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ABSTRACT
The purpose of this study was to compare the clinical usefulness and efficiency
of two postpartum assessment tools: an empirically based postpartum assessment tool
and the theory based Roy-postpartum adaptation assessment tool (R-PAAT). Thirty
mother-infant pairs were sequentially assigned to the control or experimental group
for a postpartum home visit.
Secondary analysis of the data involved 1) identification of nursing diagnoses
generated from each assessment tool's data, 2) comparison of the number of nursing
diagnoses generated using the empiric postpartum assessment tool versus the
R-PAAT, and 3) comparison of the efficiency, measured by time required for a home
visit, using the respective tools.
Two of the 18 possible postpartum nursing diagnoses were identified
significantly (p < .05) more often using the R-PAAT and two additional diagnoses
approached significance. Home visits using the R-PAAT required significantly longer
time to complete.
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CHAPTER I
INTRODUCTION
The purpose of this secondary analysis was twofold: 1) to compare the clinical
usefulness of two postpartum assessment tools in terms of nursing diagnoses derived
from data collected using each tool, and 2) to compare the time required to complete
the postpartum home visit using the theory based versus the empirically based tool.
Background
Patient assessment and interventions in maternal-child nursing have undergone
remarkable modifications in the last two decades. Gradual changes in health care
practices, including maternal-child nursing practices, have occurred due to 1)
alterations in the availability and character of social and economic resources, and 2)
reassessment of clinical practice in medicine and nursing care for postpartum and
newborn patients. These changes now pose serious challenges for all of nursing, but
nowhere are they more evident than in the care of the mother-infant dyad in the
immediate postpartum period. The provision of effective care to childbearing women,
their infants and their families within the constraints of the current health care system
requires an understanding of the needs of the patient, a knowledge of the current
pressures in the health care market, and an effective utilization of the resources
available to nurses.
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Changes in Social and Economic Resources
Social and economic resources for the childbearing family have been curtailed in
several ways. Population mobility has reduced the extended family support and
advice network once available to new parents (Gruis, 1977; Evans, 1991). Increased
numbers of adolescents are having babies (Winslow, 1987; Pima County Community
Health Committee, 1991) and utilizing disproportionate amounts of health care
resources. More single women are bearing children and have more responsibility
with less partner or other in-home assistance before and after delivery than in
previous decades (Freda, 1994). For example, in Arizona, marital status showed the
greatest change of all maternal statistics collected between 1980 and 1989, with the
percentage of single mothers increasing from 19% to 31% (Gersten & Mrela, 1990).
The number of births to single women in the United States increased 75% from 1980
to 1990 (Freda, 1994). The increased incidence of delayed or absent prenatal care
has reduced antenatal educational and assessment opportunities. In fact, less than two
thirds of pregnant women in Arizona received prenatal care during the first trimester
of their pregnancy in 1989 and 3.6% of all pregnant women received no prenatal care
in that year; both record numbers for the decade (Gersten & Mrela, 1990).
Economic changes have included increased numbers of women and children who
are uninsured and exceptional elevations in the costs of normal pregnancy and
delivery. Maternity-related diagnoses have accounted for up to 45% of all
uncompensated health care costs (Covington & Collins, 1994). The cost of an
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uncomplicated vaginal delivery of a healthy full-term newborn in Pima County ranged
from $1,732.00 to $3,725.00 in 1993 (State of AZ, 1994), an increase of 25% from
1986.
Severe reductions in length of hospital stay after delivery, which for the most
part were economically driven, have reduced opportunities for inpatient assessment
and intervention. Early discharge was driven initially by the post-WWH baby boom.
Hospital stays were shortened because beds and maternity staff were in short supply
and insurance coverage for maternity benefits was limited (Covington & Collins,
1994). Studies in the mid 1970's and 1980's (e. g., Lemmer, 1987) indicated that
early discharge was safe for the majority of low-risk mothers and economically
advantageous for institutions and for families. Additional advantages were avoiding
exposure to iatrogenic pathogens, artificial feeding schedules and restricted family
visitation (Jansson, 1985). While seven-day stays were common practice a generation
ago, women who have uncomplicated vaginal deliveries are discharged at 24-36 hours
in current practice, and women who require cesarian delivery are discharged on the
third postpartum day. This trend seems likely to continue (Evans, 1991).
In sum, more women are having babies with reduced or absent economic
support networks, reduced contact with role models and information sources in their
social networks, and reduced antenatal contacts for information and anticipatory
guidance from health care providers. Opportunities for anticipatory guidance and
teaching regarding infant care, parenting skills, and physiologic and psychosocial
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changes accompanying childbirth have been reduced in the prenatal period. This has
increased the likelihood that encounters with problems will occur after hospital
discharge for families with newborns. These changes support an increased emphasis
on the importance of and the role for postpartum home visits. One of the most
important trends in nursing and health care is the shift from inpatient to outpatient
services, from "institutional help to self help" (Covington & Collins, 1994).
Consequently, the role of the maternal-child nurse must change to meet the evolving
needs of new mothers and their families.
Postpartum Education: Timing and Content Issues
Economic and social changes have also profoundly influenced the context of
maternal-newborn assessment and intervention. These changes require a reevaluation
of the timing and components of assessment to identify educational and anticipatory
guidance needs for new mothers and their families. Despite the concentrated focus of
postpartum and nursery staff on providing information to new mothers during their
brief hospital stay, several studies (Rubin, 1961; Reisch, 1979; Bull, 1981; Rutledge
& Pridham, 1987; Ament, 1990) question maternal readiness for instruction during
the 24-48 hours immediately following delivery.
Rubin's (1961) seminal work on postpartum adaptation described an initial
period of "taking in" which was characterized by passive and dependent maternal
behaviors and which lasted up to 3 days. Ament (1990), in a study attempting to
clarify Rubin's concepts, suggested that women may not be ready to absorb the
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information commonly presented to them in the first 24 hours after delivery.
Research by Bull (1981) and Reisch (1979) identified significant changes in
informational needs and concerns of primiparous mothers after a week at home. This
suggests that the inpatient postpartum teaching agenda may not fully meet the needs of
new mothers and their infants.
Rutledge and Pridham (1987) suggested that attempts to teach intensively
throughout the period of hospitalization may be detrimental, not merely futile. The
researchers found that breast-feeding mothers' perceptions of their competence to care
for their infants was related to the amount of rest they received in the early
postpartum period, rather than the amount of teaching they received.
Despite the importance of understanding the informational needs of postpartum
women, only a few studies have examined maternal priorities, or considered them in
relation to nursing informational priorities. Findings have not been consistent, and
variables affecting these differences have not been adequately identified (Tribotti,
Lyons, Blackburn, Stein & Withers, 1988; Martell, Imle, Horwitz & Wheeler, 1989).
For growing numbers of childbearing families, the home health nurse may be
their most significant postpartum contact. Effective identification of and intervention
for postpartum events have the potential to promote exemplary postpartum adaptation
for new families. Successful primary and secondary interventions by nurses may
reduce utilization of economic resources and protect the health of women and
children. Research has demonstrated significant differences in outcomes as a result of
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postpartum follow up using such interventions as anticipatory guidance, home
assessment, individual or group teaching, and personal support and counseling
(Hampson, 1989).
Tools for Postpartum Assessment
Historically, maternal-newborn home health assessment tools have been based
on an evaluation of postpartum physiological adaptation. The breadth of health and
social issues facing new families requires evaluation of additional adaptive processes.
This position is supported by the research of Olds and Kitzman (1990), who reviewed
10 home visitation programs which were implemented with randomized trials in an
attempt to evaluate their impact on the health of women and their offspring. They
concluded that one component of success was the use of an ecological model, where
multiple rather than single influences on health and well-being were considered. This
provides additional endorsement for the development of assessment tools organized
according to a conceptual framework. "Simply treating diseases or symptoms, being
preoccupied with physiologic dynamics, and concentrating on institutional settings do
not deliver efficient, effective or complete postpartum care" (Affonso, 1987, p. 9).
Fawcett (1988) described how the use of a conceptual model would yield a
"systematic program of research and an organized body of scientific nursing
knowledge" (p. 400). The use of a conceptual model can organize thinking,
observations and interpretation of data, and may suggest solutions to practical
problems as well as provide criteria for knowing when a problem has been solved

(Fawcett, 1989). According to Huch (1980), theory-based practice is an operative
way of testing theories and leads to expansion of the nursing knowledge base.
Clearly, nursing models can be useful for the development of instruments for nursing
assessment guidelines (Fawcett, 1988).
Carveth (1987) characterized the use of conceptual models as "one building
block in the development of a science" (p. 25) in describing their utility for nursemidwifery. Development of assessment tools based on conceptual models can be seen
as a way to operationalize components of the model (Fawcett, Tulman & Myers,
1988). The role of assessment as an effective element of the home visit, not merely a
prelude to intervention, must also be acknowledged. Assessments in the postpartum
period may be used to provide frameworks for determining family strengths and
weaknesses, to give feedback, and to make additional assessments. The process of
assessment can be use to provide structure and organization for the visit and may also
be used to encourage parents to consider issues and to stimulate problem-solving.
Finally, assessments may be used to guide mutual goal setting and provide an
atmosphere for building rapport and trust (Barnard, cited in Donaldson, 1991).
Although development of a theory-based assessment tool has intuitive appeal,
examples of nursing conceptual models used to direct nursing care of postpartum
families are not abundant. Even in settings where specific conceptual models are used
to guide practice, the adequacy and logical consistency of guidelines derived for
practice and their usefulness with various population groups have not been adequately
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researched (Whall, 1989). A survey of data collection tools used in nursing
baccalaureate programs mentions no nursing theorists for developmental,
psychological or functional measures, and only three nursing theorists under physical
and under multidimensional instruments (Hohloch, Christ, & Roscinski, 1988).
Fawcett's (Fawcett et al., 1988) research group has been using Roy's model to
develop tools for measuring functional status during pregnancy and childbirth. They
have developed and tested both the Inventory of Functional Status After Childbirth
(IFSAC) and the Inventory of Functional Status - Antepartum Period (IFSAP)
(Tulman, Higgins, Fawcett, Nunno, Vansickel, Haas & Speca, 1991). Unfortunately,
most home health nurses are still using assessment tools which reflect an outdated
model of health care, focusing primarily on the physiological status of mother and
baby.
Two decades of research have followed Rubin's (1967a, 1967b) exploration of
the issues of maternal role attainment using theories from anthropology and sociology.
Analysis of maternal-newborn nursing research from 1977-1986 found that postpartum
research comprised nearly 30% of published studies (Beck, 1989). Maternal role
attainment, social support, and mother-infant interaction were the three most
researched topics. Three-fourths of the research studies for the review period had no
explicitly identified theoretical basis. The three most frequently used models were role
theory, attachment theory, and Roy's Adaptation Model.

Statement of Problem
Professional nurses are assuming greater responsibilities for home care of new
mothers in the outpatient setting and lack assessment tools based on nursing theory to
guide them. As the need for health care services at home and in community settings
increases for women and children, there is a concomitant need for assessment tools
based on nursing models for this population. In particular, assessment tools from
which nurses formulate interventions and plans of care must be evaluated for
completeness and utility.
Significance of Problem
Early discharge of new mothers has historically been economically driven.
Consequently, initial assessments of the merit of early discharge primarily evaluated
the fiscal impact on the hospital as a community resource. Subsequently, many studies
have evaluated the safety of early discharge for mothers and their infants.
Unfortunately, however, the impact of early discharge has not included assessment of
health consequences to women and their infants. Home health is an appropriate, costeffective domain in which to achieve this goal.
Validating the utility of a theory-based assessment tool will be meaningful in
assisting nurses to care for postpartum patients after discharge. Comparing
empirically-based and theory-based home health assessment tools for identification of
postpartum nursing diagnoses may be used to refine postpartum nursing practice in
the post-discharge client. Evaluating the economic consequences of the use of each of
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the tools is a necessary component for determining their practicality in a community
setting.
Purpose
The purpose of the secondary analysis was to compare the clinical usefulness
and efficiency of a theory based postpartum assessment tool and an empirically based
postpartum assessment tool. Clinical usefulness was operationalized by extracting
nursing diagnoses from the assessment data and comparing types and numbers of
diagnoses identified. Efficiency was operationalized by converting time required to
complete the home visit into minutes and comparing the duration of visits with each
tool.
Research Questions
1. What nursing diagnoses are identified in a group of primiparous women and
their newborns using a theory based postpartum assessment tool versus an empirically
based postpartum assessment tool?
2. What differences are there in the frequency of nursing diagnoses identified
using an empirically based tool versus a theory-based tool?
3. What is the difference in efficiency, as measured by time required to
complete the home visit, between the theory-based and the empirically based tool?
Summary
Social and economic changes for childbearing women and their families have
driven a remarkable transformation in care delivered by maternal child nurses. The
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addition of market forces to this equation has significantly altered the setting and
character of postpartum nursing assessments and interventions. Review of the
literature has affirmed the utility of nursing conceptual models to guide nursing care.
It has also established the need for theory-based tools in maternal child nursing which
can be used to assess and support adaptation of postpartum clients in all domains.

CHAPTER II
CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE
This chapter describes the conceptual framework for this study, based on the
Roy Adaptation Model (Roy, 1984). The literature relevant to the study of
postpartum adaptation is reviewed, using the adaptive modes and the categories of
stimuli from Roy's Adaptation Model of Nursing as an organizing framework.
Conceptual Framework
Roy's Adaptation Model of Nursing (Roy, 1984) characterizes individuals as
biopsychosocial beings who adapt to stimuli in a constantly changing environment.
Categories of stimulation include focal, which are immediate and require an adaptive
response; contextual, which contribute to the behavior caused or precipitated by the
focal stimulus; and residual, which are factors that may be affecting behavior, such as
beliefs, attitudes, traits, and cultural determinants.
According to Roy (1984), adaptation takes place in four interrelated modes of
the person. The physiological mode is concerned with basic needs requisite to
maintaining the physical and physiological integrity of the human system. The selfconcept mode is concerned with perception of the physical and personal self. The
role function mode is concerned with performance of roles on the basis of position
within society. The interdependence mode deals with development and maintenance
of satisfying relationships with significant others. Adaptive modes are interrelated,
and responses in each mode act as stimuli for other modes (Andrews & Roy, 1986).
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According to Roy, the goal of nursing is to promote adaptation in these modes
by increasing the person's adaptive responses and decreasing ineffective responses.
The ultimate consequence of effective care will be to maintain and increase the
integrity of the individual, thus enhancing health and the quality of life.
First level assessment involves the evaluation of behavior in each of the adaptive
modes. Second level assessment involves identification of focal, contextual and
residual stimuli involved in behaviors which are ineffective or which need reinforcing
(Roy, 1984).
Review of Literature
Issues of postpartum adaptation in each mode will be reviewed by examining
appropriate postpartum and newborn variables in the literature. Health variables and
physiologic changes for new mothers and health variables and physiologic changes for
the newborn will be explored for the physiological mode. Postpartum functional
status variables will be surveyed for the role function mode. Individual psychosocial
variables will be reviewed for the self-concept mode for both the mother and her
infant. Family variables will be examined for the interdependence mode.
Demographic variables will be analyzed for the contextual stimuli. Review will be
limited to studies on adult women of childbearing age.
Physiologic Mode
According to Roy (1984), the nurse would assess for adaptation problems in the
physiologic mode related to oxygenation, nutrition, elimination, activity and rest, skin
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integrity, fluid and electrolyte balance, and neurological and endocrine function. For
the postpartum dyad, both the mother and the infant are experiencing changes. For
postpartum women, physiological adaptation includes response to the tremendous
antepartum and postpartum transformations in themselves. The infant's physiological
adaptation involves the successful adjustment to extrauterine life in the postpartum
period. It is of note that although the infant is the primary focal stimulus for the new
mother, the infant is also a client needing assessment for effective and ineffective
adaptation strategies.
Maternal Adaptation
Research suggests that in the early postpartum period (24-72 hours after
delivery), concerns about physiologic function predominate over psychosocial issues
for new mothers. Jansson (1985) reported on the utility of a one-page assessment tool
used in follow-up home visits for 925 socioeconomically homogeneous women in an
early discharge program. Common problems identified during postpartum visits
included 16 separate maternal problems, 11 of which were health or physiological
mode variables. According to the author, the tool reflects the program's emphasis on
continuity of care and on holistic assessment of the family unit.
Gruis (1977) explored postpartum concerns of mothers and categorized
postpartum adaptation into four areas: physical restoration, learning to care for and
meet the needs of a dependent infant, establishment of a relationship with the infant,
and alterations in lifestyle and relationships to accommodate a new family member.
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In her convenience sample of 40 women at one month postpartum, physical symptoms
such as exercise issues, discomfort of stitches, constipation, breast soreness and breast
care were of concern to over 50% of the respondents.
Chapman, Macey, Keegan, Borum and Bennett (1985) examined concerns of
breast-feeding mothers from birth to 4 months using a convenience sample of 50
mothers with healthy infants. They found that maternal physiological concerns
included problems with sore nipples, infant concerns (addressed in infant adaptation
below), and postpartum concerns such as fatigue and upper respiratory infections.
Graef, McGhee, Rozycki, Fescina-Jones, Clark, Thompson and Brooten (1988)
examined concerns of breast-feeding mothers in a sample of 32 women planning to
breast-feed for 1 month, who had never breast-fed before. Using a modification of
Gruis'(1977) categories, they found that 81% of the women reported maternal
physical concerns.
Davis, Brucker and Macmullen (1988) investigated the informational priorities
of 117 women during their 3 day postpartum stay using a questionnaire based on
Lesser and Keane's comprehensive interview guide. They found that the maternal
care topic most often cited for all ages and parity groups was physical complications
of the postpartum period.
Tribotti et al. (1988) examined the needs of 231 postpartum women during the
first 72 hours after birth. They utilized a heterogeneous convenience sample from
four separate institutions, with similar numbers of vaginal and caesarean births and
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similar numbers of primiparous and multiparous women. Using a nursing diagnosis
framework, they found that each patient averaged 9 diagnoses, most in the
physiologic mode; Alteration in Comfort (87%), Fluid Volume Deficit/Excess (69%),
Impaired Mobility (66%), and Alteration in Bowel Elimination (56%). This is one of
the few studies to include large numbers of women of varied demographic
backgrounds. Findings were similar across all four hospitals. Of note, knowledge
deficit was indicated as a problem in the first 72 hours by only 35% of the subjects.
Barnett and Parker (1986) studied anxiety in 147 primiparous women. Their
data indicated that higher levels of maternal anxiety were linked to physical
complications of pregnancy and postpartum for both mother and infant. The authors
interpreted this as a causal relationship.
Harrison and Hicks (1983) studied concerns of postpartum women and their
sources of help via questionnaires returned from a convenience sample of 158 women.
The questionnaires were returned 23 to 60 days after delivery, and analysis revealed
that 77% of mothers who responded to the questionnaire had concerns about fatigue.
Women cited books and pamphlets as their main resource about diet, exercise, and
figures, and the authors felt that this might reflect a lack of helpful resources of other
types. Reliability and validity of the questionnaire had not been established, but the
authors cited similar results obtained with the instrument in three separate studies.
The interrelatedness of Roy's modes of adaptation were demonstrated in a study
of changes in sexual relationships in the postpartum period (Fischman, Rankin,
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Soeken & Lenz, 1986). Review of the literature guided development of their Intimate
Relationship Scale, which they mailed to a homogeneous convenience sample. Sixtyeight couples responded at four months postpartum. The authors found that, at four
months postpartum, most women reported physical discomfort with intercourse,
diminished physical strength, and fatigue, all of which interfered with sex.
Infant Adaptation
Martell et al. (1989) evaluated the informational priorities of short-stay
postpartum women at 72 hours. They found that 81% (N=42) thought that
identification of infant illness was the most important information for the first 3 days
at home. Although the infant is a client, too, for the postpartum woman, the infant is
also the most significant focal stimulus, and infant assessment is addressed there.
Summary
Review of the literature on physiological adaptation in the postpartum period
reveals that despite study weaknesses, which include rare utilization of conceptual
models and a lack of theory-based assessment tools, the data on physiological
adaptation issues for postpartum women are remarkably consistent. Postpartum
women indicate that issues of maternal and infant adaptation in the physiologic mode
are important sources of questions and causes for concern in the immediate
postpartum period. Data from numerous studies also support the link between
effective adaptation in the physiologic mode and adaptation in other modes.

Self-Concept Mode
In the Roy Adaptation Model, self-concept is defined as "the composite of
beliefs and feelings that one holds about oneself at a given time, formed from
perceptions particularly of others' reactions, and directing one's behavior" (Buck,
1984, p. 258). According to Roy (1984), the self-concept mode is divided into two
areas. The first, the physical self, includes the components of bodily sensations or
physical feelings and body image. The second, the personal self, has three
components; self-consistency, which includes one's actual responses and individual
personality traits, self-ideal/self-expectancy, which includes what one would like to be
or is capable of being, and moral-ethical-spiritual self, which is the individual's belief
system and the measurer of who one is (Roy, 1894). Individuals acquire a concept of
self by learning based on perceptions of self gained from interactions with others and
involving successful or unsuccessful mastery of developmental tasks (Buck, 1984).
Body image has been a consistent concern of women in the postpartum
adaptation literature. Gruis (1977) explored postpartum concerns of mothers in her
convenience sample of 40 women at one month postpartum. Ninety-five percent
identified the return of their figure to normal as a concern.
Harrison and Hicks (1983) studied concerns of postpartum women and their
sources of help via questionnaire. For their convenience sample of 158 women, data
analysis revealed that 80% of mothers who responded to the questionnaire were
concerned about the return of figures to normal.
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Fischman et al. (1986), in their exploration of factors affecting changes in
intimacy and sexuality (see above), found that 70% of their respondents were less or
much less satisfied with their body image, and at 12 months, 39% persisted in
expressing this dissatisfaction.
Mercer and Ferketich (1990) used standard measures and a convenience sample
of 121 high risk and 182 low-risk women to look at predictors of parental attachment.
They found that self-esteem, measured on study entry, correlated with parental
competence in early postpartum. Self-esteem is the aspect of the self-concept mode
which describes the value the person holds of self, according to the Roy Adaptation
model (Driever, 1984). In the study cited, this correlation increased on measures at
eight months postpartum.
Graef et al. (1988) examined concerns of breast-feeding mothers in a
convenience sample of 32 women using a modification of Gruis'(1977) categories.
They found that 69% of women expressed concerns about emotional issues during the
1st month postpartum, including fatigue, tension and a sense of being overwhelmed,
and unpredictable crying episodes.
Postpartum depression has been one of the most studied issues in the selfconcept mode and results support the interrelatedness of Roy's adaptation modes.
McGowan (1977) reviewed the literature on postpartum disturbance and listed
common stressors which affected mood and behavior; endocrine changes, new
psychological conflicts related to pregnancy, and the social and psychological
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reorganization required for new mothers. She diffenentiated between diagnoses of
depression and postpartum depression, and estimated that the incidence of severe
depression was about 1-2 cases per thousand, while postpartum blues occurred in 1580% of new mothers.
Affonso (1987) categorized postpartum stressors and used a convenience sample
of 80 women to explore the correlates of postpartum stress. Three self-report
questionnaires were returned by women at three and eight weeks after delivery. She
found that 86% of the respondents reported feelings of depression during the 3rd
postpartum week, persisting to the 8th postpartum week for 65% of the convenience
sample of 80 women. She identified a significant relationship between depression and
the presence of postpartum stressors, including mood instability, problems getting
regular meals, fatigue, negative emotions with the baby, discomfort being a mother,
relationship problems with the father of the infant, time constraints on other roles,
inadequate emotional support from family, poor self-concept, and negative body
image. Limitations of the study included use of a tool whose reliability had not been
established, use of sample-specific tools, and potential for skewed data from the third
of the sample who did not respond to the survey.
O'Hara (1986) used a homogeneous convenience sample of 99 to identify the
incidence of depression in postpartum women. Twelve percent of the women were
diagnosed with depression postpartally based on Research Diagnostic Criteria. This
was associated with more stressful life events and less support from spouses.
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Lips (1985) looked at the reporting of psychological symptoms in pregnant
couples as compared with a control group of nonpregnant couples in an attempt to
characterize the type and degree of correlations emotional and somatic complaints
have with pregnancy. Complete data were obtained for 61 pregnant women, 45
expectant fathers, and 73 and 47 respective controls. Data collection occurred at 3
intervals during pregnancy and at one month postpartum. Women in the experimental
group had distinct somatic complaints at all four measurement periods, and reports of
a negative emotional state increased through pregnancy and postpartum. A sharp rise
in the scores for negative "emotionality" was reported between the ninth month of
pregnancy and the first month postpartum, and the researchers concluded that there is
an increased experience of negative emotions late in pregnancy and early in the
postpartum period.
Mercer (1985) used a convenience sample of 294 women to examine age
differences in the process of maternal role attainment. She used interviews with both
forced-choice and open-ended items and four instruments which operationalized
maternal role attainment. Subjects identified role skills they had not mastered and
concomitant feelings of inadequacy as the second most frequent stressor, present in
49-50% of the 20 and over mothers at one month postpartum.
Koniak-Griffin (1993) reviewed research on maternal role attainment and
identified an increase in the positive attitudes of subjects towards themselves as
mothers over time. She also found significant correlations between self-confidence
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and feelings both towards the baby and oneself, and between feelings towards the
baby and feelings about themselves as mothers.
Mercer (1986) studied the relationship of developmental differences to maternal
behavior, using a developmental stages framework. An age-stratified sample of
primiparas completed the interview and instrument administration at one, four, eight,
and twelve months. Final sample size for adults was 250. She found a significant
decrease in positive self-concept among 20-29 and 30-42 year old mothers over the
first eight months.
Summary
The review of literature on the self-concept mode has identified the same
shortcomings as the physiologic mode. There is a consistent finding of emotional
problems and concerns in the postpartum period and a significant effect of these
problems on successful adaptation in other modes, notably role function.
Role Function Mode
Two basic assumptions, that 1) roles exist only in relationship to each other, and
2) roles are filled by individuals (Nuwayhid, 1984) convey the essential nature of role
adaptation. Social integrity can only be achieved when the individual knows who he
or she is in relation to others. Social adaptation for Roy (1984) may involve
assuming a temporary role, acquiring a new role, or altering an existing one. In the
case of pregnancy and childbearing, all three may occur. Pregnancy is a temporary
role, motherhood is a new and permanent role, and parenthood will alter spousal,
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work and social roles. Rubin's (1967a, 1967b) fundamental work on maternal role
attainment characterized it as a complex social and cognitive process that is learned,
rather than intuitively grasped. First level nursing assessment (Nuwayhid, 1984)
involves verification of demographic characteristics to identify an individual's primary
role and observations of behaviors related to those roles. Second level assessment
includes evaluations of the role performance requirements that affect the instrumental
or physical, action-oriented role behaviors and the expressive or emotional role
behaviors. Role performance requirements, according to Roy (1984), for the role of
mother might include the infant as role consumer, and the perceived reward for
performing the role, such as development of a relationship with the infant. Role
performance also might include access to facilities or sets of circumstances, such as
the ability to bear a child, or the opportunity to adopt or foster one, and cooperation
and collaboration, the presence of a climate and circumstances to fulfill the role, such
as spousal support. First and second level assessment of adaptation to the maternal
role and adjustments in other roles allows the home health nurse at a postpartum visit
to establish nursing diagnoses and develop a plan of care to enhance the social
integrity of the mother.
Readiness for Learning
Readiness for learning the maternal role is a fundamental issue which has been
addressed by a number of researchers. Rubin's (1961) seminal work on postpartum
adaptation described an initial period of "taking in" which is characterized by passive
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and dependent maternal behaviors and lasts up to three days. More recent
investigation (Ament, 1990) to clarify Rubin's "taking in" and "taking hold" concepts
suggested that women may not be ready to absorb the huge amount of information
commonly presented to them in the first 24 hours after delivery. Using a convenience
sample of SO primiparous and multiparous women, Ament administered a
questionnaire previously used in an attempt to replicate Rubin's original work.
Women completed the questionnaire 1 hour and 2 hours after leaving the delivery
room, at bedtime on the day of delivery, and each morning of hospitalization for the
following two days. Ament found that scores for the passive and dependent maternal
behavior which characterizes the "taking in" phase of postpartum adaptation did not
decline significantly until the day after delivery. Concomitantly, scores for
independent and autonomous maternal behavior, Rubin's "taking hold" phase, began
to increase significantly.
Brouse (1988) attempted to determine if teaching primiparas about their infants
using the Brazelton Neonatal Behavioral Assessment Scale (BNBAS) would ease their
transition to the maternal role. The sample consisted of 16 control and 16
experimental primiparas who had uncomplicated vaginal deliveries of healthy term
infants. The intervention was presented to experimental subjects on the third
postpartum day. Scales to evaluate maternal anxiety were administered to all subjects
on day 3 and repeated, with additional scales to measure maternal concern about
infant care and maternal lifestyle adjustment, at 3 weeks postpartum. The researcher
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found that inpatient teaching about infant behaviors resulted in no statistically
significant differences between control and experimental groups in their transition to
maternal role. One possible interpretation is a lack of readiness for anticipatory
guidance at the time of the intervention in the immediate postpartum period.
Additional support for the concept that the benefits of intervention in the
immediate postpartum period are overestimated comes from a study (Serwint, Wilson,
Duggan, Mellits, Baumgardner & DeAngelis, 1991), of a one-to-one provider
interaction and education session at 24-48 hours of age. Researchers sought to
determine if this intervention would increase maternal knowledge of infant care and
decrease maternal anxiety and depression, as well as increase health care utilization
and enhance identification of the primary care provider as a resource. A sample of
251 mother-infant pairs were assigned to either the control or experimental group.
Health care utilization was followed for 90 days, and a structured interview was
completed 2 months postpartum which included administration of instruments to
measure infant care knowledge, as well as maternal anxiety and postpartum
depression. No differences were found between control and intervention groups in
maternal knowledge of infant care, projected behavior in specific case vignettes or
ability to read a thermometer.
Additional work is needed to identify timing and content issues for postpartum
information. Nevertheless, these studies support the role of the visiting nurse in
facilitating postpartum adaptation by meeting informational needs after discharge.
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Maternal Priorities and Resources
One component of successful role assumption involves seeking and obtaining
information about a new role. Recognition of these preferences and sources is critical
for nurses attempting to facilitate maternal role attainment. Unfortunately, only a few
studies have examined maternal priorities or considered them in relation to nursing
informational priorities. Findings have not been consistent, and variables affecting
these differences have not been adequately identified.
Tribotti et al. (1988) used a demographically heterogeneous convenience sample
of 231 women at 12-96 hours postpartum to identify nursing diagnoses selected by
mothers. Each subject completed a questionnaire asking them to identify each
problem that concerned them. Defining characteristics of each problem were derived
from the North American Nursing Diagnosis Association's (NANDA) list of nursing
diagnoses. The authors in this study found that the majority of concerns focused on
postpartum physical discomforts and changes, and less than 40% of the women
identified knowledge deficit as a problem.
Davis et al. (1988) investigated the informational priorities of 117 women
during their 3 day postpartum stay. They found that the maternal care topic most
often cited for all ages and parity groups was postpartum complications, and the
infant care topic was infant illnesses. Over 25% felt that the following topics were
either Not Important or Not Very Important: birth control, sexual relations,
introducing the baby into the family, help at home, postpartum fatigue, and mood changes.

In another study, Martell et al. (1989) used their short-stay (6-8 hours)
program's discharge teaching guide to evaluate maternal priorities at 72 hours
postpartum. A convenience sample of 42 women were interviewed upon return to
clinic at 48 to 72 hours postpartum and asked to rank items in the discharge teaching
guide or additional items they thought pertinent from most important to least
important. High degrees of concern were elicited in the areas of health threats and
infant care and feeding. Mothers were least concerned about their own sexuality,
family changes, and their own bodily changes. The new mothers also had very
diverse opinions about what information was most essential to them.
Graef et al. (1988) surveyed a sample of 32 women in their study examining
concerns of breast-feeding mothers. During the first four weeks postpartum, they
found that 87% of the new mothers had infant feeding concerns and 48% expressed
concerns about the physical well-being of the infant.
Chapman et al. (1985) examined concerns of breast-feeding mothers from birth
to 4 months using a convenience sample of 50 mothers with healthy infants. They
found that concerns focussed on the breast (adequate milk supply, sore nipples,
frequency of breast-feeding, infant preference for one breast, and expressing and
storing milk), and infant concerns (infant behaviors, rashes, weight gain, and upper
respiratory infections), in addition to the postpartum concerns addressed above.
Identification and utilization of social and health-related resources facilitate role
acquisition. Using a model from the social sciences literature, Coffman, Levitt and
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Deets, (1991) studied personal support from social network members and professional
support from nurses in a convenience sample which included mothers of newborn
nursery infants as well as NICU infants. Measurement of stress at three to five weeks
postpartum indicated no differences in stress for mothers of intensive care infants
versus normal newborn infants. Researchers concluded that the postpartum period is
one of high stress unrelated to the risk status of the newborn.
Pridham and Chang (1992) used questionnaires and daily logs for the first 90
days postpartum from mothers of 62 healthy term newborns in a study of transition to
the maternal role. They found that maternal age, education and everyday supports
contributed positively to the number of caretaking issues (entailing caretaking
responsibilities and demanding resolution) and knowing issues (denoting increased
awareness and knowledge of the infant as a person) formulated. Younger mothers
with less infant experience, more everyday supports, and fewer identified knowing
issues were more likely to seek lay problem-solving help, while the number of
caretaking issues a mother identified was correlated positively with her use of clinical
help. Both one-month and three-month evaluations identified a positive correlation
between being able to identify knowing issues concerning infant growth, development
and nutrition, and problem-solving competence.
Knowledge of child development and acquisition of infant care skills, both
necessary elements of the maternal role, have been explored in research studies.
Harrison and Hicks (1983) studied concerns of postpartum women and their sources
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of help via questionnaires returned from a convenience sample of 158 women.
Analysis of questionnaires included the information that 67% of mothers who
responded were concerned about infant feeding.
Linde and Engelhardt (1979) tested the design of a questionnaire for use by
health professionals to assess parental knowledge of developmental milestones during
the first two years of life. Thirty sets of parents of healthy term newborns who
delivered at private hospitals were sampled. Of the twenty developmental milestones
identified in the literature by the authors, only half were identified by the mothers and
the fathers in the study. Scores were consistently low for motor, language, social,
and adaptive development. Data analysis indicated that parental knowledge was not
correlated with parent characteristics or experience with infants. This study supports
the concerns about lack of child-rearing resources and role models which stem from
issues of smaller families, decreased cohesion of the family unit, increased family
mobility, and their contributions to suboptimal role attainment for new parents.
Infant feeding represents a major behavioral component of the maternal role and
a common concern for new mothers. Insufficient milk supply (Hill & Humenick,
1989; Rentschler, 1991) and early supplementation with formula (Kearney,
Cronenwett and Barrett, 1990) are major reasons cited in the literature for early
termination of breast-feeding. Kearney et al. (1990) cite statistics from the U. S. and
Britain which show that 25% to 30% of women who leave the hospital breast-feeding
have weaned by 1 month postpartum.
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Rentschler (1991) studied correlates of successful breast-feeding in a prospective
study of 173 primiparous women who planned to breast-feed, using reliable and valid
measurement tools. She found that accurate information about breast-feeding,
identified as a correlate of success in her review of literature, correlated significantly
with successful (breast-fed for a minimum of six weeks) breast-feeding.
Role Conflict Issues
The literature is consistent in identifying role attainment issues as concerns of
postpartum women. Harrison and Hicks (1983) studied concerns of postpartum
women and their sources of help via questionnaires returned from a convenience
sample of 158 women. They found that 70% or more of the women who responded
to the questionnaire had some concerns about regulating demands of husband,
housework, and children, and finding time for personal interests. About 30% of the
respondents felt that coordinating these demands was a major concern.
Assumption of a new, additional role often involves juggling components of
other roles and some women have difficulty with this, especially while learning the
maternal role. Affonso (1987) used an adaptation framework to summarize factors
that disturb postpartum adaptation. She found that 81% of the women during the 3rd
week and 69% during the eighth week reported difficulty having one full meal each
day and maintaining a regular meal schedule.
Mercer (1985), while examining variables in the process of maternal role
attainment, found that 92% of mothers over 20 experienced difficulty finding any

39
personal time at 1 month postpartum. She used a convenience sample of 294 women
and conducted interviews with both forced-choice and open-ended items and four
instruments which operationalized maternal role attainment. Women noted that they
had little time to eat meals, bathe, apply makeup, or talk with their husbands. She
also found an inverse relationship between sleep deprivation and women's feelings
about their infants, gratification in the role, and both observed and self-reported
maternal behaviors. One-fourth to one-third of respondents also identified a sense of
constant responsibility or loss of freedom as a stressor at one month postpartum.
Mercer found that, unlike most of the other stressors, role strain, or conflict and
difficulty fulfilling maternal obligations, did not decline over the first year and
actually showed a slight increase from eight to twelve months postpartum. About half
the mothers felt they had internalized the new role by two months postpartum, 64%
by four months. Mercer felt that new mothers were unprepared for the lack of a
linear increase in maternal role attainment over time.
Barnett and Parker (1986) studied 147 primiparous women rated as highly,
moderately or minimally anxious and found that higher levels of anxiety were
associated with greater psychopathology, more negative experiences and considerable
difficulty assuming the maternal role.
Walker, Crain and Thompson (1986) studied subjective and behavioral
components of maternal role attainment in a homogeneous convenience sample of 124
medically low-risk mothers and found role performance and subjective measures of

40
role attainment did not correlate during the postpartum period. They reiterated the
importance of the multiple component approach to studying the process of role
attainment.
Koniak-Griffin (1993) reviewed research on maternal role attainment from her
two studies and concluded that maternal attitudes and maternal behavior may be two
separate components of maternal role attainment. Most subjective components of role
attainment (maternal identity and perceived role attainment) did not correspond to role
performance as measured by role attainment demonstrated and observed.
Summary
Again, despite the shortcomings of research on maternal role attainment, some
issues are clear. The optimal time for learning is probably not in the first 24 hours
postpartum. Discrepancies exist between priorities of new mothers and priorities of
health care professionals. A broad range of maternal concerns and informational
needs has been identified in the early postpartum period. Parental knowledge of
infant care skills and child-rearing concepts are deficient, increased parental
knowledge may not correlate with improved role function, and role attainment issues
concern postpartum women. Finally, problems or issues in one mode affect
adaptation in other modes.
Interdependence Mode
The interdependence mode also examines interactions with others, but
relationships are closer than those described in the role function mode. Affectional
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needs are met in the interdependence mode, and affectional adequacy, a feeling of
security in a nurturing relationship, is achieved through satisfying relationships with
others (Tedrow, 1984). It is a social mode because affectional needs are met through
social interaction. Significant others and support systems are individuals and groups
that contribute to meeting a person's interdependence needs. Behaviors in social
relationships may be receptive, involving receiving, taking in, or assimilating, or they
may be contributive, involving giving or supplying to another person (Tedrow, 1984).
The concept of social support, used in much of the postpartum literature on
relationships, is consistent with relationships in the interdependence mode as
described by Roy (1984).
Social Support
Graef et al. (1988) examined concerns of breast-feeding mothers and found that
55 % of their sample expressed concerns about infant behavior over the first month.
In contrast to other researchers who found higher percentages, only 19% of their
sample expressed concerns about interactions with spouses, family members, or
friends.
Ellis and Hewat (1985) used self-administered rating scales and open-ended
questions to identify characteristics of spousal relationships at one, three, and six
months postpartum. Reliability and validity of the scales were not addressed in the
report, and a conceptual model was not identified. This prospective study used a
convenience sample of 194 women and emphasis was placed on the influence of
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breast-feeding on their sexuality. The authors found that the degree of maternal
satisfaction with spousal relationships before and after the birth of their infants was
similar. Although the majority reported no change in sexual interest, those that did
reported a negative change. Perceptions of the effect of fatigue and of discomfort on
sexual interest increased over the six-month period. Although the majority of the
women indicated that breast-feeding had no effect on sexuality, tender breasts and
leaking milk were the primary negative factors identified.
Fischman et al. (1986) identified a decline in frequency of and desire for sexual
activity which persists through the 12th month postpartum. The study also confirmed
other research which found that 40-60% of couples resumed sexual relations before
the six-week postpartum exam, and that there were no differences in resumption of
intercourse between breast-feeding and bottlefeeding mothers. They identified
physiologic mode factors (discomfort with intercourse, fatigue, decline in physical
strength) and self-concept mode factors (dissatisfaction with physical appearance)
which interfered with sex. All of the concerns identified in their study would be
amenable to anticipatory guidance.
Harrison and Hicks (1983) asked a convenience sample of 158 women to
identify sources of help for the top ten ranked concerns. They found that the most
frequently used source of help was their husbands, followed by their physician, books
and pamphlets, other relatives or friends, their mothers, and a nurse. Husbands were
the most frequent source of help for concerns about changing roles and family
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responsibilities, while the physician and other family members and friends were the
most frequently used sources of help for infant feeding and infant behaviors.
Cronenwett (198S) attempted to quantify changes in social relationships of
women and their partners after the birth of their first child using a model adapted
from the literature on stress and social support. She collected data at four points;
third trimester of pregnancy, 6 weeks postpartum, 5 months postpartum, and 8
months postpartum. She had a convenience sample of 69 subjects for whom data
collection was complete. At the various data collection periods, 67-91% of the
women in the sample perceived themselves as having increased need for emotional,
instrumental, informational, and appraisal support. The relationships between
mothers and fathers were characterized by greater positive support over time by the
majority of the respondents but also the source of increased stress and conflict in
almost 50% of the respondents, consistent with findings from other studies. Women
reported that their friends who did not have children and health professionals were
increased sources of stress following childbirth. Changes in social networks for
women included an increase in network members with preschool-aged children, less
contact with coworkers, and increased contact with friends who provided infor
mational support. The findings support the premise that socially competent people
react to transitions that negatively affect some network ties by replacing them with
new, more compatible ones. Anticipatory guidance has a clear role in this
adjustment.
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Coffman et al. (1991) studied personal and professional support networks in a
convenience sample which included 36 mothers of newborn nursery infants and 47
mothers of NICU infants. At three to five weeks postpartum, personal support had a
significant direct and buffering effect on personal outcomes as measured by the
Bradburn affect scale (used to measure emotional affect), the life satisfaction scale,
the close person satisfaction scale (used to measure the mother's satisfaction with her
significant other), and the nurse satisfaction scale.
Crawford (1985) developed a model designed to identify factors that influence
support network conflict, which may occur with a crisis such as birth of a child. She
noted that this conflict may be associated with depression and anxiety.
Maternal-Infant Attachment
Development of attachment is known to be a two-sided process, based on infant
characteristics such as clarity of infant cues and responsiveness of infant to caregiver.
Maternal characteristics include sensitivity to cues, alleviation of distress, and
provision of a growth-fostering situation (Ewy & Youmans, 1988).
Once a woman identifies herself as someone's mother, the process of attachment
has commenced. Behaviors such as viewing en face, kissing and cuddling are
affectionate actions which characterize maternal attachment (Auvenshine & Enriquez,
1990).
Infant behavior patterns which will influence the parents' interactions with their
newborn include predictability, adaptability, activity level, consolability, habituation,
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motor behavior and activity, and irritability. A mother who responds appropriately to
her infant's cues sees herself as being a successful mother (Ewy & Youmans, 1988).
Infants and parents influence each other through their behavior, and the most
important components of the infant environment are the parents. The role of the
infant in defining the quality and quantity of the caregiving they receive is
fundamental (Blackburn & Kang, 1991).
Klaus & Kennell (1982) studied parent-infant bonding in an attempt to identify
what pulls parents and their infants together. They cited the elucidation of the
behavioral capacities of the newborn, including their broad array of sensory and
motor abilities, as well as identification of reciprocal linkages related to
endocrinology, immunology and bacteriology as key factors in attachment.
Mercer and Ferketich (1990) used a sample of 121 women with antepartal
hospitalization for high risk pregnancies and 182 low-risk women to look at predictors
of parental attachment. They found that received support in the early postpartum and
perceived support at eight months post delivery had a direct positive effect on
maternal attachment. They also found that low-risk women's relationships with their
mothers as children had direct positive effects on attachment to their infants.
Cutrona and Troutman (1986) used a mediation model to look at postpartum
depression in a convenience sample of 55 women. They found that infant
temperament was strongly related to postpartum depression, and that social support
ameliorated depression.
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Roberts (1983) used a framework of role theory and symbolic interactionism to
study the effect of infant behavior on transition to parenthood. A convenience sample
of 64 couples completed research instruments antepartally and at four weeks
postdelivery. Analysis established that infant behavior requiring action on the part of
the parents did affect parents' ease of transition to parenthood and their perceptions of
their infant.
Focal Stimuli
The primary focal stimulus for the postpartum woman is her new baby. The
infant is the motivator which confronts her in her new role of mother and requires an
adaptive response from her.
Assessment of the physiological adaptation of the infant is necessary to insure
effective transition to extrauterine life and to identify problems in the neonatal period.
Jaundice in the newborn is one of the identified maternal concerns in a number of
studies (Jansson, 1985; Lemmer, 1987, Graef et al., 1988; Davis et al., 1988) and
may occur in 50% to 75% of all infants (Brown, Arnold, Allison, Klein & Jacobsen,
1993). Exaggerated physiologic jaundice may occur in 6% to 25% of breast-fed
infants (Brown et al., 1993) and may require serial laboratory evaluation, a temporary
interruption of breast-feeding, or treatment with phototherapy (Maisels, Gifford, Antle
& Leib, 1988).
Kemper, Forsyth and McCarthy (1989) studied the association between jaundice
in term newborns and adverse effects on the mother-infant dyad. They found a
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significant association between healthy, full-term infants who developed jaundice and
subsequent cessation of breast-feeding and significant increases in frequency of wellnewborn visits, urgent care visits, and emergency room visits, not including those
associated with bilirubin monitoring, at 1 month of age. Another concern raised in
their study was the maternal-infant separation when infants required readmission for
phototherapy.
Infant crying has been described as a major concern for parents. Research has
identified normal and abnormal crying patterns for newborns, described the waxing
and waning of crying behavior with increasing infant age and identified a correlation
between slow response to or ignoring fretfulness and increased crying (Ewy &
Youmans, 1988).
Assessment of psychosocial adaptation for the infant was addressed at the
maternal-infant dyad level under self-concept, role function, and interdependence
modes.
Contextual Stimuli
Contextual stimuli are those which contribute to the behavior or adaptive
response caused or precipitated by the focal stimulus (Roy, 1984). Second-level
assessment by the nurse in the Roy Adaptation model involves the identification of
factors that influence the behaviors of concern to the nurse (Roy, 1984). These
include genetic make-up, sex, developmental stage, substance abuse, self-concept,
role functions, family influence, social interaction patterns, coping mechanisms,
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stress, ethnicity, religion, physical environment, and socioeconomic status.
Pridham and Chang (1992) found that maternal age, education and everyday
supports contributed positively to the number of matters demanding action and to the
number of matters indicating increased awareness that were formulated by the
postpartum women they studied.
Mercer (1981), looking at the effect of age on the maternal role, found
significant differences in assumption of maternal role among teens, women in their
20's, and women after age 30. She (Mercer, 1986) also found age-related differences
in flexibility, adaptability, tranquility, mood state, self-concept, personality
integration, and competency of maternal behaviors among primiparas 15-19, 20-29
and 30-42 years of age. She concluded that motherhood for the 30 and older group
appeared to cause a greater internal change and decreased adaptability. She also
identified the significance of race and marital status to personality variables, and
noted that these disproportionally affected teen mothers.
Walker et al. (1986) studied subjective and observable components of role
attainment. They found that higher maternal age, education and socioeconomic status
were significantly correlated with more sensitive, responsive behavioral ratings among
first-time mothers.
To summarize, notable contextual stimuli which can affect postpartum
adaptation and which have been identified in the research literature include maternal
age, socioeconomic status, education, and support networks. However, as noted
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above, many research studies on postpartum adaptation do not include a full spectrum
of contextual stimuli.
Residual stimuli
Residual stimuli are those factors that may be affecting behavior but the effects
are not validated, such as beliefs, attitudes, traits and cultural determinants. For
example, Mercer (1986) identified the significance of race and marital status to
personality variables, while noting that these disproportionally affected teen mothers.
Trevathan (1988) studied differences between Hispanic and Anglo women giving
birth from an anthropological perspective. She identified differences in family
interactions, sources of support, mother-baby interactions, and postpartum depression,
but because of the interaction with socioeconomic factors, concluded that the disparity
could not be definitively attributed to ethnic differences.
One of the hallmarks of the study of childbirth from an anthropological
perspective has been the realization that "childbirth is a culturally defined act"
(Michaelson, 1988, p. 8). She reiterates that a woman's experience with birth varies
greatly from culture to culture, whether the divisions are ethnic or economic or
demographic.
Summary
Review of the literature on the postpartum period, organized according to the
components of the Roy Adaptation model, revealed research findings which support
the assertion that an assessment tool based on the model is a practical medium for use
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in postpartum home visits. Postpartum problems in the physiologic, self-concept, role
function and interdependence modes were common across studies in the nursing,
medical and psychological literature. This was true despite the fact that various
theoretical frameworks were employed, assessment tools were often not theory based
and the studies were not conducted within the context of the current health care
system.

CHAPTER m
METHODOLOGY
This chapter describes the research design, characteristics of the sample, criteria
for study subject identification, and measures used for the protection of human
subjects. The study instruments are described and data evaluation plans are presented
for the secondary analysis of data from the study titled " A Comparison of Two
Postpartum Home Visit Assessment Tools" (Manke & Jones, 1991).
Purpose
The purpose of this secondary analysis was twofold: 1) to compare the nursing
diagnoses derived from a theory-based postpartum assessment tool with nursing
diagnoses derived from an empirically-based postpartum nursing assessment tool, and
2) to compare the time required to complete the postpartum home visit using the
theory-based versus the empirically-based tool.
Methods
A post-test only control group design was selected for comparing the two
postpartum assessment tools in terms of nursing diagnoses generated and time
required to complete the home visit. The sample characteristics and procedures are
presented in this section.
Sample Characteristics
A sample of 30 postpartum families was obtained from routine referrals to the
home health agency for postpartum home visits. Criteria for participation follow:

52
1. Delivery of a term infant 2-5 days before the home visit.
2. Referral by obstetric provider to University Medical Center Home Health for
a home visit.
3. Primiparous woman who delivered vaginally.
4. The father of the infant was living in the home.
5. The infant was discharged from the hospital with the mother at 24-48 hours
after birth.
6. The mother was over 18 years of age.
7. There was a telephone in the home.
8. The mother could communicate in English.
In an attempt to increase internal validity, the sample selection was restricted to
control for demographic variables known to affect postpartum status such as the
maternal age, parity, type of delivery, gestational and chronological age of the infant,
health status of the infant, and single versus partnered mothers.
Human Subjects
The Human Subjects Committee of the University of Arizona Health Sciences
Center approved this study (Appendix A) before data collection commenced.
University Medical Center granted permission to conduct the study in their home
health agency (Appendix B). Each subject received a copy of the written consent
form (Appendix C). Identifying information on the assessment forms was concealed
or removed before submission for data analysis. A letter detailing the study
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(Appendix D) was sent to each referring agency for dissemination to health care
providers, for their own information, and to enable them to respond appropriately to
client comments and questions.
Recruitment of Subjects
The home health agency was contacted with a formal request to conduct the
study and approval was obtained from the Associate Director of the agency. Liaison
with and cooperation of the Maternal-Child Health manager at the home health agency
was established.
Potential study subjects were identified through review of the referral to the
home health agency for postpartum home visits. Subjects were contacted by phone to
determine their willingness to participate in the study. If informed consent was
obtained, the study subject was sequentially assigned to either the control group or the
experimental group. Subjects were given the option to decline to participate in the
study at the time of the home visit or any time subsequently, with the understanding
that the home visit would still be completed using the agency assessment tool should
this occur. There were no refusals. Written consent to use the visit data was
obtained from each subject at the beginning of the home visit, and a copy of the
consent form was left with each of the women.
Postpartum home visits using the instruments were accomplished over a 9-month
period of time. Data collection initially was estimated to require approximately 11
weeks, but numbers of subjects meeting study criteria who were referred to the home
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health agency for visits dropped significantly after the study began. This was due to a
change in policy at the health maintenance organization, whereby they ceased
referring primiparous women for routine home visits. Data collection was terminated
after a total of 30 subjects had been enrolled and visited.
Research Assistant Orientation and Training
in the Use of the Two Postpartum Assessment Tools
The home health agency provided an orientation to maternal-child home
visitation consistent with that offered to a new employee. Orientation to the
paperwork included the use of the empiric postpartum and newborn assessment tools.
The research assistant's background in newborn assessment was augmented by
orientation postpartum visits with four of the home health agency's senior maternalchild nurses. The maternal-child coordinator for the home health agency was
routinely available for backup and telephone consultation. The agency goal was that
the standard of care for home visits would be met by the research assistant.
The research assistant made 2 home visits using the R-PAAT for orientation
purposes prior to the beginning of data collection. Data collection was reviewed by
one of the R-PAAT authors for appropriateness and completeness of documentation.
Data Collection
Control Group
Subjects assigned to the control group were visited by the research assistant 2-5
days after delivery. The research assistant conducted the assessment using the home
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health agency's standard postpartum and newborn assessment tool (Appendix E).
Two independent, master's-prepared maternal child nurses reviewed all of the
completed home health assessment tools for extraction of nursing diagnoses.
Times for starting and for completing each home visit were recorded in minutes.
The time for completion of the nursing note which was attached to the tool for
inclusion in the medical record was not included in the visit time.
Experimental Group
Subjects assigned to the experimental group were visited 2-5 days after delivery
by the Research Assistant, who conducted the assessment using the R-PAAT
assessment tool (Appendix F). After completing the home visit, the Research
Assistant transferred relevant data to the home health agency assessment tool and to
other standard agency forms for communication to the patient's physicians and for
inclusion in the medical record of the subject. Two independent, master's-prepared
maternal child nurses evaluated the completed R-PAAT's for all visits to extract
nursing diagnoses from the data.
Times for starting and for completing the assessment tool were recorded in
minutes at each home visit. This included completion of the R-PAAT.
Instruments
This section describes the assessment tools used for data collection at
postpartum home visits.
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Rov-Postpartum Adaptation Assessment Tool
The Roy-Postpartum Adaptation Assessment Tool (R-PAAT) was originally
developed as an assessment tool to illustrate the theory-practice link for undergraduate
nursing students conducting postpartum home visits (Jones & Manke, 1990). Roy's
Adaptation Model of Nursing provided the organizing framework for the development
of the assessment tool (Roy, 1984). This model characterizes individuals as
biopsychosocial beings who adapt to stimuli in a constantly changing environment.
Adaptation takes place in four modes, physiological, self-concept, role function, and
interdependence modes. Classes of stimuli include the focal, which are immediate
and require an adaptive response; contextual, which contribute to the behavior caused
or precipitated by the focal stimulus; and residual, which are factors that may be
affecting behavior but the effects are not validated, such as beliefs, attitudes, traits
and cultural determinants.
The R-PAAT was designed to allow assessment of mother and infant and
evaluate their adaptation. Data are collected for first level assessment of maternal
adaptation in the physiological, self-concept, role function, and interdependence
modes. This is followed by second level assessment including focal, contextual, and
residual stimuli. On the R-PAAT, the newborn is the main focal stimulus for the
mother, and assessment consists of evaluation of the infant's adaptation in the
physiological and psychosocial modes. Contextual stimuli are evaluated by eliciting
information on social networks and family data and economic and physical resources
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from the mother. Residual stimuli for the R-PAAT are addressed through questions
about ethnicity and cultural beliefs and inquiries about maternal response to the
intrapartum experience (Jones & Manke, 1990).
Content Validity
Reviews of the literature on postpartum adaptation were used to identify stimuli
appropriate for inclusion in the tool. In addition, the assessment tools used by local
agencies for postpartum home visits were reviewed and the authors' professional
knowledge about adaptation in the postpartum period was utilized to develop the
R-PAAT. Four clinical instructors for postpartum nursing evaluated the tool for
comprehensiveness and the appropriate placement of specific assessment data in each
of the modes of adaptation prior to pilot testing (Jones & Manke, 1990).
Pilot Testing (Jones & Manke, 1990)
Junior year nursing students in a baccalaureate program made a postpartum
home visit as part of a course on developing families. Students had practice with
using nursing diagnoses in previous coursework and obtained clinical experience with
postpartum and newborn nursery during this rotation. Home visits were made after a
minimum of two weeks inpatient clinical experience. Students utilized the R-PAAT
as an assessment guide during home visits to a total of 48 families. Slightly more
than half of the women were primiparas, the mean age was 26.5 years, and 40 of the
women were married. Almost 70% delivered vaginally, and 20 of the infants were
boys and 28 were girls.
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Classroom time was spent instructing the students in the use of the R-PAAT
prior to clinical experiences. Care plan and data collection using R-PAAT were
submitted to their clinical instructor after each visit.
Evaluation of the tool utilized interviews with clinical faculty whose students
used the tool, written student evaluations and comparison of nursing diagnoses using
the tool with nursing diagnoses or postpartum concerns reported in the literature. The
authors found the R-PAAT effective in demonstrating the theory-practice link in
professional nursing. Faculty validated the comprehensiveness of the data obtained,
and nursing diagnoses formulated from assessments using the R-PAAT were
consistent with postpartum concerns and nursing diagnoses reported in the maternalchild literature. Some of the diagnoses reported frequently by the nursing students,
most notably Altered Nutrition, Less Than Body Requirements, were not reported as
commonly occurring in the literature.
Home Health Agency Empiric Assessment Tool
The postpartum assessment tool used at the home health agency concentrates
almost exclusively on the physical domain of both the mother and the baby, using a
checklist format for recording findings. Additional informational handouts regarding
feeding methods, infant safety, and community resources for postpartum women and
families were also available. The checklist format is organized according to systems
for infant and mother, with a section for comments on maternal role assessment.
This form has been in use with minor administrative modifications for over six years.
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Analysis of Data
Demographic information was tabulated and sample characteristics described and
examined for differences. T-tests were done to compare maternal age, infant
birthweight, and duration of visit. Correlation coefficients were calculated to examine
the relationship among the demographic variables, nursing diagnoses, duration of
visits, and assessment tools.
Research Question 1
What nursing diagnoses were identified in a group of primiparous women and
their newborns using a theory based postpartum assessment tool versus an empirically
based postpartum assessment tool?
The Home Health database was used to generate a list of postpartum nursing
diagnoses, selected from a list of potential nursing diagnoses of the North American
Nursing Diagnosis Association (NANDA) (Carpenito, 1989) and concerns from the
literature (Hiser, 1987; Lemmer, 1987; Tribotti et al., 1988; Thomas, 1993; Cox,
Hinz, Lubno, Newfield, Ridenour, Salter, & Sridaramount, 1993). The final list
consisted of 18 nursing diagnoses (Table 1). Copies of all assessment tools were
forwarded for review after removal of identifying information. Two master'sprepared maternal-child nurses independently extracted nursing diagnoses from both
the empirically based assessment tool and the R-PAAT (Appendix G). Data on each
assessment tool were reviewed, and pertinent nursing diagnoses were determined
using the list generated from the literature. When a diagnosis was considered

TABLE 1, Nursing diagnoses for the postpartum period
Infection, High Risk for
Injury, High Risk for
Breast-feeding, Effective
Breast-feeding, Ineffective
Fluid Volume Excess or Deficit
Nutrition, Altered: less than body requirements
Constipation
Urinary Retention
Fatigue
Sleep Pattern Disturbance
Pain
Tissue Integrity, Impaired
Body Image Disturbance
Parenting, Altered: High Risk for
Sexuality Patterns, Altered
Knowledge Deficit
Anxiety
Family Process, Altered
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pertinent to a visit a checkmark was placed on the list, and data that led the reviewer
to that determination were indicated. Nursing diagnoses not on the list could be
added if the reviewer felt the data supported such a judgment. After completion of
independent review, the reviewers met to compare results. Where discrepancies
occurred,
reviewers reexamined the home visit data and came to agreement. A third reviewer
was available to review data if the two reviewers were unable to reach a consensus.
No cases of disagreement persisted after data were reexamined.
Research Question 2
What were the differences in the frequency of nursing diagnoses identified using
an empirically-based tool versus a theory-based tool? A chi-square test was used to
compare the total number of nursing diagnoses generated from the data base in the
experimental and control groups.
Research Question 3
What is the difference in efficiency, as measured by the time required for the
visit, for the theory-based versus the empirically-based tool? A t-test was used to
compare the amount of time in minutes required to complete the assessment in the
control group and in the experimental group.
Summary
The development and pilot testing of the Roy Postpartum Adaptation Assessment
Tool (R-PAAT) was discussed. Information concerning the methodology for the

research study comparing the R-PAAT with an empirically-based postpartum
assessment tool was presented, including study design, sample characteristics,
recruitment of subjects, and collection and analysis of the data.
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CHAPTER IV
PRESENTATION AND ANALYSIS OF DATA
Characteristics of the study sample are delineated in this chapter, and the results
of the secondary analysis are presented. The research questions addressed in this
study were:
1. What nursing diagnoses are identified in a group of primiparous women and
their newborns using a theory-based postpartum assessment tool versus an
empirically-based postpartum assessment tool?
2. What differences are there in the frequency of nursing diagnoses identified
using an empirically-based tool versus a theory-based tool?
3. What is the difference in efficiency, as measured by the time required for the
visit, for the theory-based versus the empirically-based tool?
The statistical analysis consisted of descriptive and inferential methods using
parametric and nonparametric measures applied to cardinal and ordinal data. Analysis
was conducted using the Statistical Package for the Social Sciences (SPSS). Level of
significance for this study was 0.05.
Characteristics of the Sample
The study sample consisted of 30 primiparous women and their newborn infants.
Maternal ages ranged from 20 to 35 years, with a mean age of 27 (Table 2).
Newborns were aged 2 to 5 days. Infant sex was evenly divided, with 15 males and
15 females. Infant birth weight ranged from 1863 grams to 3996 grams, with a mean

TABLE 2, Maternal age characteristics

Value

Frequency

Percent

Valid
Percent

Cumulative
Percent

20

3

10.0

11.1

11.1

21

1

3.3

3.7

14.8

24

4

13.3

14.8

29.6

25

1

3.3

3.7

33.3

26

3

10.0

11.1

44.4

27

3

10.0

11.1

55.6

28

2

6.7

7.4

63.0

29

2

6.7

7.4

70.4

31

1

3.3

3.7

74.1

32

4

13.3

14.8

88.9

33

1

3.3

3.7

92.6

34

1

3.3

3.7

96.3

35

1

3.3

3.7

100.0

.

3

10.0

Missing

Total

30

100.0

100.0
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weight of 3244.464 grams. All of the women in the study were enrolled in a health
maintenance organization which covered medical expenses, and all of them had
received prenatal care. All of the mother-baby dyads had the father of the infant
living in the home with mother and newborn.
The average age of new mothers in both the control and the experimental group
was 27. Mean infant birthweight in the empiric group was 3200 grams, in the control
group 3282 grams. The experimental group included 8 males and 7 females, and the
control group contained 7 males and 8 females. Method of feeding was evenly
divided between the two groups, with breast-feeding predominating in both (13 breast
feeding versus 2 bottlefeeding mothers in each group). T-tests for maternal age and
infant birthweight in each group were not significant. (Maternal Age -1=-.12,
DF=25, p=.907; Birthweight - t=-.50, DF=26, p=.623).
Research Question 1
What nursing diagnoses were identified in a group of primiparous women and
their newborns using a theory-based postpartum assessment tool versus an
empirically-based postpartum assessment tool?
Two master's-prepared maternal-child health nurses identified a total of 18
nursing diagnoses which were potential findings in the immediate postpartum period
(Table 1) prior to actual data collection. During review of the home visit data by
these researchers, a total of 18 nursing diagnoses were extracted from the assessment
tools. Seventeen of the 18 possible postpartum diagnoses were identified. One other
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nursing diagnosis, Impaired Gas Exchange, Potential for, was not on the postpartum
list but was identified based on assessment data.
A total of 91 nursing diagnoses were extracted from data collected using the
empiric assessment tool, with 15 of the 18 designated postpartum nursing diagnoses
identified. A total of 112 nursing diagnoses were extracted from data collected using
the R-PAAT. Seventeen of the 18 anticipated postpartum nursing diagnoses were
identified, and one additional nursing diagnosis not on the list was identified. There
were no significant differences in the number of separate nursing diagnoses identified
between the empiric assessment tool and the R-PAAT. The most frequently occurring
diagnoses were the same for the empiric, the Roy, and the combined visit data,
although they were in a slightly differing order (Table 3). These four diagnoses were
present in greater than 50% of the home visits for both tools.
Research Question 2
What differences were there in the frequency of nursing diagnoses identified
using an empirically-based tool versus a theory-based tool?
Using a chi-square analysis, frequency differences for nursing diagnoses which
were statistically significant (p=0.05) were identified for two nursing diagnoses,
(Table 4), Nutrition, Altered: Less Than Body Requirements (likelihood ratio =
.00008) and Body Image Disturbance (likelihood ratio = .03404). Trends towards
significance were identified for Sleep Pattern Disturbance (likelihood ratio = .05845),
Anxiety (likelihood ratio = .05845), and Sexuality (likelihood ratio = .08773).

TABLE 3, Rank order

diagnoses

EMPIRIC TOOL

ROY TOOL

TOTAL

Knowledge Deficit
Effective Breast-feeding

Effective Breast-feeding

Effective Breast-feeding

Pain
Knowledge Deficit

Knowledge Deficit

Injury
Pain

Injury
Nutrition

Pain
Injury
Tissue Integrity

Tissue Integrity
Tissue Integrity

Constipation
Infection

Constipation

Constipation
Nutrition

Fluid Volume

Anxiety
Sleep

Infection

Infection

Fluid Volume

Fluid Volume

Ineffective Breast-feeding
Family Process

Ineffective Breast-feeding
Body Image
Parenting
Family Process

Anxiety
Sleep
Family Process
Ineffective Breast-feeding

Sexuality
Parenting
Fatigue
Body Image
Fatigue
Sexuality
Anxiety
Parenting
Sleep
Fatigue
Nutrition

Urinary Retention

Urinary Retention

Urinary Retention
Body Image
Sexuality

NOTE: Diagnoses in the top third occurred in greater than 50% of the cases.
Diagnoses in the bottom third occurred in 0-1 case.
Diagnoses not separated by a space had equivalent frequencies.
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TABLE 4, Chi-square analysis comparing nursing diagnoses identified in the empiric
versus experimental tool
NURSING DIAGNOSIS

LIKELIHOOD RATIO

SIGNIFICANCE

Infection

.11744

NS*

Injury

.66556

NS*

Breast-feeding, Effective

.53930

NS*

Breast-feeding, Ineffective

.62322

NS*

Fluid Volume

.69010

NS*

Nutrition

.00008

p < .01

Constipation

.71243

NS*

-

NS*

Fatigue

1.0000

NS*

Sleep

.05845

approaches p < .05

Pain

.66556

NS*

Tissue Integrity

.46353

NS*

Body Image

.03404

p < .05

Parenting

.27322

NS*

Sexuality

.08773

approaches p < .05

Knowledge Deficit

.27322

NS*

Anxiety

.05845

approaches p < .05

Family Process

.62322

NS*

Urinary Retention

* NS = not significant
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In an attempt to compensate for small sample size, the nursing diagnoses were
then grouped according to 3 separate strategies to see if differences were significant.
First, nursing diagnoses were grouped according to the Functional Health Pattern to
which they were assigned by Gordon (Carpenito, 1989). This framework was
designed to cluster data for collection into nine functional areas (Table S). The
standardization of the assessment data facilitates data collection and does not preclude
data analysis according to the nurse's philosophy or conceptual model. A chi-square
test was used to compare the total number of nursing diagnoses generated from the
data base in the experimental and control groups.
Second, data were grouped according to the Roy model, into diagnoses related
to the physiologic mode, the role function mode, the self-concept mode, and the
interdependence mode (Table 6). A chi-square test was used to compare the total
number of nursing diagnoses generated from the data base in the experimental and
control groups.
Third, diagnoses were separated into physiologic diagnoses and psychosocial
diagnoses (Table 6). This allowed for comparison of the physiologic mode in the Roy
model with the actual focus of the empiric assessment tool. Batching the role
function, self-concept and interdependence modes because of their overlap has been
suggested by other authors (Silva, 1987). Student confusion about the appropriate
mode for data placement which occurred during the pilot study (Jones & Manke,
1990) supports this arrangement. A chi-square test was used to compare the total

TABLE 5, Functional Health Patterns
1. Health Perception-Health Management
NDX2 High Risk for Injury
NDX3 Effective Breast-feeding
NDX4 Ineffective Breast-feeding
2. Nutritional-Metabolic
NDX1 High Risk for Infection
NDX5 Fluid Volume Excess/Deficit
NDX6 Altered Nutrition, Less Than Body Requirements
NDX12 Impaired Tissue Integrity
3. Elimination
NDX7 Constipation
NDX8 Urinary Retention
4. Activity-Exercise
(no diagnoses)
5. Sleep-Rest
NDX10 Sleep Pattern Disturbance
6. Cognitive-Perceptual
NDX11 Pain
NDX16 Knowledge Deficit
7. Self-Perception
NDX9 Fatigue
NDX17 Anxiety
NDX13 Body Image Disturbance
8. Role-Relationship
NDX14 Parenting, Altered
NDX18 Family Process, Altered
9. Sexuality-Reproductive
NDX15 Sexuality Patterns, Altered
10. Value-Belief
(no diagnoses)
NDX# = coding abbreviation for data analysis

TABLE 6, Nursing diagnoses clustered according to adaptive modes of Roy
Adaptation Model

Physiologic

Physiologic
NDX1 Infection
NDX2 Injury
NDX3 Effective Breast-feeding
NDX4 Ineffective Breast-feeding
NDX5 Fluid Volume
NDX6 Nutrition
NDX7 Constipation
NDX8 Retention
NDX10 Sleep
NDX11 Pain
NDX12 Tissue Integrity

Psychosocial

Role Function
NDX9 Fatigue
NDX14 Parenting
NDX16 Knowledge Deficit

Self-concept
NDX13 Body Image
NDX17 Anxiety

Interdependence
NDX15 Sexuality
NDX18 Family Process
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number of nursing diagnoses generated in the experimental and control groups.
Groupings according to Functional Health Pattern (Table 5) were also subjected
to chi square analysis. Postpartum nursing diagnoses were bracketed into eight of the
ten functional status groups. Significance was identified for the Self-perception
pattern (likelihood ratio = .04283, p<.05). Trends toward significance were
identified for the Nutritional-Metabolic pattern (likelihood ratio = .09125), Sleep-Rest
pattern (likelihood ratio = .05845) and Sexuality-Reproductive pattern (likelihood
ratio = .08773).
Grouping the nursing diagnoses according to the Roy Adaptation Model (Table
6) adaptive modes was followed by chi square analysis. Diagnoses in the Self-concept
mode approached significance (likelihood ratio = .05514).
Grouping the nursing diagnoses according to physical versus psychosocial
diagnoses preceded chi square analysis. No statistically significant differences in
grouped diagnoses by tool was identified.
T-tests were run on all variables to identify relationships among the
demographic variables, tools, and nursing diagnoses. Correlations ranged from the
expected, such as the positive correlation between Potential for Infection and Impaired
Tissue Integrity, both seen for women with episiotomies, to the inexplicable, such as
the correlation between Constipation and Altered Family Processes or among
increased birthweight, longer visit times, and the nursing diagnoses of Fatigue, Body
Image Disturbance and Altered Parenting.

Research Question 3
What was the difference in efficiency, as measured by the time required to
complete the visit, for the theory-based versus the empirically based tool?
Times for completion of visits were converted to minutes for analysis. Mean
duration of visit for all visits was 80 minutes, with a range of 45 to 120 minutes.
The median time was 75 minutes and the mode was 60 minutes.
For the empiric tool, the mean duration of the visit was 68 minutes, with a
range from 45 to 90 minutes. The median time was 67 minutes. The mode time was
60 minutes.
For the theory-based tool, the mean duration of visit was 92 minutes, with a
range from 60 to 120 minutes. The median and the mode times were both 90
minutes.

The duration of visit for the two tools was compared by t-test for

independent samples. The correlation coefficient demonstrated that p < .05 (t= 4.04, DF = 27, p = .000). The increased time required to complete a home visit
using the Roy Postpartum Adaptation Assessment Tool (R-PAAT) was statistically
significant.
Summary
Findings from a secondary analysis of the data were presented. Frequency
statistics were used to evaluate and present the demographic data. Chi square scores
were computed to determine if significant differences in numbers or frequency of
nursing diagnoses generated existed between the empiric assessment tool and the

theory-based assessment tool. T-test scores were computed to determine if significant
differences in duration of home visit, measured in minutes, existed between the
empiric tool and the theory-based tool. Correlation coefficients were evaluated to
identify relationships among demographic variables, tools, and nursing diagnoses.

CHAPTER V
DISCUSSION OF RESULTS AND SUMMARY
In this final chapter, discussion of the findings in this secondary analysis is
offered. The strengths and limitations of this study are commented upon, and
implications for nursing practice are considered. In addition, recommendations for
additional study are proffered.
Discussion of Findings
The Roy-Postpartum Adaptation Assessment Tool (R-PAAT) was developed
initially to illustrate the application of a theoretical model to clinical practice.
Baccalaureate nursing students piloted the tool for postpartum home visits, and
evaluation by faculty indicated that the tool was useful in guiding a comprehensive
nursing assessment (Jones & Manke, 1990). The study from which these data were
generated was undertaken in an attempt to evaluate the clinical usefulness and
efficiency of the tool in the community setting. This was done by clarifying the
nursing diagnoses generated using specific sample criteria, comparing the nursing
diagnoses generated using the R-PAAT with an empiric tool in common use for
postpartum home visits, and comparing the time required for a home visit using each
tool.
Secondary analysis of the data from this study suggests that the study design and
execution were consistent with the goals of the authors. Major findings in this study
are considered under subheadings for the three research questions.
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Nursing Diagnoses Generated from Postpartum Home Visits
In this study, a total of 18 nursing diagnoses relevant to the postpartum period
were identified prior to data collection. Seventeen of the eighteen diagnoses were
identified at least one time during the study, and one additional diagnosis not on the
original list was identified (Table 4).
Although exact order varied, the top four identified nursing diagnoses were the
same in the control, experimental, and total groups. These findings were similar but
not identical to those in the pilot testing of the R-PAAT (Jones & Manke, 1990), in
which the most common diagnoses identified were Knowledge Deficit (36/48),
Alteration in Nutrition (34/48), Alteration in Sleep Pattern (27/48), Alteration in Selfconcept (23/48), and Alteration in Comfort/Pain (21/48).
Some of these differences can be explained by the attempt in the current study
to confine diagnoses to those identified by NANDA (Carpenito, 1989). In contrast to
the 18 diagnoses generated in this study, 31 separate diagnoses were generated in the
pilot study. This difference highlights a shortcoming of any study using nursing
diagnoses; it is a concept in development, with additions and changes to the list with
every conference. The diagnoses in physiological domains predominate because their
defining characteristics are more readily identifiable and have been under
consideration for the longest period of time. The component of assessment which
goes beyond the physical is not fully delineated by nursing diagnoses. Identification
of additional diagnoses requires study and discussion to elucidate and foster agreement

(Carpenito, 1989). Despite the fact that the classification of nursing diagnoses is still
in its infancy, nursing practice must continue while the taxonomy is developed.
Comparison with other nursing literature becomes problematic because of the
differences in measurement tools and interpretation frameworks, but findings in
various studies are somewhat consistent with the findings in this analysis. The
research of Tribotti et al. (1988) is one of the few studies which used nursing
diagnoses. The researchers had postpartum women select nursing diagnoses to
identify patients' perceptions of their problems and needs. The most commonly
identified concerns were Alteration in Comfort, identified by eighty-seven percent of
the women in the study, Potential for Growth (80%), Fluid Volume Deficit/Excess
(69%), Impaired Mobility (66%), Sleep Pattern Disturbance (66%), and Alteration in
Bowel Elimination (56%).
Primiparas were more likely to identify Knowledge Deficit as a problem, which
is consistent with the findings in the current study. They were also less likely than
multiparas to identify Social Isolation and Ineffective Family Coping patterns as
problems. This might account for the decreased numbers of diagnoses in the
psychosocial domain in the study under analysis.
In contrast, Harrison and Hicks' (1983) study of postpartum concerns identified
fatigue, role integrations, concerns about figure, emotional tension, diet, and finding
time for personal concerns as problems. The marked differences in findings can be
explained by the timing of the assessment, which occurred at 23-60 days postpartum,
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rather than 2-5 days. One theme identified in the review of the literature is that of
changing maternal needs, expectations, problems, and concerns as the postpartum
course progresses; this phenomenon was conceptualized by Rubin (1961) and has been
operationalized in multiple studies since (Gruis, 1977; Lips, 1985; Bull & Lawrence,
1985; Hiser, 1987; Davis et al., 1988). Thus content and prioritization of maternal
problems and concerns depends on the timing of the assessment.
Feeding concerns, including breast-feeding issues, were identified by over 60%
of the women in the study by Graef et al. (1988). Jansson (1985) also found breast
feeding issues to be the primary problem identified on postpartum home visits. A
substantial portion of each visit in this study was devoted to problem-solving,
reassurance, and anticipatory guidance regarding breast-feeding, and the high ranking
of breast-feeding as an identified diagnosis reflects the significance of this issue for
new mothers.
And finally, it must be reiterated that the use of nursing diagnoses is an attempt
to bring a portion of measurement and universal criteria to the analysis effort,
however, nursing diagnoses are not directly generated from the Roy model.
Nursing Diagnoses by Tool
The findings in the pilot study regarding the increased identification of
nutritional shortcomings using the R-PAAT was replicated by the current study. This
finding supports the assertion that improved problem identification can ensue with the
use of a comprehensive assessment tool based on a theoretical model. Although
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Alteration in Nutrition has not been routinely identified in the nursing literature as a
postpartum problem, discussions of maternal role attainment have alluded to the
problems of adequate time to complete activities of daily living, including eating
(Mercer, 1985; Affonso, 1987), and thus the findings may be said to be congruent
with the current literature.
The identification of Alteration in Body Image was also statistically significant
in this study. This finding is identified in several studies as a major concern of
postpartum women (Gruis, 1977; Fischman et al., 1986; Harrison & Hicks, 1983)
supporting the utility of assessments in the psychosocial mode.
Lack of significant findings for other nursing diagnoses may be related to small
sample size; as indicated above, the goal of client numbers for the study was not met.
Attempts to modify small numbers of diagnoses by clustering them for analysis
provided no additional significant findings, however.
The interrelatedness of the various components of adaptation, one of the themes
of the Roy Adaptation Model and one of the themes of this report, were confirmed by
correlations among the study variables. For example, the correlation between the
diagnoses of infection and tissue integrity is logical given the relationship between
impaired tissue integrity and risk for infection. Other associations are not so clear,
such as infant birth weight and duration of visit. Additional numbers of assessments
need to be completed and analyzed before relationships can be fully delineated.

Time Necessary to Complete Home Visit
Findings of significantly increased visit times when using the R-PAAT were not
unexpected, given the experiences of the pilot study. The question of whether the
statistically significant difference in time for the tools has actual practice implications
cannot be answered with the current data set. Economic efficiency and utility must be
a concern of any modification in nursing assessment in the current climate, however.
One reason for the increased assessment time required using the R-PAAT may
be its current format. It continues to be organized for collection of data to be written
up at a later time, rather than for completion and insertion directly into the medical
record. This possibility is supported by the comment of one of the independent
evaluators, who felt that, for at least one of the visits, there was actually more visit
data about a specific problem on the empiric tool (transcribed from the R-PAAT to be
submitted to the medical record) than on the R-PAAT. The data collection items on
the tool need to be incorporated into the home health assessment tool in a more
feasible format for use.
An additional problem was that tracking visit time did not always correspond to
paperwork completion time. Documentation on the R-PAAT was completed by the
end of the home visit and time to transfer the data to the standard forms for inclusion
in the medical record was not recorded. The R-PAAT was not rewritten or cleaned
up for submission. Although the checklist portion of the empiric tools was completed
by the end of the visit, the attached narrative note was usually completed after the
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visit. Had times included paperwork completion as well as duration of visit, it is
likely that time differences would be decreased.
Strengths and Limitations of the Study
Demographics
The strength of the study lies in the duplication of findings in the pilot study and
in the successful demonstration of the theory-practice link (Jones & Manke, 1990). A
balance had to be achieved between internal validity, which demanded a homogeneous
sample, and generalizability, which warranted a more heterogeneous group of
subjects. Given the homogeneity of the sample, it is reasonable to assume that the
study compared the efficiency of the tools and that the differences found were due to
the differences between the tools rather than to differences between the control and
the experimental groups. However, one of the limitations is that the significance
shown is for only a small, homogeneous population and cannot be considered
applicable to the general population of postpartum women.
Subject requirements for study participation fostered homogeneity between the
samples, and analysis of demographic data confirmed this attribute. However, the
demographic data recorded were not all-inclusive. Socioeconomic status was assumed
to be above poverty level and homogeneous because of the health maintenance
organization affiliation of the subjects. Ethnicity was part of the evaluation of
residual stimuli in the R-PAAT but was not elicited for the empiric tool home visits
and was not analyzed. Level of education was similarly not catalogued. Ethnicity,

82
socioeconomic status, and level of education are all factors which can effect
postpartum adaptation (Roy, 1984) and might have affected the nursing diagnoses
generated.
Sample size
A goal of 40 total home visits was set initially, with data collection anticipated
to take approximately 11 weeks. Unfortunately, because of changes in the HMO's
pattern of referrals, postpartum women meeting study criteria decreased markedly.
Data collection was terminated after 9 months when 30 home visits had been
completed. Small sample size may have been a contributing factor for those nursing
diagnoses which only approached significance.
Study Design
Subjects were sequentially assigned to either the control group or the
experimental group. Analysis of demographic data showed that the control and
experimental groups did not differ in age, method of feeding, infant sex or infant
birthweight, all possible sources of clinical problems (Mercer, 1981; Lemmer, 1987;
Hiser, 1987) which had the potential to affect diagnoses generated and visit duration.
This confirmed the utility of this pattern in achieving similar sample groups.
All home visits were made by a single researcher because the advantage of
minimizing individual visiting nurse differences in the conduct of a home visit was
felt to outweigh the potential for crossover contamination between the tools. Using
the same researcher to collect data simultaneously on the two tools could be
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considered interference and a threat to the validity of the study (Burns & Grove,
1987). The researcher, however, commented on the difficulty of avoiding crossover
with the tools, and the consultants noted a trend towards increased information on the
empiric tools as data collection proceeded. They questioned whether this was a
crossover effect. A comparison between the numbers of diagnoses generated in the
first 15 versus the last 15 visits with each tool was not undertaken because the
independent consultants were not able to track the data in the sequence in which they
were collected. Thus, this remains a potential threat to the validity of the study.
Another explanation for this effect was the progression of the researcher along
the learning curve for postpartum home visits. Although the researcher brought
significant inpatient newborn experience to the study, orientation to outpatient followup of the well newborn and to the maternal assessment at the postpartum home visit
was completed just prior to the beginning of data collection. Increased experience
with the postpartum home visit might have resulted in less perceived crossover and
more uniformity in visit content throughout the data collection period. Comparison of
nursing diagnoses generated using data from visits made by home health nurses
employed by the agency using the empiric tool might clarify this issue.
Another limitation of the study, partially addressed above (p. 76, 78), has been
the use of nursing diagnoses. The lack of adequate accepted nursing taxonomies
makes it difficult to use the NANDA measures to illustrate relationships between
nursing assessments, nursing interventions and patient outcomes. The gap between

84
the level of development of nursing diagnoses and the current descriptions of patient
problems has been quantified since then for patients hospitalized with PCP pneumonia
(Reilly, Holzemer & Henry, 1994, October). The NANDA diagnoses were useful for
documenting only 40% of the patient problems. Although attempts to match the
remainder of the problems to diagnoses were partially successful, the level of
specificity of the original problem was lost in the match.
Additional issues arose in the current study when the independent analysts
attempted to correlate assessment findings to nursing diagnoses and decide whether
something was or was not a problem. For example, should every woman with an
episiotomy and every infant with a circumcision have a diagnosis of Alteration in
Tissue Integrity? In this sample, the independent analysts concluded that it was not
appropriate. When should assessment findings be grouped under parenting issues and
when should they be called Knowledge Deficit? Does postpartum depression belong
under Anxiety (which is where it was placed) or is it more appropriate as Ineffective
Coping or Spiritual Distress? Should maternal smoking be considered a nursing
diagnosis of Potential for Injury? Clearly, the level of refinement of the NANDA
diagnoses is not yet adequate to the full panoply of postpartum and newborn
problems.
Implications for Nursing Practice
This study has demonstrated the clinical usefulness of applying a theoretical
model to clinical practice. The Roy Adaptation Model is one of the few models
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which has been used to guide tool development and this analysis provides additional
support for the continued efforts to operationalize nursing theories.
One of the difficulties in attempting to use nursing diagnoses with the Roy
model which was identified in the literature was the lack of reliable nursing
assessment tools for the postpartum period based on the Roy model. This study's
evaluation of the R-PAAT is a step towards resolving that problem.
One of the advantages of the R-PAAT noted during data collection was the
structuring of components of the visit, especially early in the study when experience
with home visits was extremely limited. In orientation visits with the home health
nurses who used the empiric tool, it was clear that no one confined their assessments
to the physiologic content of the checklist. Even though everyone operates from some
kind of framework, the lack of articulation of a model can result in variations and
incomplete content of visit data.
The rapidity of the possible crossover effect development with the R-PAAT
suggests another strength of the theoretical assessment tool. The complete and
systematically organized assessment facilitated rapid orientation to maternal and
newborn assessment in the postpartum period for the researcher. Utilization of the
tool for new hires or for student orientation to postpartum assessment and to
postpartum concerns and issues would expedite uniform, comprehensive orientation to
the agency or process. The tool could have application in an orientation program for
home health nurses. Similarly, a tool based on a theoretical framework could be used
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to outline expectations for visit content and facilitate uniformity and completeness in
assessment.
One must consider the implications for maternal child health given the
possibility of identifying additional postpartum problems using a theory-based tool.
The role of assessment itself in the stimulation of maternal coping and problemsolving behaviors has been identified in several studies (Donaldson, 1991). This
effect is supported by this study's data collection experience, in which women initially
agreed to the visit to cooperate with or "help out" with data collection. Routinely,
women were politely welcoming at the beginning of the visit. The visit usually
started slowly, but questions and verbal interactions increased as assessments were
completed and anticipatory guidance provided. By the completion of the visit, women
verbalized enthusiasm and approval of the home visit.
Recommendations for Further Research
The utility of an assessment is reflected in part in the intervention and outcomes
from that assessment. Nursing needs to explore the relationship between intervention
for identified problems and consequences to patient outcomes. Does it really matter if
Alterations in Nutrition is identified as a postpartum problem? What are the
implications for identifying, or failing to identify, a specific problem?
At present, provision of information is one of nursing's essential functions, but
there are examples in the literature of increased knowledge having little or no effect
on behavior (Golas & Parks, 1986; Brouse, 1988; Serwint et al., 1991). Clarification
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of effective interventions and significant effect on maternal child outcomes must be
undertaken by researchers in maternal child health.
It is also critical that additional research be undertaken on postpartum
populations which are more representative than the homogeneous, insured, partnered
population used in this study. While the need to minimize confounding variables was
a reasonable goal for this sample size, it is clear from the literature and the data base
that the sample was not representative of the child-bearing woman in the United States
today. In the near future, the greatest numbers of women of childbearing age will be
Hispanic and black (Covington & Collins, 1994), therefore these are the populations
we need to examine.
Summary
A summary of the study and a discussion of the findings were presented for
demographic data and for each of the three research questions. Strengths and
limitations of the study, implications for nursing, and recommendations for additional
research were made.
Findings of the study support the use of a theory-based postpartum assessment
tool for identifying postpartum nursing diagnoses. Findings also demonstrate that in
its current form, the tool takes longer to use than an empiric assessment tool. The
findings cannot at present be generalized to the entire postpartum population.
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of Health and Human Services [45 CFR Part 46.110(b)] authorize
approval of this type project through the 'expedited review
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Services and covers this activity.
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APPENDIX C
SUBJECT CONSENT FORM

SUBJECT CONSENT
Title: A Comparison of Two Postpartum Home Visit Assessment Tools
Researcher: Gale Manke, R.N., M.S.N.
Assistant: Maureen Kane, R.N.

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I
AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL
PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL
INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY CONSENT.
FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO
PARTICIPATION IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE
AND THE RISKS OF MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR
NOT PARTICIPATE IN A FREE AND INFORMED MANNER.
Purpose of th« Study:
I am being invited to participate
voluntarily in the above-titled research project. The purpose of
this project is to compare the information gained from using two
different forms during postpartum home visits to new mothers. One
form is the standard home health postpartum assessment tool, and
the other form is the Roy Postpartum Adaptation Assessment Tool.
Selection criteria:
1)
2)
3)
4)
5)
6)
7)

I am being invited to participate because

I had my first baby 2-5 days ago
I am getting my health care through Intergroup or Family
Care Insurance Companies
I have been referred for a postpartum home visit
My baby's father lives with me
My baby came home from the hospital with me 24-48 hours
after the birth
I am over 18 years old
I have a telephone

About 40 women will be participating in the study.
Standard Treatment:
My decision to participate in the study, or
not participate in the study will not affect my health care in any
way. I will still have a nurse come to my home for a postpartum
home visit whether I agree to be in this study or not.
Procedure: If I agree to participate, I will be asked to agree to
1) a home visit by a registered nurse (Maureen Kane).
She will
evaluate my postpartum health using one of two health assessment
guides.
I will be randomly assigned to either the group being
evaluated with the first guide or the group being evaluated with
the second guide. The postpartum home visits will take about 1-2
hours, whether or not I participate in the study.
Risks: There are no known risks (dangers) to me if I participate
in the study.

B e n e f i t s : I will not be paid to be in the study, and there are no
direct benefits to me for being in the study. Results of the study
will help nurses in designing effective health assessment guides
for postpartum home visits.

Confldantialitv: There will be two copies of my health assessment
form. The form used by the researchers will have a number on it,
and will not have my name on it. A second copy of my postpartum
health assessment information will have my name on it. The one
with my name on it will be placed in my chart for use by my
personal health care providers. The signed consent form will be
kept in a separate place from the assessment form used by the
researchers.
My name will never be used in reporting study
results.
The only ones who will see the actual research
questionnaires are the members of the research team, and my
personal health care providers.
Participation Costa:
study.

there is no cost to me for being in the

If I have any questions concerning my rights as a research subject,
I may call The Human Subjects Committee at 626-6721.

Authorization;
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS,
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME AND
MY QUESTIONS HAVE BEEN ANSWERED.
I UNDERSTAND THAT I MAY ASK
QUESTIONS AT ANY TIME AND THAT I AM FREE TO WITHDRAW FROM THE
PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY
MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE
INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE EXPLAINED.
NEW INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH
MAY AFFECT MY WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL
BE GIVEN TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS
CONSENT FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN
SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL
INVESTIGATOR,
GALE
MANKE,
R.N.,
M.S.N.,
OR
AUTHORIZED
REPRESENTATIVES OF THE COLLEGE OF NURSING. I UNDERSTAND THAT I DO
NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY
OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME.
Subject's Signature

Date

INVESTIGATOR:
I have carefully explained to the subjects the nature of the
above project. I hereby certify that to the best of my knowledge
the person who is signing this consent form understands clearly the
nature, demands, benefits, and risks involved in her participation
and her signature is legally valid. A medical problem or language
or educational barrier has not precluded this understanding.
Maureen Kane, R.N.

Date
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1917 Sleepy Hollow Avenue
Tucson. AZ 85710-7259

19 September 1991

Intergroup
Health Services, Louise Adams
1010 N. Finance Drive
Tucson, AZ 85710
Dear Ms. Adams:
The University Hospital Home Health Department, with the University ot Arizona College of Nursing, is
undertaking an evaluation of a new assessment tool for postpartum home visits this Fall. This letter will
provide you with details of the study for dissemination to health care providers at your facility, for their own
information and to enable them to respond appropriately to client comments and questions.
This study will involve the collection of our usual and standard postpartum home visit assessment data,
but we will be using an alternate form. We want to see if this tool is cost-effective and to determine its
usefulness compared to our current form.
New mothers who meet the study criteria {(1) NSVD 2-5 days before home visit, (2) routine referral for
home visit to UMC Home Health, (3) primiparous, (4) father of infant living in the home, (5) discharge from
hospital 24-48 hours after birth, (6) over 18 years of age, (7) can be reached by phone} will be assessed
for willingness to participate when the home health nurse calls to arrange the home visit. The home health
nurse, after obtaining written informed consent, will conduct the routine assessment using either the
current agency form or the tool being investigated. Clients who elect not to participate, either at the time
of the initial contact or subsequently, will have their home visit accomplished using the current tool.
A total sample of 40 families will be used, 20 with the current tool for a control and 20 with the tool under
investigation. All data collected with the research tool will be transferred to the currently used home health
assessment forms for inclusion in the client's medical record, so you should anticipate no change in the
mechanism for information exchange with the Home Health Department during the data collection period.
We anticipate data analyses will be complete by January 1992, and at that time we will provide you with
the conclusions.
The study has been submitted for approval to the University of Arizona Human Subjects Committee.
Again, this study will involve utilization of a new tool to collect our customary postpartum home visit data
for Home Health clients.
Please feel free to contact me for questions or clarifications. My home phone number is 885-1364; you
may leave a message. I can also usually be reached on digital pager number 791-8973. Julie Townsend
of UMC Home Health is facilitating this study and can also be contacted.
Yours truly,

M. F. Kane, RNC
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VISIT SCHEDULED DATE
PATIENT NAME

LANGUAGE AT HOME
OELIVERY PHYSICIAN

OELIVERY OATE
PATIENT NUMBER
GEST AGE (WEEKS) RH

EPISIOTOMY
LACERATION

" ; POSITIVE

DISCHARGE
VITAL
FACTOR . . NEGATIVE
SIGNS

SIGNIFICANT FACTORS

HOSPITAL MEDICATIONS

Q

HhoGam

Q "gg.

• other

DISCHARGE MEDICATIONS

Signature Person Completing This Section
PHYSICAL ASSESSMENT:

T

P

R.N.

R

BP

CHECK EACH BOX THAT APPLIES
• Breasts
• Breasts:

Engorged
Filling

• Breasts:
G Breasts:
D Nipples:
O Nipples:
• Nipples:
• Nipples:

Localizd tender area
Soft
Good Condition
Erythema
Cracks/Fissures
Inverted

• Fundus:

Firm

• Fundus:

Boggy

• Episiotomy:
• Episiotomy:

• Episiotomy:
Erythematous
O Episiotomy:
Swelling
D Call tenderness
G No Calf tenderness
l~l Rnwnl Mnvfcmont

F lnratinrv

Q
•
•
•

None
Normal

Heavy flow
Moderate flow
Light How
Odor

I-! Voiding

• No Odor

COMMENTS: Regarding Physical assessment and maternal role assessment -

RETURN TO CLINIC DATE:

.R.N.
SIGNATURE

84-15(2/91) White Conv • Horn* Health

Canary • Physician

PinW (Vnarimont

DATE

J. k

i r University Medical Center
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HOME HEALTH CARE
NEWBORN HOME VISITS

PATIENT NAME

BIRTH DATE
BIRTH WEIGHT

^OZ

_LBS

PATIENT NUMBER

PEDIATRICIAN _
PLEASE CHECK ON

CHECK EACH THAT APPLIES
1ST VISIT
Dale
NOT
WS HtfS(NT ENT

•
•
•
•
•
•
•
•
•
•
•
•
a
•
•
•
•
•
•
•
•
•
o

•
•
•
•
•
•
•
•
•
•
•
•

NO VISIT

KtEwr

tale
EMI

•
•
•
•
•
•
•
•
•
•
•

• •
• •

•
•
o
•
•
•
D
•
•
•
•
•

•
a
•
o
•
•
D
•
•
•
•
•

• •
• •

Ant. Fontanel
Tense
Depressed
Cephalhematoma
Caput. Succedaneum
Facial paralysis
Eyes- Edema
Inflamed
Discolored
Jaundice
Discharge
Ears- Discharge
Nasal Discharge
Nostrils, (tared
Mouth
Circumoral pallor
Circumoial cyanosis
Paralysis
Lesions
Excessive secrelions
Dryness
Vomiting
Projectile
HOW MANY TIMES
IN PAST 74 HOURS:

c excess mucus
Immediately p.c.
Delayed
Bloody
c distentions
Small quantity
Medium quantity
Large quantity
Heart
Normal Heart rhythm
Murmur
Femoral pulses-Pedal
sometimes hard to
find as pedalis line.
Grunting
Retractions

•
•
D
•
•
•
•
•
•
•
•
•
•
•
•
•
D
•
•
•
•
•
O
•
•
•

1ST VISIT

2ND VISIT

Dale

[hie

NOT
PMS- PRES
EKT ENT

HOT

Mas-

• •
O
• • o
• • •
• • •
• • •
• • •
• • •
• • •
• • •
• • •
• • •
o
• •
o
• •
• • •
o
• •
• • •
D
• D
• O Q
• • •
• • •
• • •
• • •
• • •
a

1ST VISIT

nit*

•
•
•
O
•
•
•
•
•
•
•
•
•
•
•
•
o
•
•
•
•
•
o
•
•
•

HOT
MEfr PKSINT ENT

MO VISIT
*le

NOT
MES- INV
ENT EfJT

PRES
ENT

•
•
•
o
•
•
•
•
•
•
•
•
Q
•
O
•
•
•
o
•
•
•
•
D
•
• D •

• • Tachypnea
• • Dyspnea
• • Rales/Rhonchi
o • Wheezing
a • Cyanotic nails
o o Extremities
• • Edema
• • Warm
• • Cold
Paralysis
o •
• • Abdomen
• D Distention
• O Umbilical
• • Healing
• • Moist
• • Erythematous
Discharge
a •
• • Odorous
• O Circumcision
• • Discharge
• • Inflamed
• • Testes descended
• • Vaginal discharge
• • Voiding
• • Quantity
• • Smell

O

•
O
•
•
D
•
•
•
•
•
•
•
•
•
•
•
•
o
•
•
•
•

•
•
•
•
•
o
•
a
•
•
•
•
•
o
•
•
•
•
o
•
•
•
•
•

NOT
PKS

ENT

•
•
•
•
a
o
o

•
•
•
D
•
O
•
•
•
•
•
•
O
•
•
•
O

•

• •
• •
O D
D •
• •
• •
D O
• •
• •

•
•
•
•
•
•
•
o
•

IT MEPORT

•
•
•
•
•
•
•
•

Range of Motion ot Neck
Ortolani Click
Clavicles - intact
Range ol Motion ot all
extremelies
Stools
Watery
Loose
Bloody/Mucousy
Foimed
O

"UMM"

KTATE NCMMNTSTtCMSH LOCATION

Formula

(Of fit CHUGS
IH3«r

HOW MANY TIMES

IN PAST34 HOURS:

Reflexes
Moto
Rooting
Tremors
Crying
Normal/Lusty
Weak/Feeble
Hyperactive/Excessive
Shrill/High-pitched
Skin
Normal color
Pallor
Cyanotic
Plethoric
Cracked/Peeling
Jaundice
Slight
Mod
Severe
Lesions
Petechiae
Ecchymosis
Pustules
Rash

D

• •

• o
• o
• o
• •
• •
• •
O

D

•
•
•
•
•
•
•

AMOUNT OF
FEEOING'

o Breast

•
D
•
•
a
•
•

' OF FEEDINGS
IN J4-:
Behaviors
Active
Normal/Quiet Alert
Lethargic
Distressed/Irritable
Suck - normal
abnormal

.7KIW

COMMENTS: 1ST VISIT
2ND VISIT
INSTRUCTIONS GIVEN TO RETURN TO CLINIC:
• EDUCATION MATERIAL GIVEN

R.N. SIGNATURE 1ST VISIT
UMC U14 (R OT2)

OATE
WHITE COPY-HOME HEALTH

R.N. SIGNATURE 2ND VISIT
CANARY - PHYSICIAN
PINK-DEPARTMENT

OATE

APPENDIX F
ROY-POSTPARTUM ADAPTATION ASSESSMENT TOOL

POSTPARTUM ADAPTATION ASSESSMENT TOOL
(PAAT)
Jones/Manke 1990

Mother's Name:
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Age

Baby's Name:

M

Address

F_
Phone

First Level Assessment
(Mother's Adaptation in Four Modes)
A.

Physiological Mode of Adaptation
1. Background data:
Pregnancy: G
P
Prenatal Care_
Date of Birth
Type of Birth"
Pre-existing Health Problems
"
2.

Oxygenation:
EBL at birth
Vital Signs
Breath Sounds
Dependent edema:
Nutrition: Ht:
prepregnancy wt_
Current wt:
Desired wt
Breastfeeding?
Caloric Requirements
Eating Pattern (24 hour recall)

Est. Actual Caloric Intake:
Problems with eating?Appetite?

4.

Elimination
a. Bowel movements:
f requency:
consistency:
(Taking PNV/ Fe?)
b. Urination
Color/ Concentration?
Frequency?
Urgency?
Stress incontinence?

1

*

Pain?
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Revised PAAT
Jones/Manke
5.

Activity and Rest
a. Type and amount of physical activity (working?)

b. Rest/Sleep
Number of hours last 24 hr.
(Begin Sleep/Activity Record)
6.

Skin Integrity
a. Episiotomy:
intact?
pain?
erythematous?
edematous/ecchymotic?
b. C/S: Incision site
intact?
pain/altered sensation?
erythematous?
dry/seepage?
c. Nipples:
Breastfeeding
Bottlefeeding
Skin intact?
Pain?
Redness?
Cracking?
Erect/fissures?
Inverted?
Flat?

7.

Endocrine Function
a. Breasts condition:
Soft?
Filling?
Engorged?
Mastitis( redness,lumps,tenderness)

8.

b. Fundus:
Position:

Firm

Boggy

Not palpable

c. Lochia:
Amount:
Odor:

rubra
light

serosa
mod.

alba
heavy

Appointment for Postpartum checkup?.

2

1

Revised PAAT
Jones/Manke
B.

Psychosocial Modes of Adaptation
1.

Self-Concept Mode:(Body Image)

"What thoughts and feelings do you have when
think about your childbirth experience?"

you

"What are your thoughts and feelings about your
own body since the baby's birth?"
"Have you had the blues, or any feelings of
depression since you've been home?"
2.

Role Function Mode:

"How do you feel about
your baby so far?"

your ability to take care of

"What concerns do you have about your baby?
Appt. for well-baby checkup?
"Do you plan to work outside the home, or go to
school?
How soon?
"What arrangements will you make for child care?

3. Interdependence Mode:
"How do you feel you are getting along with the baby?"
"How would you describe your baby's personality?"
"How has having a baby affected your relationship
with the baby's father? Other family members?"
"Have you resumed social activities with other
adults?"

3
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Revised PAAT
Jones/Manke
II.

Second Level Assessment
(Data regarding Focal, Contextual and Residual Stimuli)
A.

Focal Stimulus:
The baby's name:

Sex

1. Baby's Adaptation in the Physiological Mode:
a. Oxygenation
Vital signs
Breath sounds
Circumoral cyanosis?
Cyanotic nails?
Flared nares?
Grunting?
Retracting?
.
Mucous Membranes:
Extremities: Temperature:
Color:
b.

yes
yes
yes
yes
yes

no
no
no
no
no

warm
pink

cool
mottled

Nutrition:
Birthweight:
Length:
Current weight:
Length:
Caloric Requirements:
Anterior Fontanel:
(Hydration)
Breastfeeding
# of feedings in 24 hours:
Length of time at breast each feeding
Effective sucking?
Appropriate positioning?
Supplementing with formula?
Bottlefeeding
# of feedings in 24 hours:
Type of Formula:
Amount at each feeding?
Holding baby to feed?
Propping bottle?
Solid foods?
Feeding Problems?,

4

oz
•
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Revised PAAT
Jones/Manke
c. Elimination
Stools:
Est. number/day

Consistency,

Urination:
Est. number of wet diapers/day
Odor?
d. Activity and Rest
Cry:

normal/lusty?
weak/feeble?
hyperactive/excessive?
shrill/high pitched?

Sleeping:
Est total hours/day
Pattern:
Where does the baby sleep?
e. Skin Integrity:
Skin color:
Head:

Lesions?

normal?
cepha1ohemotoma?
caput succedaneum?
discoloration?
jaundice?

Umbilical stump condition:
Care?
Circumcision?
Care?
f. Endocrine Function
Boys: Testes descended?
Girls: Vaginal discharge?

5

106
Revised PAAT
Jones/Manke
g.

Neurological and sensory functions
Facial paralepsis?
Body movements: symmetrical? Tremors?
Reflexes:

Horo
Rooting

Ears: Discharge?
Responds to sound?
Eyes: Discharge?
PEARLA?
Nose: Discharge?
Mouth/lips:

2. Baby's Adaptation in the Psychosocial Modes:
(Note: Clarity of Baby's cues/ Mother's responses)
Observation notes:

B.

Contextual Stimuli:
1.

Social Resources/ Family Data:
a. Family structure (Genogram- 3 generations)
b. Who lives with the mother and baby?
c.

Who is available to help you with the baby and
other household chores?

d.

Any problems in your family which are
stressful to you right now?

6
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Revised PAAT
Jones/Manke
2. Economic/ Physical Resources:
a.

b.

Sources of Income:

Adequate to Meet Basic needs?
(Baby supplies? Food? Health care?)

c.

Adequacy of Housing?
(Utilities? Heat/Cooling/Water?)

C.

Residual Stimuli:
Ethnicity of mother?
Ethnicity of baby's father?
Ethnicity of extended Family?
Any cultural beliefs/values which may influence postpartum
adaptation?

NURSING DIAGNOSES:
1.

Nursing Diagnosis:
Assessment:
Subjective Data
Objective Data
Goals:
Plans/ Interventions:
Evaluation:

2.

Nursing Diagnosis

etc.

7

APPENDIX G
INSTRUCTIONS FOR DETERMINING NURSING DIAGNOSES
FOR EACH HOME VISIT
R-PAAT PROJECT RECORDING TOOL
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INSTRUCTIONS FOR DETERMINING NURSING DIAGNOSES FOR EACH
HOME VISIT

1. Review data on the home visit form (half the forms will be the clinical agency
form and half the forms will be the R-PAAT form).
2. Determine pertinent nursing diagnoses for each home visit using the list provided.
The description of the nursing diagnosis and the accompanying characteristics or risk
factors should guide your selection.
3. When a diagnosis is considered pertinent, put a check mark in the box and indicate
what data led you to that conclusion.
4. If the data (in your judgment) indicate a nursing diagnosis no on the provided list,
please write it in on the page provided along with the data supporting that decision
and the subject number.

R-PAAT PROJECT

SUBJECT
NURSING DIAGNOSIS
INFECTION, HIGH RISK FOR! The state in which an
individual is at increased risk for being
invaded by pathogenic organisms.
Risk Factors: Inadequate primary defenses,
inadequate secondary defensesi tissue
destructioni invasive procedures,
insufficient knowledge to avoid exposure
4.o pathogens.
MOTHER
INFANT

I'MI.TIY, HIGH RISK FOR:

INFANT A state in
•'hich t !«•> individual is at risk of injury
as a result of environmental conditions
interacting with the individual's adaptive
a:id def'e: sive resources.
Factor: Elevated Bilirubin

i-.i.t,.'.. : FEl-.lING, EFFECTIVE: The state in which
-i r.othur-infant dyad or family exhibits
adequate proficiency and satisfaction with
the breast feeding process.
Characteristics: Proper positioning, Infant
content after feeding, appropriate infant
weight patterns, regular and sustained
suckling and swallowing at breast, effective
nother-infant communication patterns.

'1

SUBJECT
NURSING DIAGNOSIS
BREAST FEEDING, INEFFECTIVEi The state in which
a mother-infant dyad experiences dissatisfaction
or difficulty with the breast-feeding process.
Characteristics: Unsatisfactory breast-feeding
process, actual or perceived inadequate milk
supply, inability of infant to attach on to
maternal breast correctly, nonsustained
sucking at the breast, insufficient emptying
of each breast per feeding, persistence of
so re nipples beyond the first week of" breast
feeding.

I'LUir YCLWE EXCESS/DEFICIT: The state in which
an individual is either experiencing vascular,
cellular, or intracellular dehydration or
or is experiencing increased fluid retention
and edema.
Risk Factors (Deficit): Deviations affecting
access to or intake of fluids, i.e. physical
immobility, factors influencing fluid needs,
i.e. hypermetabolic state, knowledge deficiency
related to fluid volume.

NUTRITION, ALTERED: LESS THAI! BODY REQUIREMENTS:
The state in which an individual experiences
an intake of nutrients insufficient to meet
metabolic demands.
Characteristics: Reported inadequate food
intake less than the RDA, reported or evident
lack of food, aversion to eating, lack of
information, misinformation.

/

*

t
•

SUBJECT
NURSING DIAGNOSIS
CONSTIPATION: A state in which an individual
experiences a change in normal bowel habits
characterized by a decrease in frequency
and/oe passage of hard, dry stools.

URINARY RETENTION: The state in which
the individual experiences incomplete
emptying of the bladder.
Characteristics: Bladder distention,, small*
frequent voiding or absence of urine output,
sensation of bladder fullness, dysuria.

FATIGUE: A:: overwhelming sustained sense of
exhaustion and decreased capacity for
physical and mental work.
Characteristics: Verbalization of an
unremitting and overwhelming lack of energy,
inability to maintain usual routines,
increase in physical complaints, emotionally
labile or irritable.

SLEEP PATTERN DISTURBANCE: Disruption of
sleep time causes discomfort or interferes
with desired life-style.
Characteristics: Interrupted sleep, verbal
complaints of not feeling well rested, changes
in behavior or performance

PA III: A state in which an individual experiences
and reports the presence of severe discomfort
or an uncomfortable sensation.
Characteristics: Communication of pain
descriptors, guarding behavior, narrowed focus,
distraction behavior, i.e. moaning, restlessness,
facial mask of pain

to

:;hdje!:T
I.'IIR.U::';

niAr,iio::IN

T1SPUE INTEGRITY, IMPAIRED: A state in which the
Individual'G skin is adversey altered.
Characteristic:;: Disruption of skin surfaces,
destruction of skin layers, invasion^of
body structures.

DOPY IK.'CE

DISTURBANCE: Disruption in the way
one perceives one's body image.
''har.icteriGtics: Change in social involvement,
focus on par,t appearance, preoccupation with
change, feelings of helplessness or hopelessness.
.....

.W!:;;TI:.C,

ALTERED: HIGH RISK FOR, ACTUAL: The
ct'-'.e in which a nurturing figure is at risk
fcr or is actually experiencing an inability
to create an environment that promotes the
optimum growth and development of another
human being.
Characteristics: Lack of parental attachment
behaviors, inappropriate visual, tactile, or
auditory stimulation, negative identification of
infant's characteristics, constant verbalization
of disappointment in gender or physical
characteristics of the infant, verbalization of
resentment toward the infant, verbalization of
role inadequacy, inattentiveness to Infant's
needs.

SEXUALITY PATTERNS, ALTERED: The state in which an
individual expresses concerns regardimg his or
her sexuality.
Characteristics: Reported difficulties, limitations,
or changes in sexual behaviors or activities.
Related Factors: Lack of privacy, impaired
relationship with a significant other.

5

MUir.IHG DIAGNOSIS
KHOWLEDGE DEFICIT: The situation in which the
individual experiences a lack of information
or has difficulty in applying information,
thus increasing the risk of actual compromise
in Health care.

Characteristics: Verbalization of the problem,
inaccurate follow-through of instruction,
i»iccuratc performance of task, inappropriate
ol" exaggerated behaviors, i.e. hysterical,
ho-tile, agitated, or apathetic.
MOT-ir- 'S SELF-CARE

T.'T-V.'IT CARE

A'lXIKTY: A vague uneasy feeling whose source is
often nonspecific or unknown to the individual.
Characteristics: Increased tension, apprehension,
feelings of inadequacy, expressed concerns re:
changes in life events,
Related Factors: Threat to self-concept, change
in role functioning, change in interaction
patterns, situational or maturational crises.

FAMILY PROCESS, ALTERED: The state In which a
family that normally functions effectively
experiences a dysfunction.
Characteristics: Family system unable to meet
the physical, emotional and spiritual needs
of its members, family unable to adapt to
change constructively, family failing to
accomplish current or past developmental task.

SUBJECT
NURSING DIAGNOSIS
OTHER: Any nursing diagnosis not
listed above.
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