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CHAPTER I
INTROBUCTION

The postpartum period is a vulnerable time for most mothers. The
high mobility of today's society leaves many emerging families without
the support of the extended family structure. In addition, escalating
health care costs have resulted in shortened postpartum hospital stays.
As resources and support available to postpartum mothers dwindle, health
care providers must ensure that these patients receive effective
postnatal education. This education will give them the confidence and
information they need to care for themselves and their families.

Effective patient education is contingent upon retention of
teaching content. Increasingly short hospital stays for the normal
postpartum patient provide little time for health education. This brief
period of interaction, coupled with social trends that diminish the
traditional support, presence, and teaching of extended family members,
increases the importance of effective postpartum teaching by health care
providers. Educational opportunities must maximize retention of
presented information. Educational theory indicates that knowledge
retention of teaching content directly corresponds with the learner's
identified priorities.

Priorities for the postpartum period may be viewed in terms of
those needs perceived as critical by the health care provider and those
perceived as critical by the mother. To facilitate learning, the
mother's priorities must be addressed. The health care provider must

also ensure that important health information that is not viewed as



priority by the patient is effectively imparted during teaching.
Teaching should meet the needs of both the mother and the health care
provider.,

Nurses are in a key role to teach postpartum mothers the
information they need and desire. The problem now faced by nurses is
how to implement the transfer of needed information effectively during
the brief hospital stay. Teaching theory indicates that adults learn
content they view as important and applicable to their current life
situation. Nurses must systematically explore whether this principle

holds true for short-stay postpartum patients.



CHAPTER I1
REVIEW OF THE LITERATURE
The focus of this study is the retention of postpartum teaching
content of mothers enrolled in a short postpartum hospital stay program.
The main components of this review of the literature include educational
theory relative to information retention, the learning needs of
postpartum mothers, and the impact of short hospital stays on these two

variables.

Adult Patient Education

The goal of patient education as described by Falvo (1985) is to
"assist patients in obtaining knowledge, skills, or attitudes that will
help them attain behaviors that will maximize their potential for
positive heaith outcomes" (p. 40). Teaching is an active process, the
foundation of which is an exchange of information between the patient
and the health care professional (Falvo, 1985; Huckabay, 1980).
Unfortunately, providing information does not guarantee that learning
will take place (Falvo, 1985; Poh],v1965). In order to maximize
learning during each teaching encounter, health care professionals must
determine which factors positively influence retention of information.

As the importance of patient education gains proper focus, nursing
is turning to teaching and learning theories for direction in planning
effective approaches to patient teaching. The patient education
component of this literature review will include an overview of adult

education theory and a summary of the teaching-learning process.



Adult Learning Theory

Andragogy is a theory of adult education which implies "mutuality
and a respectful collaborative effort between change agent (teacher) and
student, between nurse and patient" (Clark, 1980, p. 57). Inherent in
Knowles' (1973) theory of andragogy is a collaborative approach to
education supported by four basic assumptions about the adult learner.
These assumptions provide insight into the adult learner and will add
depth to a review of the teaching-learning process as it applies to
patient education.

The first assumption states the adult sees herself as capable
of making her own decisions, taking responsibility for the consequences
and managing her own life. This assumption is based on the premise that
adults have insight into their needs and are able to articulate those
needs. Motivation to learn is generated when the adult identifies a
knowledge deficit and believes there are tangible benefits to be gained
from new information or skills.

The second assumption about the adult learner is that she has a
reservoir of life experience that provides a resource for learning.
Adults prefer to have their previous experiences acknowledged and to
have new learning build on their existing knowledge base. Previous
eXperiences are both positive and negative and may either enhance or
inhibit new learning. The premise of this assumption is that the adult
is not a clean slate but rather a composite of all experiences that

precede an opportunity for new learning to take place.



The third assumption is that readiness to learn is strongly
influenced by social roles and developmental tasks. Adults must
continually adapt to new and changing roles and desire knowledge that
will help them succeed in those roles. The manner in which an adult
prepares for, or adapts to, a new role is dictated in part by her
maturity and developmental level.

Knowles' final assumption suggests that as people mature, their
time perspective changes and their orientation to learning shifts.
Adults prefer problem-centered learning and desire immedjate application
of new knowledge. They Took for practical answers and logical solutions
to their problems and want their needs addressed in order of priority
(Knowles, 1973),

The Teaching-Learning Process

The teaching-learning process can be divided into five distinct but
interdependent parts as follows: (a) assessment of the need to learn,
(b) assessment of readiness to learn, (c) setting of objectives,

(d) teaching-Tearning, and (e) evaluation (Redman, 1981). Each of these
components will be discussed and related to adult tearning theory as
defined by Knowles (1973).

Assessment of the patient's need to learn is fundamental, as this
information will dictate the content to be presented and the teaching
strategies to be employed (Breckon, 1982; Redman, 1981). Learning needs
assessment is composed of two parts: the patient's identified learning

needs and those identified by the health care provider (Bille, 1987).



Together, the patient and health care provider define the patient's
learning needs and select the content to be presented.

Bille (1987) defines patient teaching as a "collaborative process
in which all participants have an equal role in decision making" (p.
63). This model proposes that although nurses are responsible for
assessing the patient's learning needs (Falvo, 1985; Redman, 1981),
those needsvare best identified by seeking input from the patient
(Bille, 1987). In this way, the values and needs of the patient as well
as the nurse are considered (Bille, 1987), and all participants have a
role in decision making (Adom & Wright, 1982)

The humanistic model of decision making in patient education is
consistent with adult learning theory in that the need for
self-direction is acknowledgea and respected. Actively involving the
patient in the needs assessment will enhance subsequent learning;
patients are motivated to learn information that is relevant to the
needs and concerns they have identified (Bille, 1981; Falvo, 1985;
Knowles, 1973).

Observing self-care activities while spending time with the patient
will enable the nurse to gain an appreciation of the patient's knowledge
base and learning needs. Althouyh the patient clearly identifies
knowledge deficits by asking questions (Knox, 1977), the patient's
ability to question is limited by her experiences and perceptions
(Wlodkowski, 1986). Sharing information with the patient will
frequently stimulate additional questions and enhance curiosity (Bille,

1961; Winslow, 1976). In this way the nurse can plant learning needs in



the patient's mind that have not previously been considered. As a
result, the nurse's teaching priorities become the patient's learning
priorities (Bille, 1981).

Adults will commonly identify a need to learn when undergoing a
role change that requires adaptation (Knox, 1977), for example, the
transition to motherhood. Adults are eager to meet socially defined
role expectations and are highly motivated to Tearn skills that will aid
them in satisfying those expectations (Knowles, 1973; Knox, 1977).

In summary, the mutual determination of patient learning needs and
recognition of patient priorities should enhance learning motivation and
subsequent retention of teaching content. The humanistic model for
decision making in adult patient education is effective because
education is viewed as a collaborative process in which all participants
share a role (Bille, 1987).

Assessing the patient's readiness to learn is critical to effective
teaching, as patients can learn only when they are ready to receive new
information (Bille, 1987; Breckon, 1982). Learning readiness is
influenced by a myriad of physical, emotional, and social factors
(Bille, 1987; Falvo, 1985). For instance, severe perineal pain may
preclude the patient's readiness to learn breast care. In contrast, the
primipara undergoing the social transition to motherhood may be very
eager to learn basic newborn care.

Physical readiness will be influenced by the patient's pain level,
fatigue, and other factors such as visual or hearing loss (Breckon,

1982). Maslow's Hierarchy of Needs (1970) suggests that physical needs



take priority over learning needs. Consequently, alterations in
physical comfort may place limitations on the patient's ability to learn
(Bille, 1987). It is possible for patients to be too ill,
uncomfortable, or fatigued to learn during their hospitalization
(Breckon, 1982).

Emotional readiness may be less apparent than physical readiness
but has an equal impact on a patient's ability to integrate new
information. Rapport between the nurse and the patient is necessary to
adequately assess these often sensitive issues (Haferkorn, 1971).

The patient's motivation to learn is the first emotional variable
the nurse must assess (Huckabay, 1980). Motivation is influenced by the
patient's previous teaching-learning experiences as well as the way she
perceives her condition (Breckon, 1982; Cohen, 1981; Falvo, 1985).

These factors also influence the patient's anxiety level. To a certain
extent, anxiety enhances learning performance; however, high levels of
anxiety may have an opposite effect (Falvo, 1985; Huckabay, 1980).
Emotions such as anger or depression can effect the patient's attention
span and receptivity to learning (Berg, Eckhoff-Biagi, Hebert, Rodell, &
Sprafkin, 1987).

Adult Tearning theory suggests that the adult's readiness to learn
is oriented toward developmental tasks and social roles (Knowles, 1973}
Teaching plans must complement the patient's cognitive and affective
development to make the information meaningful and accessible. For
instance, the young mother who is struggling with identity issues may

have difficulty assuming the mothering role.



Adults have a problem-centered approach to learning and want new
information that is immediately applicable to their current situation
(Knowles, 1973). Hospitalized patients may be unable to process
information that addresses future concerns. Discharge teaching
typically prepares patients for potential problems that could occur at
home; such information may seem remote and low priority to hospitalized
patients (Tilley, Gregor, & Thiessen, 1987).

Socioceconomic factors that influence patient readiness are often
difficult to assess in the hospital setting. Cultural and financial
considerations have bearing on family support and should be explored
(Breckon, 1982; Haferkorn, 1971). Family philosophies and relationships
also greatly influence learning (Berg et al., 1987). A supportive
family that is open to integrating new information will have a positive
effect on learning, while family relationships that are a source of
anxiety for the patient may inhibit learning.

The patient's educational background provides a base from which
teaching can be made meaningful. For example, eliciting the patient's
previous experience with formal education may give insight into her
ability to process new information (Haferkorn, 1971). Educational
background also influences the various habits and components of the
patient's life-style (Breckon, 1982). These factors should be assessed
to ensure that content is presented at an appropriate level.

The third component of the teaching-learning process involves
setting objectives that are based on the information gleaned from the

preceding assessment (Redman, 1981). Learning objectives are designed
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to function as a framework by which to achieve patient education goals.
By developing these goals with the patient, the teacher is encouraging
the learner to become self-directive. Adults who are self-directed in
their Tearning perform at higher levels than those who are simply
responding to the instructor's agenda (Knox, 1977).

The Tearning priorities of both the patient and the nurse should
dictate the development of learning objectives. Acknowledgment of the
patient's right to participate in this phase will increase her
involvement in, and motivation for, the teaching-learning process
(Bille, 1987; Redman, 1981). General learning objectives, such as those
established for diabetics and postpartum mothers, can guide the initial
lesson design (Redman, 1981). These general teaching goals can be
supplemented with individualized objectives which will dictate each
patient teaching encounter (Durbach, Goodall, & Wilkinson, 1987).

Implementation is the fourth step of the teaching-learning process.
The goal is to fulfill learning objectives that have been based on the
patient's learning needs and readiness (Knox, 1977; Redman, 1981).
Teaching content, methods, and learning materials must be individualized
to ensure each patient's unique priorities will be addressed (Breckon,
1982).

Patients should be involved in planning their education
intervention so that their preference for learning procedures will be
satisfied (McWeeny, 1980). For example, some adults may learn best from
audio-visual aides while others may prefer group discussion. Whenever

possible, individual preference should dictate the selection of learning
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procedures so that content will be easily accessible to the patient
(Knox, 1977).

Patients should be taught what they want to know followed by what
has been determined they need to know (Knowles, 1973; McWeeny, 1980).
Adults experiencing stress will prioritize learning by how they perceive
the immediacy of the need and will filter out information they consider
nonessential (Knowles, 1973). The nurse must speak to the issues
identified by the patient prior to teaching what she views as most
important. After addressing patient priorities, the teaching session
should focus on essential content so as not to confuse the patient with
extraneous information (McWeeny, 1980). It must be remembered that the
patient's need to learn is more important than the nurse's need to
teach.

Content that is presented in several ways using simple, direct
messages 1s most easily understood (McWeeny, 1980). Answers to
questions should be short and clear (Winslow, 1976), and unfamiliar
medical terminology should be explained. When possible, patients should
be encouraged to practice behaviors they have learned before they go
home (Bille, 1987). Patients who are actively involved in the learning
process demonstrate greater comprehension and learning satisfaction
(Huckabay, 1980; Knowles, 1973).

Positive feedback will increase comprehension of presented content
and learning satisfaction (Knox, 1977). An enthusiastic approach to
learning can be encouraged by helping the adult student understand

connections between organized knowledge and personal experience
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(Knowles, 1973; Knox, 1977). In this way, the adult feels previous life
experiences are being recognized, and new learning will be related to
former knowledge (Knowles, 1973).

The final step of the teaching-learning process is evaluation of
learning. Learning is defined as "a change in human disposition or
capability that persists over a period of time and that is not simply
ascribable to processes of growth" (Knowles, 1973, p. 23). Effective
evaluation of patient learning is challenging in the hospital setting
due to time constraints and inadequate methods by which to measure
actual Tearning (Adom & Wright, 1982).

Evaluation should be carried out continuously during teaching in
order to assess the amount and depth of learning that is taking place
(Redman, 1981). Continuous evaluation allows for redirection of
teaching activities to ensure that learning objectives will be attained
within the allotted time. This method also provides an opportunity to
reinforce successful behaviors of both teachers and learners (Knox,
1977 ).

Open-ended questions, fixed alternative questions, checklists,
self-report, and rating scales are a few of the various types of
measurements used to assess learning comprehension (Redman, 1981). In
the absence of highly structured teaching plans and formal measurement
tools, inpatient hospital education must rely on oral questioning to
assess learning (Adom & Wright, 1982; Durbach et al., 1987; Tilley et
al., 1987). 0Oral questioning can be a very flexible and efficient way

to measure learning retention (Redman, 1981). The nurse who is skilled
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in this form of measurement will elicit the desired information in a
nonthreatening, supportive manner. Observation of self-care skills can
also be accomplished in a similar relaxed fashion at the patient's
bedside. Oral questioning and observation provide an opportunity to
assess family involvement and understanding of the patient's condition
(Tilley et al., 1987).

There will be times when the nurse finds actual learning and
desired learning are incongruent. Entangled in this observation is the
relationship between teacher competence and learner competence (Redman,
1981). Nurses have a responsibility to themselves and their patients to
evaluate their own understanding of the subject matter and their ability
to communicate the content. Recruiting another nurse to provide the
needed instruction may be appropriate if teaching skills are found to be
deficient (Wilson-Barnett & Osborne, 1983).

In summary, evaluation entails both an assessment of the nurse's
ability to teach and the patient's retention of presented information.
The evaluation phase of patient teaching is critical, as it provides

insight into the effectiveness of the entire teaching-learning process.

Postpartum Concerns
The postpartum mother commonly experiences many concerns. "A
mother's concerns are an indication of her needs at a given time" (Bull,
1981, p. 391). The literature indicates that both primiparas and
multiparas experience a variety of concerns for themselves, their new
infant, and their family during the postpartum period (Bull, 1981; Golas

& Parks, 1986; Gruis, 1977; Martell, Imle, Horwitz, & Wheeler, 1989;
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Mercer, 1985; Sumner & Fritsch, 1977). Role theory suggests that these
concerns are influenced by the mother's perceived competency in
performing role tasks, her anticipatory socialization for the role, and
the role development tasks the mother has experienced (Burr, 1972;
Mercer, 1985). Mercer (1985) postulates that mothers who receive needed
support and information during the postpartum period will have greater
success in meeting the demands of their new or expanded role.

Sumner and Fritsch (1977) carried out a descriptive survey of
telephone calls made by both primiparas and multiparas seeking
information about their postnatal concerns. Maternity patients enrolled
in a health maintenance organization were told to call a hot line with
their questions. Mothers who had attended a specified number of
antenatal visits and prenatal education classes formed the study sample.
The highest number of calls occurred in the first 3 postnatal weeks.
Questions relating to infant feeding, colic, skin rashes, sleep/cry
cycles, and postpartum adjustments were most commonly asked. The
primiparas participating in the study telephoned more frequently than
the multiparous participants. Although only 25% of the multiparas
contacted the health care facility for information, they asked more
questions per call than the primiparas. The authors concluded that
postpartum mothers need continuing support from health care providers
during the first few postnatal weeks. They assert that the current
length of the postpartum hospital stay does not allow time for adequate

teaching.
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A survey comparing the concerns of 40 primiparas during their
hospitalization with their concerns after 1 week at home demonstrated
that the focus of concern evolves postnatally (Bull, 1981). After 1
week at home with their infants, a majority of mothers reported an
1ncrease in emotional concerns and a decrease in concern for their own
physical well-being. Mothers continued to experience the same high
levels of concern regarding their infant's physical well-being as they
did while hospitalized. The author concludes that teaching or
anticipatory guidance should address the mother's concerns and learning
priorities as they surface throughout the postpartum period (Bull,
1981 ),

A study by Martell et al. (1989) looked at information priorities
of mothers in a short-stay program. Multiparas (n = 28) and primiparas
(n = 14), who represented 75% of the women asked to participate,
completed a priority ranking of postpartum information items at their
initial postpartum clinic visit. Rankings were completed an average of
57.76 hours after birth. The findings revealed maternal concerns
similar to those experienced by mothers discharged after conventional
postpartum hospital stays (Bull, 1981; Sumner & Fritsch, 1977). A high
degree of concern about signs of infant and maternal illness, infant
care, and infant feeding were demonstrated. Sexuality issues, family
changes, and bowel function were areas ranked as being of least concern
to both the multiparas and primiparas. The multiparas and primiparas
differed significantly in their level of concern over two information

items. Multiparas ranked rest higher than primiparas, and primiparas
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ranked pericare higher than multiparas. This was the only study located
by the author that specifically addressed the information needs of the
postpartum short-stay mother. With the current conventional postpartum
stay being a mere 24 to 48 hours, it appears further study in this area
is warranted.

Mothers' perceptions of the usefulness of postpartum hospital
discharge teaching was addressed by Bull and Lawrence (1985) in a
retrospective survey of 49 multiparas and 29 primiparas. More than 70%
of the respondents reported information regarding self-care was useful,
and 94% found infant care information to be very useful. Approximately
50% of the mothers surveyed commented that more information related to
both the self-care and infant care categories would have been helpful.

A retrospective study by Gruis (1977) assessed the maternal
concerns of 17 primiparas and 23 multiparas 1 month after delivery. At
1 month postpartum, the concerns of these mothers had shifted away from
the immediate postpartum concerns reported in the literature, such as
their own and their infant's physical well-being. Instead, the concerns
these mothers reported involved self-image, family relationship issues,
and balancing the demands of housework, husband, and children.
Multiparas found their previous experience with infants made caring for
their new baby less stressful but felt the postpartum period was
emotionally much more difficult than anticipated. The study also
revealed that mothers did not seek help for 22% of the concerns they
identified, including family planning, sexual, and marital relationship

issues, because they felt help was not readily available. These



17
findings point to the need for continued access to information and
support well into the postpartum period.

A study by Curry (1983) attempted to examine variables that effect
a woman's adaptation to motherhood. This descriptive study followed 20
primiparas from their third trimester of pregnancy through the first 3
postpartum months. Adaptation to motherhood was measured in two ways.
An observational checklist developed by de Chauteau of mother-infant
interaction was completed at 36 hours postpartum and again 3 months
after delivery. Mother-infant interaction was used as an indirect
measure of maternal attachment which was believed to represent maternal
adaptation. The mother's own report of her adaptation to motherhood was
considered the primary measure of maternal adaptation. These data were
collected by interview at the 3-month postpartum visit. The results
indicated that one quarter of the population had a difficult time
adapting to motherhood throughout the study interval. The "difficult
adaptors” all reported a lack of social support and a strong belief that
the postpartum nurses had not met their needs for information regarding
self-care and infant care during their hospitalization. Women in the
"easy adaptor" group felt they had good support systems available to
them and had received adequate information during their hospital stay.
These findings indicate that feeling unsupported in the hospital and at
home may diminish a mother's feelings of competence in the maternal
role, Feelings of incompetence may result from a lack of role clarity

and adversely affect the woman's satisfaction with motherhood.



18

Postpartum mothers consistently have concerns related to the
physiological and emotional changes of the postpartum period, infant
needs, maternal role issues, and family adaptation (Bull, 1981; Bull &
Lawrence, 1985; Donaldson, 1981; Gruis, 1977; Martell et al., 1989;
Sumner & Fritsch, 1977). The perceived immediacy and magnitude of these
concerns vary between each individual, whether primipara or multipara,
and the priority of concerns shifts over time. Sumner and Fritsch
(1977) demonstrated that mothers wanted their concerns addressed in
order of priority as they evolved. Considering the tremendous impact a
new life has on the existing family structure, the vulnerability mothers
feel during this period of integration and adjustment is not surprising
(Rubin, 1975). A growing body of literature indicates that mothers who
can access the information they desire regarding their maternal role
actually experience increased role satisfaction (Curry, 1983; Donaldson,
1981; Gruis, 1977; Rubin, 1975).

It must be remembered that skills of mothering and newborn care are
Tearned and not instinctive (Brown, 1982). Today's families do not
generally have extended family close by, and new mothers may have few
sources of information about mothering and newborn behavior that are
readily available and reliable. Consequently, the postpartum nurse must
do her best to provide support and guidance that address the mother's

concerns.

Postpartum Early Hospital Discharge Programs
Early hospital discharge of postpartum patients has been reported

in the literature for over 20 years. The first programs were initiated
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in busy urban hospitals as a solution to overcrowding of postpartum
units (Hellman, Kohl, & Palmer, 1962; Power, Wolf, & VanCoeverden de
Groot, 1980). Similar programs came into vogue during the 1970s in
response to consumer demand for more control over the childbirth process
and less family separation during this important transition (Avery,
Fournier, Jones, & Sipovic, 1982; Carr & Walton, 1982; Jones, 1978;
Lemmer, 1987; Mehl, Peterson, Sokolosky, & Whitt, 1976). In the 1980s,
short postpartum hospital stays are becoming standard practice for
Tow-risk mother/infant dyads following uncomplicated deliveries. This
current approach to postpartum/newborn care has evolved in response to
both consumer demand and the need for cost containment in an era of
escalating health care costs.

The duration of hospitalization in early discharge programs varies
between institutions and is influenced by the program's goal of cost
containment or consumer satisfaction. The most common program cited in
the literature is a 12- to 24-hour postnatal stay (Avery et al., 198¢;
Carr & Walton, 1982; Jones, 1978; Lemmer, 1987; Scupholme, 1981;
Yanover, Jones, & Miller, 1976). A few programs define early discharge
as discharge 24 to 48 hours postdelivery (Hellman et al., 1962; Norr,
Nacion, & Abramson, 1988; Power et al., 1980), although this length of
stay 1s considered conventional by current practice standards. Two
early discharge programs described hospital stays of less than 12 hours.
A 6-hour postnatal stay described by Kirk and Counsman (1985) was
designed to cut costs at a busy teaching hospital caring for a large

indigent population. Mehl et ai. (1976) described a 2- to 3-hour
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postpartum discharge program designed to meet the consumer demands of a
counterculture community located in Northern California.

The impact of early discharge on maternal and infant morbidity of
middle-class and low-income mothers has been evaluated with favorable
outcomes. No short-stay program identified any increase in maternal or
infant morbidity associated with an early discharge (Avery et al., 1982;
Carr & Walton, 1982; Hellman et al., 1962; Jones, 1978; Kirk & Counsman,
1985; Lemmer, 1987; Mehl et al., 1976; Norr et al., 1989; Power et al.,
1980; Scupholme, 1981; Yanover et al., 1976). In 1976, Yanover et al.
found no differences in maternal or infant morbidity between patients
that desired early discharge who were randomly assigned to early
discharge or control groups. A recent report by Jansson (1985) examined
mandatory early discharge for a middle- and working-class population
receiving care from a health maintenance organization. The program
included three home visits by a registered nurse during the first 5
postpartum days. Nurses assessed a high incidence of nonmedical
problems such as risk of poor bonding, lack of social support, and
inadequate breastfeeding during the home visits. These types of
problems have not been considered in other reports.

In summary, the current literature indicates that early postpartum
discharge has no measurable impact on maternal and infant morbidity.

The effect of short hospital stays on family psychosacial issues,
maternal role behaviors, and maternal adaptation has not been adequately

examined.
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A significant problem posed by early discharge programs is how to
best utilize hospital services during such a limited time frame.
Traditionally, the postpartum stay allowed time for maternal rest and
teaching about self-care and infant care. With nurse-patient contact
time drastically diminished, the mother's needs for both rest and
information may be conflicting (Gruis, 1977). Lemmer (1987) points out,
and Maslow's Hierarchy of Needs is consistent in suggesting, that the
mother's need for rest and bodily comfort may take priority over her
need for information, making the early postpartum period a poor time for
patient teaching. Additionally, time limitations imposed by these
programs preclude opportunities for extensive patient education (Norr et
al., 1989).

As hospital stays become shorter, the importance of postpartum
teaching has gained significance (Bull, 1981; Bull & Lawrence, 1985;
Gruis, 1977; Rubin, 1975; Sumner & Fritsch, 1977). Mothers are
currently inundated with information related to infant care and
self-care and the psychosocial aspects of the postpartum period while
physically and emotionally recovering from childbirth. Many programs
identified the limitations on patient education that result from short
hospital stays and sought solutions to this problem. Several of these
will be described.

[n answer to the time constraints imposed on patient teaching by
early postpartum discharge, prenatal education courses are an
eligibility requirement for some programs (Carr & Walton, 1982; Jones,

1978; Kirk & Counsman, 1985; Mehl et al., 1976; Yanover et al., 1976).



22
The program described by Kirk and Counsman (1985) required that all
participants attend a single orientation class, and, in addition,
primiparas had to attend a childbirth education course. The remaining
programs provided a full series of prenatal education classes designed
for early discharge families. With the exception of Kirk and Counsman's
(1985) program, the programs requiring prenatal classes also provided
their patients with one to three postpartum home visits (Carr & Walton,
1982; Jones, 1978; Mehl e al., 1976; Power et al., 1980; Scupholme,
1981; Yanover et al., 1976). The literature describing prenatal and
postnatal services does not evaluate the effectiveness of patient
teaching in or out of the hospital setting. These studies and surveys
do describe higher levels of patient satisfaction with the short
hospital stay program that is supplemented with prenatal teaching and
home follow-up (Avery et al., 1982; Carr & Walton, 1982; Jones, 1978;
Mehl et al., 1976; Power et al., 1980; Scuphoime, 1981; Yanover et al.,
1976).

Several studies in the early postpartum discharge literature
described differences in maternal concerns between early discharge
groups and control groups who had traditional hospital stays (Hellman et
al., 1962; Lemmer, 1987; Norr et al., 1989). An experimental study by
Hellman et al. (1962) compared the concerns of 1,941 primiparas and
multiparas who were discharged within 72 hours postdelivery with a
matched control group of 316 mothers who had a 4- to 6-day hospital
stay. The results of this study revealed that more mothers in the

experimental group required advice for themselves and their infants than
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control group mothers. While mothers in the control group merely
required assurance, experimental group mothers needed basic infant and
self-care information. Although no differences in maternal and infant
morbidity were identified, the authors concluded a short hospital stay
does not allow adequate time for postpartum teaching, leaving many
maternal concerns unanswered.

A quasi-experimental study examining the effects of early hospital
discharge on maternal and infant outcomes was carried out by Lemmer
(1987). Primiparas (n = 21) who selected early discharge were compared
with a convenience sample of 21 primiparas whose hospital stays exceeded
24 hours. Short-stay mothers selected this option for reasons of
comfort, financial concern, and a belief that healthy mothers and babies
are as safe at home as in the hospital. It should be noted that the
short-stay mothers were a self-selected group, and the resultant
selection bias limits the generalizability of the study results. The
study showed medical outcomes and maternal concerns to be very similar
between the two groups. All of the‘mothers in the study expressed
concerns relating to their own and their infant's physical needs. The
short-stay mothers did not have home visits after discharge but did
report more sources of support at home from husbands, mothers, and
mothers-in-law than the control group. The author concludes that early
discharge is medically safe for healthy, middle-class primiparas but
feels that postpartum services that provide information, reinforce prior

learning and affirm the mothering role are greatly needed.
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Norr et al. (1989) studied 124 pairs of low-income mothers and
infants discharged 24 to 47 hours postnatally. This experimental group
was compared with two control groups, one for early discharge with
infant separation (n = 94) and one for conventional discharge (n = 115).
The early discharge program was established in response to postpartum
bed shortages. Experimental subjects were selected if they were normal
postpartum mothers hospitalized during a perioa of overcrowding on the
postpartum unit. Both groups of early discharge mothers went home an
average of 34 to 38 hours postdelivery, and conventional stay mothers
were discharged an average of 56 hours postpartum. The experimental
group received a home visit 1 to 2 days after discharge; the control
groups received follow-up in the clinic 2 weeks postpartum. No
differences were noted between the three groups related to maternal and
infant morbidity at 15 days postdelivery. Mothers who went home early
with their infants reported less concern over issues related to their
infants, themselves, and their families at their 6-week postpartum
clinic visit. The authors attribute the decrease in maternal concerns
demonstrated by the experimental group to the reassurance and teaching
provided during the home visit.

In summary, the early postpartum discharge literature reviewed
discussed the importance of patient teaching and postpartum follow-up
for mothers enrolled in these programs. The literature supports the
safety of early discharge regarding maternal and infant physical
well-being. Although teaching content is discussed by many of the

authors, none of the literature attempts to evaluate the effectiveness
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of teaching before, during, or after the short postpartum stay.
Research examining the effectiveness of early discharge teaching

strategies is needed.

Conceptual/Theoretical Framework

Teaching/learning theories form the conceptual framework of this
study. Maslow's (1970) theory of learning motivation, concepts from
adult learning theory (Knowles, 1973), and maternal role development
provide a theoretical foundation by which to compare learning priorities
and knowledge retention during the early postpartum period for mothers
.enrolled in an early discharge program. The context of social role
development for new mothers in the postpartum period will influence
knowledge needs and retention of that knowledge.

Maslow (1970) believes the ultimate aim of learning is
self-actualization. Viewed from this perspective, Tearning is a highly
individualized endeavor that is dictated by personal motivation and
goals. Goal formation results from the learner's interaction with her
experiences. Thus, goals are personal and specifit to each individual
in a given situation, for instance, in the experience of motherhood.
Motivation is a by-product of goal formation; it is the learner's drive
to achieve self-defined goals. Maslow's theory describes human goals
and motivation as the individual's desire to satisfy her human needs at
her particular state of role development. To meet the patient's needs
most effectively, the health care provider must address concerns in

order of priority, from most basic (physiologic) to least basic
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(intellectual/emotional). A patient's motivation to learn is dictated
by the priority of the need being addressed.

Bull (1981) defines a mother's concerns as "an indication of her
needs at a given time" (p. 391). Applying Maslow's theory to postpartum
mothers in an early discharge program suggests that an assessment of
patient concerns and learning needs should precede teaching. It also
suggests that physical concerns surrounding the birth process are likely
to take priority over other learning needs and that psychosocial needs
may be given lower priority. Teaching content that addresses the
patient's priorities should enhance learning motivation and knowledge
retention.

Adult Tearning theory (Knowles, 1973) implies that adults learn
best when a collaborative effort between teacher and student exist.
Andragogy, as described by Clark (1980), is an educational-behavioral
theory that defines adults as self-directed learners whose readiness to
learn is dictated by their life experiences and social roles. Andragogy
proposes that adults learn when they are motivated to learn. Motivation
is said to stem from an identified gap between what the patient knows
and what she wants to know. Adult learning is problem centered and must
be immediately applicable to her current situation. Thus, her own
personally defined priorities will be the areas in which learning is
most likely to occur.

Based on adult learning theory (Knowles, 1973) and Maslow's (1970)
theory of learning motivation, learning priorities should influence the

patient's retention of presented information. This study is an initial
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step at systematically evaluating the relationship between the patient's

learning priorities and knowledge retention of presented information.

Research Question
The question addressed in this study was: What is the relationship
between patient learning priorities and knowledge retention of
postpartum teaching content among postpartum clients in an early

discharge program?
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CHAPTER III
METHODS
This chapter will provide a description of the study design,
setting, and sample. The instruments used for data collected are
described followed by data collection procedures. A brief summary of

the plans for data analysis concludes the chapter.

Design

A nonexperimental descriptive research design was used to determine
if there is a relationship between learning priorities of postpartum
mothers in an early discharge program with their retention of knowledge
from postpartum teaching. Studies correlating learning priorities with
knowledge retention are lacking in the nursing literature. A
descriptive design is appropriate for a preliminary study of this area,
as a dearth of empirical data exists.

In this study a set of data descriptive of knowledge retention from
~ postpartum discharge teaching content was correlated with data
describing the information priorities of these same postpartum mothers
for their first 3 days at home. The data were derived from an existing
study exploring these two variables (Martell, Imle, & Wheeler, 1985).
Data describing mothers' knowledge retention of postpartum and newborn
care teaching content were collected via a telephone questionnaire at
24- to 56-hours postpartum. Mothers' learning priorities about the same
teaching content were later ranked by a Q sort instrument at the first
postpartum clinic visit occurring 2 to 6 days after delivery. The

content for these two scales was drawn from an existing teaching
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protocol. Correlations were computed to determine the degree to which A
the mother's knowledge retention level was related to her self-reported

information priorities in order to answer the research question.

Setting

The setting for this study was a West Coast university teaching
hospital and outpatient clinic. This urban hospital is in close
proximity to the downtown area of a moderate-sized city. Approximately
30% of the women delivering at this hospital have no third-party
insurance coverage. Financial considerations and consumer demand for
affordable family-centered maternity services prompted the development
of an early postpartum discharge program in this setting (Kirk &
Counsman, 1985). The short-stay program was designed to provide
antepartum, intrapartum, and postpartum care to low-risk women for an
established fee. Costs were minimized by limiting the entire hospital
stay to a total of 20 hours. This time frame included the labor,
delivery, recovery, and postpartum periods. The short-stay protocol
called for hospital discharge by 6 hours postpartum and also 1nc]uded'an
outpatient clinic visit for mother and baby within 72 hours of delivery.

Participants were required to qualify and pre-register for the
short-stay program during the antepartal period. Primary care was
provided by interns and resident physicians in obstetrics, pediatrics,
and family practice training, nurse-midwives, and medical and
nurse-midwifery students. Postpartum teaching was accomplished by labor

and delivery nurses.
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Sample

A convenience sample of mothers enrolled in the early postpartum
hospital discharge program during the summer of 1985 was recruited. A
total of 30 participants completed both the telephone questionnaire
knowledge retention tool and the Q sort content priorities tool. Fewer
mothers (n = 34) completed the knowledge retention tool than the content
priorities tool (n = 42). This discrepancy was due to some participants
not having access to a telephone for completion of the knowledge
retention tool but who attended their first postpartum visit where the
Tearning priorities tool was completed. The average total hospital stay
from postdelivery to discharge was 7.5 hours duration, the range being
5.5 to 13 hours. The telephone questionnaires were completed an average
of 34.4 hours after delivery (range 20 to 54 hours). The Q sort
priorities rankings were completed at the outpatient clinic visit which
was an average of 58.23 hours after birth (range 38 to 144 hours).

There were specific eligibility criteria for the short-stay
maternity program. Qualification for the program had to be met by 37
weeks gestation and attendance at a single program orientation class was
required prior to delivery. Since only low-risk mothers were eligible,
patients with extremes in age, gestation, or length of labor were
excluded from the program. Women discharged from the short-stay program
had essentially normal antepartum, intrapartum, and postpartum courses.
Educational background was used as an indicator of socioeconomic status.
Demographic data related to income and race were not collected.

Assistance at home during the first postpartum week was a program
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requirement, and all mothers fulfilled this criterion. All participants
were literate in English and planned to return to the university
hospital outpatient clinic for follow-up.

The original study was granted exempt status from the Committee on
Human Research of the university where the study was conducted. This
study involved a secondary analysis of the original data and did not
require re-evaluation from the Committee on Human Research. Involvement

in the study posed no risks for mother or baby.

Instruments

A telephone questionnaire consisting of 24 items was used to assess
mothers' knowledge retention of postpartum discharge instruction (see
Appendix A). The short-stay program had a predischarge teaching
protocol that outlined 12 content areas to be addressed by the nurse
(see Appendix B). The questionnaire, developed by Martell et al.
(1985), was designed to reflect both the protocol content areas and the
amount of time the nurses devoted to teaching content from each area.
The investigators asked 10 nurses who perfdrmed predischarge teaching
with short-stay mothers to rank the 12 content areas of the teaching
protocol in order of priority to reflect the emphasis of their teaching.
The results of this priority ranking guided the development of the
questionnaire.

The questionnaire consisted of 12 sections, each addressing a
single content area from the teaching protocol. Each section contained
either one, two, or three items/questions depending on the average of

the 10 nurses' priority rankings of the particular area. In this way



32
the sections reflected the relative emphasis given the various content
areas during actual teaching. The infant feeding, uterine massage, and
pericare sections each contained three items, as the nurses ranked these
areas the highest and spent the greatest amount of time presenting this
information. Infant care, warning signs, breast care, comfort measures,
involution, and rest were given two items each, as they received less
emphasis. The content areas of bowel function, family changes, and
sexuality were given one item each as nurses reported spending the least
amount of time teaching this information. Content validity of the set
of items was then established by postpartum nurses (N = 5) familiar with
postpartum discharge teaching.

It should be noted that although there were 24 response items for
each participant, the questionnaire contains a total of 29 items. The
content areas of infant feeding and breast care provided five items to
be completed by breastfeeding mothers and five items to be completed by
bottle feeding mothers. Only five of these items are used for any
mother. In this way each mother responded to a total of 24 items.

The questionnaire was intended for administration by a researcher
in a telephone interview situation. Each item is an open-ended question
and has possible correct response phrases listed to facilitate rapid
recording of commonly given correct answers. Correct response phrases
are listed only for ease of recording and were not read to the
participant by the researcher. A section following each item labeled
"List other responses" is also provided for the telephone interviewer to

record other responses made by the mother.
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The questionnaire had been piloted in the original clinical study
with 10 women to test clarity of items and ease of administration prior
to data collection (L. Martell, personal communication, April, 1989).
Women willing to participate in the pilot testing had been recruited
from the antepartum outpatient clinic and were administered the
questionnaire by telephone within 24 hours postdelivery. Tape
recordings of two telephone questionnaire pilot interviews were scored
independently by two researchers to assure interrater reliability, which
was greater than 90% for these two researchers.

A second instrument was developed to assess the mothers'
information priorities among the postpartum discharge teaching content
areas listed in the telephone questionnaire. The one-way structured Q
sort was used for assessing information priorities (see Appendix C). Q
sort technique is a versatile and reliable means of collecting data on
how individuals rank specific dimensions of a concept along a continuum
(Dennis, 1986; Kerlinger, 1986; Polit & Hungler, 1987). The forced
choice Q sort requires that subjects place a specified number of items
in each column. A forced selection method was used to limit the high
and low priority response, thereby forcing the mothers' greatest
priority items into the highest ranks. This method was employed as a
means of assessing the relative significance of each item to the woman.

Except for phraseology, the content of the § sort items matched
that of the telephone questionnaire. The telephone questionnaire items
were in the form of questions, whereas the Q sort items were presented

as statements. In all other ways the items of both instruments mirrored
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one another. Prior to conducting the initial study, the Q sort had been

piloted on 10 mothers to test ease of administration and clarity

(Martell et al., 1989).

Data Collection Procedures

The data on the telephone questionnaire and the Q sort were
collected by the same research assistant for all 30 participants. A
disclaimer explaining the research project was distributed to eligible
mothers in their discharge information packet (see Appendix D).
Potential participants were then called within 24 hours postdischarge
from the short-stay program and asked to participate in the study. The
research assistant read the disclaimer explaining the purpose of the
study and participation requirements to each mother contacted. Mothers
who verbally agreed to participate were interviewed during the initial
phone call, although some mothers had to be called back for the
interview at a later time due to conflicting demands on their time. The
research assistant began by asking questions regarding the patient's
demographic data. This information was recorded prior to the
gquestionnaire interview. Questionnaire items were then read to the
mother, and her responses were recorded. The telephone questionnaire
took approximately 20 to 30 minutes for most mothers to complete., At
the completion of the interview, mothers were asked the date and time of
their short-stay postpartum clinic visit. The research assistant
arranged to meet them at this visit to complete the priorities Q sort.

The research assistant explained the research procedure to the

mother in a clinic examination room prior to her appointment. Verbal
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and written agreement to participate was again elicited from the mother
(see Appendix E); questions were answered, and the participant was then
left alone to complete the ranking. To complete the Q sort ranking,
participants were given the 24 cards with one item typed on each card.
Breastfeeding participants were given 24 cards with infant feeding and
breast care items specific to this group. Bottle feeding mothers were
given breast care and infant feeding item cards that were appropriate
for their group. In this way, each mother was given 24 cards
representing items relevant to her from the 12 content areas. Mothers
were then asked to read the cards and sort them into six piles ranked
from most important to least important content for the first 3 days at
home. The forced Q sort required that subjects place two items at
either extreme (most and least important), four items in each of the
second and fifth ranks (more and less important) and six items in each
of the two middle ranks {not too and somewhat important). The research
assistant recorded the rankings of the 24 items after each participant
completed the Q sort. Mothers were also given blank cards upon which
they could write a topic they felt was important but which was not
included in the set of 24 items. The new item card would then be ranked
by the mother in the Q sort at the level she felt appropriate. The Q
sort ranking took approximately 10 minutes for mothers to complete.

Mothers were thanked for their participation.
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Analysis of Data

Knowledge Retention Tool

The 24-item telephone questionnaire was scored by the researcher.
Each of the 24 items were given a score of 0, 1, or 2. Items with no
response or an incorrect response were given a score of 0. A score of 1
was given for an item having a single correct response, and a score of 2
was given for items with two or more correct responses. This scoring
method was piloted for reliability by two investigators using 10
randomly selected questionnaires with 93.6% agreement.

The statistical data for each knowledge retention questionnaire
item were computed. For each item, the total number of score values of
0, 1, and 2 were tallied. The scores for all women were then combined
on each item, and the group's mean, median, standard deviation, and
variance were then calculated for each knowledge retention item. Thus,
for each of the 24 items, a separate set of calculations was computed.

Postpartum Priorities Q Sort

The 24 ranked Q sort items were assigned a score of 1 through 6,
with 1 being the highest priority and 6 being the lowest priority for
each of the participant rankings. The total number of ranked score
values, 1 through 6, assigned to each ranked item was tallied. Thus,
for each item, the frequency of score values equal to 1, 2, 3, 4, 6, and
6 were computed. The scores for all women were then combined on each
item, and the group's mean, median, standard deviation, and variance

were calculated for each jtem.
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To answer the question whether knowledge retention and learning
priorities are significantly related, measures of relationship were
calculated. Telephone questionnaire scores and Q sort item rank scores
were correlated for each item using Pearson r correlations.

Chi square statistics were computed to determine if a significant
clinical association exists between each knowledge score and priority
ranking score on the 24 items. If assumptions were not met for chi
square, Fisher's exact test was also used to test for association.

In addition, to help examine the clinical assumption that a
client's priorities influence what she learns, 1 tests were used to
compare knowledge retention for mothers who gave extremely high and
extremely low priorities to a given item. Descriptive statistics were

used to summarize the demographic data.
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CHAPTER IV
RESULTS
In this chapter, the findings of the study will be reported, the
sample will be described, and the findings relevant to the research
question will be presented. The accepted level of statistical

significance for all findings is p < .05.

Description of the Sample

The sample included 30 postpartum women ranging in age from 20 to
36 years. The mean maternal age was 26 years, and the median age was 25
years. All participants had experienced a normal antepartum,
intrapartum, and postpartum course, and gestation at delivery ranged
from 38 to 42.5 weeks (x = 40.2). Primiparous women represented 30%
(n = 9) of the sample, and the remaining 70% (n = 21) were multiparous
women. The median parity was 2.0 (x = 1.967). A wide range of
educational backgrounds (10 to 22 years) was represented among the
participants (x = 13.3). One fifth (n =6) of the mothers had not
completed high school, and 1 mother held a doctoral degree. A majority
of mothers were breastfeeding at the time of the study (83.3%
breastfeeding), 4 mothers (13.3%) chose to bottle feed, and 1 mother
(3.3%) both breast and bottle fed her baby. Slightly more than one half
of the mothers (53.3%) were usually employed outside of the home, while
the remainder (46.7%) reported having no occupation outside of the home.
A1l the participants received antepartum, intrapartum, and postpartum
care at the university hospital where the study was conducted.

Nurse-midwives were the primary care providers for 30% (n = 9) of the
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practice resident physicians cared for 56.7% (n = 17) of the women, and
13.3% (n = 4) had private physicians. All of the women participating in
the study had a source of help at home following their short hospital
stay. A majority of women (n = 20) had at least one source of help at
home; most commonly, the source of help was their husband (n =8) or
their mother (n = 7). The remaining participants (n = 10) had more than
one source of help at home during the first postpartum week. Mothers
were discharged from the hospital to home from 5.5 to 13 hours
postpartum. The mean hours postpartum at the time of discharge was 7.5

hours, and the median was 6 hours.

Relationships Between Knowledge Retention
and Learning Priorities

Several tests of the relationship between knowledge retention and
learning priorities were used. Chi square tests were not significant;
however, the assumptions necessary for chi square were not met, as a
large number of cells had frequencies of less than 5. The Fisher's
exact test was run on all 29 items, and cross-tabulation with the chi
square statistic were repeated on the collapsed tables. Again, the
results for both statistics on all 29 items were not statistically
significant.

Tables were collapsed into two-by-two tables so that the Fisher's
exact test could be used. Because of the small number of subjects per
cell when all levels of priority (1 through 6) were cross-tabulated with
all Tevels of knowledge retention (0 through 3), the decision was made

to collapse the number of rows and columns. Priority was collapsed into
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two levels: high priority (Q sort ranks 1, 2, or 3) and Tow priority (Q
sort ranks 4, 5, or 6) for each item. Knowledge retention was also
collapsed to two levels. For items in which only two levels of
knowledge retention were represented (e.g., 0 and 1, O and 2, or 1 and
2), the higher number was considered high knowledge retention, and the
lower number was considered low knowledge retention. Items with all
three know]édge retention score values represented (n = 14) were
collapsed in such a way as to bring the frequencies of cells up to a
value of 5 or more. Thus, either columns “"0" and "1" were collapsed to
form one column or columns "1" and "2" were collapsed to form a single
column with the column containing the higher numbers considered higher
retention. The exploratory-descriptive nature of the question
concerning the relationship between learning priorities and knowledge
retention made this a feasible exploration with collapsed rankings on
both variables.

Pearson's r was also calculated for all 29 items to examine
priority as related to retention. Again, no statistically significant
relationships were found.

T tests were then performed on mean item scores to determine if a
significant difference existed between the knowledge retention scores of
mothers who had ranked the item high priority compared to mothers who
ranked that item low priority. Only four items had sufficient high and
Tow priority rankings to create cell sizes of 5 or greater, T tests
could not be run on three of these items, as the mean knowledge

retention scores of the high priority group were identical to the 1ow
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priority group. The t test was performed for one infant feeding item,
but the result was not statistically significant.

Scatter diagrams were prepared to illustrate the items' learning
retention score in relationship to the learning priority score for each
participant (see Figure 1). There was no trend noted in the
distribution of scores.

A descriptive analysis of the data was appropriate in spite of the
lack of a statistically significant relationship between <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>