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Abstract

Strengthening social support has been recognized as a potentially effective strategy to enhance parenting self-
efficacy, but empirical evidence is limited. This study examined the association between perceived social support
and parenting self-efficacy.

Data of 647 parents of children aged 0-8 years, gathered in the CIKEO cohort study in the Netherlands, were analysed.
Data were collected between October 2017 and December 2019. Multivariable linear regression models were used

to examine the association between social support and parenting self-efficacy. The mean age of the participants

was 33.8 years (SD=4.9); 94.9% mothers. At the start of the study, 15.1% parents perceived low to moderate social
support. Parents who experienced lower levels of social support at the start of the study reported lower parenting
self-efficacy at follow-up (3: 0.13; 95% Cl: 0.05, 0.21), independent of potential socio-demographic confounders. Expe-
riencing an increase in perceived social support during the study period was associated with an increase in parenting
self-efficacy ((3: 0.15;95% CI: 0.10, 0.21).

Our findings indicate perceived social support is associated with parenting self-efficacy among parents of children
aged 0-8 years. Future longitudinal studies need to confirm our findings and may examine which social support inter-
ventions are effective in strengthening parenting self-efficacy.

Keywords Social network, Social relationships, Parenting, Parenting sense of competence, Self-confidence, Self-
management
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Introduction

The transition to parenthood is accompanied with
many new challenges and can be an overwhelming
experience [1]. Many parents have questions or con-
cerns regarding their child’s health, behaviour, develop-
ment, or their own parenting skills [2]. A study by Glatz
and Buchanan [3] indicates that, in the past decades,
an increasing amount of parents in high income coun-
tries started to feel insecure about their ability to deal
with parenting issues. The authors suggest that this may
be related to societal changes during this time period,
such as changes in expectations of parents, media use
for parenting issues and upward social comparison [3].
Also during COVID-19, a decrease in parenting self-
efficacy was observed [4]. In several European coun-
tries, the demand for specialized youth and family care,
including youth mental health care and intensive par-
enting support, is rising [5—8]. Recently, there has been
increasing attention to policies that strengthen parents’
self-efficacy in order to empower them to deal with
parenting issues [5, 7, 9]. Parenting self-efficacy can
be defined as the extent to which a parent feels confi-
dent in dealing with parenting issues [10]. Parenting
self-efficacy is important for self-regulation, and has
been related to the use of positive parenting practices
that promote children’s health and development [11,
12]. Previous studies have shown that parents who per-
ceive higher levels of parenting self-efficacy may be less
prone to symptoms of depression, may experience less
parenting stress, and may be more persistent in their
efforts to deal with difficulties [12]. Children of parents
who perceive higher levels of parenting self-efficacy
are likely to have more positive beliefs about their own
capacities [12].

A theory which has often been applied to parenting
self-efficacy is the self-efficacy theory of Bandura [13, 14].
According to Bandura [13], self-efficacy is influenced by
four informational sources: 1) past experience, 2) emo-
tional arousal, 3) vicarious experiences (performances of
others), and 4) verbal persuasion and feedback [15]. We
suggest that three out of four informational sources [2—4]
relate to social relationships and social support. Previ-
ous studies have shown that social support may reduce
emotional arousal [16]. When parents are aware that
social support is available, potentially stressful parenting
issues may evoke less emotional arousal [17]. Social rela-
tionships may also involve an element of social learning:
‘vicarious experiences’ [18]. Seeing how other parents
cope successfully with parenting issues may convince
parents they too will succeed [19]. Lastly, social relation-
ships may provide verbal persuasion and feedback [20].
Parents who receive positive feedback may feel more
confident about parenting [14, 17, 20].
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According to Cochran and Brassard [21] four types
of social support can be distinguished, namely: instru-
mental, informational, appraisal and emotional support.
Instrumental support relates to financial, material and in-
kind support; informational support relates to the availa-
bility of advice and information; appraisal support relates
to the provision of feedback and support with decision-
making; emotional support relates to the availability of
love, sympathy, esteem, trust, listening and understand-
ing [21-23]. Together, these types form the umbrella
concept social support. Based on previous studies, we
assume that in particular ‘autonomy-supportive’ social
support (i.e. encouraging and accepting the individual),
may enhance parents’ psychological well-being and self-
efficacy [24, 25]. Negative or controlling social support
may have less favourable outcomes [24, 26]. In this study,
we focus on examining the role of ‘positive’ autonomy
supportive forms of social support in relation to par-
enting self-efficacy. As a potentially modifiable factor,
strengthening positive social support may be a promising
strategy to increase parenting self-efficacy [13]. Several
previous studies found that higher levels of social support
were associated with higher levels of parenting self-effi-
cacy [27-32]. However, other studies found no associa-
tion [33-35], or found that only specific types of support
(i.e. only support provided by a partner, support provided
by family, informational support or appraisal support)
were associated with parenting self-efficacy [17, 36—40].
These inconsistent findings may be explained by the use
of different measures to assess social support and differ-
ences in adjustment for potential confounders [17, 31, 32,
29, 34, 36, 38]. Even though several previous studies ana-
lysed longitudinal data, they did not examine whether a
change in social support was associated with a change in
parenting self-efficacy [31, 27-29, 34, 40]. Examining this
association over time might provide new insights.

Also, previous studies paid relatively little attention
to different sources of social support and the potential
role of anxiety and depression. Experiencing symptoms
of anxiety and depression may reduce the likelihood of
seeking social support [41] and may be related to rela-
tively more negative perceptions regarding parenting
self-efficacy [42, 43]. At the same time, both low levels of
perceived social support and low levels of parenting self-
efficacy have been associated with increased symptoms
of anxiety and depression [32, 43—46]. Due to this inter-
relatedness between these factors, it may be relevant to
take symptoms of anxiety and depression into account
when examining the association between social support
and parenting self-efficacy.

This study aims to: 1) examine the association between
perceived social support at the start of the study and par-
enting self-efficacy one year later, 2) examine whether
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a change in perceived social support during the study
period is associated with a parenting self-efficacy one
year later, 3) explore the potential role of symptoms of
anxiety and depression, and 4) explore whether the asso-
ciation between social support and parenting self-efficacy
differs between support provided by family, a special per-
son and friends. By studying the change in social support
and parenting self-efficacy (aim 2), this study provides
empirical insight into the association over time, which
is a different perspective compared to previous studies.
By paying attention to the potential role of anxiety and
depression and specific types of social support (aim 3 and
4), this study may contribute to a better understanding
of the association between social support and parenting
self-efficacy.

Methods

Dataset

This study used data of an observational cohort study
embedded in the Consortium Integration Knowl-
edge promotion Effectiveness Of parenting interven-
tions (CIKEO) [47]. The CIKEO study was originally
designed to examine associations between (elements
of) various types of parenting support and parent and
child outcomes, such as preventive parenting pro-
grams included in the Dutch ‘Database Effective Youth
Interventions’ of the Nederlands Jeugdinstituut [47].
The Medical Ethics Committee of the Erasmus Medi-
cal Center, Rotterdam, decided that the rules laid down
in the Dutch Medical Research Involving Human Sub-
jects Act (in Dutch: “Wet Medisch-wetenschappelijk
Onderzoek met mensen’) did not apply to the research
proposal (proposal number MEC-2017- 432), that
there were no objections to the execution of this study
(proposal number MEC-2017- 432), and approved that
the results of the study could be submitted to scien-
tific journals (Letter NL/sl/321518; 24/07/2017). The
study was conducted in accordance with guidelines and
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regulations of the Declaration of Helsinki. All partici-
pants provided written informed consent. The CIKEO
cohort study was registered as NTR7607 in the Nether-
lands Trial Registry [47].

Sample/ participants

Participants were recruited between October 2017 and
December 2019. Two preventive Youth Health Care
providers in the area of Rotterdam and Dordrecht have
sent invitation letters to parents/caregivers of children
aged 0-8 years in their registries. Questionnaires were
returned in a pre-paid envelope or via the internet.
Participation was voluntary. All parents who provided
informed consent and completed the first question-
naire were enrolled in the study. After 12 months,
participants were invited to complete the follow-up
questionnaire.

In total, 1118 parents participated in the first meas-
urement at the start of the study (Fig. 1), we will refer
to the first measurement as the ‘baseline’ measurement.
In the second measurement, approximately 12 months
later, 842 parents participated, we will refer to the sec-
ond measurement as the ‘follow-up’ measurement.
Data from 75 parents who participated in a parenting
intervention program [47] between the baseline and
follow-up measurement were excluded, because this
was assumed to be a potential confounder in the cur-
rent study. Data from 30 participants were excluded
because the follow-up questionnaire was not filled out
by the same parent; data from 25 questionnaires com-
pleted by two parents together were excluded from
the analyses; 11 parents participated in the study with
multiple children, questionnaires filled out for their
second child were excluded. Participants with missing
information on the outcome or predictor (n=>54) were
excluded from the analyses. Hence, the sample for anal-
yses consisted of 647 participants (Fig. 1).

TO n=1118 participants

v

n=276 participants lost to follow-up
n=75 parents who participated in a parenting
program between TO-T1

T1 n=767 participants

\

v

Sample for analyses n=647

Data from 120 questionnaires were excluded:

- Other parent participated at T1 (n=30)

- Filled out by both parents together (n=25)

- Parent participated with multiple children (n=11)
- Missing data on the outcome of interest (n=8)

- Missing data on the predictor of interest (n=46)

Fig. 1 Flowchart of the inclusion process of the CIKEO cohort study and the population for analysis (n1=1118)
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Data collection

Parenting self-efficacy

Parenting self-efficacy was measured with the self-effi-
cacy subscale of the 17-item Parenting Sense Of Compe-
tence scale (PSOC), developed by Gibaud-Wallston and
Wandersmann [48]. The PSOC consists of two subscales
assessing parents’ self-efficacy and their satisfaction with
parenting. In previous studies, Cronbach’s alpha coeffi-
cients of the PSOC self-efficacy subscale ranged between
.68 and .82 [10, 48-50]. In our sample, the Cronbach’s
alpha coefficient for the PSOC self-efficacy subscale was
.76, which indicates adequate internal consistency [51].
The 7-item subscale measures parenting self-efficacy by
items such as: ‘Being a parent is manageable, and any
problems are easily solved. Each item was answered on
a 6-point Likert scale, ranging from 1='strongly agree’
and 6 ="'strongly disagree’. One missing item was allowed
for the subscale. The weighted sum score for parenting
self-efficacy was calculated as described in the guide-
lines; scores of 7 reported the lowest level of parenting
self-efficacy and scores of 42 reported the highest level of
self-efficacy [48].

Social support

Perceived social support was measured by the 12-item
Multi-dimensional Scale of Perceived Social Support
(MSPSS) [52]. Results of previous validation studies
indicate that the total score and subscales of the MSPSS
have a high internal reliability among diverse groups of
participants, with Cronbach’s alpha coefficients for the
total score ranging between .84 and .93, and for the sub-
scales between .81 and .98 [52-55]. In our sample, the
Cronbach’s alpha coefficient for the total score was .91
and ranged between .88 and .92 for the subscales. The
12-item MSPSS consists of three 4-item subscales assess-
ing perceived social support provided by family mem-
bers, a special person, and friends, by items such as: ‘I get
the emotional help and support I need from my family’;
‘I have a special person who is a real source of comfort
to me’; ‘I can count on my friends when things go wrong’
Each item was answered on a 7 point Likert scale, rang-
ing from 1="very strongly disagree’ to 7="very strongly
agree. The total score and the scores of the subscales
were calculated as described in the guidelines; scores of
1 reported the lowest level of support and scores of 7
reported the highest level of support, no missing values
were allowed [53].

Covariates

The following socio-demographic characteristics were
included as potential confounders: age of the respond-
ing parent (in years), gender of the responding parent
(female/male), educational level of the responding parent,
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household income, employment status of the responding
parent, immigration background of the responding par-
ent, family composition (one-parent family/two-parent
family), number of children in the household (one/two/
more than two), age (in years) and gender (girl/boy) of
the child for whom the questionnaire was completed. The
socio-demographic characteristics were self-reported in
the first questionnaire.

The highest completed educational level of the
responding parent was categorized based on the Inter-
national Standard Classification of Education 2011 [56].
Level 0-2 (no education, primary education, lower sec-
ondary education) was categorized as ‘low’; level 3-5
(upper secondary to short-cycle tertiary education) was
categorized as ‘middle’; level 6-8 (bachelor to doctoral)
was categorized as ‘high’ [56]. Net monthly household
income was categorized as low (< €2000), middle (€2000—
€3200), or high (>€3200) [57]. Employment status was
categorized as ‘working fulltime or part-time, and ‘no
paid job: When the responding parent or one or both of
his/her parents were born outside the Netherlands, this
was categorized as an immigration background.

Symptoms of anxiety and depression

Symptoms of anxiety and depression were assessed with
the anxiety and depression subscales of the Brief Symp-
tom Inventory 18 (BSI-18), a widely used scale in clini-
cal and research settings [58]. The BSI-18 consists of
18-items and three subscales: depression, anxiety, and
somatization. One item on thoughts of ending your life
of the 6-item depression subscale was removed from the
questionnaire, because it was perceived to be too invasive
for a postal survey. The items were scored on a 5-point
scale of distress ranging from 0 (not at all) to 4 (an awful
lot). For the subscales, one missing item was allowed [59,
60]. Weighted sum scores for the anxiety and depres-
sion subscale ranged from 0 to 24. Higher scores indicate
more symptoms of anxiety or depression. In previous
studies, the Cronbach’s alpha for the anxiety subscale
ranged between .70 and .84 and for the depression sub-
scale between .70 and .88 [59, 61-63]. In our sample, the
Cronbach’s alpha coeficient for the anxiety subscale was
.75 and for the adapted depression subscale .80, which
indicates adequate internal consistency [51].

Data analysis

Descriptive statistics were used to characterize the
participants. Linear regression models were used to
examine the association between social support and
parenting self-efficacy. Aim 1 was to examine the asso-
ciation between perceived social support at the start
of the study and parenting self-efficacy at follow-up.
First, we conducted a simple linear regression model
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examining the association between social support at
baseline and parenting self-efficacy at follow up (Model
2.1). Second, this model was adjusted for potential con-
founders (Model 2.2). Third, this model was adjusted
for potential confounders and baseline levels of par-
enting self-efficacy, in order to examine whether social
support at baseline was associated with a change in
parenting self-efficacy during the study period (Model
2.3). Aim 2 was to examine whether a change in per-
ceived social support during the study period is asso-
ciated with parenting self-efficacy at follow-up. First,
we conducted a simple linear regression model exam-
ining the association between the change in social
support during the study period and parenting self-effi-
cacy at follow up (Model 3.1). Second, this model was
adjusted for potential confounders (Model 3.2). Third,
this model was adjusted for potential confounders and
baseline levels of parenting self-efficacy to examine
whether a change in social support during the study
period was associated with a change in parenting self-
efficacy during the study period (Model 3.3). Aim 3
was to explore the potential role of symptoms of anxi-
ety and depression. First, we conducted a simple linear
regression model examining the association between
the change in social support during the study period
and parenting self-efficacy at follow up, while including
symptoms of anxiety and depression in the regression
model (Model 4.1). Second, this model was adjusted for
potential confounders (Model 4.2). Third, this model
was adjusted for potential confounders and baseline
levels of parenting self-efficacy, to examine the associa-
tion between the change in social support during the
study period and parenting self-efficacy at follow-up,
while including symptoms of anxiety and depression in
the model (Model 4.3). Lastly, three linear regression
models were used to examine the associations between
specific sources of social support (i.e. support provided
by family, a special person and friends) and parenting
self-efficacy (Model 5.1-5.3). A fourth linear regression
model was used to examine the relative contribution of
each source of support (Model 5.4). Standardized betas
(B) and 95% confidence intervals (CI) were calculated
for each factor.

In addition to the main analyses, we explored whether
the association between overall social support and par-
enting self-efficacy was similar among various groups
of parents. Interaction terms (overall social support at
baseline*socio-demographic factor) were separately
added to the fully adjusted regression model on the
association between overall social support at baseline
and parenting self-efficacy at follow-up (Table 2; Model
2.2). A Bonferroni correction for multiple testing was
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applied (p=.05/14=.004). There were no significant
interaction effects (Supplementary Table S1).

Multiple imputation in SPSS was used to deal with
missing values of the covariates. Missing values ranged
between 0.3% (n=2) for gender of the child and 5.4%
(n=35) for income. Five imputed datasets were cre-
ated for pooled estimates. The regression analyses were
repeated in the non-imputed dataset; the results were
similar (Supplementary Table S2). The socio-demo-
graphic characteristics of participants who were lost to
follow-up or excluded from the sample for analysis due
to missing data (n=471) were compared to the socio-
demographic characteristics of participants included
in the sample for analysis (n=647) using chi-squared
tests (Supplementary Table S3). Participants lost to fol-
low-up and excluded participants were older (p =.002),
more often fathers (p =.002), more often had a low edu-
cational level (p=.005), more often had a low income
(<.001), less often had a paid job (p=.008), more often
had an immigration background (p<.001), and more
often were single parents (p <.001). Data were analyzed
in Statistical Package for Social Sciences, version 25
for Windows (IBM SPSS Statistics for Windows, IBM
Corp). P-values below .05 were considered to be statis-
tically significant.

Results

Characteristics of the sample

Table 1 presents the characteristics of the participants.
The mean age of the responding parents was 33.8 years
(SD=4.9); 94.9% were women. The mean parent-
ing self-efficacy score was 32.0 (SD=4.1).At baseline,
84.9% (n=>549) perceived high levels of social support
(MSPSS >5.1), and 15.1% (n=98) perceived low to mod-
erate levels of social support (MSPSS<5.1). Low to mod-
erate levels of social support were more often reported
by fathers (p <.001), parents with a low educational level
(p=.038), parents with lower income levels (p=.042),
and parents without a paid job (p=.010). On average,
parents perceiving low to moderate levels of social sup-
port reported lower levels of parenting self-efficacy
(p<.001). Correlations between the variables are pre-
sented in Supplementary Table S4.

Regression analyses

Linear regression models were used to address the four
aims of this study. These aims and corresponding regres-
sion models have been described in more detail in the
paragraph ‘data analysis’ in the methods section. Below,
we report the results of the regression analyses to address
aim 1-4.
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Table 1 Socio-demographic characteristics of 647 parents of children aged 0-8 years participating in the CIKEO study; by overall

social support at baseline

Overall social support at baseline

Total High Moderate/ low P-value
(MSPS5>5.1) (MSPSS<5.1)
n=647 n=>549 (84.9%) n=98(15.1%)
mean (SD) mean (SD) mean (SD)
n (%) n (%) n (%)
Age of the parent (in years) 33.8(SD=49) 33.7(SD=4.8) 343 (SD=54) 267
Gender of the parent <.001
Female 614 (94.9%) 528 (96.2%) 86 (87.8%)
Male 33 (5.1%) 21 (3.8%) 12 (12.2%)
Educational level @ .038
High 365 (56.4%) 314 (57.2%) 51 (52.0%)
Middle 245 (37.9%) 209 (38.1%) 36 (36.7%)
Low 37 (5.7%) 26 (4.7%) 11 (11.2%)
Family income .042
High (>€3200) 415 (67.8%) 362 (69.7%) 53 (57.0%)
Middle (€2000-€3200) 164 (26.8%) 132 (25.4%) 32 (34.4%)
Low (< €2000) 33 (5.4%) 25 (4.8%) 8 (8.6%)
Employment status of the parent .010
Part-time 470 (72.9%) 411 (75.0%) 59 (60.8%)
Fulltime 70 (10.9%) 57 (10.4%) 13 (13.4%)
No paid job 105 (16.3%) 80 (14.6%) 25 (25.8%)
Immigration background of the parent 308
No 574 (88.7%) 490 (89.3%) 84 (85.7%)
Yes 73 (11.3%) 59 (10.7%) 14 (14.3%)
Family situation 053
Two-parent family 616 (95.5%) 527 (96.2%) 89 (91.8%)
One-parent family 29 (4.5%) 21 (3.8%) 8 (8.2%)
Age of the child (in years) 3.2(SD=1.9) 3.2(SD=1.8) 33(SD=19) 569
Gender of the child 642
Girl 304 (47.1%) 260 (47.4%) 44 (44.9%)
Boy 342 (52.9%) 288 (52.6%) 54 (55.1%)
Number of children in the household 745
One child 198 (30.6%) 166 (30.2%) 32 (32.7%)
Two children 287 (44.4%) 247 (45.0%) 40 (40.8%)
More than two children 162 (25.0%) 136 (24.8%) 26 (26.5%)
Parenting self-efficacy at baseline (higher) 32.0(SD=4.1) 323 (SD=4.0) 30.5(SD=44) <.001
Symptoms of anxiety (more) 19(SD=24) 1.7 (SD=24) 26(SD=26) .002
Symptoms of depression (more) 19(SD=27) 16(SD=24) 3.7(SD=34) <.001

P-values <.05 in bold. P-values for continuous variables were based on independent t-tests (high/ low), or one-way analysis of variance (stable/ decreasing/
increasing). P-values for categorical variables were based on Chi-squared tests. SD =standard deviation. Missing values: income n=35; employment status n=2;
family situation n=2; age of the child n=4; gender of the child n=1; symptoms of depression n=4

2 Educational level ‘High': bachelor, master, doctoral or equivalent; ‘Middle’: upper secondary education, post-secondary non-tertiary education, short-cycle tertiary

education; ‘Low": no education, primary education, lower secondary education

Social support at baseline and parenting self-efficacy

at follow-up (aim 1)

Table 2 presents the linear regression models examin-
ing the association between overall social support at

baseline and parenting self-efficacy at follow-up. Model
2.1 presents the simple regression model. Higher levels
of social support at baseline were associated with higher
parenting self-efficacy scores at follow-up (B: 0.13; 95%
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Table 2 Results of the linear regression models on the association between overall social support at baseline and parenting self-
efficacy at follow-up among parents of children aged 0-8 years participating in the CIKEO study (n=647)

Parenting self-efficacy at follow-up
(Score range=7-42)

Model 2.1:
Simple regression model

B (95% Cl)

Model 2.3:
Additionally adjusted for
self-efficacy at baseline®

Model 2.2:
Adjusted for potential confounders®

B (95% CI) B (95% CI)

Overall social support at baseline  0.13 (0.05-0.21)

(higher)
Explained variance (based
on adjusted R?)

1.6%

0.13 (0.05, 0.21) -0.02 (-0.08, 0.04)

53% 46.9%

Table is based on the imputed dataset. Standardized Betas () and 95% confidence interval (95% Cl) from linear regression analysis

@ Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,

age of the child, gender of the child, and the number of children in the household

b Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,
age of the child, gender of the child, the number of children in the household, and parenting self-efficacy at baseline

CI: 0.05-0.21). Model 2.2 presents the regression model
adjusted for potential confounders. Higher levels of social
support at baseline were associated with higher parenting
self-efficacy at follow-up (B: 0.13; 95% CI: 0.05-0.21). By
additionally adjusting for parenting self-efficacy at base-
line, Model 2.3 explored whether social support at base-
line is associated with a change in parenting self-efficacy
during the study period; this association was not signifi-
cant (p: -0.02; 95% CI: -0.08, 0.04).

Change in social support and parenting self-efficacy (aim 2)

At baseline, the mean score for parenting self-efficacy
was 32.04 (SD=4.13); at follow-up the mean score for
parenting self-efficacy was 31.76 (SD=4.09). A paired

samples t-test showed that the decrease in parenting self-
efficacy between the baseline and the follow-up meas-
urement was significant (p=.029). The average score for
social support was 5.97 (SD=.82) at baseline, and 5.92
(SD=.93) at follow-up. A paired samples t-test showed
that this decrease was not significant (p =.099).

Table 3 presents the linear regression models exam-
ining the association between the change in overall
social support during the study period and parenting
self-efficacy at follow-up. Model 3.1 presents the simple
regression model. Increasing levels of social support
during the study period were associated with higher
parenting self-efficacy scores at follow-up (B: 0.17; 95%
CI: 0.09, 0.25). Model 3.2 presents the regression model

Table 3 Results of the linear regression models on the association between the change in overall social support between the baseline
and follow-up and parenting self-efficacy at follow-up among parents of children aged 0-8 years participating in the CIKEO study

(n=647)

Parenting self-efficacy at follow-up

(Score range=7-42)

Model 3.1:

Simple regression model

B (95% CI)

Model 3.2: Model 3.3:
Adjusted for potential Additionally adjusted for
confounders? self-efficacy at baseline®
B (95% CI) B (95% CI)

0.18(0.10, 0.26)
0.17 (0.09, 0.25)

Overall social support at baseline (higher)

Change in overall social support between baseline and
follow-up (increasing)

Explained variance (based on adjusted R?) 4.0%

0.19(0.10, 0.27)
0.17 (0.09, 0.25)

0.03 (-0.03,0.10)
0.15(0.10, 0.21)

7.9% 49.0%

Table is based on the imputed dataset. Standardized Betas () and 95% confidence interval (95% Cl) from linear regression analysis

@ Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,

age of the child, gender of the child, and the number of children in the household

b Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,
age of the child, gender of the child, the number of children in the household, and parenting self-efficacy at baseline
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adjusted for potential confounders. Increasing levels
of social support during the study period were associ-
ated with higher parenting self-efficacy at follow-up (p:
0.17; 95% CI: 0.09, 0.25). By additionally adjusting for
parenting self-efficacy at baseline, model 3.3 explored
whether a change in social support during the study
period is associated with a change in parenting self-
efficacy. Increasing levels of social support during the
study period were associated with higher levels of par-
enting self-efficacy at follow-up (p: 0.15; 95% CI: 0.10,
0.21), independent of potential confounders.

The role of symptoms of anxiety and depression (aim 3)

Table 4 presents the regression models that were used
to explore the potential role of symptoms of anxiety and
depression regarding the association between social
support and parenting self-efficacy. The fully adjusted
regression model, Model 4.3, indicates that the associa-
tion between the change in social support during the
study period and parenting self-efficacy at follow-up
is significant when including symptoms of anxiety and
depression at baseline in the regression models (f: 0.15;
95% CI: 0.09, 0.21). In Model 4.3, symptoms of anxiety
were negatively associated with parenting self-efficacy
(B: -0.12; 95% CI: -0.19, -0.05). In Model 4.2, adjusted
for socio-demographic covariates, both symptoms of
anxiety (B: -0.15; 95% CI: -0.25, -0.06) and depression
(B: -0.12; 95% CI: -0.22, -0.02) were associated with par-
enting self-efficacy.
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Specific types of support and parenting self-efficacy (aim 4)
Table 5 presents the fully adjusted regression mod-
els examining the association between specific types
of social support (support provided by family/a special
person/friends) and parenting self-efficacy at follow-up
(Model 5.1-5.3). Increasing levels of social support pro-
vided by family (B: 0.14; 95% CI: 0.08, 0.20), increasing
levels of social support provided by a special person (f3:
0.10; 95% CI: 0.03, 0.16), and increasing levels of social
support provided by friends (B: 0.14; 95% CI: 0.08, 0.20)
during the study period were associated with higher par-
enting self-efficacy at follow-up, independent of potential
confounders and baseline levels of parenting self-efficacy.
In an additional fully adjusted regression model (Model
5.4), we examined the relative contribution of each type
of support. This model showed that an increase in social
support provided by family (B: 0.09; 95% CI: 0.01, 0.16)
and an increase in social support provided by friends (f:
0.10; 95% CI: 0.03, 0.16) were associated with higher par-
enting self-efficacy at follow-up.

Discussion

This study examined the association between perceived
social support and parenting self-efficacy among parents
of children aged 0-8 years. First, we examined the asso-
ciation between perceived social support at the start of
the study and parenting self-efficacy at follow-up. Parents
who experienced lower levels of overall social support at
baseline reported lower levels of parenting self-efficacy
at follow-up. After adjusting for parenting self-efficacy

Table 4 Results of the linear regression models on the association between the change in overall social support between the baseline
and follow-up and parenting self-efficacy at follow-up among parents of children aged 0-8 years participating in the CIKEO study

(n=647); adjusted for symptoms of anxiety and depression

Parenting self-efficacy at follow-up

(Score range=7-42)

Model 4.1:

Simple regression model

B (95% Cl)

Model 4.2: Model 4.3:
Adjusted for potential Additionally adjusted for
confounders? self-efficacy at baseline®
B (95% Cl) B (95% Cl)

0.10 (0.02, 0.18)
0.15(0.07,0.23)

Overall social support at baseline (higher)

Change in overall social support between baseline and
follow-up (increasing)

-0.15 (-0.24, -0.05)
-0.15 (-0.24, -0.05)
10.0%

Symptoms of anxiety at baseline (more)
Symptoms of depression at baseline (more)
Explained variance (based on adjusted R?)

0.11 (0.03, 0.20)
0.16 (0.08, 0.24)

0.02 (-0.05, 0.08)
0.15(0.09, 0.21)

-0.15 (-0.25, -0.06)
-0.12(-0.22,-0.02)
12.9%

-0.12(-0.19,-0.05)
0.03 (-0.05,0.10)
49.9%

Table is based on the imputed dataset. Missing values for symptoms of depression n=4. Standardized Betas () and 95% confidence interval (95% Cl) from linear

regression analysis

@ Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,

age of the child, gender of the child, and the number of children in the household

b Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,
age of the child, gender of the child, the number of children in the household, and parenting self-efficacy at baseline
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Table 5 Results of the linear regression models on the longitudinal associations between (the change in) support provided by
family, a special person, friends and parenting self-efficacy among parents of children aged 0-8 years participating in the CIKEO study

(n=647)

Parenting self-efficacy at follow-up

(Score range=7-42)

Model 5.1: Model 5.2: Model 5.3: Model 5.4:
Fully adjusted model Fully adjusted  Fully adjusted model Fully adjusted model
support by family® model support by friends® including all three types of
support by a support?
special person?
B (95% CI) B (95% CI) B (95% CI) B (95% CI)
Support provided by family at baseline (higher) 0.04 (-0.02,0.10) 0.03 (-0.05, 0.10)
Change in support provided by family between 0.14 (0.08, 0.20) 0.09 (0.01, 0.16)
baseline and follow-up (increasing)
Support provided by a special person at baseline 0.02 (-0.04,0.09) -0.01 (-0.09, 0.07)
(higher)
Change in support provided by a special person 0.10 (0.03, 0.16) 0.02 (-0.06, 0.10)
between baseline and follow-up (increasing)
Support provided by friends at baseline (higher) 0.04 (-0.02,0.10) 0.02 (-0.06,0.10)
Change in support provided by friends between 0.14 (0.08, 0.20) 0.10(0.03, 0.16)
baseline and follow-up (increasing)
Explained variance (based on adjusted R?) 48.4% 47.7% 48.6% 48.9%

Table is based on the imputed dataset. Standardized Betas () and 95% confidence interval (95% Cl) from linear regression analysis. P-values <.05 in bold

@ Adjusted for the age of the parent, gender of the parent, educational level, family income, work situation, immigration background of the parent, family situation,
age of the child, gender of the child, the number of children in the household, and parenting self-efficacy at baseline

at baseline, perceived social support at baseline was
not associated with parenting self-efficacy at follow-up,
which indicates that the level of social support at base-
line was not associated with a change in parenting self-
efficacy during the study period. Second, we examined
whether a change in perceived social support during the
study period was associated with parenting self-efficacy
at follow-up. Increasing levels of overall social support
between the baseline and follow-up measurement were
associated with higher parenting self-efficacy at follow-
up, also after adjusting for parenting self-efficacy at base-
line. Third, we explored the potential role of symptoms
of anxiety and depression with regard to the association
between social support and parenting self-efficacy. The
association between social support and parenting self-
efficacy was significant when taking symptoms of anxi-
ety and depression into account. Fourth, we explored
whether the association between social support and par-
enting self-efficacy differed between support provided
by family, a special person and friends. We found that
changes in all three sources of social support were associ-
ated with parenting self-efficacy. Examining the relative
contribution of each source of support showed that in
particular changes in social support provided by family
and friends were relevant for parenting self-efficacy.

The results of this study are in line with several pre-
vious studies which also found a positive association

between social support and parenting self-efficacy
[27-32]. However, as described in the introduction, the
results of previous studies were inconsistent due to the
use of different measures to assess social support and dif-
ferences in adjustment for potential confounders. The
results of our study can best be compared to the results
of Angley, Divney [27], Rhoad-Drogalis, Dynia [28] and
Haslam, Pakenham [40], which also used longitudinal
data and adjusted for potential confounders. These stud-
ies reported similar associations: higher levels of (posi-
tive) social support were associated with higher parenting
self-efficacy. Previous longitudinal studies were mainly
conducted among parents of babies, while our study was
conducted among parents of children aged 0-8 years,
this age range was chosen based on the original aim of
the CIKEO study [47]. We did not find a significant inter-
action effect between the age of the child and social sup-
port (p=.143) (Supplementary Table S1), which indicates
that the association between social support and parent-
ing self-efficacy may be similar among parents of older
and younger children aged 0—8 years. This may be exam-
ined further in future studies.

As mentioned in the introduction, symptoms of anxi-
ety and depression, social support and parenting self-
efficacy are interrelated [41-46]. We found significant
correlations between symptoms of anxiety and depres-
sion, social support and parenting self-efficacy (all
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p-values<0.001, Supplementary Table S4). The regres-
sion models including symptoms of anxiety and depres-
sion showed a significant association between social
support and parenting self-efficacy, and significant asso-
ciations between symptoms of anxiety and depression
and parenting self-efficacy. We advise to pay attention
to the complex interrelatedness between these factors in
future studies in order to gain a better understanding of
these associations.

Methodological considerations

Strengths of this study include the relatively large sam-
ple size, the use of validated measures to assess social
support and parenting self-efficacy, and the possibil-
ity to adjust for potential confounders. There are also
limitations. First, the representativeness of the sample
was limited. A comparison of the participants’ socio-
demographic characteristics with national open data [64]
showed that parents with a low educational level, par-
ents with lower income levels, parents with a migration
background, and parents living without a partner were
relatively underrepresented in the sample. The represent-
ativeness of the sample was also affected by participants
that were lost to follow-up or excluded due to missing
data. Although the statistical power to detect associa-
tions may have been reduced by this underrepresenta-
tion, we have no rationale to expect that the directions
of the associations have been affected. Future studies
may expand upon our findings by using large and diverse
samples of parents and pay special attention to the inclu-
sion of fathers who are often underrepresented in studies
about parenting.

Second, our study design did not allow to examine cau-
sality between social support and parenting self-efficacy.
We recommend to examine the direction(s) of the asso-
ciation in future longitudinal studies.

Recommendations for policy and practice

Our findings indicate that social support may be rel-
evant for parenting self-efficacy. Including social sup-
port in parenting interventions is recommended as this
may improve parenting self-efficacy and other treatment
outcomes [65], and may foster a parent’s ability to self-
regulate [11, 66]. Results of a recent meta-analysis indi-
cate that universal parent educational interventions are
associated with improvements in parenting self-efficacy,
regardless of the duration, although longer programs (ten
weeks or more) showed greater improvements in parent-
ing self-efficacy [67]. Many existing parenting interven-
tion programs include elements of social support, such
as verbal encouragement and praise, group discussions
about parenting issues, interpersonal conflict solving,
and communication training [67]. There are multiple
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ways to strengthen social support in parents [68-73].
For example, professionals may play a role in mobilizing
support provided by family, a special person, friends and
existing social contacts and train parents’ skills to use
available social support [68—73]. In addition, profession-
als may facilitate contact between parents, for example by
organizing dialogues about parenting, which may stimu-
late parents to exchange support and advice [9, 69, 72].

Conclusion

Perceived social support is associated with parenting
self-efficacy among parents of children aged 0-8 years,
participating in the CIKEO cohort study. Lower levels
of social support at baseline were associated with lower
levels of parenting self-efficacy at follow-up. Increasing
levels of perceived social support during the study period
were associated with higher levels of parenting self-effi-
cacy at follow-up. The association between social support
and parenting self-efficacy was significant when taking
symptoms of anxiety and depression into account and
was similar for social support provided by family, a spe-
cial person and friends. Future longitudinal studies need
to examine the direction(s) of this association among
diverse groups of parents. There is a need to examine
which types of social support are most effective to use
in intervention strategies aiming to strengthen parenting
self-efficacy. In the meantime, health and social care pro-
fessionals are advised to consider using social support as
a strategy to strengthen parenting self-efficacy in order to
promote self-regulation and related health and wellbeing
of parents and children.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512889-023-16710-8.

Additional file 1: Table S1. Results of the analyses of interaction effects
between overall social support at baseline and socio-demographic
characteristics among participants of the CIKEO study (n=647). Table S2.
Results of the linear regression models on the association between the
change in overall social support between the baseline and follow-up and
parenting self-efficacy at follow-up among parents of children aged 0-8
years participating in the CIKEO study (n=647); non-imputed dataset.
Table S3. Non-response analysis among the total group of participants
of the CIKEO study (n=1118). Table S4. Pearson correlations between
parenting self-efficacy, social support and the covariates included in this
study among 647 participants of the CIKEO study.

Acknowledgements
Not applicable.

Authors’ contributions

|.F.: data collection, conceptualization, analysis, interpretation of the data, writ-
ing original draft; D.W.: data collection, supervision, interpretation of the data,
and critical review; Y.F.: data collection and critical review; H.R.: data collection,
supervision, interpretation of the data, and critical review. CH.,, HJ, M.C. and
W.J.: study design and critical review. All authors approved the final version.


https://doi.org/10.1186/s12889-023-16710-8
https://doi.org/10.1186/s12889-023-16710-8

Fierloos et al. BMC Public Health (2023) 23:1888

Authors’ information
Not applicable.

Funding

The CIKEO study was funded by a research grant (project number: 729300015)
from ZonMw, The Netherlands Organization for Health Research and Devel-
opment. The funders had no role in the design and conduct of the study;
collection, management, analyses, or interpretation of the data; preparation,
review, or approval of the manuscript; and decision to submit the manuscript
for publication.

Availability of data and materials

The datasets generated and/or analysed during the current study are not
publicly available due to privacy or ethical restrictions but are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

The Medical Ethics Committee of the Erasmus Medical Center, Rotterdam,
decided that the rules laid down in the Dutch Medical Research Involving
Human Subjects Act (in Dutch:'Wet Medisch-wetenschappelijk Onderzoek
met mensen’) did not apply to the research proposal (proposal number
MEC-2017- 432), that there were no objections to the execution of this study
(proposal number MEC-2017- 432), and approved that the results of the study
could be submitted to scientific journals (Letter NL/sl/321518; 24/07/2017).
The study was conducted in accordance with guidelines and regulations of
the Declaration of Helsinki. All participants provided written informed con-
sent. The CIKEO cohort study was registered as NTR7607 in the Netherlands
Trial Registry [34].

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 24 January 2023 Accepted: 6 September 2023
Published online: 29 September 2023

References

1. Nystrém K, Ohrling K. Parenthood experiences during the child’s first
year: literature review. J Adv Nurs. 2004,46(3):319-30.

2. Reijneveld SA, de Meer G, Wiefferink CH, Crone MR. Parents'concerns
about children are highly prevalent but often not confirmed by child
doctors and nurses. BMC Public Health. 2008;8(1):124.

3. GlatzT, Buchanan CM. Trends in parental self-efficacy between 1999 and
2014.J Fam Stud. 2021;29:1-16.

4. Xue A, OrosV, La Marca-Ghaemmaghami P, Scholkmann F, Righini-
Grunder F, Natalucci G, Karen T, Bassler D, Restin T. New parents expe-
rienced lower parenting self-efficacy during the COVID-19 pandemic
lockdown. Children. 2021;8(2):79.

5. Daly M, Bray R. Parenting support in England: the bedding down of a new
policy. Soc Policy Soc. 2015;14(4):633.

6. Knijn T, Hopman M. Parenting support in the Dutch ‘participation society!
Soc Policy Soc. 2015;14(4):645-56.

7. Olfson M, Druss BG, Marcus SC. Trends in mental health care among
children and adolescents. N Engl J Med. 2015;372(21):2029-38.

8. Wiens K, Bhattarai A, Pedram P, Dores A, Williams J, Bulloch A, et al. A
growing need for youth mental health services in Canada: examining
trends in youth mental health from 2011 to 2018. Epidemiol Psychiatr Sci.
2020;29:e115.

9. Kesselring MC. Partners in parenting: a study on shared childrearing
responsibilities between parents and nonparental adults. Utrecht: Utrecht
University; 2016.

10. Johnston C, Mash EJ. A measure of parenting satisfaction and efficacy. J
Clin Child Psychol. 1989;18(2):167-75.

18.

19.

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

Page 11 of 12

. Sanders MR, Mazzucchelli TG. The promotion of self-regulation through

parenting interventions. Clin Child Fam Psychol Rev. 2013;16(1):1-17.
Jones TL, Prinz RJ. Potential roles of parental self-efficacy in parent and
child adjustment: a review. Clin Psychol Rev. 2005;25(3):341-63.

Bandura A. Self-efficacy: toward a unifying theory of behavioral change.
Adv Behav Res Ther. 1978;1(4):139-61.

de Montigny F, Lacharité C. Perceived parental efficacy: concept analysis.
JAdv Nurs. 2005;49(4):387-96.

Bandura A. Regulation of cognitive processes through perceived self-
efficacy. Dev Psychol. 1989,25(5):729.

Heinrichs M, Baumgartner T, Kirschbaum C, Ehlert U. Social support

and oxytocin interact to suppress cortisol and subjective responses to
psychosocial stress. Biol Psychiatry. 2003;54(12):1389-98.

Leahy-Warren P, First-time mothers: social support and confidence in
infant care. J Adv Nurs. 2005;50(5):479-88.

Laland KN. Social learning strategies. Anim Learn Behav. 2004;32:414.
Leahy-Warren P, McCarthy G. Maternal parental self-efficacy in the post-
partum period. Midwifery. 2011;27(6):802-10.

Biehle SN, Mickelson KD. Personal and co-parent predictors of parent-
ing efficacy across the transition to parenthood. J Soc Clin Psychol.
2011;30(9):985-1010.

Cochran MM, Brassard JA. Child development and personal social net-
works. Child Dev. 1979;50(3):601-16. https://www.jstor.org/stable/11289
267?0rigin=crossref.

Berkman LF. The assessment of social networks and social support in the
elderly. J Am Geriatr Soc. 1983;31(12):743-9.

Ostberg V, Lennartsson C. Getting by with a little help: the importance

of various types of social support for health problems. Scand J Public
Health. 2007;35(2):197-204.

Ryan RM, Solky JA. What is supportive about social support? Handbook of
social support and the family. Berlin: Springer Science & Business Media;
1996. p. 249-67.

Green BL, Rodgers A. Determinants of social support among low-income
mothers: a longitudinal analysis. Am J Community Psychol. 2001,29(3):41941.
Balaji AB, Claussen AH, Smith DC, Visser SN, Morales MJ, Perou R. Social
support networks and maternal mental health and well-being. J Womens
Health. 2007;16(10):1386-96.

Angley M, Divney A, Magriples U, Kershaw T. Social support, family func-
tioning and parenting competence in adolescent parents. Matern Child
Health J. 2015;19(1):67-73.

Rhoad-Drogalis A, Dynia JM, Justice LM, Purtell KM, Logan JAR, Salsberry
PJ. Neighborhood influences on perceived social support and parenting
behaviors. Matern Child Health J. 2020;24(2):250-8.

Gao LL, Sun K, Chan SW. Social support and parenting self-effi-

cacy among Chinese women in the perinatal period. Midwifery.
2014,30(5):532-8.

Cooklin AR, Giallo R, Rose N. Parental fatigue and parenting practices dur-
ing early childhood: an Australian community survey. Child Care Health
Dev. 2012;38(5):654-64.

Cutrona CE, Troutman BR. Social support, infant temperament, and
parenting self-efficacy: a mediational model of postpartum depression.
Child Dev. 1986;57:1507-18.

Leahy-Warren P, McCarthy G, Corcoran P, First-time mothers: social sup-
port, maternal parental self-efficacy and postnatal depression. J Clin Nurs.
2012;21(34):388-97.

Teti DM, Gelfand DM. Behavioral competence among mothers of infants
in the first year: the mediational role of maternal self-efficacy. Child Dev.
1991,62(5):918-29.

Baker B, McGrath JM, Pickler R, Jallo N, Cohen S. Competence and respon-
siveness in mothers of late preterm infants versus term infants. J Obstet
Gynecol Neonatal Nurs. 2013;42(3):301-10.

Giallo R, Treyvaud K, Cooklin A, Wade C. Mothers'and fathers'involvement
in home activities with their children: psychosocial factors and the role of
parental self-efficacy. Early Child Dev Care. 2013;183(3-4):343-59.

Suzuki S. The effects of marital support, social network support, and
parenting stress on parenting: self-efficacy among mothers of young
children in Japan. J Early Child Res. 2010;8(1):40-66.

Osmancevi¢Katkic¢ L, Lang Morovi¢ M, Kovacic¢ E. Parenting stress

and a sense of competence in mothers of children with and without
developmental disabilities. Hrvatska revija za rehabilitacijska istraZivanja.
2017;53(Supplement):63-76.


https://www.jstor.org/stable/1128926?origin=crossref
https://www.jstor.org/stable/1128926?origin=crossref

Fierloos et al. BMC Public Health

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

(2023) 23:1888

Holloway SD, Suzuki S, Yamamoto Y, Behrens KY. Parenting self-efficacy
among Japanese mothers. J Comp Fam Stud. 2005;36(1):61-76.

Cohen SR, Holloway SD, Dominguez-Pareto |, Kuppermann M. Support
and self-efficacy among Latino and White parents of children with ID. Am
JIntellect Dev Disabil. 2015;120(1):16-31.

Haslam DM, Pakenham KI, Smith A. Social support and postpartum
depressive symptomatology: the mediating role of maternal self-efficacy.
Infant Ment Health J. 2006;27(3):276-91.

Mclntosh J. Postpartum depression: women'’s help-seeking behaviour
and perceptions of cause. J Adv Nurs. 1993;18(2):178-84.

Wernand JJ, Kunseler FC, Oosterman M, Beekman ATF, Schuengel C.
Prenatal changes in parenting self-efficacy: linkages with anxiety and
depressive symptoms in primiparous women. Infant Ment Health J.
2014,;35(1):42-50.

Kunseler FC, Willemen AM, Oosterman M, Schuengel C. Changes in par-
enting self-efficacy and mood symptoms in the transition to parenthood:
a bidirectional association. Parenting. 2014;14(3-4):215-34.

Goodman SH, Simon H, McCarthy L, et al. Testing Models of Associations
Between Depression and Parenting Self-efficacy in Mothers: A Meta-
analytic Review. Clin Child Fam Psychol Rev. 2022;25:471-99. https://doi.
0rg/10.1007/510567-022-00398-0.

Gao LL, Chan SW, Mao Q. Depression, perceived stress, and social support
among first-time Chinese mothers and fathers in the postpartum period.
Res Nurs Health. 2009;32(1):50-8.

Grav S, Hellzen O, Romild U, Stordal E. Association between social support
and depression in the general population: the HUNT study, a cross-
sectional survey. J Clin Nurs. 2012;21(1-2):111-20.

Windhorst DA, Fang Y, Fierloos IN, Crone MR, Van Mourik K, Jonkman

H, et al. Evaluation of effectiveness of (elements of ) parenting support

in daily practice of preventive youth health care; design of a natural-

istic effect evaluation in ‘CIKEO'(consortium integration knowledge
promotion effectiveness of parenting interventions). BMC Public Health.
2019;19(1):1-9.

Gibaud-Wallston J, Wandersmann LP. Development and utility of the
parenting sense of competence scale. In: John F. Kennedy center for
research on education and human development. 1978.

Rogers H, Matthews J. The parenting sense of competence scale: Inves-
tigation of the factor structure, reliability, and validity for an Australian
sample. Aust Psychol. 2004;39(1):88-96.

Gilmore L, Cuskelly M. Factor structure of the parenting sense of
competence scale using a normative sample. Child Care Health Dev.
2009;35(1):48-55.

Tavakol M, Dennick R. Making sense of Cronbach'’s alpha. Int J Med Educ.
20171;2:53.

Zimet GD, Powell SS, Farley GK, Werkman S, Berkoff KA. Psychometric
characteristics of the multidimensional scale of perceived social support.
J Pers Assess. 1990;55(3-4):610-7.

Zimet GD, Dahlem NW, Zimet SG, Farley GK. The multidimensional scale
of perceived social support. J Pers Assess. 1988;52(1):30-41.
Canty-Mitchell J, Zimet GD. Psychometric properties of the multidi-
mensional scale of perceived social support in urban adolescents. Am J
Community Psychol. 2000;28(3):391-400.

Dahlem NW, Zimet GD, Walker RR. The multidimensional scale

of perceived social support: a confirmation study. J Clin Psychol.
1991,47(6):756-61.

Statistics UIf. International standard classification of education: ISCED
2011. Montreal: UNESCO Institute for Statistics Montreal; 2012.
Yang-Huang J, van Grieken A, Wang L, Jansen W, Raat H. Clustering of
sedentary behaviours, physical activity, and energy-dense food intake

in six-year-old children: associations with family socioeconomic status.
Nutrients. 2020;12(6):1722.

Derogatis LR, Savitz KL. The SCL-90-R and Brief Symptom Inventory (BSI)
in primary care. 2000.

Franke GH, Jaeger S, Glaesmer H, Barkmann C, Petrowski K, Braehler E.
Psychometric analysis of the brief symptom inventory 18 (BSI-18) in a
representative German sample. BMC Med Res Methodol. 2017;17(1):1-7.
Derogatis LR. The brief symptom inventory-18 (BSI-18): administration.
Scoring, and procedures manual. 3rd ed. Minneapolis: National Computer
Systems; 2000.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

Page 12 of 12

Galdon MJ, Durd E, Andreu Y, Ferrando M, Murgui S, Pérez S, et al. Psycho-
metric properties of the Brief Symptom Inventory-18in a Spanish breast
cancer sample. J Psychosom Res. 2008;65(6):533-9.

Derogatis LR. Brief symptom inventory 18. Johns Hopkins University
Baltimore; 2001.

Durd E, Andreu Y, Galdon MJ, Ferrando M, Murgui S, Poveda R, Jimenez Y.
Psychological assessment of patients with temporomandibular disorders:
Confirmatory analysis of the dimensional structure of the Brief Symptoms
Inventory 18. J Psychosomatic Res. 2006;60(4):365-70.

StatLine. Open data bevolking en huishoudens 2017. Centraal Bureau
voor Statistiek; 2017. Available from: https://opendata.cbs.nl/statline.
Dadds MR, McHugh TA. Social support and treatment outcome in behav-
joral family therapy for child conduct problems. J Consult Clin Psychol.
1992;60(2):252.

Sanders MR, Turner KMT, Metzler CW. Applying self-regulation principles
in the delivery of parenting interventions. Clin Child Fam Psychol Rev.
2019;22(1):24-42.

Amin NA, Tam WW, Shorey S. Enhancing first-time parents’self-efficacy:

a systematic review and meta-analysis of universal parent education
interventions’efficacy. Int J Nurs Stud. 2018;1(82):149-62.

Caldwell JG, Shaver PR, Li C-S, Minzenberg MJ. Childhood maltreatment,
adult attachment, and depression as predictors of parental self-efficacy in
at-risk mothers. J Aggression Maltreat Trauma. 2011,20(6):595-616.
Webster-Stratton C. From parent training to community building. Fam
Soc. 1997,78(2):156-71.

Hogan BE, Linden W, Najarian B. Social support interventions: do they
work? Clin Psychol Rev. 2002;22(3):381-440.

Cutrona CE. Social support principles for strengthening families. In:
Canavan J, Dolan P, Pinkerton J, editors. Family support: direction from
diversity. London: Jessica Kingsley Publishers; 2000. p. 103-22.

Whiting M, Nash AS, Kendall S, Roberts SA. Enhancing resilience and self-
efficacy in the parents of children with disabilities and complex health
needs. Prim Health Care Res Dev. 2019,20:33.

Thompson RA. Social support and child protection: Lessons learned and
learning. Child Abuse Negl. 2015;41:19-29.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.1007/s10567-022-00398-0
https://doi.org/10.1007/s10567-022-00398-0
https://opendata.cbs.nl/statline

	The association between perceived social support and parenting self-efficacy among parents of children aged 0–8 years
	Abstract 
	Introduction
	Methods
	Dataset
	Sample participants
	Data collection
	Parenting self-efficacy

	Social support 
	Covariates
	Symptoms of anxiety and depression

	Data analysis

	Results
	Characteristics of the sample
	Regression analyses

	Social support at baseline and parenting self-efficacy at follow-up (aim 1)
	Change in social support and parenting self-efficacy (aim 2)
	The role of symptoms of anxiety and depression (aim 3)
	Specific types of support and parenting self-efficacy (aim 4)


	Discussion
	Methodological considerations
	Recommendations for policy and practice

	Conclusion
	Anchor 24
	Acknowledgements
	References


