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American Academy of 

Pediatrics (2012) rec-

ommends exclusive breastfeeding 

for 6 months, with continuation of 

breastfeeding for 1 year or longer 

as mutually desired by mother and 

infant. In the United States, the 

Baby-Friendly Hospital Initiative 

designation indicates that a hospital 

optimally supports breastfeeding 

through implementation of the Ten 

Steps for Successful Breastfeeding 

(Baby-Friendly USA, n.d.). A wom-

an’s competence in caring for her 

infant has been implicated as a factor 

contributing to successful (Aghdas, 

Talat, & Sepideh, 2014; Tarkka, 

Paunonen, & Laippala, 1999) and 

long-term breastfeeding (Aghdas et 

al., 2014). To our knowledge, no 

studies of maternal sense of compe-

tence after receiving care in a Baby-

Friendly hospital environment have 

been conducted.  

Abstract: The objective of this pilot study was to deter-
mine women’s perceptions of their levels of maternal role 
competence at discharge from a Baby-Friendly hospital. 
A convenience sample of 30 women completed two self-
report questionnaires: a demographic questionnaire and 
the Perceived Maternal Parenting Self-Efficacy scale. 
Women report that they perceived high levels of ma-
ternal role competence with a mean total score of 69.80 
(standard deviation = 6.86) out of 80. As women experi-
ence breastfeeding in Baby-Friendly hospitals, maternal 
role competence may develop with appropriate support. 
http://dx.doi.org/10.1016/j.nwh.2017.02.006
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Maternal Role Competence
Mercer and Ferketich (1994) described maternal competence 
as a woman’s perceived confi dence in caring for her infant. 
Tarkka (2003) described maternal role competence as being 
cognitive in nature and coupled with an aff ective component 
expressed as empathy and a commitment to the child. Tarkka 
(2003) further defi ned the aff ective component of maternal role 
competence as the mother’s positive regard for the child and for 
herself as a mother. Ngai and Chan (2012) stated that maternal 
role competence can be developed when a mother is secure in 
her attachment style and demonstrates sensitive and responsive 
nurturing behaviors. Maternal role competence is refl ective of a 
woman’s belief that she is eff ective in performing her mothering 
tasks (Ngai & Chan, 2012). Maternal role competence is impor-
tant because it facilitates and optimizes a neonate’s growth and 
development (Mercer, 1985; Ngai & Chan, 2011, 2012; Ngai, 

spouse/partner (Bornstein et al., 2003; Kwok & Wong, 2000; 
Liu, Chen, Yeh, & Hsieh, 2011; Nelson, 2003; Ngai & Chen, 
2011). Th e negative impact of poor maternal role competence 
on infants manifests as dysfunctional attachment, disorganized 
maternal–neonatal synchrony, poor breastfeeding outcomes, 
and child maltreatment/abuse (Belsky, 1984; DeWolff  & van 
IJzendoorn, 1997; Flager, 1988; Jones & Prinz, 2005; Tarkka, 
2003).

Th e terms parenting competence and parenting con� dence 
have been used interchangeably with parent self-e�  cacy (Bry-
anton, Gagon, Hatem, & Johnson, 2008). Specifi cally, maternal 
self-effi  cacy is refl ective of the mother’s feeling regarding her 
maternal role competence (Sanders & Woolley, 2005). Recent 
maternal self-effi  cacy studies have been conducted during the 
fi rst through third days postpartum, similar to the timing of our 
testing aft er birth. A study of 204 primiparas and multiparas 

who participated on postpartum days 1 through 3 in an exami-
nation of maternal self-effi  cacy, social support, and predictors 
of maternal self-effi  cacy showed a highly positive relationship 
between maternal self-effi  cacy and social support during the 
early postpartum period (Shorey, Chan, Chong, & He, 2013). 
A second study of 122 primiparas found that self-effi  cacy was 
positively related to the presence of social support and recom-
mended that mothers be provided opportunities to practice 
skills, learn from others, and receive constructive feedback 
(Shorey, Chan, Chong, & He, 2015a), which are components of 
Baby-Friendly care. 

Shorey, Chan, Chong, and He (2015b) conducted a ran-
domized controlled trial that included 122 participants to 
determine if a postpartum education program was related to 
maternal self-effi  cacy, social support, and postpartum depres-
sion. Participants completed the Perceived Maternal Parenting 
Self-Effi  cacy tool (PMP S-E), Perinatal Infant Care Social Sup-
port scale, and the Edinburgh Postnatal Depression Scale on 
day of discharge and at 6 weeks and 12 weeks postpartum (Sho-
rey et al., 2015b). Th e intervention group participants received 
one-on-one education in their homes, an educational booklet, 
and three follow-up phone calls before 6 weeks postpartum. 
Th e education focused on physical and psychological changes 
aft er birth, family dynamics, enhancing self-effi  cacy, and help-
seeking behaviors (Shorey et al., 2015b). All participants expe-
rienced an increase in their PMP S-E scores between testing 
periods. Women receiving the education had a substantial 
increase in the PMP S-E scores (Shorey et al., 2015b) compared 
with those in the control group. 

Chan, & Ip, 2009; Nyström & Öhrling, 2004; Shrooti, Mangala, 
Nirmala, Devkumari, & Dharanidhar, 2016). 

Several variables contribute to the development of mater-
nal role competence, including maternal self-concept, maternal 
physical and mental health, social support, stress, attachment 
to the infant, rhythmicity, and health of the infant (Mercer, 
1985; Ngai & Chan, 2011, 2012; Ngai et al., 2009; Nyström & 
Öhrling, 2004). Maternal inability to develop role competence 
negatively aff ects both the mother and the infant; one negative 
impact is a decrease in overall well-being of each (Walker, Ster-
ling, Guy, & Mahometa, 2013). Decreased maternal well-being 
can have lifelong consequences, such as potential for long-last-
ing maternal depression (Ngai & Chen, 2011) and infant/child 
maltreatment (Belsky, 1984). Additional negative maternal 
eff ects include stress, depression, anxiety, decreased amount 
of time spent parenting the child/children, and diffi  culty with 
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Maternal role CoMpetenCe is iMportant 
BeCause it FaCilitates and optiMiZes 

a neonate’s growtH and deVelopMent  
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A study of 410 primiparas studied at 6 weeks postpartum 
examined the relationship between social support, maternal 
self-effi  cacy, and postnatal depression (Leahy-Warren et al., 
2011). Maternal self-effi  cacy was negatively and signifi cantly 
associated with depressive symptomatology but positively and 
signifi cantly associated with social support. Because being in 
a Baby-Friendly hospital is believed to provide social support 
and education similar to content conveyed in previous studies 
(Leahy-Warren et al., 2011; Shorey et al., 2013, 2015a, 2015b), 

self-effi  cacy was considered to be a component of maternal role 
competence and was used as a measure of maternal role com-
petence. Use of a maternal self-effi  cacy tool to measure mater-
nal role competence is supported by Teti and Gelfand’s (1991) 
study that showed that maternal self-effi  cacy correlated posi-
tively with maternal role competence. In addition, Coleman 
and Karraker (1998) found that higher levels of parental self-
effi  cacy were linked to higher levels of parental competence. 

Baby-friendly Hospital initiative
Th e Baby-Friendly Hospital Initiative recognizes birthing hospi-
tals and birthing centers that provide the optimal level of care 
related to breastfeeding as delineated in the Ten Steps to Suc-
cessful Breastfeeding (Baby-Friendly USA, n.d.). Th e overall 
goal of the Baby-Friendly Hospital Initiative is to promote and 
support breastfeeding as the optimal method to feed infants 
(Baby-Friendly USA, 2010). As of January 26, 2017, a total of 407 
birthing hospitals and birthing centers in the United States were 
designated as Baby-Friendly hospitals, meaning that only 20.01% 
of neonates born annually in the United States are born in Baby-
Friendly designated hospitals (Baby-Friendly USA, 2017). 

Th e Ten Steps to Successful Breastfeeding recommends skin-
to-skin contact, rooming-in, education (Bohling Smith, Moore, 
& Peters, 2012), and social support to promote maternal role 
competence development (Tarkka & Paunonen, 1996). Skin-to-
skin contact stimulates endogenous maternal oxytocin release 
(Feldman, Gordon, Schneiderman, Weisman, & Zagoory-Sha-
ron, 2010; Uvnäs-Moberg, Handlin, & Peterson, 2015). Oxy-
tocin facilitates initial bonding and maternal behaviors, which 
are the fi rst steps of development as a mother (Uvnäs-Moberg, 

1998). Skin-to-skin contact activates release of brain-based (cen-
tral) oxytocin and then release of oxytocin into the circulation 
(Feldman, Gordon, Schneiderman, et al., 2010; Uvnäs-Moberg 
et al., 2015). Both central and peripheral oxytocin produce and 
sustain maternal attachment, interaction, and feeding behaviors 
(Bystrova, Ivanova, & Edhborg, 2009; Entwistle, 2014). Having 
1 to 2 hours of skin-to-skin contact soon aft er birth improves 
maternal–infant interactions throughout the fi rst year of life 
(Bystrova et al., 2009; Uvnäs-Moberg et al., 2015). Central oxy-
tocin release activated by skin-to-skin contact causes oxytocin to 
travel to the right amygdala of the brain, the center for enhanc-
ing self-esteem, self-effi  cacy, and contentedness with one’s self, 
including maternal role competence (Feldman, Gordon, & 
Zagoory-Sharon, 2010). Th us, with skin-to-skin contact, women 
believe they are able to provide care for their infants and can 
do so confi dently (Uvnäs-Moberg, 1998). Rojas and colleagues 
(2003) reported that breastfeeding dyads using a maximum of 8 
hours of skin-to-skin contact per day during their hospital stay 
were more likely to experience successful breastfeeding than 
those who had shorter durations of skin-to-skin contact. Th e 
practice of rooming-in supports the provision of education and Ph
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also report behaviors and knowledge refl ective of maternal 
role competence. Th us, we conducted an evaluative pilot study 
to determine maternal role competence among mothers in a 

Baby-Friendly hospital. Th e research question was this: What is 
a mother’s perception of her level of maternal role competence 
at discharge from a Baby-Friendly hospital? 

Methodology
A convenience sample of 25 primiparous and 5 multiparous 
adult mothers who spoke and read English answered ques-
tionnaires on the day of discharge in the privacy of their own 
rooms aft er birth in a Level 1 Baby-Friendly hospital in North-
east Ohio in 2015. Th e participants were recruited by one of 
the two members of the International Board of Certifi ed Lacta-
tion Consultants who were employed by the birthing center. 
Th irty participants were recruited because at least 30 complete 
data sets are needed to assume normal distribution of the data 
(Howell, 2001). Th e hospital had the Baby-Friendly Hospi-
tal designation since 2012, and mothers routinely provided 

feedback by health care professionals to new mothers (Bohling 
Smith et al., 2012). Health care professionals, including nurses, 
provide support during a woman’s hospitalization to promote 

the development of maternal role competence (Mercer, 2006). 
Nurses are the primary caregivers of women during the early 
postpartum period and are in a position to provide the optimal 
environment that allows mothers to gain confi dence and begin 
to develop maternal role competence. 

Th e environment created in a Baby-Friendly hospital and 
the implementation of the Ten Steps of Successful Breastfeed-
ing clearly provide support and education to families (Baby-
Friendly USA, 2010) about breastfeeding and may provide 
additional help to women in development of their maternal 
role competence. Th e Baby-Friendly environment also provides 
nurses with ongoing opportunities for one-to-one support that 
may promote early development of maternal role competence. 

Because successful breastfeeding is a defi nitive contribu-
tor to maternal role competence (Tarkka, 2003), we posited 
that mothers in a Baby-Friendly hospital environment might 

HealtH Care proFessionals, inCluding nurses, proVide 
support during a woMan’s HospitaliZation to proMote 

tHe deVelopMent oF Maternal role CoMpetenCe  
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(percentage). Th e PMP S-E data were treated as continuous data 
and were segregated into primigravida or multigravida groups 
to compare trends, because parity is highly and positively cor-
related with maternal role competence (Teti & Gelfand, 1991). 
No correlations or tests of diff erence were conducted on the 
data. A biostatistician confi rmed that the analyses were appro-
priate and that the interpretations were correct.

Results
Th e sample was predominantly White, married, college-
educated, and had vaginal births of healthy, appropriate-for-
gestational-age–weight neonates (see Table 1). Most subjects 
scored positively on the PMP S-E, refl ecting a high level of self-
perceived maternal role competence (see Table 2). Th e mean 
score (total possible score = 80) for primigravidas was 69.40 
(standard deviation [SD] = 6.80), for multigravidas was 71.60 
(SD = 7.37), and for all subjects was 69.80 (SD = 6.86). For all 
subjects, the highest score was 3.9 (SD = 0.31) on item 20: Show 
a� ection to my baby. For primigravida subjects, mean scores 
for My baby responds well to me and My baby and I have good 
interactions with each other were 3.84 (SD = 0.37). Th e mean 
scores for multigravida subjects on the items Tell when my baby 
is sick, My baby responds well to me, My baby and I have good 
interactions with each other, I can make my baby calm when she 
has been crying, I am good at feeding my baby, and I am good 
at changing my baby were 3.80 (SD = 0.45). Cronbach alpha for 
the PMP S-E scale with our sample was 0.94. 

Discussion
Th irty women who gave birth in a Baby-Friendly hospital com-
pleted the PMP S-E scale to determine maternal perception 
of maternal role competence. Participants reported positive 

skin-to-skin contact for at least 90 minutes in the fi rst 2 hours 
aft er birth and then for approximately 6 to 8 hours each day 
thereaft er during hospitalization. Institutional review board 
approval of exempt status was obtained before data collection. 

Inclusion criteria were having given birth to a healthy term 
neonate with a 5-minute Apgar score of 7 or more, remaining 
in the birthing center, not having recreational drug use dur-
ing the pregnancy, and not having mental health conditions. 
Aft er a woman agreed to participate, she was given the ques-
tionnaires, the study was explained to her, and she was asked 
to complete the questionnaires in the privacy of her room on 
the day of discharge. Women then placed completed question-
naires in a drop box at the nurses’ station.

Th e two self-report instruments took 15 to 20 minutes to 
complete. Th e demographic questionnaire contained 16 ques-
tions about the woman’s age, education, home environment, 
support in the home aft er discharge, prenatal course, type of 
birth, feeding method, and postpartum and newborn health 
information. Th e PMP S-E scale measured maternal role com-
petence (Barnes & Adamson-Macedo, 2007), because a woman’s 
degree of self-effi  cacy is similar to her degree of maternal com-
petence, and the terms can be used interchangeably, according 
to Bryanton et al. (2008). Th e PMP S-E has 20 questions scored 
on a 4-point Likert scale (1 = strongly disagree to 4 = strongly 
agree) and includes four subscales (see Box 1). Th e individual 
items of the PMP S-E refl ect a woman’s perceived ability to care 
for her newborn. Scores can range from 20 to 80; higher scores 
indicate greater perceived competence of the mother (Barnes 
& Adamson-Macedo, 2007). Th e PMP S-E was initially vali-
dated with mothers of relatively healthy hospitalized preterm 
neonates within 28 days of birth (Barnes & Adamson-Macedo, 
2007). Content and construct validity by factor analysis of the 
PMP S-E was acceptable; internal consistency was 0.90 (Cron-
bach alpha) and test–retest Spearman rho reliability was 0.96 
(p < .01) for the tool (Barnes & Adamson-Macedo, 2007). Sho-
rey and colleagues (2013, 2015a) shortened the PMP S-E to a 
total number of 17 items with scores ranging from 17 to 68. 
Th ey used the shortened version of the PMP S-E to measure 
maternal parental self-effi  cacy in two diff erent studies. In both 
studies, women completed the shortened PMP S-E on the fi rst 
to third days postpartum. In the 2013 study by Shorey et al., 
the PMP S-E had a reported Cronbach alpha of 0.92 and in the 
other study, the Cronbach alpha was 0.89 (Shorey et al., 2015b), 
indicating that the shortened PMP S-E has good internal con-
sistency. Th e shortened PMP S-E was not used in our study.

Data Analysis
Data were cleaned as entered into the SPSS version 22 program, 
and incomplete items (only one) were deleted from item analy-
sis. Item and total scores were computed by the SPSS version 22 
program using measures of central tendency (mean, median, 
and mode), dispersion (standard deviation), and proportion 

BOX 1
Subscales of Perceived Maternal 
Parenting Self-Effi cacy Scale 

Subscale 1: Caretaking procedures (e.g., feeding, 
changing diapers)

Subscale 2: Evoking behaviors (e.g., being good 
at getting baby’s attention and at soothing when 
he/she becomes fussy)

Subscale 3: Reading behaviors or signaling (e.g., 
can tell when baby is sick or know when he/she 
needs to sleep)

Subscale 4: Situational beliefs (e.g., baby re-
sponds well to me or show affection to my baby) 

Source: Barnes and Adamson-Macedo (2007).
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perception (high maternal self-effi  cacy scores) of their maternal 
role competence on day of discharge. Th e maternal competency 
scores on the day of discharge reported in this study are higher 
than those in previous studies of maternal self-effi  cacy. Shorey 
and colleagues (2013) reported on 204 primiparas and multipa-
ras who had a mean PMP S-E score of 46.4 (SD = 9.3; out of 68), 
which is lower than our results (Shorey et al., 2013). Shorey and 
colleagues (2015a) examined predictors of maternal self-effi  cacy, 
social support, postpartum depression, and sociodemographic 
variables for fi rst-time mothers on the fi rst to third days post-
partum (Shorey et al., 2015a). Th e mean PMP S-E score was 31.6 
(SD = 7.0; out of 68) for 122 primiparas, which is lower than our 
mean (Shorey et al., 2015a). In both studies, maternal self-effi  cacy 
was positively related to the presence of social support (Shorey 

et al., 2013, 2015a) and decreased postnatal depression (Shorey 
et al., 2015a). In another study, 122 primiparas completed the 
PMP S-E and two other instruments on day of discharge and 
at 6 weeks and 12 weeks postpartum (Shorey et al., 2015b). Th e 
researchers reported that the mean score (out of a total of 68) 
for the intervention group on day of discharge was 30.3 (SD 
= 7.2), at 6 weeks postpartum was 59.0 (SD = 4.7), and at 12 
weeks postpartum was 63.9 (SD = 4.1); for the control group on 
day of discharge the mean score was 33.2 (SD = 6.6), at 6 weeks 
postpartum was 42.9 (SD = 5.9), and at 12 weeks postpartum 
was 50.9 (SD = 6.1; Shorey et al., 2015b). Th e women who par-
ticipated in the education intervention reported higher levels 
of self-effi  cacy and social support, and less depressive sympto-
mology compared with the control group. Th e PMP S-E results 

TABLE 1
Demographics and Other Variables Measured

Item Resultsa

Newborn’s weight, g M = 3,380.33
  SD = 491.19
  Range = 2,240–4,281

Women’s age, years M = 27.7
  SD = 6.27
  Range = 18–42

Item n (%)
Sex of newborn
   Male  16  (53.3)
 Female  14  (46.7)

Type of birth 
   Vaginal  26  (86.7)
 Cesarean  4  (13.3)

Feeding method 
   Breastfeeding  28  (93.3)
 Formula  1  (3.3)
 Breast and formula  1  (3.3)

Length of planned breastfeeding, months 
   1–3  1  (3.3)
 4–6  8  (26.7)
 7–9  1  (3.3)
 10–12  10  (33.3)
 >12  7  (23.3)

Pregnancy complications 
   Yes  3  (10.0)
 No  26  (86.7)

Item n (%)

Gravida 
    Primigravida  25  (83.3)
 Multigravida  5  (16.6)

Friend or family member 
breastfeeds her infant 
 Yes  28  (93.3)
 No  1  (3.3)
 Other  2  (6.7)

Highest level of education 
    Some high school  3  (10.0)
 High school graduate  3  (10.0)
 Some college  9  (30.0)
 Bachelor’s degree  9  (30.0)
 Graduate degree  6  (20.0)

Race 
 African American  4  (13.3)
 Asian  0  (0.0)
 Hispanic  2  (6.7)
 Native American  0  (0.0)
 White  20  (66.7)
 Other  3  (10.0)

Marital status 
 Single  6  (20.0)
 Married  16  (53.3)
 Divorced  0  (0.0)
 Separated  0  (0.0)
 Living with signifi cant other  8  (26.7)
 Widow  0  (0.0)

a Due to rounding, percentage total may not equal 100%.
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TABLE 2
Perceived Maternal Parenting Self-Effi cacy

Item P (n = 25) M (n = 5) T (n = 30)
 Mean (SD) Mean (SD) Mean (SD)

1.  I believe that I can tell when my baby is tired 
and needs to sleep. 3.60 (0.50) 3.60c (0.55)  3.60 (0.50)

2. I believe that I have control over my baby’s care. 3.64 (0.49) 3.60c (0.55) 3.63 (0.49)

3. I can tell when my baby is sick. 3.28 (0.46) 3.80b (0.45) 3.37 (0.49)

4. I can read my baby’s cues. 3.21 (0.42) 3.60c (0.55) 3.28 (0.46)

5. I can make my baby happy. 3.52 (0.51) 3.60c (0.55) 3.53 (0.51)

6. I believe that my baby responds well to me. 3.84b (0.37) 3.80b (0.45) 3.83b (0.38)

7.  I believe that my baby and I have a good interaction 
with each other. 3.84b (0.37) 3.80b (0.45) 3.83b (0.38)

8. I can make my baby calm when he/she has been crying. 3.72c (0.46) 3.80b (0.45) 3.73c (0.45)

9. I am good at soothing my baby when he/she becomes upset. 3.56 (0.51) 3.60c (0.55) 3.57 (0.50)

10. I am good at soothing my baby when he/she becomes fussy. 3.52 (0.51) 3.60c (0.55) 3.53 (0.51)

11.  I am good at soothing my baby when he/she continually
cries. 3.48 (0.51) 3.00 (0.71) 3.40 (0.56)

12.  I am good at soothing my baby when he/she becomes 
more restless. 3.44 (0.51) 3.20 (0.84) 3.40 (0.56)

13. I am good at understanding what my baby wants. 3.32 (0.48) 3.40 (0.558) 3.33 (0.48)

14. I am good at getting my baby’s attention. 3.56 (0.51) 3.40 (0.55) 3.53 (0.51)

15. I am good at knowing what activities my baby does not enjoy. 3.36 (0.49) 3.40 (0.55) 3.37 (0.49)

16. I am good at keeping my baby occupied. 3.36 (0.49) 3.20 (0.45) 3.33 (0.48)

17. I am good at feeding my baby. 3.24 (0.44) 3.80b (0.45) 3.33 (0.48)

18. I am good at changing my baby. 3.48 (0.51) 3.80b (0.45) 3.53 (0.51)

19. I am good at bathing my baby. 3.40 (0.50) 3.60c (0.55) 3.44 (0.511)

20. I can show affection to my baby. 3.88a (0.33) 4.00a (0.00) 3.90a (0.31)

Total Score 69.4 (6.80) 71.6 (7.37) 69.8 (6.86)

Note. M = multigravida; P = primigravida; T = total.
a Highest score. b Second highest score. c Third highest score.
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scores appeared to be slightly higher than those in the study 
by Leahy-Warren and colleagues (2011) or in the three studies 
by Shorey and colleagues (2013, 2015a, 2015b). None of these 
four previous studies identifi ed whether the study hospital was 
designated as a Baby-Friendly hospital, nor if members of the 
International Board of Certifi ed Lactation Consultants were 
available. 

Th e results discussed in this article support the use of mater-
nal self-effi  cacy questionnaires to measure perceived maternal 
role competence. When one considers that the items in the 
PMP S-E questionnaire truly refl ect a sense of competence by 
asking women to relate their ability to perform certain func-
tions/behaviors, use of the self-effi  cacy tool to measure compe-
tence is reasonable. Mothers’ abilities to perform functions that 
are captured by items such as I am good at feeding my baby and 
I can read my baby’s cues are taught by and practiced under the 
supervision of members of the International Board of Certifi ed 
Lactation Consultants and nurses who are educated to nurture 
all aspects of maternal competence as part of providing care in 
a Baby-Friendly hospital. 

Th e high scores of maternal role competence reported by 
mothers were not surprising, because the fourth step of the 
Ten Steps to Successful Breastfeeding is placing the newborn 
in skin-to-skin contact. Several studies of skin-to-skin con-
tact also found enhanced maternal competence. For example, 
Tessier and colleagues (1998) reported higher competence in 
women who provided kangaroo care (skin-to-skin contact) to 
their premature neonates than in women who did not. A 2014 
Cochrane meta-analysis showed an increased sense of maternal 

on day of discharge are lower than our results. Leahy-Warren 
and colleagues (2011) reported that primiparas at 6 weeks post-
partum had a mean PMP S-E score of 65.9 (SD = 8.2) out of a 
possible score of 80 and reported strong relationships between 

self-effi  cacy and social support and depressive symptomatol-
ogy, suggesting that both may infl uence self-effi  cacy (Leahy-
Warren et al., 2011). Leahy-Warren’s mean score was slightly 
lower than our mean score. In general, our subjects had higher 
scores for the PMP S-E than were found in previous studies. 
Unfortunately, to our knowledge, no normative data exist for 
the general population of new mothers, but our fi ndings sup-
port that a high PMP S-E score on day of discharge indicates a 
positive level of competence. 

Th e Baby-Friendly hospital environment may explain the 
high competence scores our study participants reported. Baby-
Friendly hospitals provide a high level of social support to new 
mothers. Increased social support promotes the development 
of maternal role competence (Tarkka & Paunonen, 1996). 
Th us, being Baby-Friendly could explain why our competency 
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use of skin-to-skin contact and rooming-in, in promoting the 
development of maternal role competence. Nurses need to 
encourage the use of skin-to-skin contact for 60 to 90 minutes 
immediately aft er birth and for 6 to 8 hours daily thereaft er 

to accomplish enhanced maternal competence. Nurses caring 
for maternal–newborn pairs who practice rooming-in are able 
to give ongoing support, education, and feedback to nurture 
developing maternal competence. 

Strengths, limitations, 
and future Research
To our knowledge, this is the only study that has measured 
maternal perception of maternal role competence in women in 
a Baby-Friendly hospital. Th e data reported here provide semi-
nal data to inform future studies and applications of the Baby-
Friendly hospital environment, especially as the environment 
relates to maternal outcomes that can infl uence breastfeeding 
behaviors over the long term. 

Two limitations were that the sample was small and homo-
geneous (primarily White, married, college-educated women 
with healthy newborns), limiting generalization of the results, 
but providing opportunities for replication and expansion in 
other studies. Another limitation was that the study was con-
ducted in one hospital only, making comparisons between hos-
pitals (Baby-Friendly designated and/or non–Baby-Friendly 
designated) with diff erent levels of health care availability and 
diff ering philosophies of breastfeeding support and practices 
(i.e., provide skin-to-skin contact or breastfeeding alone) diffi  -
cult. Because high maternal role competence was so uniformly 
perceived by women, additional studies of long-term maternal 
and infant outcomes of Baby-Friendly hospital care are mer-
ited, as are studies partitioning the eff ects of skin-to-skin and 
rooming-in on maternal competence.

Conclusion
Baby-Friendly Hospital Initiative designation, as implemented 
in our study site, appears to have created an environment that 
supported development of maternal role competence. Th e 
Baby-Friendly hospital milieu, especially when it includes 

competence in mothers who used skin-to-skin contact with 
their preterm neonates compared with control groups. Six to 
eight hours of skin-to-skin contact per day appeared to play 
a vital role in enhancing maternal role competence (Conde-
Agudelo & Diaz-Rossello, 2014). By promoting skin-to-skin 
contact, Baby-Friendly hospitals are creating an environment 
in which maternal behaviors/actions necessary for develop-
ment of maternal role competence occur repetitively. Repeti-
tion of behaviors allows women to gain a sense of competence. 
Continuing skin-to-skin contact aft er birth should be provided 
in Baby-Friendly hospitals to assist with successful breastfeed-
ing and boosting maternal role competence. 

Rooming-in, another element of the Baby-Friendly hospital 
environment, may have contributed to high competence scores 
in our study population. Use of rooming-in minimizes mater-
nal–newborn separation, resulting in increased maternal role 
confi dence as a mother gains familiarity with her newborn’s 
cues and behaviors (Bohling Smith et al., 2012; Crenshaw, 
2014). Closeness, both physical (as in skin-to-skin contact) 
and geographic (as in rooming-in), promotes bonding and 
attachment to the newborn, which can infl uence maternal role 
competence (Dumas et al., 2013; Flacking, Th omson, & Axelin, 
2016). Rooming-in also provides an opportunity for health care 
professionals to educate and nurture women about newborn 
cues and care and to provide feedback to women. As women 
grow in their ability to interpret and respond to their newborns’ 
cues and to care for their newborns, maternal role competence 
increases (Tarkka, 2003). 

Th e high scores may also be attributed to the experience 
with skin-to-skin contact that has been studied in non–Baby-
Friendly hospital units. For example, many randomized con-
trolled trials have found that new mothers’ skin-to-skin contact 
enhances maternal confi dence and maternal competence, 
according to a major review of the randomized controlled trials 
(Athansopoulou & Fox, 2014). Skin-to-skin contact was found 
to increase women’s sense of profi ciency in newborn care (de 
Macedoa, Cruvinelb, Lukasovac, & D’Antinoa, 2007) and to 
increase women’s sense of their role as mothers (Jeff eries, 2012). 
Experience with skin-to-skin contact has also been shown to 
clearly decrease depressive symptomatology (Conde-Agudelo 
& Diaz-Rossello, 2014; Crenshaw, 2014). Th us, skin-to-skin 
contact probably contributed greatly to improved maternal 
role competence. Rooming-in may also have contributed to 
enhanced confi dence/competence (Dumas et al., 2013; Flack-
ing, Th omson, & Axelin, 2016) and reduction of depression 
(Sakumoto, Masamoto, & Kanazawa, 2002). 

Clinical implications
Health care practice in a Baby-Friendly setting provides nurses 
with opportunities to assist women as they develop their sense 
of maternal role competence. Th e results of our study support 
the importance of Baby-Friendly hospital care, especially the 
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paternal care are associated with systematic changes in oxytocin 
following parent–child contact. Psychoneuroendocrinology, 35,
1133–1141. doi:10.1016/j.psyneuen.2010.01.013

Feldman, R., Gordon,  I., & Zagoory-Sharon, O. (2010). Maternal 
and paternal plasma, salivary, and urinary oxytocin and parent-
infant synchrony: Considering stress and affi  liation compo-
nents of human bonding. Developmental Science, 14, 752–761. 
doi:10.1111/j.1467-7687.2010.01021.x

Flacking, R., Th omson, G., & Axelin, A. (2016). Pathways to emo-
tional closeness in neonatal units—A cross-national qualitative 
study. BMC Pregnancy and Childbirth, 16(1), 170. doi:10.1186/
s12884-016-0955-3

Flagler, S. (1988). Maternal role competence. Western Journal of 
Nursing Research, 10, 274–290.

Howell, D. C. (2001). F undamental statistics for the behavioral sci-
ences (7th ed., pp. 303–304). Belmont, CA: Wadsworth.

Jeff eries, A. L. (2012). Kangaroo care for the preterm infant and 
family. Pediatrics & Child Health, 17(3), 141–143.

Jones, T. L., & Prinz, R.  J. (2005). Potential roles of parental self-
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chology Review, 25, 341–363. doi:10.1016/j.cpr.2004.12.004
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children in Hong Kong: Th e roles of parenting stress and par-
enting self-effi  cacy. Child and Family Social Work, 5, 57–65. 
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repeated periods of skin-to-skin contact, may provide benefi ts 
to women in addition to those resulting from successful breast-
feeding. Designation as a Baby-Friendly hospital should be 
considered as a foundation for providing comprehensive and 
optimal maternal–newborn care and for helping women estab-
lish high-level maternal role competence. NWH
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