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Abstract

Background—Preterm birth is an unanticipated and stressful event for parents. In addition, the 

unfamiliar setting of the intensive care nursery necessitates strategies for coping.

Purpose—The primary study objective of this descriptive study was to determine whether 

secular and religious coping strategies were related to family functioning in the neonatal intensive 

care unit.

Methods—Fifty-two parents of preterm (25–35 weeks’ gestation) infants completed the Brief 

COPE (secular coping), the Brief RCOPE (religious coping), and the Family Environment Scale 

within 1 week of their infant’s hospital admission.

Findings—This descriptive study found that parents’ religious and secular coping was significant 

in relation to family relationship functioning. Specifically, negative religious coping (ie, feeling 

abandoned or angry at God) was related to poorer family cohesion and use of denial.

Implications for Practice—These findings have relevance for interventions focused toward 

enhancing effective coping for families.

Implications for Research—Further study of religious and secular coping strategies for 

neonatal intensive care unit families is warranted in a larger more diverse sample of family 

members.
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BACKGROUND AND SIGNIFICANCE

The birth of a child comes with a multitude of emotions and experiences. In the case of an 

unexpected preterm birth, the realization that a mother or father’s expectations may not be 

what one has planned can bring on a range of additional challenges including emotional and 

physical distress1–4 and relationship difficulties.5,6 The neonatal intensive care unit (NICU) 

can be a particularly stressful place for parents due to the unfamiliarity of this setting, 

making it alarming and emotionally taxing.5,7 Moreover, in the neonatal intensive care 

setting, there is often prolonged mother-infant separation, a frequent lack of privacy during 

infant care (ie, breastfeeding and skin-to-skin contact), and a lack of support for the parental 

role in care of the neonate.8

A focus on individualized family-centered care in the NICU encompasses ways to support 

families through advocating for parental involvement and unlimited parental presence.9, 10 

This includes making changes to the physical design to reduce noise and dim lighting while 

also providing adequate private space for families to stay with their infants and offer 

emotional care and comfort, that is, single family rooms.11, 12 Although there are barriers 

related to parental involvement in many NICUs, the focus on breastfeeding support, use of 

skin-to-skin care, and early bonding can lower parental stress levels,13 shorten length of stay, 

and improve long-term neurobehavioral outcomes for infants.14, 15 Furthermore, increased 

family-centered care can positively affect emotional outcomes for parents.16 Indeed, parents 

may call upon family resources and parenting programs to cope effectively with this 

traumatic event, which can increase feelings of parenting effectiveness and lessen stress 

related to having a premature newborn.10, 17 Parents may also utilize religious and spiritual 

coping methods to handle the stress related to the unknown outcome of their premature or ill 

newborn.

The transactional model of coping theorizes that parents must first access primary appraisal 

of the stressful event.18 The transactional model of stress emphasizes that the way a person 

appraises an event, be it benign or highly stressful, leads to ways to control the stressful 

event, known as secondary appraisals.18 Thus, the initial assessment of the event as stressful 

is then reduced to a determination of resources to handle this stressful event, which is salient 

in understanding psychological outcomes. The appraisal process is dynamic and fluid, 

resulting in different reactions to stress over time. In the case of the NICU, most parents 

would likely appraise this event as stressful, which would thrust them into secondary 

appraisal that focuses on accessing means of coping with their infant’s hospitalization.

Common methods of coping with this type of life event may include asking for support from 

family members or friends, actively problem-solving, or more ineffective strategies such as 

denial of the problem or choosing not to deal with the problem by focusing on other tasks. 

Furthermore, mothers and fathers of preterm infants need spousal support, information from 

healthcare providers, and social support to master the parenting role.19, 20 Social support 

includes both emotional and instrumental support and requires an environment conducive to 

information exchange through personal networks21 and through caring interactions with 

others.22
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These forms of secular coping may be accompanied by religious coping methods, which can 

include positive and negative avenues of stress management. Positive religious coping often 

includes a belief that there is meaning in life, feeling connected with others on a spiritual 

level, and feeling that there is a secure relationship with God.23 Strategies that accompany 

positive religious coping include seeking forgiveness, craving and exploring religious or 

spiritual support, and praying to God. However, negative religious coping, often apprised as 

spiritual or religious struggles, is a less secure sense of a relationship with God, 

experiencing an ominous worldview, and having challenges with finding meaning in life 

through a spiritual lens.24 Moreover, spiritual discontent and feeling punished or abandoned 

by God is synonymous with negative religious coping or spiritual struggles.25

Parents can experience both positive and negative forms of both secular and religious coping 

in relation to NICU admission, as they are typically not dichotomous forms of coping. 

However, experiences of negative religious coping tend to evoke more deleterious results for 

most individuals.23

Indeed, parents who find themselves in the NICU after their child’s preterm birth may find 

that religious and spiritual aspects of their lives are tested or strengthened through this 

stressful time. The field of the psychology of religion and spirituality has a depth of 

knowledge on how religion and spirituality affect individual well-being26, 27 and has made 

significant advances in studying religiousness, spirituality, and family relationships in the 

recent decade.28 However, the extant medical and psychological literature remains scant 

when exploring distressed families or families who are struggling with a significant life 

event.28 The birth of an infant who must be admitted to the NICU is one of these stressful 

situations in family life. In particular, parents may call upon spiritual resources to handle 

challenging decisions about their babies’ health or to deal with their expectations of 

parenting that have been tested as a result of having a baby admitted to the NICU. The 

existing literature finds that, in particular, mothers tend to struggle with higher levels of 

anxiety and depression while their baby is in the NICU29 and may even display symptoms of 

posttraumatic stress following their infant’s NICU experience.2

Undeniably, families of preterm infants are especially vulnerable to isolation and ineffective 

interactions as they have infants with unique healthcare needs and present particular 

challenges for successful parenting.30 Moreover, parents may be coping with their own 

feelings of anxiety, grief, fear, helplessness, guilt, and depression.31 These emotions also 

may inhibit successful interactions with their infants and role transitioning to being a first 

time parent or the parent of a premature infant, which is a salient reason to fortify efficacious 

coping.

As previously indicated, to date, a dearth of research exists on parents’ religious and 

spiritual mechanisms and their relationship to mental health and relational functioning in the 

NICU. Thus, our descriptive study will assess through self-report measures mothers’ and 

fathers’ use of religious and secular coping strategies in relation to family functioning. We 

hypothesize that parents who utilize positive forms of secular coping, such as seeking 

emotional support from family members, will be more likely to use positive religious coping 

strategies. It was also hypothesized the greater use of positive religious and secular coping 
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strategies in the NICU would be associated with lower levels of family conflict, higher levels 

of family cohesion, and greater family expressiveness. Conversely, we hypothesize that 

when parents report using negative religious coping, they will experience greater levels of 

denial and behavioral disengagement that may relate to less cohesion and more conflict with 

their families.

METHODS

We enrolled 52 adult parents of preterm infants born at the Penn State Milton S. Hershey 

Medical Center whose infants were admitted to the NICU of Penn State Children’s Hospital 

during 2012–2014 in a cross-sectional, descriptive, cohort study. The Penn State Hershey 

institutional review board approved the study protocol and parental consent was obtained 

prior to subject enrollment. Parents were approached to enroll in this study within 1 week 

after their child’s admission to the NICU. We did not approach parents immediately after 

birth but felt that the week of the birth was an important time for capturing parents’ views on 

coping and family relationships in proximity to this salient event. The inclusion criteria were 

parents older than 18 years with English fluency who had singleton or twin preterm infants 

born at 25 to 35 weeks of gestation and admitted to the NICU within 48 hours of delivery. 

Parents were not approached to participate if their infants were born with severe/life-

threatening illnesses, congenital syndromes, or significant deformational abnormalities, or if 

maternal illness prevented the ability to obtain informed consent.

Statistical Analysis Methods

After calculation of psychometric properties of the instruments’ subscales (see Table 1), we 

computed participant demographics, bivariate correlations between aspects of the family 

environment while in the NICU, secular coping strategies, and religious coping strategies 

using SPSS (version 21). Correlations were followed by hierarchical regression analyses to 

determine whether unique variance was associated with religious coping in relation to family 

outcomes above that of secular coping.

Materials

Demographics—The survey contained questions regarding general demographic 

information including age, gender, race/ethnicity, marital status, income, level of education, 

and employment status. In addition, questions designed to assess religious and spiritual 

demographics were included. These questions included, “To what extent do you consider 

yourself a religious person?” and “To what extent do you consider yourself a spiritual 

person?”, responses included 1 (not at all religious/spiritual), 2 (slightly religious/spiritual), 
3 (moderately religious/spiritual), and 4 (very religious/spiritual). Two questions were also 

employed to assess frequency of prayer and religious service attendance, which asked, “How 

often do you go to religious services?” and “How often do you pray?”. These 4 questions 

along with a question asking current religious affiliation are the crux of ascertaining parents’ 

religious demographics.

Secular Coping—To assess participants’ nonreligious methods of coping with stress, the 

28-item Brief COPE was used.32 This measure has participants respond to items from 1 (I 
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did not do this at all) to 4 (I did this a lot), such as “I’ve been criticizing myself” and “I’ve 

been making jokes about it.” The Brief COPE represents 14 coping strategies, 5 of which 

were utilized for this study including instrumental support that focuses on getting help and 

advice from other people, behavioral disengagement that stresses giving up the ability to 

cope, emotional support that emphasizes getting comfort and support from others, denial 

that focuses on refusing to believe that the stressor has happened, and active coping that 

focuses on taking action to make the situation better. Of the 14 subscales, 5 subscales with a 

total of 2 items per subscale (a total of 10 items) were chosen because of the other 8 

subscales (2 items per subscale) having Cronbach αs that were below 0.60, and one 2-item 

subscale assesses religious coping, which was deemed redundant due to our use of the more 

detailed brief Religious Coping Scale (Brief RCOPE). For this study, all subscales utilized in 

further analyses exhibited adequate internal consistencies of more than 0.60. In previous 

studies, the Brief COPE has been employed to understand how people cope with a variety of 

difficulties including mental illness33 and physical illnesses such as breast cancer34 and 

Huntington disease35 but has not been used with families of ill neonates.

Religious Coping—Participant’s religious coping was assessed using the Brief RCOPE.24 

The Brief RCOPE is a 14-item measure of positive (7-item subscale) and negative (7-item 

subscale) forms of religious coping. Positive religious coping is comprises feeling as though 

God is supporting one through a difficult time or praying to God for love and grace.23 

Negative religious coping is feeling though God has abandoned the individual or feeling 

anger at God.23 Participants rate how frequently they used different strategies to cope with a 

stressful situation on a scale from 1 (Not at all) to 4 (A great deal), for example, asking God 

for forgiveness or feeling punished by God. This scale has previously been used in a variety 

of samples exposed to high-stress or traumatic situations (eg, patients undergoing surgery 

and 10 years after 9/11.36, 37 Both subscales, positive and negative religious coping, have 

demonstrated high internal consistency of 0.90 and 0.81, respectively.24 In addition, both 

positive and negative religious coping have been shown to have high levels of incremental 

validity over measures of general religiousness and secular factors, such as mood, and social 

support.38

Family Environment—The Family Environment Scale was used to assess the social-

environmental characteristics of participants’ families.39 In the Family Environment Scale, 

participants rate the extent to which they agree on 40 items that describe their family. 

Specifically, 3 of the Family Environment Scale subscales comprise a family relationship 

index that encompasses family cohesion, family conflict, and family expressiveness. Family 

cohesion includes items that assess togetherness in the family and getting along well with 

each other whereas the family conflict subscale inquires about expression of anger and 

arguing in the family. Finally, family expressiveness centers on talking about difficult 

problems and having open discussions in the family.40 Previously, these subscales have 

demonstrated adequate to high internal consistencies, with α values of .78, .75, and .69, 

respectively40 and have been used in a variety of populations for differing challenges.
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RESULTS

Participant Demographics

Participants comprised equally of males (26) and females (26), with the mean age of 29.40 

years (range: 20–43 years). Approximately 3.5% of parents reported that they had 1 previous 

experience in the NICU and 11.5% were currently admitted with twin preterm infants. 

Breakdown of mothers’ and fathers’ ethnic background was 73.1% Caucasian, 13.5% 

Latino/a, 5.8% African American, 5.8% Asian American, and 1.9% Multiethnic. Most 

parents were married (61.5%), but a large number were single (34.6%) and a small 

percentage was separated (3.8%). There were 24 couples who both completed surveys, 3 

partners elected not to complete the survey, 2 of whom were separated from their spouse, 

and 1 participant was a single mother without partner involvement. Parents tended to have 

either a bachelor’s or professional degree (38.8%), but some parents obtained some college 

or an associate’s degree (30.8%), whereas others received a high school diploma (17.3%) 

and others had only a 9th-to 12th grade education (15.4%). Most individuals were employed 

full-time (63.5%), but 13.5% reported being unemployed, 11.5% being stay at home parents, 

and 5.8% reported being either a student or employed part-time, respectively (see Table 2).

Parents in our sample were not overly religious or spiritual, but 11.5% reported being very 

religious and 21.6% as very spiritual. The remainder of mothers and fathers reported being 

moderately religious (28.8%), slightly religious (30.8%), or not at all religious (28.8%). 

Furthermore, 41.2% of parents reported being moderately spiritual, 21.6% indicated being 

slightly spiritual, and 15.7% reported not being spiritual. Most parents were either Catholic 

(23.1%) or Protestant (36.5%), with 7.7% reporting being atheist and 3.8% being agnostic, 

and 11.5% reporting other religious affiliation (such as Jewish, Buddhist, or Muslim; see 

Table 2).

Parents’ reports on engagement in prayer on a scale from 1 (not at all) to 7 (more than once 
a day) ranged from 25% indicating that they never prayed, 9.6% reported praying once or 

less a month, 7.7% indicated a few times a month, 7.7% reported use of prayer a few times a 

week, 19.2% reportedly daily prayer, and 30.8% reported more than once a day engagement 

in prayer. Furthermore, for religious service attendance on a scale from 1 (never) to 6 (more 

than once a week), 25% of parents reported never attending religious services, 38.5% 

reported attendance 1 to 2 times a year, 7.7% reported attending every month or so, 11.5% 

reported attending once or twice a month, 15.4% reported every week or more attendance, 

and 1.9% reported more than once a week religious service attendance (see Table 2).

Primary Bivariate Correlations

Two-tailed Pearson correlations were derived to examine relationships between mothers’ and 

fathers’ reports of religious coping, secular coping, and family relationship quality while in 

the NICU (see Table 3 for all intercorrelations). Positive religious coping and negative 

religious coping were significantly positively correlated in this sample (r = 0.51, P < .01). As 

predicted, results also revealed a significant inverse correlation between use of negative 

religious coping and family cohesion (r = −0.43, P < .001). Significant correlations were 

also found between negative religious coping and instrumental support (r = 0.32, P < .05) 
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and denial (r = 0.40, P < .01) for NICU parents. Hierarchical regressions were computed 

following exploration of significant correlations but did not yield significant results likely 

due to low sample size and the number of predictors included in each model.

DISCUSSION

Medical and psychological literatures are scant when assessing religiousness and spirituality 

of family members in the NICU. Specifically, no studies to date have focused directly on the 

link between parents’ views of religiousness and spirituality as an aspect of coping with an 

infant being admitted to the neonatal nursery. This descriptive study was aimed at the 

beginning to fill this dearth of information by exploring whether there was a link between 

religious coping, secular coping, and family relationship quality in parents who have a 

preterm infant in this setting.

In this study, results indicated that increased use of negative religious coping strategies, such 

as feeling abandoned or punished by God, was related to higher levels of denial and lower 

levels of family cohesion. Parents who used negative religious coping tended to have lower 

levels of feeling connected to their family members even after accounting for use of denial, 

which tends to be a deleterious long-term coping strategy for some, but for others, it may be 

functional in the short term before rebounding back to baseline functioning.41 Surprisingly, 

use of instrumental coping, which includes getting help or advice from others was also 

related to higher levels of negative religious coping. This finding may be related to parents 

who feel angry with God and may also seek others (eg, friends, family) to help deal with and 

explain this challenging situation, thereby rendering support through instrumental coping. 

Furthermore, results also supported that parents who utilized positive religious coping 

(praying to God and feeling supported by God) also tended to use negative religious coping 

while in the NICU. This finding may be due to the dual process model of coping with 

stressful situations that highlights the multilevel aspects of coping with grief.42 Applied to 

the NICU, parents may find that they vacillate between confronting their hopes and dreams 

related to having a healthy child coupled with avoiding feelings related to this process, 

reflecting the roller coaster ride experienced by most parents in the NICU.

Indeed, the prominence of one’s religious and spiritual coping is important when discussing 

palliative care in a hospital setting,43 but continues to be salient in non–life-threatening 

hospital situations. Our findings suggest that parents’ spiritual lens is relevant in an 

unfamiliar and unexpected hospital admission for their newborn, even when engaged in 

nonpalliative care. Families’ spiritual lens or worldview may encompass their views on their 

own religiousness and spirituality and their use of religious or spiritual copings strategies. 

When family members believe that God is punishing them, as reflected by their newborn 

being admitted to the hospital, there may be implications for appraising how to cope with a 

stressful situation. The ability to access effective coping could in part rely on appraising a 

situation as manageable due to the support from a loving and caring God. If religious parents 

report feeling angry with God, their secondary appraisal processes may be ineffective, as 

supported by the results of this study, demonstrating the increased use of denial is employed 

in concert with negative religious coping.
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The implications of this study could extend to other family members, including grandparents 

and other support systems for parents. In addition, NICU staff, particularly nurses and 

neonatologists, may imbue their work with spiritual or religious significance when coping 

with challenging circumstances. Specifically, 83% of nurses in a study by Catlin et al44 

reported praying privately for babies in their care. Furthermore, these same populations of 

45 neonatal staff all reported that families’ religiousness and spirituality had a place in the 

NICU. Studies focused on neonatal staff support and the importance of assessing spiritual 

and religious means of coping with this setting, but rarely are there supports in place for 

parents to access their feelings about religious and spiritual views in relation to their baby 

being hospitalized. Although family-centered interventions are more commonplace in the 

NICU,10, 45, 46 the complex interplay between emotional and spiritual needs of families is 

minimally addressed in a critical care setting. A lack of addressing religious and spiritual 

parental needs may result in family members struggling with existential questions and fears 

that require adequate support not only from therapists but also from spiritual and religious 

communities or pastoral counselors trained in psychospiritual integration. A study by 

Snodgrass47 implemented a psychospiritual, family-centered intervention with one NICU 

mother, which focused on existential doubts and grief experienced by many parents in the 

NICU. This intervention is one of the first in the neonatal setting with a spiritual component. 

In light of the nascent study of religious and spiritual needs of NICU families, more research 

is needed to uncover the nature of religious and spiritual worldviews of NICU parents and if 

these parents find their religious backgrounds are strengthened or weakened during times of 

crisis. This line of research could support psychospiritual interventions to assist these 

families.

This study has added to the extant NICU literature, but limitations include use of self-report 

data that may not account for the interaction between parents’ use of specific coping 

strategies and impacts of family relationships. Furthermore, the small sample size 

comprising largely married Caucasian parents limits generalizability of these findings to 

more diverse samples.

The results of this study support the need for more research on parents’ use of coping with 

the NICU. In particular, future research is necessary to explore religiousness and spirituality 

in the NICU to find ways to support parents who may or may not be struggling with their 

religious and spiritual journeys. Resulting from this information, robust psychospiritual 

interventions can be developed to support families while in the NICU and upon discharge. If 

parents feel more psychologically capable of handling a newborn who may have special 

needs upon hospital discharge, they may be more likely to feel more equipped to handle 

their child’s future medical needs. In addition, if parents are able to cope effectively, they 

may be able to access supports to assist them in navigating caring for their newborn. 

However, if foundational core beliefs are shaken and not addressed prior to discharge, 

parents’ ability to access more effective means of coping with stress may be limited, thereby 

impacting their newborn with potential readmission to the hospital.
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What This Study Adds

• The results of this descriptive study support the need for more research on 

parents’ use of coping with the NICU. In particular, future research is 

necessary to explore religiousness and spirituality in the NICU to find ways to 

support parents who may or may not be struggling with their religious and 

spiritual journeys.

• Our findings suggest that parents’ spiritual lens is relevant in an unfamiliar 

and unexpected hospital admission for their newborn, even when engaged in 

nonpalliative care. When family members believe that they are being 

punished by God, resulting in their newborn being admitted to the hospital, 

there may be implications for appraising how to cope with a stressful 

situation.

• The implications of this study could extend to other family members, 

including grandparents and other support systems for parents. In addition, 

NICU staff, particularly nurses and neonatologists, may imbue their work 

with spiritual or religious significance when coping with challenging 

circumstances.
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TABLE 1

Psychometric Properties of Major Study Variables.a

Construct (# of Items) Range M SD α

Secular coping (Brief COPE)

 Instrumental support (2) 2–8 5.31 1.80 80

 Behavioral disengagement (2) 2–7 2.19 0.76 87

 Emotional support (2) 2–8 6.28 1.57 63

 Denial (2) 2–8 2.69 1.21 67

 Active coping (2) 2–8 6.11 1.82 65

Religious coping (Brief RCOPE)

 Negative religious coping (7) 7–25 8.90 3.91 88

 Positive religious coping (7) 7–28 15.48 7.13 94

Family relationship quality (FES)

 Family cohesion (5) 11–25 21.36 2.97 60

 Family conflict (5) 6–22 11.96 3.69 73

 Family expressiveness (4) 7–20 15.94 2.82 64

a
Higher scores indicate higher levels of the corresponding construct. α = Cronbach α is an intercorrelation reliability coefficient. N = 52.
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TABLE 2

Parent Demographics (N = 52)

Marital status % Extent of religiousness/spirituality %

 Married 61.5  Very religious/spiritual 11.5/21.6

 Single 34.6  Moderately religious/spiritual 28.8/41.2

 Separated 3.8  Slightly religious/spiritual 30.8/21.6

 Not at all religious/spiritual 28.8/15.7

Ethnic background Religious affiliation

 Caucasian 73.1  Protestant 36.5

 African American 5.8  Catholic 23.1

 Latino/a 13.5  Other 11.5

 Asian American 5.8  Agnostic/atheist 3.8/7.7

 Multiethnic 1.9

Education Prayer

 Graduate degree 17.3  Greater than 1X day 30.8

 Bachelor’s degree 19.2  Daily 19.2

 Some college or associate’s degree 30.8  A few times a week 7.7

 High school diploma 17.3  A few times a month 7.7

 Less than a high school diploma 15.4  Less than 1X month 9.6

Employment  Never 25

 Full-time 63.5 Religious service attendance

 Part-time or student 5.8  More than 1X week 1.9

 Unemployed 13.5  1X week or more 15.4

 Stay at home parent 11.5  1–2 times a month 11.5

 Every month or so 7.7

 1–2 times a year 38.5

 Never 25

Abbreviation: 1X, one time per.
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Summary Recommendations for Practice and Research

What we know: • Parental coping with a premature birth resulting in an neonatal intensive care setting can be challenging.1

• Parents need support in coping in the NICU10; this includes supporting religious and spiritual concerns.

• Parents’ religious and spiritual beliefs can affect their ways of dealing with stress.23

• Parents who cope more effectively with stress while in the NICU tend to function better after their 
babies’ discharge.17

What needs to be 
studied:

• Means of supporting parents’ religious and spiritual challenges during their time in the NICU.

• Understanding ways of integrating secular psychological concerns and religious/spiritual worldviews to 
enhance successful coping with the NICU and after discharge.

• How NICU staff can assist parents in accessing psychological and religious supports to facilitate the 
most effective transition to parenting outside of the NICU.

What we can do 
today:

• Provide parents with psychological supports through counseling, both individual and through support 
groups, while in the NICU and after discharge.

• Ask parents about their religious and spiritual beliefs to ascertain whether assistance is needed or 
whether support is gained through their religious worldviews.

• Encourage NICU staff to access psychological and religious supports when dealing with stress related to 
their works and duties in the NICU.

• Provide an open forum in the NICU for discussing psychological and religious or spiritual challenges for 
both parents and NICU staff.
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