the models. If the theoretical 

conceptualization of the variable still appears to be valid, 

it would be prudent to retain the variable for testing with 



a different population. 
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Perhaps the problem wi th peer 

approval's poor performance is due to where the variable 

appears in the model or how it was measured, rather than its 

validity. 

Family approval of the adolescent mother was shown to 

be very similar to family functioning. Rechecking the 

theoretical conceptualization for the variable as a whole, as 

well as for each individual item on the FAI is the first step 

needed if family approval is to be retained as a relevant and 

important variable in the model. A recent national research 

conference stated that one of the top priorities for adoles

cent health care was a continued research focus on the 

influence of positive relationships with adults and peers to 

determine the kinds of protective environments that foster 

optimal psychosocial development of adolescents (Bearinger & 

Gephart, 1987). continued work with the concepts of peer and 

family approval is a step toward meeting this priority. 

Conclusion 

The current study was designed to test the relation

ships among the variables of caregiving knowledge, caregiving 

behaviors, peer and family approval, and family functioning 

in families with an adolescent mother. The Adolescent Family 

Assessment Model was tested twice: the first test involved a 

sample of Anglo adolescent mothers, while the second test was 

with Mexican American adolescent mothers. Preliminary 
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evidence supports the retaining of marital status, experience 

with child care, and family functioning as they were measured 

with the current study. Restructuring is necessary for the 

demographic variables of educational level and socioeconomic 

status, as well as caregiving knowledge and caregiving 

behaviors. 

Results of model testing revealed that the variables 

did not function in the same manner for both populations. 

The conclusion was reached that differences between the 

populations were due to cultural differences in terms of the 

value of family within the two populations. Future research 

might include a random sample using a variety of ethnic 

groups. 

Continued research needs to be done to determine what 

is reinforcing for an adolescent mother. Further, the 

concepts of peer and family approval should be reassessed. 

Identification of the process of learning parenting behavior, 

as well as the impact of various variables of the adolescent 

mother's family functioning, will delineate areas in which 

nursing can participate to improve the health care for this 

needy group of clients. 
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THE UNIVERSITY OF ARIZONA 
TU eso N, A R IZON A 85721 

COLLEGE OF NURSING 

TO: Kd*t RecordI 

FROM: LH Crosby. D.N.8c.. R.N. -1.JI J 

DIr8ctor CI Ra d. ~V 

DATE: 0c:I0ber ZI. 1_ 
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SUBJECT: H ...... SubjIc:Ia ReMw: -c..gIvIng. Approval 8I1d Family Functioning In FamUies with 
.. AdoIeIc:ent M~ 

Yaur pn:IjIc:I tID beIn rwvII.1d .., IPPICMd ....... from Universily review by the College or 
NtnIng Ethical __ SubcGii .. lue ClIhe ReIeM:h CommIttee 8I1d the Director of Research. A 
ccnsent farm wIh IUbject IignII&n II nat NqURd for projects exempt from full Univarslly review. 
PIeae UN rri! • dIIcIIIImer formII for subjects 10 IUd before giving their oral consent 10 the 
r.an:h. The HumIn SubfecIs Project AppnMJ Form Is flied In the office of the Director of 
Raearch • you need accea to It. 

We wish you • V8IuIbIe IrId IInauIIIk1g expIIIielice with your resarch. 

LC:ch 
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APPENDIX B 

SCHOOL DISTRICT APPROVAL LETTERS 



January 19. 1990 

Kathryn Records 
9300 E. Ocotillo Trail 
Tucson. AZ 85749 

Dear Ms. Records: 
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Department of RESEARCH and EVALUATION 

We are pleased to inform you that your request to do research in the Tucson 
Unified School District has been approved by: TEENAGE PARENT PROGRAM 

PROJECT TITLE: Caregiving, Approval, and Family Functioning in 
Families with an Adolescent Mother 

REFERENCE ramER: 1400 

It will be your responsibility to contact the administrator(s) of the site(s) 
and/or departments participating in your study to secure their approval. They 
are responsible for accepting or rejecting your offer to participate. 
Therefore. you !!!!!: 

1. show them a copy of this letter. and 

2. obtain the signature of (the) participating site/department administrator 
on the Request To Do Research In A TUSD School Or Department form (see 
attached), and 

3. return the completed form(s) to the Research and Evaluation Department. 

Please remember that bUilding principals have administrative responsibility 
and control of conduct for your study in their area. 

Finally, please provide this Department with one copy of the final report of 
the completed study. 

Sincerely, 

~ -n. {~ e, e-r.~ Christop~ Crowder 
Director 
Research and Evaluation 

CC/se 
Attachment 

Tucson Unified School District 
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AomPhiiheoter 
public schods 701 W. Wetmore Road •. Tucson, Arizona 85705 • (602) 887·550C 

... _ •. WoI_. £d.D. 0anaId F. 5caa. f4.D. - --.. c..........,~ 

September 26, 1990 

Ms. Kathie Records 
S340 c:. Surrey 'ir. 
Tucson, Arizona 85715 

Dear Ms. Records: 

W_o....."'.D . -.c....-...--. 
AIhd C. SndIIII L-"- A. ,.,.101 ....... ..- "--.. ....-... - ---

The Research Committee reviewed your proposal to co.ect data from teen parents in the 

~ .. M. F..,. "'-D. --

district. The committee has tentatlvely approved your project. but have asked that you meet 
with me to discuss some concerns that we have about the study. One concern was the necessity 
for collecting names of Individuals on the demographic qu8stloMaire. We don't believe that this 
would be imponant nor appropriate. 

We were concerned about the identification of the students. some of whom may not wish to be 
identified as a teen parent. We would like to work with you In developing a procedure for 
allowing that to occur without any potential embarrassment for students. 

Finally, some concern was expressed about the readabUlty of sorne of the Items in the 
questionnaire. You may want to review that to be assured that students either are going to be 
capable of responding to the item or develop an alternative method of collecting the data from the 
students. 

If you will contact my office at 742·8008 we will establish an appointment to pursue your 
studY. 

SlnCer! .~ __ ..,1~ 

ayne~ . 
Associate Superintendent 
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APPENDIX C 

PERMISSION TO USE RESEARCH INSTRUMENTS 



m 
nmOREGON 

HEALTIi SCIENCES UNIVERSITY 
3181 s. VI. Sam Jadclon PIllE lad, PordaDd, 0Iep 97201. C5(3) 'Z19-7I'Z1 

Auqust 15, 1989 

Ms. Kathryn Records 
9300 E. ocotillo Tr. 
Tucson, AZ 85749 

Dear Kathryn: 

SdIool tJf,..",. 
D" • a II tJflMtMllIMItII ~ 
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I'm writing to upclate you on the IPRI. Attached are three 
new pages of the Instrument Development suzmaary, which you 
might add to the copy you have. '!'h .. e pag_ daacribe findings 
trom the multitrait-multimethod ..... ..ant of construct 
validity and from the normative profile ..... ..ant. 

OVerall, psychometric evaluation of the thr_ scales has 
shown a lot of strenqth in the support" and conflict subseales, 
and less strenqth and more questions in the raciproci ty 
subscale. 'l'be reciprocity subseale has correlated so highly 
with social support in all analyses that it .. y not be a 
distinct domain. Although factor analysi. revealed a 
reciprocity factor, many of the reciprocity it ... did not load 
on this main factor but instead flopped around on lesser 
factors. Also, reciprocity was the only variable in the 
multiple regression analysis that did not affect p.ycholoqical 
symptoms. For these reasons, I think ita important not to 
combine the reciprocity score with the social .upport score as 
I had earlier suggested, as to do so might lower the validity 
of the social support score. I .uggest keeping all three 
scores separate and being cautious about inferences about 
reciprocity. If you don't want the reciprocity items you're 
welcome to simply omit them. 

I find that I'm swimming in data from the IPla, so I'd like 
to revise my request that you send me raw data from the 
measure. Instead, when your study end., would you please 
share with me the abstract of your study and a brief summary 
of any reliability and validity on the IPla data ~at you 
collected. 'l'banks in advance for doing so. 

cordi~' 

#~ 
virgi~a Tilden, DNSc, RB, FAAN 
Professor 
PI, Development of Measures tor Social Support 



--~~p?._C6._tL~ 
S1~tun 
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rl't?r 
fMI )'sJ.
c..tl;";~ 

.,(~~. A . .i?~.d'..~ "'."~~ 
h1At ..... 

_£!..~ __ ~itfItWE~t:; 
ro.1t.1cm "J i!:(J)cO.. 

9~ ~. tJC01i~ n,.. --.--------------
1'a11 Addn •• 

_~_:_7~:_~Jr~ ______ _ 7iJ~.sDN, h· 15117 
------------------------Area ood. !.l.pboD.' 

1'.~1Ili.dOD .1. pouted to the above 1JlY.atiptoZ' to OOPJ' the D'lI foZ' "a. 
iA the above na8U'c:h. 

Plea.e lend two 11aned cop1.. of thi. P ... to. 

Vlrc1D1a !UeleD. RR. !mSc 
IteDtal Sealth Huralq J)epU"tllent. EJSN 
8obool 01 Ran1.q 
OnlOD Bealth BoleDc •• ODlv ••• ltT 
3181 SW SUI JaoUOZl Park Bod 
Portlud. OR ITZDl 
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May 25, 1989 

Dea .... Kathie, 
In .... esponse to you ........ equest fo .... info .... Mation about the ICI, I 

have enclosed a packet of info .... Mation about the scales (includlng 
the scale) and two a .... ticles .... elated to adolescents. The fi .... st 
a .... t icle is orle which yOI.l have p .... obably al .... eady seen. The second 
one ha. been accepted fo .... publication in Adolescent Health Ca .... e. 

I .... ecently cc.ntpleted data collection fo .... a longitudinal 
saMple of adult Mothe .... s. I sho .... tened the ICI to 10 iteMs because 
of tint~ const .... aints. : haven't had a chance to look at the data 
yet, so I cannot .... ecc.mlilend using the 10-item ve .... sion. 

Good luck with you .... pl.irls. I wOI.lld be happy to p .... ovide any 
fu .... the .... input. 

sp;::e~.J~ 
Peggy Pa .... ks 



Ga~".el Sm,'kste,n. M.D. 
William Ray Moore Professor 

of Family Practice 

Deoanment of Family Pract,ce 
UnIVersity of LoullVtlle 
LOu'lVtlle. Kentucky 40292 
(5021 588-5498 

lNlVERSI1Y of lOUISVILLE 

Kathie Records, MS, RN 
8340 East Surrey Trail 
Tucson, Arizona 85715 

Dear Ms. Records: 

October 5, 1990 

Thank you for your interest in the Family APGAR. I am 
enclosing the latest draf of an infonmation syllabus on the 
APGAR. I hope it will •• rve your needs. 

Due to the cost of processing, printing, and mailing the 
syllabus, there is a charge of $12.00. Pleaa. make out your 
check to the Department of Family Practice, University of 
Louisville and mail to me at the following addr.ss: 

Gabri., Smilkatein, M.D. 
Department of Family Practice 
Ambulatory Care Building 
University of Louisville 
Louisvill., Kentucky 40292 
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You 
copy the 

have my .ermi.8ion to u.~ the ~n.tru .. nt. You may 
instruments as needed f~r· your u. • , . 

S~)iJ' ~ 
~abri.' Smilkstein, M.D. 

Enclosure I 

GS:l).l' 
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Careglvlng, Approval, .nd Family Functioning 
In Families with a T .. nag. Mother. 

DISCLAIMER 

The purpose of this project Is to look for things Which 
affect how you take care of your baby. The main focus Is on 
how your family works, .nd wheth.r you think you h.ve .pproval 
from people around you for the things you w.nt to do. 
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You are being .sked to volunt.rlly glv. your opinion on the 
statements In the.e three Que.tlonnalr ••• By filling out a 
Que.tlonnalre, you will b. giving your con •• nt to p.rtlclp.t. In 
the stUdY. Your name I. not on the Qu •• tlonn.lre., and you may 
choo.e not to an.wer .ome or .11 of the Que.tlon., If you don't 
w.nt to. Whatever you d.cld., It will not affect your help from 
this agency. If you hav. any Qu •• tlon., th.y Will b. an.wered. 
In addition, you can withdraw from the .tUdy .t any time. 

Th.r •• re no known rl.k. from completing the Qu •• tlonnalres. 
Th. Information you give I. confld.ntlal and you will not be 
Id.ntlfled by name. Th. r •••• rch.r .nd her commltt.e will have 
acce •• to the data. D.ta r •• ult. may b. u.ed In future articles 
for pUblication. 

Thank-you for your tim. and p.rtlclpatlon. 

Signature 

Kathie Record., M.S., R.N. 
R •• earcher 
Doctoral StUdent 
University of Arizona 
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COde • ______ _ 

Date _______ _ 

DEMOGRAPHIC QUESTIONNAIRE 

Name 

Address 

City, Zip Code 

Bir~hdate (Month, Day, Year) 

Marital Status (check one) 

Sinqle 

Married 

Divorced 

Separated 

Other 

How many c~ildren do you have? 

Ethnic Group 

_ Anqlo 

_ Hispanic 

Black 

American 

Oriental 

Other 

(check one) 

Indian 

Wha~ are :he names and birthdates of your children who are now 

livinq with you? (For example, Mary, Oct. 2, 1988). 

How long have you been enrolled in the Teen Parent Proqram? 

What is the last qrade you have completed in school? 

What is the occupation of the major breadwinner in your family? 
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Please list all of the people who live with you who help take 

care of your baby. Please list them by their relationship to you 

(for example, mother, brother, aunt, etc.). 

How long have you lived where you live now? 

Did you live there before you got pregnant? 

If not, why did you move? 

Is the father of the baby living in the home with you? 

If so, how long has he lived there? 

Some people have had experience babysitting for friends or 

sisters and brothers before becoming a parent. If you had this 

type of experience, please try to estimate how long you did this 

(for example, I babysat for my baby sister for 1 year before 

becoming pregnant). 

Beiore becoming pregnant, what experience did you have taking 

care of: 

infants (children less than 1 year old): 

toddlers (children 1 and 2 years old): 
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preschoolers (children 3 to 5 years old): 

The rest of the questions apply to your baby or your children. 

Think about yesterday. How many hours would you say that you 

spent feeding. diapering. holding. and playing with your child? 

Think about last Saturday. How many hours would you say that you 

spent feeding, diapering, holding, and playing with your child? 

Who takes care of your baby most of the time? 

Who else helps with the baby? ________________________________ ___ 

What does the f.ather of the baby do with the baby? 

What would you like the baby's father to do? 

Please tell me anything that you feel would help me to know you, 

your b~y, or your family better. 

End of demographic questionnaire. Please go on to the next page. 



PLEASE NOTE: 

Page(s) missing in number only; text follows. 
Filmed as receiYed. 

V·M·I 
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PEER ASSESSMENT INSTRUMENT 

SD D N A SA 

l. My friends think that I am different 
from them. 1 2 3 4 5 

2. It is harder for me to keep friends 
now that I have a baby. 1 2 3 4 5 

3. My friends seem to have fun when I'm 
with them. 1 2 3 4 5 

4. My friends help me take care of 
my baby. 1 2 3 4 5 

s. I have less friends now than I had 
before I qot preqnant. 1 2 3 4 5 

6. My friends respect my opinion. 1 2 3 4 5 

7. My friends include .me in their plans. 1 2 3 4 5 

8. My friends understand when I have to 
take care of my baby. 1 2 3 4 5 

9. My friends seldom come over to 
my house. 1 2 3 4 5 

10. I have a friend who I can talk to 1 2 3 4 5 
and who listens to me. 

11. My friends like me for who I am. 1 2 3 4 5 

Please turn the paqe. 

---...... ---.-
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FAMILY ASSESSMENT INSTRUMENT 

For this time of answerinq the questions, think of family as 
beinq the people who live in the same household as you live 
in. 

1. My family helps me take care of 
my baby. 

2. My family doesn't understand when I 
have to take care of my baby. 

3. My family enjoys havinq me around. 

4. My family likes me for who I am. 

S. My family isn't proud of me. 

6. My family and I arque less now than 
we did before I had my baby. 

7. My family doesn't understand when I 
want to qo out with my friends. 

8. My family and I seldom do fun thinqs 
toqether. 

9. I can share my feelinqs with my family. 

10. My family doesn't listen when I talk 
to them. 

-. _._ .. _--._---_ ... ----.-. 

SD DNA SA 

1 2 3 4 5 

1 234 5 

12345 

1 2 3 4 5 

12345 

12345 

12345 

12345 

1 234 5 

12345 
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SMILKSTEIN'S FAMILY RELATIONS 

Directions: 

The following QUestions have been designed to help me better 

understand you and your family. -Family· Is the Individuals with 

whom you usually live. Please cirCle the answer that best 

app I I es to you. 

1. I am satisfied that I can turn to my family for help when 
somethIng Is troubling me. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

2. I am satIsfied wIth the way my famIly talka over things wIth 
me and shares problems with me. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

3. I am satisfied that my family accepts and supports my wIshes 
to take on new actIvIt Ie. or directions. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

.NEVER 

~. I am satisfied with the way my family expresses affection and 
responds to my emotions, .uch a. anger, sorrow. or love. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

5, I am satisfied with the way my 'ami Iy and I .hare time 
together. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 
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SMILKSTEIN'S ~AMILY RELATIONS 

Directions: 

The following q~ •• t1oDS bave been desilDed to help .. better understand 

you and your family. For these qU •• t1DDS. "family" i8 the individual. 

that you Irew up With. Pl ••• e circle the anaver th.t beat .pplies to you. 

1. I am .atl.fl.d that I can turn to my family for h.,p when 
.omethlng I. troubling m •• 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

2. I am •• tl.fl.d with the way my family talk. ov.r thing. with 
•• and ahar •• prOblem. with m •• 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

3. I am .atl.fl.d that my family acc.pt. and .uPPOl"t. my wl.hea 
to take on new activit I •• or dlr.ctlon •• 

ALWAYS ALMOST 
ALWAYS 

lOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

•• I am .atl.fl.d with the way my family .xpr ••••• affection and 
r •• pond. to my emotion., .uch a. ang.r, .orrow, or. lov •• 

ALWAYS ALMOST 
ALWAYS 

SCME OF 
THE TIME 

HARDLY 
EVER 

NEVER 

5. I am .atl.fl.d with the way my family and I .har. time 
tog.th.r. 

ALWAYS ALMOST 
ALWAYS 

SOME OF 
THE TIME 

HARDLY 
EVER 

NEVER 



INFANT CAREGIVINQ INVENTORY 

Directions: 

For each sentence, put an ·X· be. Ide the word which best 
describe. your opinion. There are no right or wrong answers. 
Each mother has her own opinion. 

Personality at SChool-Age 

1. I think the way babies are talked to has 
no alight moderate atrong 

Influence on their personality when t~reach sChooT:iie. 

2. I think that the kind of person choaen aa a babysitter has 
no ____ slight ____ moderate ____ strong ____ 

Influence on their personality when they reach school-age. 
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3. I think that the amount of time babies are left with someone 
else has 

no sl I ght moderate atrong 
Influence on their personality when t~reach sChooT:iie . 

•• I think that the age when babies are started on aolld food 
has 

no alight moderate atrong _ 
Influence on their personality when t~reach aChool-age. 

5. I think that the amount of time babies a.e th.,r relative has 
no al I Clht moderate strong 

Influence on their personality when t~reach sChooT:iie. 

8. I think that the kind of attention babies are given when they 
ami Ie has 

no alight moderate ____ strong _ 
Influence on their personality when they reach school-age. 

Physical Growth 

7. I think that things (like 
babies eat and drink have 

vitamins and proteins) In whst 

no alight 
Influence on their phYSical 

moderate 
growth. 

8. I think that reading to b~bles has 
no alight moderate 

Influence on their phYSical growth. 

atrong _ 

atrong _ 
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8. I think that the amount babies are glven·to eat and drink has 
no ____ slight ____ moderate strong ____ 

Influence on their phYSical growth. 

10. I think that taking babies for recommended physical check
ups has 

no slight ____ moderate 
Influence on their Physical growth. 

strong ____ 

Intelligence at SChool-Age 

1'. I think that the amount of time babies see their relative 
has 
no ____ slight ____ moderate ____ strong ____ 

Influence on their Intelligence when they reach School age. 

12. I think that the way babies are played with has 
no slight moderate strong 

Influence on their Tniililgence when~y reach sChoor-age. 

13. I think that the method used to teach bablea to fol low rules 
has 
no ____ Slight ____ moderate ____ strong 

Influence on their Intelligence when they reach sChoor-ige. 

1~. I think that the kind of tOYs babies are given has 
no ____ slight ____ moderate ____ strong 

Influence on their Intelligence when they reach sChoor-age. 

15. I think that the kind of attention babies are given when they 
ami Ie has 

no Slight moderate strong 
Influence on their IntiTllgence when theY reach sChoor-ige. 

1S. I think that the age when babies are taught to fol low rules 
has 

no slight ____ moderate ____ strong _____ 
Influence on their Intelligence when they reach schOol age. 

17. I think that the age when babies are started on solid foods 
has 

no slight moderate strong 
Influence on their IntiTllgence when theY reach sCho~ge. 

18. I thInk that reading to babies has 
no Slight moderate atrong 

Influence on their IntiTllgence when theY reach sChoor-ige. 
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18. I think that the amount of tim. babl.s are left with sameone 
el •• has 

no slight ____ mod.rat. ____ strong ____ 
Influence on their Int.lllg.nc. wh.n th.y r.ach .chool ag •. 

20. I think that the kind of person chosen a. a babysltt.r has 
no slight mod.rat. .trong 

Influence on th.lr IntiTllg.nc. wh.n theY reach .Cho;;-&g •• 

21. I think that the way babl.s are talk.d to has 
no ____ slight ____ moderate ____ .trong ____ 

Influ.nce on their Int.1 I I gene. wh.n they r.ach school age. 

Babl.s' Happlnes. or Unhappln ••• 

22. I think that the way bable. are play.d with has 
no slight moderate .trong 

Influence on th.lr fiiTTngs of hapPlne;;-or unhapPlniii7 

23. I think that the m.thod US.d to t.ach babl.s to follow rules 
h •• 

no slight mod.rat. .trong 
Influence on th.lr fiiTTngs of hapPln;;S-or unh.PPlniii7 

2~. I think th.t the kind of per.on cho.en a. a baby.ltt.r h.s 
no slight moderate .trong ____ 

Influence on their fiiTTng. of hapPln;;S-or unh.pplne.s. 

25. I think th.t the age wh.n babl •• are taught to follow rul.s 
h.s 

no slight mod.rat. .tron~ ____ 
Influence on their fiiTTngs of hapPln;;S-or unh.r-plnes •. 

26. I think that the kind of .tt.ntlon bable. ~r. glv.n wh.n 
th.y 8m11. has 

no .llght moderate .trong ____ 
Influence on th.lr fiiTTngs of hapPln;;S-or unh.ppln •••. 

27. I think th.t the method u •• d to tOilet train babies h.s 
no .llght ____ mod.rat. ____ .trong ____ 

Influence on th.lr fe.llngs of happlne •• or unh.Ppln •••• 

28. I think th.t the w.y moth.rs r •• pond to bable.' crying h.s 
no ____ .llght ____ mod.rat. ____ .trong ____ 

Influ.nce on their feeling. of happln ••• or unh.ppln •••• 
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Physical H.alth 

21. I think that the ag. wh.n babl.s ar. taught to follow rul.s 
has 

no slight ____ mod.rate 
InfluiftCi on their ~hY.lcal health. 

atrong ____ 

30. I think that the age wh.n babl.s are start.d on solid foods 
has 

no ____ slight ____ mod.rate- atrong ____ 
Influ.nce on th.lr ~hyslcal h.alth. 

31. I think that the kind of ~erson chosen as a babysitter has 
no slight mOd.rate atrong ____ 

InfluiftCi on th.lr ~hYiTcal health. 

32. I think that things (Ilk. vitamins and ~rotelns) In what 
babl.s eat and drink ha. 

no slight mod.rate atrong ____ 
Influence on their ~hYiTcal health. 

33. I think that the kind of toys babl.s are given has 
no ____ slight ____ mod.rate atrong 

Influ.nc. on th.lr ~hyslcal health. 

3 •• I think that taking babl.s for recomm.nded ~hyslcal ch.ck-ups 
has 

no ____ slight ____ mod.rate atrong ____ 
Influ.nce on th.lr ~hY.lcal health. 

Moth.r.' Ha~~ln.ss or Unha~plnes. 

35. I think that the amount of tim. bable. ar. left with someone 
el •• ha. 

no slight mOd.rate .trong 
InfluiftCi on mother.~.llng. of ha~iTftiss or unhap;Tnis •. 

38. I think that babl •• ' .1 •• ~lng patt.rns have 
no .llght moderate atrong 

InfluinCi on mother.~el Ing. of hapiTftiss or unhapiiftis •. 

37. I think that the kind of ~er.on chosen as a babysitter has 
no ____ slight ____ mod.rat. _____ .trong ____ 

Influenc. on mother.' fe.1 Ings of ha~~lness or unhap~lne ••. 

38. I think that the way brother a and slat.rs get along with 
babies has 

no ____ slight ____ moderste ____ strong ____ 
Influence on moth.rs' fe.1 Ings of happlne •• or unhappln.ss. 
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INTERPERSONAL RELATIONSHIPS INVENTORY 
Host r.l.tionships with p.opl. v. f •• l ~lo.e to .re both h.lpful Ind .cr,slful • 
•• low .r •• t.teaent. th.t d.a~rib. ~lo •• p.r.onal r.l.cion.hip.. Pl •••• re.d 
•• ch .t.tement .nd aark .n I in the box that be.t fit. your litulCion. There 
.re no ri&ht or vron& .n.vara. 

These flrlt Itltllll.ntl Ilk you 10 CUII;ret or I;,. •. 

STRONGLY ~SAGREE NEUT'IlAL AGREE .,.,.ONGI.Y 
DISAGREE ACiREE 

1. 'kIIDw 10_ wIlD m.kl. l1li '1.1 Cllllflda'" in lIIyIaIf •••••••• 0, 02 1:13 o. Os 
:!. Wllhin m)' c:iII:II til IrillICIl. III' Jua • IIIUdI u I give •••••••••• 0, 02 eh O. CIs 
3. lome peopla I call.1II allarl aimiar ... willi mi .••••••••• 0, 02 I:b O. Os 
... rIft Ivlilabla to my IrieMa wllallltlar lINd to \Ilk ••••••••••••• 0, 02 03 O. Os 
~. WIIIIII have "'lpIllllnIormaIioll, I II\' III ,.. •• 01110 

10"'10111 ... lIIuJd "'I II ................................ 0, 02 03 O. Os 
6. I think I "" morl Ilion l1li0 my frilllda INn l1li)' PIlI inIo l1li ••••• 0, C12 03 O. Cis 
7. 1MII II IOIMOIII I eM tum "'Of ...,uI __ 1IIOIII1 ..... m. 0, 02 03 0.. 05 
B. I ell' mind_"iI\; mollly r • pallOft I.,. aIIOuI ............ 0, 02 03 O. Cis 
9. lUll'" ....,.., IboIII aftYIIIInI ~ • INIt DIll paflOft 

'urelllDUl ........................................... 0, 02 . ell o. 05 
10. rIft 'ltislild ... , !til give and IU. belWe.1I m. and 

pa::pla I~ ~UI ..................................... 0, 02 03 O. Os 
11. T"," ia I0II\I011' I 00II1cI OOiD Dr ~ .................. :I, 02 03 0.. OS 

I:!. So",. paope in m)' II. ar. _ puth)' ....................... 0, 02 03 0.. Os 
13. rIft happy .ttl ttl. ballll::l of how "'uch I Go lor 0111.11 

.~ how much l/IIy do lor ml ............................. 0, 02 03 O. CJs 
1':'. I call 11111111 on .Irillld to make ",.1 .. 1 benlr wh.n IIII.CS a ...•• 0, 02 03 0 .. CJs 
I~. WIll" I "lad "'Ip, I glt • from my lIillldi. aIICI wII.n 

Iller III.CS help, IlIivl II back •• ~ ........................... 0, 02 03 O. Os 
16. Th.,. II SOllllOn. In my ill wIlD lilt' mad • w. hay. 

Iliff.,.", opiniona ....................................... 0, 02 03 O. Os 

17. r"e" 'or .. 110 rc ... I.1 my w •• k" ....... _._1 k_ .••• 0, 02 03 04 Os 
lB. So"'lonl I car. lboUlII.ndl by l1li through good tllllil 

IIICI baCSIllllll ......................................... 0, 02 03 0 .. Os 
Page , 
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01 ... IWIftI.nll.lk ~ou 10 ISllIg'" OIagrt •• 

ImIONQLY DllAaRD NlUTRAL ACRO aTRONGL'r 
DlIAGRU AGREE 

19. ,fIaft till IIincI III neigllllorlwtID ,..., .... out kI an IIM'Ienay • 0, 02 03 cr. 05 
20. 1'hel, illOlIIeOIIe I car. about lhall CIII't CIDUIII 011 •••••••••••• 0, 02 03 O. 05 
21. II neH 1Ie'P. I. I have III do ia uk •••••.•••••••••••••••••• 0, 02 03 cr. 05 
2:!. ,til ... 110. flPPOIllinly III IaIII \llinol OWII wi" people 

'ca"8111 ••••••••••••••••••••••••••••••••••••••••••• 0, 02 03 I!J4 05 

:nll. nUl ltaltmln'l Ilk you now oft.n lomtlhlng flappen. 

HIVIR ALMOIT loumUlI flAIRLY VERY 
NEVill OPTIH O"EN 

23 •. I til ... njoyllll. tim., .. II peopl. I car. _III ••••••••••••••• 0, 02 OJ O. 05 
24 •. I spend lime doing '"ingl for _.11 wIIIn rll ,. • ., rather II1II •••• 0, 02 03 cr. 05 
2S. SOIII. people I care abolll invad. my privKy ••••••••••••••••• 0, 02 03 cr. 05 
26. '1M people I AI' abolll "-ttlit • appreciate tIIIm " ••••••••• 0, 02 03 cr. 05 
27. , am .mbarra .. ad br whit IDmlDn. I ca,.1boUI doa ••••••••• 0, 02 03 0. 05 

28. Som.".. CIOI'II. 10 m. 101 I _II in tIIeit ."1 •••••••••••• 0, 02 03 0. 05 
29. SomIOll.1 c:aq .", .. l1li1111 'lbIOVI",ICI_ DlIM •••••••••• 0, 02 Cb 0. WS 
30. Soma peopl. I car. lbo&l II. 11I1I~.n 10 m •.•• , •••••••••••• 0, 02 03 O. 05 
31. II •• 0ItII1I wh.n IllIink "'ey'II;III' ••••••••••••••••••••••• 0, 02 03 O. 05 
32. I willi 10m. peop •• I call Il10&1 .. r. moll IOIIliivl 

III lIlY IIIIU •••••••••••••••••••••••••••••••••••••••••• 0, 02 03 O. Os 
33. 'lDpIe I call lbout make 1M do ItIingII don't •• nllO do • '" ••• 0, 02 03 O. Os 
34 •. 10m. people I AI •• " GDIIIIIO 1M tor __ •••••••••••••• 0, 02 03 O. Os 
35. "..,. ill.fIIion", ... n 1M UCI aomaone I .... Il10111 •••••••• 0, 02 03 O. Os 
11 •• , ..... ,1'OUIIiI plluing 101M people I AI. Il10111 •••••••••••••• 0, 02 03 O. Os 
:J7. AI .... OM pellOll I call about 1111 1M know tiler believ. kilN • 0, 02 03 O. Os 
311. Som ..... 1 , •• 1 CIIOII 10 .aplCllOo mllCfl III II .............. 0, 02 0 .. 0. Os 
39. I .. , 0111111 IuIGw I AI. 11l0iii '''_ , •••••••••••••••••••••••• 0, 02 . Cb O. 05 

Pia. 2 
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