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Parental expectations of maternal and child health services  

 

Abstract 

This article reports on a survey research (N = 1418) aimed at examining whether parental 

expectations of maternal and child health (MCH) services are influenced by group characteristics 

(e.g. SES, ethnicity, at-risk-of-poverty) and/or individual parenting context variables (e.g. 

received social support) in a context where these services are available to all. The findings reveal 

that parents have different expectations about the technical and relational expertise of MCH 

nurses. However, we found only very weak associations between family characteristics and 

parental expectations, suggesting that individual differences matter more than SES and other 

more traditional distinctions. Implications for MCH services are made. 
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Introduction 

Health professionals have a distinguished history of providing care for all who need it 

(Cronenwett, Grey, McCaluley, Meleis, & Salmon, 2011).
 
Traditionally, health professionals 

have valued care that incorporates individuals’ unique characteristics, including their beliefs, 

disease states, cognition levels, ethnicities, needs, preferences and resources (Beck et al., 2010). 

Individualized or tailored care is preferred to standardized care both by nurses and individuals 

(Grace & Powers, 2009) as reallocating work in more client-centered ways appears to increase 

job satisfaction and job retention (Morgan & Lynn, 2009) as well as improve care outcomes 

(Mitchell, 2008).  

Also within the maternal and child health (MCH) literature the importance of determining the 

aspects that could contribute to parents’ satisfaction with MCH care is recognized (Camacho et 

al., 2012; DeCamp et al., 2013; Fägerskiöld, Wahlberg, & Eka, 2001; Fägerskiöld, Timpka, & 

Ek, 2003; Humbert & Roberts, 2009). As the focus of MCH care “has changed from the child’s 

growth and development to the psychosocial health of the whole family” and “to working in 

partnership with families to find solutions to their problems” (Eronen, Pincombe, & Calabretto, 

2010, p. 132) more insight in parents’ contexts, motives, needs or expectations offers a vital 

source of information to improve the delivery of MCH care. However, “the voices, perspectives, 

and experiences of pregnant and parenting women are […] often overlooked or not understood by 

professionals” (Humbert & Roberts, 2009, p. 588). In addition, studies on maternal and child 

health care tend to focus on specific programs for specific target groups such as home visiting 

programs which are generally considered a promising strategy for at-risk families, such as single 

parents, low-income families, teenage mothers or parents from ethnic minorities (McCabe, 

Potash, Omohundro, & Taylor, 2012; McNaughton, 2004; Meghea, Zhu, Lindsay, Moore, & 

Roman, 2012; Peacock, Konrad, Watson, Nickel, & Muhajarine, 2013; Sheppard, Williams, & 
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Richardson, 2005). Studies that go beyond targeted at-risk groups seem to be rather scarce. 

Researchers have only recently begun survey research on larger cohorts looking at individuals’ 

assessment of health care (Haggerty et al., 2010). As a result we still lack empirical evidence on 

how parental expectations may vary across different groups and therefore also on how MCH care 

delivery should or should not be differentially shaped for specific groups. 

 

This article reports the findings of a survey research conducted with parents on their expectations 

of staff working in MCH centers of ‘Kind en Gezin’ (Child and Family) in Flanders, the Dutch-

speaking part of Belgium. ‘Child and Family’ is a governmental agency that works actively in the 

policy area of ‘Public Health, Welfare and Family’ in the Flemish region of Belgium, counting 

about 70,000 births per year (Child and Family, 2010). It focuses on preventive treatment and 

guidance of young children and is responsible for the optimal support for parents-to-be and 

parents with young children. All its services are free of charge for all parents of children between 

0 and 3 years old. Child and Family offers information sessions for parents-to-be in conjunction 

with maternity hospitals, introductory visits to the maternity ward, home visits (at least two) by 

the regional MCH nurse, a hearing test during the first week of life, information through website 

and brochures, advice through the Child and Family telephone support line and 10 consultations 

at one of the 342 regional MCH centers between 4 weeks and 30 months after childbirth. In the 

MCH centers, a volunteer who weighs and measures the child welcomes the parents. After this, 

the parents have a conversation with the regional MCH nurse to discuss their child’s 

development. Then a physician checks the child’s health and development and gives the 

necessary vaccinations if the parents wish so.  

Child and Family offers an interesting research setting to research parental expectations due to its 

universal approach to preventive health care for all infants and their parents. Data from the Child 
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and Family database shows that its services are highly-used: 91.9% of all new mothers in 

Flanders receive an introductory visit and during the first three months after childbirth, 97.3% of 

the parents receive at least one home visit by the MCH nurse, sometimes accompanied by a social 

worker. 88.3% make use of the MCH centers; 94.7% of all newborns received a hearing test at 

one of the MCH centers and at 18 months after childbirth, two out of three infants have received 

all vaccinations at the MCH center. In short, the MCH centers of Child and Family reach a broad 

range of parents and therefore allows studying parental expectations of MCHNs in a very diverse, 

rather than targeted, sample.  

The main aim of the present study focused on the nurses’ work within the MCH centers and 

aimed at examining whether parental expectations of the nurses working in these centers are 

influenced by group characteristics (socio-economic status, ethnicity of the mother, at-risk-of-

poverty and family composition) and/or individual parenting context variables (e.g., worries 

about the child, received social support, the need to meet other parents, etc.).  

 

Methods 

 

Design and sample 

The findings reported here are derived from a larger study conducted between August 2009 and 

December 2010 by order of Child and Family. The study wished to investigate expectations and 

preferences of parents with regard to the preventive health care of their children (aged 0 to 3 

years old) and to examine to what extent differences in parental expectations were molded by 

demographic and family characteristics. The data were collected through a postal and face-to-face 

survey from a representative sample of parents, randomly selected from the Child and Family 

database. The postal survey was sent to a sample of 3,200 families randomly selected from all 
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Dutch-speaking families which were included in the Child and Family database and which had a 

newborn between 1 February 2006 and 30 November 2009. 1,219 parents filled in the postal 

survey (38.1%). However, as Child and Family wanted to ensure sufficient participation of 

vulnerable families, an additional sample of 530 families living in poverty and/or ethnic minority 

families was also selected from the Child and Family database. Ethnicity was defined as the 

nationality of the mother at childbirth. Due to financial and practical reasons, the second sample 

included only parents who communicate with the Child & Family staff members in Dutch, 

French, English or Turkish and who lived in one of the eight pre-selected areas (both rural and 

urban) in Flanders. Families were contacted by trained bilingual and ethnic minority interviewers 

for a face-to-face interview in their home using a French/English/Turkish/Dutch version of the 

postal survey. The aim was to contact families until 150 interviews were conducted. As each 

interviewer had to finish his contacts after the number of 150 interviews was reached, we were 

able to realize more interviews than we had initially planned, namely 199 interviews.  

Completion and return of the survey was considered implied consent. Though we 

recognize that the use of different methods of data collection (postal and face-to-face) can have 

an effect on the measurement outcome, our mixed-mode design was both intentional and 

practical. We believe that for families living in poverty social verbal communication is the most 

appropriate choice in terms of media familiarity as compared to postal surveys. However, 

administering all responses through face-to-face interviews, and thus avoiding mode effects, was 

impossible both practically and financially.    

The final dataset comprised of 1,418 respondents. Table 1 gives an overview of the main 

characteristics of the sample.  
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Table 1  

Sample description of the parents (N = 1,418) 

Family composition 

  Single parents (%) 

  Two parent family (%) 

 

6.1 

93.9 

 

Problem child 

  No (%) 

  Yes (%) 

 

89.1 

10.9 

 

First-time parent 

  Yes (%) 

  No (%) 

 

46.1 

53.9 

 

Ethnicity of the mother 

  Belgian (%) 

  European (%) 

  Non-European (%)  

 

78.8 

3.7 

17.6 

 

Diploma parent 

  Primary education or none (%) 

  Secondary education (%) 

  College/university (%) 

  Other (%) 

  Not applicable (%) 

Respondent 

9.3 

30.8 

54.4 

5.5 

— 

Partner 

6.8 

41.4 

42.2 

3.1 

6.4 

Employment 

  Employed (%) 

  Employment temporarily interrupted (%) 

  Unemployed (%) 

  Other (%) 

  Not applicable (%) 

Respondent 

63.8 

15.4 

19.2 

1.6 

— 

Partner 

83.6 

2.5 

6.5 

1.0 

6.4 

At-risk-of-poverty 

  Under poverty threshold (%) 

  Around poverty threshold (%) 

  Above poverty threshold (%) 

 

13.6 

9.8 

76.6 
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The representativeness of this dataset was checked against the population (i.e. all children born in 

Flanders between 1 February 2006 and 30 November 2009). As was expected, our sample was 

not representative with regard to poverty and ethnicity with poor families being overrepresented 

and ethnic minority families still being underrepresented. To correct these biases, sampling 

weights were applied to each respondent in our database.       

 

Measures 

To devise the questionnaire, the study was preceded by a qualitative study in which 37 

stakeholders (MCHNs, physicians, social workers and parents) were interviewed using the 

critical incident technique (Flanagan, 1954; Gremler, 2004). The transcripts of the interviews 

were analyzed using the thematic analysis of Smith (1995). Based on these findings, together 

with literature from previous research (Hedebouw & Peetermans, 2009; Rullo & Musatti, 2005; 

Seghers, 1995; Vandenbroeck, Boonaert, Van der Mespel, & De Brabandere, 2009), we derived 

the main themes of our survey. In this article we focus on the part about parental expectations of 

the MCHNs.  

Based on the data gathered by the questionnaire, we first constructed three group 

characteristics, considered as independent variables: family composition (indicating whether the 

respondent is a single-parent or not); Socio-economic status (SES) was constructed using the z-

scores of seven variables: monthly family income, educational degree, profession and labor 

situation of the respondent and educational degree, profession and labor situation of his/her 

partner (Reynders, Nicaise, & Vandamme, 2005). The higher the score, the higher the 

respondents’ SES. At-risk-of-poverty (categorized as under, around or above the personalized 

poverty threshold) was constructed using the variable monthly family income (10 categories, 

going from less than 700 euro to 5000 euro or more) and based on the European Statistics on 
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Income and Living Conditions (Atkinson & Marlier, 2010). A fourth variable, ethnicity of the 

mother is based on the nationality of the mother at childbirth  and was categorized as Belgian, 

European (i.e. EU-25 countries) and non-European (labeled as ethnic minority families). This 

variable was derived from information that was available in the Child and Family database and 

which was merged with our own dataset using the unique ID number of the parent.  

Second, the data obtained by the questionnaire were also used to construct a series of 

individual parenting context variables. First, the variable problem child (categorized in ‘yes’ or 

‘no’) indicates whether, according to the respondent, the child has been diagnosed with a problem 

(either health, developmental or educational) or not. Second, we also asked whether the 

respondent was a first-time parent or not (dichotomized as ‘yes’ or ‘no’). Third, the respondents 

had to evaluate on a 5-point Likert scale whether they worried about several aspects of their 

child’s development or about themselves. Based on these answers we constructed three variables, 

namely worries about the child’s physical development (6 items, e.g. ‘I worry about the growth 

of my child’, Cronbach’s  = .82), worries about the child’s psycho-social development (5 itmes, 

e.g. ‘I worry about the emotional development of my baby’, Cronbach’s  = .80) as well as 

worries about the parents’ own situation (4 items, e.g. ‘I worry about my financial situation, 

Cronbach’s  = .71). Fourth, the variable time alone with the child refers to the average number 

of hours the parent spend alone with his/her child(ren) during the day. The variable trouble being 

alone with the child expresses the extent to which the parent agreed that being alone with his/her 

child is a burden as evaluated on a 5-point Likert scale from 1 (‘totally not agree’) to 5 (‘totally 

agree’)). Finally, we included different variables that referred to parents’ social support and 

which all had to be evaluated on a 5-point Likert scale: the variable contact with parents gave 

account of how often parents met other parents with young children. The variable need to meet 
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with other parents is the respondent’s score on the item ‘I feel the need to meet other parents of 

young children more often’.  Lastly, the respondents had to evaluate for each of the 10 listed 

potential (in)formal sources of support (such as partner, family, professional help) to what extent 

they believed that these persons/services would offer them practical, emotional and information 

support if they needed it (going from ‘1’ never to ‘5’ very often). Based on the scores on these 

questions we constructed the variables perceived practical support (Cronbach’s  = .84); 

perceived emotional support (Cronbach’s  = .85); and perceived informational support 

(Cronbach’s  = .84).  

 

The outcome variables used in this study are the expectations about the MCH nurses 

(MCHN). The respondents had to evaluate fifteen items about the nurses on a five-point Likert 

scale, varying from 1 (‘totally not important’) to 5 (‘very important’). The items reflected several 

aspects of the work of the MCHN, e.g. ‘I find it important that the MCHN has medical expertise’, 

‘I find it important that the MCHN can give me advice on how to deal with my child’ or ‘takes 

enough time to talk to me’. Based on the responses, these 15 items were reduced to seven 

variables: informative support (4 items: knowledgeable, advice about infant care, educational 

advice, explanations: Cronbach’s  = .83); emotional support (2 items: assurance, confirmation: 

Cronbach’s  = .80); social support (2 items: taking time, chatting: Cronbach’s  = .80); 

accessibility (2 items: MCHN knows us well, is reachable: Cronbach’s  = .75); respect (3 items: 

pleasant contact with child, respectful contact with parent, respect for privacy: Cronbach’s  = 

.74); efficiency and continuity (both single items).  

 

Analytic strategy 
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For each of the seven outcome variables multiple regression analysis was used with the group 

characteristics and individual parenting context variables as independent variables. The 

independent variables were added in two separate blocks: block 1 consisted of the group 

characteristics and block 2 consisted of the individual parenting context variables. This allowed 

analyzing how much of the variance in parental expectations was explained by adding the 

individual parenting context variables to the group characteristics. The data were performed using 

the Statistical Package for the Social Sciences (SPSS 19). Missing data were deleted listwise, 

meaning that if any of the variables included in the model has a missing value the entire case is 

excluded from the analysis. The level of significance was set to α = .05. 

 

Results 

The findings show that parents have high expectations about MCHNs. Over 84% of the parents 

agreed that they expect the MCHNs to give them informative support (M = 4.33; SD = 0.73) and 

to be efficient (M = 4.22; SD = 0.88). Also emotional support was highly valued by 84% of the 

parents (M = 4.25; SD = 0.81). The frequencies showed slightly more variation about 

expectations with regard to relational aspects: only 53% of the parents agreed that they expect 

social support (M = 3.74; SD = 0.85) and accessibility (M = 3.72; SD = 0.91) from the MCHNs.  

To further analyze the variance in parents’ expectations of the MCHNs, we first composed for 

each of our seven outcome variables a multiple regression model with the group characteristics 

(SES, family composition, ethnicity of the mother and at-risk-of-poverty) as independent 

variables. As the results in Table 2 show, all seven models are significant.  
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Table 2  

Expectations of the MCH: unstandardized B-coefficients from the multiple regression analyses with the group characteristics 

  Informative  

support 

Emotional  

support 

Social 

support 

Efficiency Accessibility Respect Continuity 

SES −.051 −.278*** −.472*** −.050 −.594*** −.349** −.250*** 

Family composition  

(ref: single parents) 

.805* .309 .263 .221* .289 .842** .015 

Ethnicity of the mother 

(ref: Belgian mothers) 

       

     non-European mothers .295 −.072 .566*** -.001 .443** .003 −.282** 

     European mothers .484 .128 .226 −.157 .393 .066 .086 

At-risk-of-poverty  

(ref: above poverty threshold) 

       

     Under poverty threshold  −.248 −.255 −.412* −.163 −.438* .032 −.298* 

     Around poverty threshold  −.591* −.348* −.191 −.236** −.486* −.286 −.229 

Adjusted R2 
.007* .008* .061*** .008** .061*** .017*** .017*** 

* p < .05; ** p < .01; *** p < .001. 

SES appears to be the strongest significant predictor in five of the seven models. Parents with a 

lower SES attach more importance to emotional support, social support, accessibility, respect and 

continuity than parents with a higher SES. Two parent families consider informative support, 

efficiency and respect slightly more important than single parents. Non-European mothers value 

social support and accessibility more than Belgian and European mothers, but attach less 

importance to continuity. Parents with a monthly family income under the personalized poverty 

threshold consider social support, accessibility and continuity slightly less important than parents 

above the poverty threshold. For parents with a monthly family income around the personalized 

poverty threshold informative support, emotional support, efficiency and accessibility count 

slightly less than for parents above the personalized poverty threshold.  
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However, the values of the adjusted R
2
 in Table 2 show that all models only have a very small 

predictive value ranging from 0.7% (informative support) to 6.1% (social support and 

accessibility). Consequently only 0.7% to 6.1% of the variances in the scores on the expectations 

of the MCHN can be explained by the group characteristics of the parents. Or, put differently, 

there are only weak associations between the parental expectations of the MCHN and their socio-

demographic background in terms of SES, ethnicity, single parent or not, and at-risk-of-poverty 

or not.  

 

In order to examine whether parental expectations are better explained by individual 

characteristics, we added the individual parenting contexts variables to our models. The results 

are presented in Table 3. 

 

Table 3 

Expectations of the MCH: unstandardized B-coefficients from the multiple regression analyses with the group characteristics and the 

individual parenting context variables 

 Informative  

support 

Emotional  

support 

Social 

support 

Efficiency Accessibility Respect Continuity 

SES −.120 −.290*** −.441*** −.063 −.479*** −.353** −.247*** 

Family composition  

(ref: single parents) 

.722* .275 .177 .181 .200 .737** −.038 

Ethnicity of the mother 

(ref: Belgian mothers) 

       

     non-European mothers .150 −.166 .394** −.039 .238 −.109 −.333*** 

     European mothers .476 .101 .176 −.171 .307 .063 .078 

At-risk-of-poverty  

(ref: above poverty threshold) 

       

     Under poverty threshold −.206 −.258 −.400* −.154 −.437* .043 −.300* 

     Around poverty threshold −.440 −.279 −.113 −.208* −.430* −.231 −.219 
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First-time parent (ref: yes) −.065 .055 .094 .008 .130 .033 .061 

Problem child  

(ref: no) 

−.007 −.114 .140 −.021 .111 .205 .093 

Time alone with child −.001 .002 .014 .003 .019 .014 .006 

Trouble being alone with child −.012 −.008 −.037 −.017 −.056 −.110 −.043 

Need to meet other parents .270*** .162*** .147** .036 .129** .115* .040 

Worries about physical dev. −.025 −.031* .000 −.010 .007 −.016 −.002 

Worries about psycho-social 

dev. 

−.003 −.007 −.019 −.005 −.049** −.022 −.011 

Worries about own situation −.024 .005 −.005 −.003 .011 −.007 −.005 

Contact with parents .005 −.002 .003 −.007 .003 −.011 .003 

Perceived practical support −.040** −.021* −.008 −.008 .012 −.031** −.008 

Perceived emotional support .023 .029** .042*** .009 .050*** .056*** .019** 

Perceived informative support .056** .013 .002 .011* −.028** .003 .000 

Adjusted R2 
.042*** .046*** .113*** .035*** .114*** .051*** .029** 

* p < .05; ** p < .01; *** p < .001. 

All models are significant at a significance level of 0.01. The results in Table 3 show that several 

individual parenting context variables are not significant predictors of parental expectations of 

the MCHN. The extent to which parents have a child diagnosed with a problem, spend time alone 

with their child(ren), have trouble being alone with their child, have few contacts with other 

parents and worry about their own situation or the fact that they are a first-time parent or not do 

not appear to have a significant influence on parents’ need for support from the MCHNs. Neither 

do these factors have an influence on the importance they attach to efficiency, accessibility, 

respect and continuity. However, parents’ need to meet other parents is significant in five models, 

especially in parents’ need for support: the more parents wish to meet other parents more often, 

the more they expect informative, emotional and social support from the MCHNs. Also parents’ 

perceived social support, especially emotional support, significantly influences their expectations 

of the MCHNs. 
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Again, however, we observe that the models with the individual parenting context 

variables hardly account for the variances in responses of the parents. The adjusted R
2
 varies 

from 2.9% (continuity) to 11.4% (accessibility). Consequently, parental expectations of the 

MCHN seem to be only weakly predicted by the contexts in which parents have to raise their 

children. 

 

Discussion 

We started this article with the observation that we need more insight in parents’ contexts, 

motives, needs or expectations about MCH care. Such insight is important in order to install a 

good relationship between the parents and nurse, which is considered an important prerequisite 

for MCHNs to be able to support parents in their (new) role (Fägerskiöld & Ek, 2003). The study 

reported in this article asked 1418 parents from diverse socio-economic backgrounds about their 

expectations of the MCHNs. Even though our research was both exploratory and limited to the 

context of Flanders, our study raised important issues that can be of interest for MCH practice 

and education in other contexts.  

Our research showed that there was a strong agreement among parents from diverse socio-

demographic backgrounds about the expertise and informational aspects of the MCHN’s tasks. 

Our study confirmed previous research (Camacho et al., 2012; Fägerskiöld et al., 2001; 

Fägerskiöld et al., 2003) that suggested that parents expect MCHNs to be knowledgeable and to 

provide them with sound advice about how to deal with or take care of their child (e.g. food, 

sleep). The fact that being a first-time parent was not a significant predictor in our models shows 

that getting professional advice from the MCHN remains an important aspect for parents, even if 

they already have experience in caring for a newborn.  
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Our results revealed fewer consensuses, though, about the importance of relational aspects of the 

MCHN’s work. While some parents gave high scores for social conversations, continuity and 

accessibility, other parents seemed to attach less importance to these relational aspects. These 

findings suggest that parents might have different expectations about how the professional 

support and advice is organized and expressed. However, in contrast to some previous studies 

(Sargent, 2009), the differences between parental expectations about the MCHN’s relational 

approach seemed to be rather unpredictable in our study as neither group characteristics nor 

individual parenting context variables sufficed to predict parental expectations. This suggests that 

client-centered MCH care cannot be constructed along traditional socio-demographic variables 

that frame at-risk parents (such as low income, ethnic background or single parents), as Beck et 

al. (2010) hoped. This implies that at-risk parents do not necessarily have different expectations 

of MCHN than non-at-risk parents and vice versa. This is an important finding, given the recent 

service climate in which funds are increasingly allocated to targeted, population-based programs 

(Rowe & Barnes, 2006, p. 22). As a result, MCHN staff will need to invest in the individual 

needs of parents and adapt their approach time and again to these differential, yet unpredictable 

expectations. For the education of MCHNs all this implies that interpersonal skills should be at 

the core of the curriculum. As Fägerskiöld and Ek (2003, p. 126) stressed it is important for 

MCHNs to learn to reflect upon parents’ expectations in order to fulfill them.  
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