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Abstract

Introduction. The birth of a sick child, as well as the infant’s subsequent hospitalization in an neonatal intensive care unit
(NICU), is undoubtedly stressful for the parents of the infant. Most studies conducted in groups of parents of such children
focus on the assessment of the negative changes in their functioning due to such stress. The authors were interested in
positive changes in the psychological functioning of parents that may occur after traumatic experiences. These changes
are referred to as post-traumatic growth (PTG).
Objective. The aim of this study was to examine whether parents experience post-traumatic growth and to determine the
predictors of PTG in fathers and mothers, depending on the coping strategy adopted.
Materials and method. The study involved 82 parents, whose children were previously hospitalized in neonatal intensive
care unit. The methods used included the following standardized psychological tests: the Post-traumatic Growth Inventory,
the Impact of Event Scale-Revised, and the COPE Inventory. Socio-demographic and medical data were also collected.
Results. Analysis of the data proved that the illness and hospitalization of a child are significantly associated with the
occurrence of post-traumatic growth in parents. PTG in mothers is higher than in fathers. Predictors of PTG in fathers include
the use of strategies aimed at seeking emotional support and positive reinterpretation and growth, while in the group of
mothers, seeking emotional support, religious coping and planning were the coping strategies used.
Conclusions. Research on post-traumatic growth should be expanded. Knowledge of the predictors of positive growth in a
difficult situation can contribute to the widespread implementation of primary and secondary prevention of post-traumatic
stress symptoms as well as increase positive changes in individuals who have experienced traumatic events.
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INTRODUCTION

Childbirth is a stressful event, regardless of the length of
time it takes. Research shows that it can cause a number
of negative psychological reactions [1]. Despite significant
advances in medicine in the last twenty years which have
made it possible to rescue extremely immature children,
prematurity continues to be one of the main causes of death,
disease and disability [2, 3]. Both the birth of a sick child and
subsequent hospitalization in the neonatal intensive care
unit (NICU) is stressful for both the mother and the child’s
father. Some describe this situation as ‘trauma’ The parents of
these children are in a very difficult position, worried about
the health and life of their offspring, the appearance and
behaviour of the child, the large number of medical staff, the
presence of other patients and the noise and alarms generated
by the life support equipment [4, 5, 6, 7]. During the child’s
hospitalization, the parents also experience a number of
difficult emotions, such as fear, anxiety, guilt, helplessness
and sadness. In addition, research indicates the occurrence
of cognitive impairment among parents, such as a decrease
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in the concentration of attention as well as problems with
sleep and depression [8, 9, 10].
Parents’ experience of such intense stress may lead to a
decrease in mental functioning, which may be manifested in
the form of post-traumatic stress disorder (PTSD) or acute
stress disorder (ASD). Most studies conducted in groups of
parents of former patients of NICU focus on assessment of
the occurrence of negative changes in their functioning [11].
However, is it possible to experience positive changes after
such a traumatic experience? In recent years, researchers and
practitioners have paid attention to this possibility. Positive
changes are referred to as post-traumatic growth (PTG),
which is defined as the occurrence of positive changes as
a result of experienced trauma or unhappiness [11, 12, 13,
14, 15].
The term post-traumatic growth was first used by Tedeschi
and Calhoun in 1996 to describe a state in which traumas
lead to positive changes in interpersonal relationships, selfperception and life philosophy. As a result of PTG, people are
able to establish closer relationships with others, feel more
empathy and compassion, and look at their past experiences
from a distance. There may be changes in one’s system of
values, such as minor pleasures, meetings with friends, and
in life awareness, may be perceived as more important. As a
result of the trauma, a person begins to function at a higher
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Five scales measure different aspects of problem-focused
coping (planning, positive reinterpretation and growth,
active coping, suppression of competing activities, restraint),
four other scales measure aspects of emotion-focused coping
(focus on and venting of emotions, use of instrumental social
support, use of emotional social support, religious coping),
and six scales measure avoidance coping (denial, behavioural
disengagement, humour, mental disengagement, substance
use, and acceptance) [27].
The socio-demographic and medical data of the parents
and infants (including gestational age of the child during
labour, body weight, diseases of basic systems, past surgeries
and period of hospitalization) were also collected.
The research project was approved by the Bioethics
Committee at the Medical University in Lublin (KE0254/77/2013).

OBJECTIVE

RESULTS

The aim of this study was to examine whether the parents
of children previously hospitalized in NICU have PTG, and
the occurrence of differences between fathers and mothers,
as well as to determine the predictors of PTG in fathers and
mothers, depending on the coping strategy adopted.

The research sample was chosen in a targeted manner, and
consisted of two parallel groups: 41 fathers and 41 mothers
of infants aged 3–11 months (M = 7.07 ± 2.47), hospitalized
in the past in the NICU. The largest group were people
between the ages of 25–9 – 85.4% of fathers (N = 35) and
85.4% of mothers (N = 35). The highest percentage of couples
surveyed were parents who had ed one (N = 16, 39.0%) or two
children (N = 16, 39.0%). The highest number of respondents
had secondary education: 25 fathers (61%) and 22 mothers
(53.7%).
The average gestational age of new-borns was 34.5 weeks
(M=34.54±5.10), with the shortest pregnancy lasting 23 weeks
and the longest lasting 41 weeks. The average child score on
the Apgar scale was slightly above six points (M = 6.02 ± 3.15),
and the average birth weight of newborns was less than 2,400
grams (M = 2375± 991). The average time of hospitalization
of the children was more than 20 days (M = 20.29 ± 24.36). Of
the hospitalized newborns, 92.7% of them survived (N = 38).
Patients were diagnosed with diseases of the respiratory
system (N = 35, 85.4%), cardiovascular system (N = 16, 39.0%)
and nervous system (N = 13, 31.7%). One-third of the children
underwent various types of operations (N = 14, 34.1%), and
two-thirds had infections (N = 27, 65.9%) (Tab. 1).
The average post-traumatic growth level in the group
of mothers was 3.05 ± 0.88, and t in the group of fathers
– 2.89 ± 1.32. Analysis of the obtained data showed that
the majority of respondents indicated the illness and
hospitalization of the child as an initiation experience for
PTG – 78.0% of fathers (N = 32) and 75.6% of mothers (N = 31)
(Tab. 2).
The next step was to indicate statistically significant
differences in both groups of respondents stating different
reasons for experiencing post-traumatic growth due to the
general outcome of PTG and its individual dimensions:
changes in self-perception, changes in relationships with
others, greater appreciation of life and spiritual changes.
Analysis of the obtained results indicated no statistically
significant differences in the group of fathers, while in the
group of mothers, the differences referred only to women
who connected their growth with the health situation of
the childs (M = 3.14 ± 0.98). They were also characterized
by greater changes in relationships with others than the
mothers who did not see the reasons for their post-traumatic
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level [13, 15]. Studies conducted within the realm of PTG
concern individuals who have survived natural disasters
[16], sexual assault, and serious diseases, e.g., breast cancer
[17, 18, 19, 20], as well as adults after treatment for neoplastic
diseases in childhood [21] and in their families [22]. Some
researchers have noted the occurrence of positive changes in
people after the loss of relatives, such as a child [17], among
healthy adults [23] and among firefighters [24].
In the last decade, researchers have tried to determine
the predictors of PTG while taking into account sociodemographic variables, as well as different personality
traits or coping strategies in difficult situations [15, 25].
Attention has also been drawn to the relationship between
the occurrence of PTSD and PTG [11, 12, 13, 14]. In Poland,
research on positive changes related to the survival of a
traumatic situation is rare.

MATERIALS AND METHOD

The study involved 82 parents (41 mothers and 41 fathers)
of children aged 3–12 months who were hospitalized in
the NICU at the University Children’s Hospital in Lublin,
eastern Poland, from 1 July 2012 31 December 2014. Potential
participants received information about the purpose of
the study by telephone. After consent was obtained from
participants, two copies of the questionnaires were sent to
them (one copy for the mother, one copy for the father). The
respondents also gave written consent to participate in the
survey, and were issued with instructions on how to complete
the forms, as well as a return envelope with an affixed stamp
(in order not to incur any costs). The parents completed the
questionnaires at home and returned them by post. Of the
160 people who agreed to participate in the study, 82 returned
questionnaires which were completed correctly and in full.
The study used the following standardized tools:
Post-traumatic Growth Inventory (PTGI) – consists of 21
positively formulated statements describing various changes
that have occurred as a result of an experienced traumatic
event [26]. In the Polish version, the inventory examines
changes occurring in four dimensions: (1) changes in selfperception; (2) relating to others; (3) appreciation of life; and
(4) spiritual change [14].
Impact Event Scale-Revised (IES-R) – used to assess
disorders occurring after traumatic stress. The scale is
composed of 22 statements evaluated on a 5-point Likert
scale; the overall scale includes three subscales: intrusion,
arousal and avoidance [14].

COPE Inventory – a self-report tool composed of 60
statements that are answered on a 4-point scale. It is used
to assess 15 strategies for responding to stressful situations.
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Table 1. Characteristics of the research groups
Studygroup
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growth in circumstances related to premature birth and child
hospitalization (M = 2.24 ± 1.28, U = 76.000; p <0.05) (Tab. 3).
Further analyses concerned the differences between the
fathers’ group and the mothers’ group in terms of severity
of the post-traumatic growth. The obtained data suggested
stronger changes in the perception of self in the group
of mothers (M = 3.56 ± 1.42) than in the group of fathers
(M = 2.85 ± 0.88; Z = 2.763; p <0.01). In mothers, there was
also a higher intensity of spiritual changes (M = 3.85 ± 1.13)
than in fathers (M = 2.43 ± 1.23; Z = 4.342; p <0.001) (Tab. 4).
The next step was to indicate whether the post-traumatic
growth co-occurs with the intensity of post-traumatic
stress symptoms and strategies for coping with stress, in the
groups of both fathers and mothers. The obtained correlation
coefficients in the group of fathers indicated that there was
an average directly proportional relationship between
the severity of post-traumatic growth and the search for
emotional support (r = 0.36; p <0.05) and the positive average
relationship between the analysed dimension and positive
reinterpretation and growth (r = 0.34; p <0.05) (Tab. 5).

Group of fathers
N = 41

Variables

Parents’age

Parents’
education

Number of
children

Group of mothers
N = 41

N

%

N

%

18–24 y.

1

2.4

6

14.6

25–39 y.

35

85.4

35

85.4

40–59 y.

5

12.2

0

0.0

Elementary

4

9.8

3

7.3

Secondary

25

61.0

22

53.7

Higher

12

29.3

16

39.0

N

%

One

16

39.0

Two

16

39.0

Three

7

17.1

Four

2

4.9

M

SD

Min.

Max.

Child’s gestational age

34.54

5.10

23

41

Scoring on the Apgar scale

6.02

3.15

1

10

Birth weight

2375.91

991.47

750.00

3980.00

Child’s age

7.07

2.47

3

11

Time of hospitalization

20.29

24.36

3

130

N

%

Child survival

38

92.7

Respiratory disease

35

85.4

Cardiovascular disease

16

39.0

Nervous system disease

13

31.7

Surgeries

14

34.1

Infections

27

65.9

Table 2. Categories of the causes of posttraumatic growth
Group of fathers

Group of mothers

Table 4. Differences between fathers and mothers in the scope of the
intensification of posttraumatic growth
Variables

N

M

SD

Changes in self-perception – fathers

41

2.85

0.88

Changes in self-perception – mothers

41

3.56

1.42

Relating to others- fathers

41

3.27

0.96

Relating to others- mothers

41

2.89

1.12

Appreciation of life – fathers

41

3.56

1.05

Appreciation of life – mothers

41

3.44

1.08

Spiritual changes – fathers

41

2.43

1.23

Spiritual changes – mothers

41

3.85

1.13

Posttraumatic growth – fathers

41

3.05

0.88

Posttraumatic growth – mothers

41

2.89

1.32

Z

p

2. 763

0.006

1.516

0.129

0.395

0.693

4.342

0.001

0.505

0.613

N

%

N

%

Causes related to the child

32

78.0

31

75.6

Table 5. Values of correlation coefficients between the intensity of
posttraumatic growth and PTSS and strategies for coping with stress
in the fathers group

Causes not related to the child

9

22.0

9

22.0

Variables

No data

0

0.0

1

2.4

PTSS

– 0.01

Altogether

41

100.0

41

100.0

Active coping

– 0.02

Category of reason

Table 3. Differences between mothers with different reasons for
posttraumatic growth
Variables

Causes of PTG

N

M

SD

Changes
in selfperception

Connected with the child

31

3.71

1.30

Not connected with the child

9

3.33

1.66

Relating to
others

Connected with the child

31

3.14

0.98

Not connected with the child

9

2.24

1.23

Connected with the child

31

3.63

0.93

Not connected with the child

9

3.06

1.34

Connected with the child

31

4.11

0.83

Not connected with the child

9

3.26

1.44

Posttraumatic Connected with the child
growth
Not connected with the child

31

3.05

1.29

9

2.56

1.33

Appreciation
of life
Spiritual
changes

U

p

120.500 0.522

76.000

95.500

93.500

0.039

0.153

0.132

Planning

0.03

Use of instrumental social support

0.29

Use of emotional social support

0.36*

Suppression of competing activities

– 0.09

Religious coping

0.01

Positive reinterpretation and growth

0.34*

Behavioural disengagement

– 0.03

Acceptance

0.15

Focus on and venting of emotions

– 0.06

Denial

– 0.12

Mental disengagement

– 0.06

Restraint

Substance use

105.000 0.259

Posttraumatic growth

Humour
* p<0.05

0.04

– 0.24
0.15
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Table 7. Model of hierarchical regression analysis in the fathers group.
Variable explained: intensification of posttraumatic growth. Explanatory
variables: Use of emotional social support,positive reinterpretation and
growth
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In the group of mothers, the conducted analyses showed
that there was a strong directly proportional relationship
between the severity of post-traumatic growth and the use
of instrumental social support (r = 0.51; p> 0.01). In addition,
there was an average positive correlation between the intensity
of PTG and active coping (r = 0.50; p> 0.01), planning (r = 0.44;
p> 0.01), use of emotional social support (r = 0.49; p> 0.01),
suppression of competing activities (r = 0.41; p> 0.01), positive
reinterpretation and growth (r = 0.35; p> 0.05), and focus on
and venting of emotions (r = 0.39; p> 0.05) (Tab.6).
Table 6. Values of correlation coefficients between the intensity of
posttraumatic growthand PTSS and strategies for coping with stress in
a group of mothers
Variables
PTSS

Posttraumatic growth
0.26

Active coping

0.50**

Planning

0.44**

Use of instrumental social support

0.51**

Use of emotional social support

0.49**

Suppression of competingactivities

0.41**

Religious coping

0.21

Positive reinterpretation and growth

0.35*

Behavioural disengagement

0.12

Acceptance

0.05

Focus on and venting of emotions

0.39*

Denial

– 0.23

Mental disengagement

– 0.02

Restraint

– 0.09

Substanceuse

– 0.06

Humour

0.12

* p<0.05; ** p<0.01

The last stage of the research was to show the predictors of
post-traumatic growth in both groups. The first step in the
group of fathers was the introduction of the use of emotional
social support into the variable model. The model proved
to be correctly matched to the data and explained 11.0%
(adjusted R 2 = 0.11) of the variance in the severity of posttraumatic growth (F (1, 39) = 5.892, p <0.05). To increase
the percentage range of explained variance, in the second
step, a positive reinterpretation and growth was introduced
into the model as an additional explanatory variable. The
proposed model is well suited to the data and explains 20.0%
(adjusted R 2= 0.20) of the variance in the severity of PTG (F
(2, 38 = 6.006; p <0.005).
The analyses performed indicate that in the group of men,
significant predictors of post-traumatic growth are the use
of strategies in stressful situations aimed at emotional social
support (β = 0.386; p <0.05) and positive reinterpretation
and growth (β = 0.330; p <0.05). The subsequent steps of the
conducted hierarchical regression analysis in the group of
fathers are presented in Table 7.
In the group of mothers, the first step was to introduce
into the model a coping strategy known as a turn towards
religion. The model proved to be well-suited to the data
and explained 33.0% (adjusted R 2= 0.33) of the variance
in the dependent variable (F (1, 39) = 20.817; p <0.001). To
obtain a more precise explanation of the conditions of post-

Model

Model matchingmeasures
R2adjusted

F

Regressionweights and predictors

p

B

S

Beta

t

p

44.993

8.442

5.330 0.001

8.105

3.339

0.362 2.427 0.020

19.872 13.409

1.482 0.147

Step 1

(Constant)
Use of
emotional
social
support

0.109

5.892 0.020

Step 2

(Constant)
Use of
emotional
social
support

0.200

7.937

3.164

0.355 2.508 0.017

10.086

4.321

0.330 2.334 0.025

6.006 0.005

Positive
reinter
pretation
and growth

traumatic growth, a variable for planning, which is another
type of coping strategy in problem situations, was introduced
into the model in the second step. The model also proved
to be correctly matched to the data and explained 41.0%
(adjusted R 2= 0.41) of the variance in the explained variable,
F (2, 38) = 14.768, p <0.001. The developed model revealed
two strategies to be significant predictors of post-traumatic
growth in the group of mothers: religious coping (β = 0.585;
p <0.001) and planning (β = 0.299; p <0.05) (Tab.8).
Table 8. Model of hierarchical regression analysis in the group of mothers.
Explained variable: intensification of posttraumatic growth. Explanatory
variables: religious coping,planning
Model

Model matching measures

Regression weights and predictors

R adjusted

B

S

0.690

0.511

0.773

0.169

2

F

p

Beta

t

p

1.350

0.185

4.563

0.001

-1.319

0.195

Step 1

(Constant)
Religious
coping

0.331

20.817 0.001

0.590

Step 2

(Constant)
Religious
coping

0.408

Planning

14.768 0.001

-1.194

0.905

0.767

0.159

0.585

4.810

0.001

0.697

0.284

0.299

2.456

0.019

DISCUSSION

The occurrence of negative changes in the mental functioning
of people who have survived a traumatic event is well
documented. Researchers have noted the aspect of positive
change, and because of this research, the number of empirical
studies on post-traumatic growth is increasing [26, 28, 29].
Most studies on PTG have been conducted in patients
treated for cancer. The results of an Asian study indicate the
occurrence of moderate PTG levels in patients treated for
cancer and in their family members, with higher results for
the patients [30]. Studies carried out by Yi et al. in a group of
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to religion as a method of coping with a difficult situation
over which they have no control.
With the increase in the number of post-traumatic growth
publications, there has developed research on the factors that
predict its occurrence. The results of research conducted
among women suffering from breast cancer indicate that
PTG occurs in a short period of time from the diagnosis of the
disease, and increases over time, while one of the predictors
of post-traumatic growth is active coping [39]. Similar results
are shown by Kolokotroni et al., who analysed the literature
on women treated for breast cancer. They showed that posttraumatic growth is associated with the following strategies
for coping with stress: religious coping, active coping, positive
reinterpretation and growth, and acceptance [20]. A literature
analysis by Prati and Pietrantoni showed that post-traumatic
growth is associated with strategies for coping with stress
that encompass acceptance, seeking support, positive
reinterpretation and growth and religious coping [40].
The presented research shows that in the group of fathers,
a significant predictor of post-traumatic growth in stressful
situations is the use of strategies aimed at seeking emotional
support and positive reinterpretation and growth. On the
other hand, in the group of women, important predicators
included religious coping and planning. These results show
how important and underestimated emotional support and
psychological care are for men after traumatic experiences.
Men are less likely than women to receive this help, but
they need it just as much, if not more, than women. This
fact is confirmed by numerous studies indicating the
relationship between the lack of social support in men and
their susceptibility to depressive disorders [41].
The pattern of attitudes towards relations is absorbed and
implemented by women [42]. Interpersonal relations have
been listed as a life priority by participants of nationwide,
representative surveys and qualitative in-depth interviews
conducted by Frąckowiak [42]. The current study, however,
indicates that for women, in addition to emotional support
from other people, more important coping strategies for
traumatic situations include a return to religious values,
and the ability to plan actions in a difficult emotional
situation. The importance of religious coping in the process
of positive post-traumatic changes has also been indicated
by other researchers [34, 43, 44, 45, 46]. The role of this
method of coping seems to be particularly important in
situations beyond the control of the person going through
a difficult experience, such as the course of an illness in a
premature child. Appealing to religion makes it possible to
search for meaning and to give meaning to an experienced
situation [34].
Reports from 2013 show that there is a relationship
between the occurrence of post-traumatic growth and
lower education [47]. The current study does not confirm
this finding. The interdependence in this aspect may not
have been demonstrated because the test group was too
homogeneous.
Studies show that there is a relationship between the
occurrence of PTSD and post-traumatic growth [48]. The
literature review indicated the presence of both a negative
and positive relationship. Literature analysis shows that this
relationship is well documented, especially among patients
suffering from breast cancer [47]. The presented analysis
of the research material indicates that the intensity of the
trauma experienced was not related to the severity of post-
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young adults aged 18–39 who were treated in childhood due to
neoplastic disease, showed that 88.5% experienced moderate
post-traumatic growth. The highest results were obtained
by the respondents in the domain of greater appreciation of
life [31]. In turn, Tanriverd et al. showed a high level of PTG
among patients treated for cancer, and the largest changes
occurred in the range of changes in self-perception [32].
Similar results were obtained by Mehrabi et al. in a group of
women suffering from breast cancer. All respondents showed
changes in the domain of greater appreciation of life [33].
Studies also show that parents grieving after the loss of a
child also experience post-traumatic growth [23, 34]. The
occurrence of positive growth has also been presented in
studies by Büchi et al., in which they indicated that up to
80% of those who mourn after losing relatives are able to see
the positive side of this difficult situation [35]. The results
of studies carried out in a group of high-risk pregnancies,
showed that parents experience post-traumatic growth at
a moderate to high level, and the largest changes occur in
the domain of changes in self-perception [36]. A study by
Sawyer et al. conducted in a group of women after childbirth
indicated that they experience post-traumatic growth (47.9%
at a low level); the largest changes are observed in the domain
of greater appreciation of life, which was reported by 68.1%
of mothers [37].
The current findings are consistent with the subject of
positive changes experienced by people who have survived a
potentially traumatizing event, which includes the premature
birth of a child and related health problems, as well as the
hospitalization of newborns. A similar study was carried
out by Jenewein et al. in 2008, who assessed the mental
functioning of parents of extreme pre-term infants. In their
studies, they compared the condition of people who were
in mourning to parents whose children had survived. They
showed that individuals in bereavement are characterized
by a higher level of PTG, compared to those whose children
survived, especially in terms of relationships with others.
They also proved that mothers in bereavement achieved
higher post-traumatic growth than the fathers [38]. The
results of the current research indicate that both fathers and
mothers of children hospitalized in NICU feel moderate posttraumatic growth. The majority of respondents (78.0% of
fathers and 75.6% of mothers) perceived that it is related
to the prematurity, illness and hospitalization of the child.
In terms of the individual dimensions of PTG (changes in
self-perception, changes in relationships with others, greater
appreciation of life and spiritual changes), fathers diud not
differ from one another. In contrast, mothers who related
their post-traumatic growth to the child’s health situation
were characterized by greater changes in relationships with
people. Changes in their relationships with other people were
expressed primarily with increased compassion and sensitivity
to others, and a greater willingness to open up to others [14].
Comparison of data in both groups indicate that women
to a greater extent notice the change in their self-perception.
Changes in self-perception are related primarily to the feeling
of being a better person, an increase in personal strength,
and a higher sense of self-worth and effectiveness, because
such people have more confidence in themselves and their
own capabilities, as well as with respect to future events [14].
Mothers are also more strongly affected than fathers by the
intensity of spiritual changes. This finding is probably related
to the fact that women, more often than men, choose to turn
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traumatic growth in the parents of children who had been
hospitalized in the NICU in the past.
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CONCLUSIONS AND CLINICAL IMPLICATIONS

The illness and hospitalization of a child are significantly
associated with the occurrence of PTG in the parents. PTG is
higher in mothers than in fathers. Mothers are more strongly
affected by changes in their perception of themselves and
spiritual changes than are the fathers. Predicators of PTG in
fathers are the use of strategies aimed at seeking emotional
support and positive re-evaluation. Although men rarely
admit it explicitly, emotional social support is surprisingly a
very important determinant of their post-traumatic growth
among men.
The predictors of post-traumatic growth in the group of
mothers are seeking emotional support, religious coping and
planning. Women, in addition to emotional support from
others, need a sense of control over a difficult situation, and
when they lose it, the most effective method of dealing with
trauma is intensifying their spiritual life.
Identified predictors of post-traumatic growth indicate that
individuals exposed to a traumatic event associated with the
illness and hospitalization of a child should be provided to
a greater extent with psychological and psychotherapeutic
help, which would provide them with both emotional support
and the possibility of a positive reinterpretation of difficult
events. This suggestion applies, above all, to men who,
less often, express the need for such assistance, although
its provision results in positive changes in the emotional,
cognitive and behavioural reactions related to the traumatic
situation. Because the predictors of post-traumatic growth
in the group of mothers is the use of planning strategies, it
could be beneficial for women experiencing the illness and
hospitalization of a child to be actively involved in planning
the treatment and care of the sick child. Cooperation and
mutual communication between the doctor and the parents
of the child is therefore very important. Analysis of the
results obtained in this study also indicate the importance of
providing parents of sick children, especially their mothers,
access to spiritual care, as the strategy of religious coping in
difficult situations was a predictor of post-traumatic growth.
Research on post-traumatic growth should be expanded
to properly and effectively identify the factors that affect it.
Knowledge of the predictors of positive changes in a difficult
situation can contribute to the widespread implementation
of primary and secondary prevention of emotional-cognitive
disorders in the trauma experience, as well as increase positive
changes in individuals who have experienced trauma.
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