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Abstract

We investigated whether uncertainty about the impact of children’s chronic health conditions on their

daily lives leads to changes in mothers’ and fathers’ mental and physical health. Three waves of data

were collected over three years from parents of 228 children with chronic health conditions. Parents

reported their level of uncertainty about how the child’s health condition affected the child’s daily

life, as well as measures of their own mental and physical health at each wave of data collection.

Results of structural equation models indicate that, among mothers, more illness-related uncertainty

was associated with a subsequent increase in psychological symptoms relative to other mothers in

the study. Psychological symptoms, in turn, were associated with a subsequent increase in physical

symptoms among mothers. Uncertainty did not affect fathers’ health. Illness-related uncertainty may

be a risk factor for psychological and physical symptoms in mothers of children with chronic health

conditions. As such, interventions that address uncertainty related to the child’s chronic health

condition may improve psychological and physical well-being of mothers of children with chronic

health conditions.
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Health

Due to advances in medicine and technology, children with previously fatal diseases now

survive and have chronic health conditions with no cure. Between 10% and 30% of children

in the U.S. have a chronic illness or disability (Davidoff, 2004; Van Dyck, Kogan, McPherson,

Weissman, & Newacheck, 2004). A substantial body of research indicates that parents of

children with chronic health conditions are at risk for symptoms of psychological distress (e.g.,

Mastroyannopoulou, Stallard, Lewis, & Lenton, 1997; Nagy & Ungerer, 1990; Silver,

Westbrook, & Stein, 1998). Theory and research provide some guidance regarding which

factors are likely to put parents at risk for distress. Uncertainty arising in the context of chronic
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illness is an important component of family stress, with two primary branches of investigation.

These branches of investigation stem from family stress theory (Boss, 2002; Boss & Greenberg,

1984) and uncertainty in illness theory (Mishel, 1981, 1983, 1984, 1993).

Family stress theory has focused on boundary ambiguity. Boundary ambiguity is a specific

aspect of uncertainty that is defined as “a state in which family members are uncertain in their

perception about who is in or out of the family and who is performing what roles and tasks

within the family system” (Boss & Greenberg, 1984, p. 536). Thus, boundary ambiguity has

two dimensions: membership ambiguity and role ambiguity (Berge & Holm, 2007).

Membership ambiguity can occur when parents have difficulty incorporating an ill child into

the family. For example, parents may have difficulty becoming emotionally connected with a

child who has a limited life expectancy. Role ambiguity can occur when parents have difficulty

determining what their parental role is vis-à-vis the ill child. For example, parents may feel

more like a medical assistant than a parent to their child. The boundary ambiguity aspect of

uncertainty has been investigated in illnesses across the life span—from chronic illnesses in

children (Mu, Kuo, & Chang, 2005) to dementia (Boss, Caron, Horbal, & Mortimer, 1990;

Caron, Boss, & Mortimer, 1999). See Carroll et al. (2007) for a review of boundary ambiguity

research that includes a summary of research on boundary ambiguity in the context of chronic

illness.

The second branch of research stems from uncertainty in illness theory (Mishel, 1981, 1983,

1984, 1993). Mishel defines uncertainty as the inability to assign meaning to illness-related

events, which occurs when a person cannot adequately categorize information and/or predict

outcomes due to a lack of sufficient cues (Mishel, 1981). Uncertainty related to children’s

chronic health conditions has been associated with parent mental health in several cross-

sectional studies (Bonner, Hardy, Guill, et al., 2006; Grootenhuis & Last, 1997; Mu, 2005;

Mu, Ma, Hwang, & Chao, 2002; Mu, Ma, et al., 2001; Mu, Wong, Chang, & Kwan, 2001).

For example, Jessop and Stein (1985) found that the need to expect changes in the child’s

condition was associated with psychiatric symptoms reported by mothers of children with a

variety of chronic conditions. Another study found that illness-related factors that increase

parental uncertainty (such as the need to watch for sudden changes in the condition) had indirect

effects on maternal mental health via their influence on mothers’ perception of the impact on

the family (Ireys & Silver, 1996).

Prior research on the impact of uncertainty on parents of children with chronic health conditions

has several limitations. First, research has primarily been cross-sectional. Second, research has

emphasized the mental health of parents, with little investigation of physical health. Third,

most research has focused on mothers. The present study addressed each of these limitations

by utilizing longitudinal data to assess changes in mothers’ and fathers’ mental and physical

health. The conceptual model for this study was based on uncertainty in illness theory and

specifically focused on parental uncertainty about the impact of the health condition on the

child’s daily life, which is also referred to as “daily living uncertainty” (Mishel, 1993). Two

aspects of uncertainty were the focus of this study: uncertainty regarding the impact of the

condition on mood and uncertainty regarding the impact of the condition on sleep and

energy.

This study proposed and tested a “cascade of distress” in which uncertainty leads to a relative

increase in psychological symptoms, which over time leads to a relative increase in physical

symptoms. Psychological and physical symptoms at time one were included in analyses as

control variables for symptoms at times two and three. The model was the same for mothers

and for fathers, and was run separately for each gender. Two specific hypotheses were tested.

Hypothesis 1: Parents who experience the highest amount of uncertainty about the impact of

their child’s health condition on his/her daily life will have a greater relative increase in
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psychological symptoms over time. Hypothesis 2: Parents who have greater psychological

symptoms will subsequently experience a greater relative increase in physical symptoms.

METHOD

Sample

This study involved secondary analysis of data from Project Resilience (Dodgson et al.,

2000; Garwick, Patterson, Meschke, Bennett, & Blum, 2002), a longitudinal study of families

of 327 infants and preadolescents with a variety of chronic health conditions. Project Resilience

used a noncategorical approach grounded in the premise that children and families living with

a wide variety of chronic health conditions experience common stressors (Perrin et al., 1993;

Stein et al., 1993). Research supports this premise: the psychosocial impact of child chronic

conditions on children and families is more similar across conditions than different (Gartstein,

Short, Vannatta, & Noll, 1999).

Three waves of data were collected at 12–18 month intervals beginning in 1991. The cross

sequential design of the original study called for inclusion of two cohorts of children: a cohort

that was 6–26 months old (n=186) and a cohort that was 8–11 years old (n=141) at enrollment.

Participants were recruited from two metropolitan areas in the United States: Minneapolis-St.

Paul, Minnesota and Seattle, Washington. Researchers collaborated with all 13 hospitals and

health maintenance organizations in these two geographic areas that provided care for children

with chronic health conditions. All children were identified from medical records using ICD-9

codes that met the following definition of a chronic health condition: (a) having a biological,

physiological, or anatomical basis; (b) lasting, or expected to last, for a minimum of 1 year;

and (c) producing, or very likely to produce, long-term sequelae (e.g., ongoing treatments, use

of medical technology, or disability; Stein et al., 1993). In addition, the child’s health condition

had to have been diagnosed at least 6 months prior to recruitment for the study. Given that the

research team was highly committed to a noncategorical approach, efforts were not made to

ensure that the medical diagnoses in the sample reflected the prevalence of these diagnoses in

the general population. Approval to conduct the research was granted by the institutional review

boards of the University of Minnesota, the University of Washington, and each of the 13 clinical

sites from which participants were recruited. The family income and ethnic composition of the

entire sample are representative of the geographic areas from which the participants were

drawn.

By the third wave of data collection, 35 families had withdrawn from the study and 7 children

had died, producing a retention rate of 87.2%. Two cases were excluded from the sample

because the caregivers were grandparents. An additional 55 cases were excluded from the

current study due to missing data, resulting in a final sample of parents of 228 children (220

mothers and 188 fathers). The vast majority of parents were biological parents of the children

(97.3% of both mothers and fathers). The sample also included adoptive parents (2.3% of

mothers, 2.1% of fathers) and stepparents (.5% of both mothers and fathers). There were no

significant differences in demographics or chronic conditions represented among participants

in the two states and hence data from the states were combined for all analyses.

Because the focus of this study was on parent health, the two cohorts were combined to increase

the sample size. Cohort was examined as a potential moderator and was not significant, thus

supporting the decision to combine cohorts for analyses. The combined sample was composed

of 104 girls and 124 boys. Ninety-three percent of the children were Caucasian, and 7% were

from ethnic minority groups. Mean family size was four (M = 4.1, SD = 1.1). Table 1 provides

additional demographic information about the sample.
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Procedures

The child’s physician mailed information about the study to potential participants who met

criteria for inclusion in the study as described above. Parents who were interested in

participating returned a postcard or called the project coordinator. More than one-third of the

families who received a letter agreed to participate in the study. A requirement for protecting

human subjects was that the investigators could not know the names of potential participants

until after they had expressed an interest in taking part in the study. As such, it was only possible

to test for differences between respondents and nonrespondents on gender of child and an

approximation of socioeconomic status based on parents’ zip code. There were no statistically

significant differences between respondents and nonrespondents on these variables. Data were

collected in the family’s home by trained interviewers. Parents completed self-report

assessments of their own and their chronically ill child’s functioning.

Measures

Parental Uncertainty due to the Child’s Chronic Condition—Uncertainty was

measured by two indicators created from the Functional Status Questionnaire (FS II [R]; Stein

& Jessop, 1990): uncertainty regarding impact on (a) mood and (b) sleep and energy. This

instrument was completed via interview with the parent(s) who knew the child best. In 61.2%

of the families, mothers and fathers completed this instrument together. Mothers completed

the instrument independently in 35.4% of the families and fathers completed the instrument

independently in 2.9% of the families. The uncertainty regarding impact on mood measure

was created by summing responses to five items on the FS II (R). If the parent endorsed a

limitation related to the child’s mood and then indicated that the limitation was partly due to

the chronic condition (as compared to fully or not at all due to the chronic condition), a score

of 1 was assigned for that item. The five items that assessed limitations related to the child’s

mood asked whether the child was cheerful, moody, irritable or cross, difficult, or having

frequent temper tantrums. This measure had good internal consistency (alpha = .79 for both

the sample of mothers and the sample of fathers). The indicator of uncertainty regarding impact

on sleep and energy was created by summing responses to four items on the FS II (R). If the

parent endorsed a limitation related to the child’s sleep or energy and then indicated that the

limitation was partly due to the chronic condition, a score of 1 was assigned for that item. The

four items that assessed limitations related to the child’s sleep and energy asked whether the

child was sleeping well, sleeping through the night, interested in what was going on around

him/her, or cutting down on his/her usual level of play activity. This measure had adequate

internal consistency (alpha = .58 in the sample of mothers and .62 in the sample of fathers).

We interpreted a response of “partly due to the chronic condition” as an indication of

uncertainty as to whether the chronic condition or some other factor was responsible for the

child’s behavior.

Psychological Symptoms—Mothers’ and fathers’ psychological symptoms at time 1 and

time 2 were measured by three indicators: the Beck Depression Inventory (Beck, Ward,

Mendelson, Mock, & Erbaugh, 1961) and the mental health and energy subscales from the

Short-Form Health Survey (SF-36; Ware & Sherbourne, 1992). Mothers and fathers

independently completed measures for all indicators of psychological symptoms. Raw scores

for the mental health and energy subscales were transformed via instrument norms such that

scores range from 0 to 100 and scores represent the percentage of total possible points that the

person scored. For all indicators of psychological symptoms, responses were coded such that

a higher score is indicative of more symptoms. The internal consistency reliability for all

indicators of psychological symptoms was adequate; the alpha value was above .76 for both

parents at both time points.
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Physical Symptoms—Mothers’ and fathers’ physical symptoms at time 1 and time 3 were

measured by three indicators, all of which are subscales of the Short-Form Health Survey

(SF-36; Ware & Sherbourne, 1992). Mothers and fathers independently completed the

SF-36. Raw scores for all subscales were transformed via instrument norms such that scores

range from 0 to 100 and scores represent the percentage of total possible points that the person

scored. For all indicators of physical symptoms, responses were coded such that a higher score

is indicative of more symptoms. The internal consistency reliability for all indicators of

physical symptoms was adequate; the alpha value was above .73 for both parents are both time

points.

RESULTS

Comparison of Study Sample and the Full Sample

Not-included families refers to families who had withdrawn from the study (n=35), families

of children who had died (n=7), families in which the caregivers were grandparents (n=2), and

families for which data were missing (n=55). Included and not-included families did not differ

significantly by mean family size. Included families had higher incomes and parents with

higher education than not-included families. Included mothers were older and had fewer

problems with general health than not-included mothers. Included mothers had children where

there was less uncertainty about the impact of the condition on the child’s mood. Included

fathers reported fewer depressive symptoms than not-included fathers.

Preliminary Analyses

Paired samples t tests were conducted to compare mothers and fathers on measures of

psychological and physical symptoms. These tests indicate that mothers endorsed significantly

more psychological symptoms than fathers on five of the six indicators of psychological

symptoms. Mothers and fathers did not differ significantly from each other on any indicator

of physical symptoms. See Table 2 for results of the paired samples t tests.

Correlations between the indicators are reported in Table 3 and are mostly consistent with

expectations. The variables that measure uncertainty have statistically significant correlations

with most measures of psychological symptoms at time 2 for mothers. Of note, uncertainty

regarding the impact of the condition on sleep and energy consistently has a stronger correlation

than uncertainty regarding the impact on mood with the measures of psychological symptoms

for mothers. The indicators for uncertainty do not have statistically significant associations

with the measures of psychological symptoms at time 2 for fathers, which suggests that

hypothesis 1 will not be supported for fathers. With regard to hypothesis two, which addresses

the relation between psychological symptoms at time 2 and physical symptoms at time 3, the

correlations between psychological symptoms at time 2 and physical symptoms at time 3 were

statistically significant for all variables for mothers and most of the variables for fathers.

The multivariate tests of skewness and kurtosis were both statistically significant at p < .01 for

both mothers and fathers. Violating the assumption of multivariate normality creates a more

conservative test of the model, as skewness and kurtosis may obscure potential relationships

between constructs and produce an inflated chi-square value. Thus, data are less likely to yield

a model with statistically significant path coefficients and high fit indices when the data are

skewed and kurtotic (Kline, 1998).

Results of Testing the Theoretical Models

Structural equation modeling (SEM) was used to test the model, using LISREL 8.53 (Jöreskog

& Sörbom, 1997). The model for mothers was run separately from the model for fathers. The

Figure depicts the results of analyzing the model for mothers and for fathers.
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Model for Mothers—Potential moderating effects of cohort and child gender were examined

to determine whether it was necessary to run separate models based on cohort or child gender.

Given that cohort and child gender did not moderate the relations among latent variables for

mothers, only one model was run for mothers, regardless of child age or gender. The goodness

of fit indices reported in the Figure indicate that the data adequately fit the model. The one

exception is the statistically significant chi-square, which often will be statistically significant

even with a well-fitting model when the sample size is greater than 200 (Kline, 1998). The

model explained 59% of the variance in psychological symptoms at time 2 and 58% of the

variance in physical symptoms at time 3.

Our first hypothesis predicted that parents who experience the most uncertainty will experience

increasing psychological symptoms over time relative to other parents in the study. This

hypothesis was supported, as the relevant path coefficient in the Figure was statistically

significant at the p < .05 level for a one-tailed test. Our second hypothesis predicted that parents

who have greater psychological symptoms at time 2 will subsequently experience a greater

increase in physical symptoms at time 3 relative to other parents in the study. This hypothesis

was also supported, as the relevant path coefficient in the Figure was statistically significant

at the p < .05 level for a one-tailed test. Both of these paths were significant even though the

model simultaneously controlled for psychological and physical symptoms at time 1.

Model for Fathers—Once again potential moderating effects of cohort and child gender

were examined. This time the model failed to converge for the adolescent cohort, for sons, and

for daughters; thus it was not possible to test for moderating effects of cohort and child gender

with the sample of fathers. The indicator for uncertainty regarding impact of the condition on

child’s mood had a negative variance in the original model. To overcome that, a known value

of the variance for that indicator was used from the model for fathers in the infant cohort.

Hence, all results based on this model are tentative and are most useful for attempting to

understand what aspects of the model do not fit well for fathers.

Several results suggest that the indicators for uncertainty do not represent fathers’ experiences

well. First, as described above, the indicator for uncertainty regarding impact on mood had a

negative variance in the original model. Second, results suggest that the two indicators of

uncertainty did not load similarly on the latent factor for uncertainty. Uncertainty regarding

impact on mood had a much higher standardized factor loading (.84) than the indicator for

uncertainty regarding impact on sleep and energy (.31), again suggesting that the indicators

for uncertainty do not represent fathers’ experiences well.

With regard to the hypotheses, the path coefficient for the relation between uncertainty at time

1 and psychological symptoms at time 2 was not statistically significant, indicating that

uncertainty was not associated with increases in psychological symptoms for fathers. With

regard to the second hypothesis, the path coefficient for the relation between psychological

symptoms at time 2 and physical symptoms at time 3 was statistically significant at the p < .

05 level for a one-tailed test. Thus, results suggest that the model overall and in particular the

measure for uncertainty did not capture fathers’ experiences well. The second hypothesis was

supported, but this result should be interpreted with caution.

DISCUSSION

Contributions/Extension of Existing Knowledge

The current study makes several contributions to understanding the impact of uncertainty

associated with childhood chronic health conditions on parents’ health. This study extends

existing cross-sectional research by examining: (1) the longitudinal process of change in
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mothers’ and fathers’ health during the course of children’s chronic conditions and (2) the

mental and physical health of both mothers and fathers. These two features are discussed below.

Existing cross-sectional research indicates that uncertainty is associated with parent

psychological distress (Grootenhuis & Last, 1997; Mu, 2005; Mu, Ma, et al., 2001; Mu, Ma,

Hwang, & Chao, 2002; Mu, Wong, Chang, & Kwan, 2001). The present study extended this

research by identifying a longitudinal process through which mothers who experienced the

highest amount of uncertainty about the impact of the condition on their child’s daily life

reported more change in psychological symptoms at time 2 relative to other mothers in the

study. The process of change in parents’ health was further explored by examining the impact

of psychological symptoms at time 2 on physical symptoms at time 3.

Previous research has emphasized the impact of children’s chronic conditions on parents’

mental health, with little investigation of the impact on their physical health. The few studies

that have been conducted suggest that symptoms of depression (Tong et al., 2002) and

depressive coping style (Staab et al., 1998) are associated with health-related quality of life

and physical functioning among parents of children with chronic health conditions. The present

study extends these findings by demonstrating that parents with greater psychological

symptoms subsequently experience greater relative increase in physical symptoms.

The current study also looked into gender differences in parental adaptation in the context of

children’s chronic health conditions. Several prior studies have found heightened levels of

distress for mothers of children with chronic health conditions, but not fathers

(Mastroyannopoulou et al., 1997; Nagy & Ungerer, 1990; Svavarsdottir & Rayens, 2005). In

the present study, fathers reported significantly fewer psychological symptoms than mothers,

but fathers and mothers did not differ significantly with regard to physical symptoms. Previous

research has also revealed gender differences in the factors that are associated with parental

adaptation to children’s chronic health conditions (Nagy & Ungerer, 1990; Svavarsdottir,

Rayens, & McCubbin, 2005). In the present study, uncertainty about the impact of the condition

on the child’s daily life was related to subsequent psychological symptoms for mothers but not

fathers. However, this finding may be due the way in which uncertainty was measured, as

discussed in more detail below.

Limitations

The major findings should be interpreted in light of limitations of the study. The primary

limitation concerns the measurement of uncertainty. Project Resilience did not use an

established measure of uncertainty such as the Parental Perception of Uncertainty Scale

(Mishel, 1983). However, we were able to construct a novel measure of uncertainty as described

in the methods section. In addition, mothers and fathers did not always rate uncertainty

independently. In more than half of the cases, both parents completed the measure of

uncertainty together. While it was a step forward that fathers were included in providing input,

the extent to which each parent had influence on the scores that were jointly assigned by the

parents is unclear. In particular, fathers may have had less input in determining the scores for

uncertainty, in which case a better model of the relationship between uncertainty and

subsequent psychological and physical symptoms for fathers might exist when the measure of

uncertainty is based solely on fathers’ perceptions.

A second limitation concerns our use of a noncategorical approach to recruitment. Since the

noncategorical approach is based on the premise that families living with a wide variety of

chronic health conditions experience common stressors, sample recruitment was not designed

to reflect the actual prevalence of chronic health conditions in the population. Hence, the

chronic health conditions that were most prevalent in Project Resilience are not the most

prevalent chronic conditions in childhood, which might limit the generalizability of findings.
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Generalizability is further limited by the fact that less than half of the eligible families

participated in the study. Despite these limitations, results have implications for future research

and clinical work.

Implications

Implications for Future Research—Future research is needed to continue to investigate

the impact of uncertainty on fathers. In the present study, the indicators for uncertainty did not

appear to capture fathers’ experience very well. One solution would be to have fathers and

mothers independently complete measures of uncertainty. Such a procedure would also enable

researchers to investigate the implications of differing levels of uncertainty within couples to

determine whether discrepancy within couples in extent of uncertainty leads to parental

distress. In addition, future research might profitably utilize qualitative methods to investigate

uncertainty in addition to quantitative measures of uncertainty. This is consistent with Boss’

recommendation of the use of a multimethod approach that incorporates both qualitative and

quantitative methods to investigate different aspects of uncertainty (Boss, 2007). Qualitative

research may be especially useful for better understanding fathers’ experiences of uncertainty,

and providing clues in terms of how fathers and mothers differently experience uncertainty in

the context of childhood chronic illness.

Future research could also investigate factors that could replace uncertainty in the cascade of

distress. For both mothers and fathers, parents who had greater psychological symptoms at

time 2 subsequently experienced greater change in physical symptoms. Uncertainty was

predictive of change in psychological symptoms at time 2 for mothers, and as such, uncertainty

was a catalyst for the cascade of distress for mothers. Uncertainty is only one possible catalyst

for the cascade. The salience of any given catalyst may differ by parent gender. Indeed, some

prior research suggests that factors such as financial concerns and increased hours at work

(Chesler & Parry, 2001; Goble, 2004; Neil-Urban, 2002; Svavarsdottir, 2005) may be more

salient than uncertainty for fathers. An important possible catalyst for the cascade of distress

is the boundary ambiguity aspect of uncertainty that has been identified by family stress theory

(Boss, 2002; Boss & Greenberg, 1984). Research that focuses on boundary ambiguity would

differ from the present research in its focus on the extent to which parents have difficulty

incorporating the ill child into the family and determining their parental roles vis-à-vis the ill

child.

Another avenue for future research is to extend the linear cascade of distress model used in

this study by testing circular models that include both parental and child adjustment. Circular

models can test the extent to which parental and child adjustment mutually influence each

other. Aspects of the child’s health condition (such as uncertainty) likely affect parental

adjustment, and parental adjustment in turn is likely to affect the child’s adjustment. Research

on adjustment among individuals with Alzheimer’s disease and their family caregivers

provides initial support for circular models of adjustment. This research suggests that caregiver

behavior affects patient behavior, which in turn affects caregiver behavior (Caron et al.,

1999). Research that tests circular models of adjustment among both parents and children is

consistent with Boss’s (2007) emphasis that family adjustment is a systemic process rather

than a linear process.

Clinical Implications—The present research identifies uncertainty about a child’s chronic

condition as a risk factor for subsequent psychological symptoms for mothers. Further, these

psychological symptoms are a risk factor for subsequent changes in mothers’ physical health.

These findings suggest that it may be useful to prepare parents to experience uncertainty.

Clinicians may work with parents to identify coping skills that they typically use to manage

stressful situations, and can identify ways that parents can plan to use these coping skills to
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manage the distress they are likely to experience as a result of the uncertain impact of the

condition on their child. It may be useful to develop interventions to help parents identify and

utilize coping skills that are specific to dealing with uncertainty. Such interventions are already

being developed to teach skills for managing uncertainty to parents of children with diabetes

(Hoff et al., 2005).

Interventions are likely to be most useful if they are based on an understanding of factors that

contribute to parental uncertainty. Previous research indicates that lack of trust and confidence

in medical professionals is associated with uncertainty (Casiday, 2006; Mishel, 1993). Thus,

coping skills that are specific to dealing with chronic health conditions and uncertainty may

involve parents working closely with medical professionals that they trust to gather and share

information. By gathering information from trusted health professionals, parents may be able

to reduce the extent to which they experience uncertainty. In addition, parents themselves can

be encouraged to self-identify as experts on their particular child and the impact of the condition

on their child. By working closely with medical professionals, the amount of information that

is available to both parents and medical professionals may be maximized as well as the

experience of alliance and partnership. This may reduce uncertainty, which could in turn reduce

parent psychological and physical distress.

In conclusion, uncertainty about the impact of the health condition on the child’s daily life

appears to lead over time to psychological symptoms, particularly for mothers. In turn,

psychological symptoms lead to physical symptoms among parents of children with chronic

health conditions.
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Figure.

Maximum Likelihood Estimates of the Associations among Uncertainty, Psychological

Symptoms, and Physical Symptoms for Mothers and Fathers

Note: Standardized path coefficients outside parentheses, unstandardized within parentheses.
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Table 1

Demographic Characteristics of the Sample

Total Sample (n = 228 children)

Variable N %

Yearly household income (1991 – 1992)*

 < $20,000 18 8.1%

 $20,000 - $39,999 69 31.2%

 $40,000 - $59,999 78 35.3%

 > $60,000 56 25.3%

Highest level of education completed (mothers)

 Did not graduate from high school 4 1.8%

 High school graduate 50 22.7%

 Vocational-technical school 87 39.5%

 College 63 28.6%

 Graduate/Professional school 16 7.3%

Highest level of education completed (fathers)

 Did not graduate from high school 5 2.6%

 High school graduate 28 14.9%

 Vocational-technical school 71 37.8%

 College 58 30.9%

 Graduate/Professional school 26 13.8%

Type of chronic condition (children)

 Developmental disability 52 22.8%

 Neurological 49 21.5%

 Cardiovascular 30 13.2%

 Pulmonary 26 11.4%

 Endocrine/Metabolic 21 9.2%

 Maxillofacial/Orthopedic 19 8.3%

 Ear, nose, and throat/Opthalmology 11 4.8%

 Hematology/Oncology 10 4.4%

 Gastroenterology/Urology/Nephrology 10 4.4%

Infant Cohort (n = 142 children)

 Variable Mean SD

 Mother’s age at Time 1 31.6 years 4.8 years

 Father’s age at Time 1 34.7 years 5.1 years

 Child’s age at Time 1 16.1 months 4.7 months

Preadolescent Cohort (n = 86 children)

 Variable Mean SD

 Mother’s age at Time 1 38.7 years 4.8 years

 Father’s age at Time 1 40.4 years 5.2 years

Fam Syst Health. Author manuscript; available in PMC 2010 May 19.
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Preadolescent Cohort (n = 86 children)

 Variable Mean SD

 Child’s age at Time 1 9.5 years 0.7 years

*
The counts for household income do not sum to 228 due to missing data for this variable

Fam Syst Health. Author manuscript; available in PMC 2010 May 19.
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Table 2

Results of Paired Samples T Tests Comparing Mothers and Fathers on Measures of Psychological and Physical

Symptoms

M (SD) for: t

Variable Mothers Fathers (179 df)

Psychological Symptoms

Depressive symptoms time 1 5.61 (4.65) 3.74 (3.94) 4.71* **

Mental health symptoms time 1 27.76 (14.68) 23.44 (12.31) 3.44* **

Lack of Energy time 1 42.94 (17.64) 38.28 (16.28) 2.92**

Depressive symptoms time 2 5.18 (5.09) 3.82 (4.49) 3.14**

Mental health symptoms time 2 25.40 (14.23) 23.87 (13.57) 1.25

Lack of energy time 2 42.39 (19.81) 38.03 (16.09) 2.69**

Physical Symptoms

Problems with physical function time 1 7.17 (13.83) 5.89 (11.54) .96

Pain time 1 16.60 (19.21) 17.28 (19.73) −.33

General health problems time 1 22.84 (18.19) 23.58 (15.86) −.44

Problems with physical function time 3 7.06 (12.93) 6.61 (13.51) .33

Pain time 3 18.95 (21.55) 16.05 (17.35) 1.53

General health problems time 3 23.07 (17.18) 26.13 (16.70) −1.94

*
significant at p ≤ .05

**
significant at p ≤ .01

* **
significant at p ≤ .001

Fam Syst Health. Author manuscript; available in PMC 2010 May 19.
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