
POSTPARTUM ADAPTATION OF THE 

ADOLESCENT MOTHER/INFANT DYAD 

by 

Linda Rae Reynolds 

Linda Rae Reynolds 1996 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In partia~ Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1 9 9 6 



MISSING SIGNED STATEMENT 



Statement by the Author 

If/ e (, 

IJu lf 

I ,q lo 

/()Ii:, f 

2 

This thesis has been submitted in partial fulfillment 
of requirements for an advanced degree at The University of 
Arizona and is deposited in the University Library to be 
made available to borrowers under rules of the Library. 

Brief quotations from this thesis are allowable without 
special permission, provided that accurate acknowledgement 
of source is made. Requests for permission for extended 
quotation from or reproduction of this manuscript in whole 
or in part may be granted by the head of the major 
department or the Dean of the Graduate College when in his 
or her judgement the proposed use of the material is in the 
interests of scholarship. In all other instances, however, 
permission must be obtained from the author. 

Signed: 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

Elaine G. Jones 
Associate Professor of Nursing 

Date 



ACKNOWLEDGEMENTS 

Question: How do you write a thesis without the 
encouragement, input, critique, and love of others? 

3 

Answer: You don't. You ask the experts for reviews of your 
work and in return you receive input, critique and 
encouragement to continue. Without the wisdom and 
reassurance of Dr. Elaine Jones my thesis chair, and 
committee members Dr. Kathleen May and Gale Manke, 
completion of this thesis would not have been possible. 
Special thanks also to Marilyn Mc Connell for assisting in 
the final stages. Thank You. 

I wish to express gratitude to my colleagues and friends 
Louise, Jean, Cathy, Shu-Wen, and Marilyn. The ever-enduring 
friendship, encouragement, and love inspired me from the 
beginning to the final stages. Thank you very much. 

The support and assistance of colleagues at UMC and UMFK 
provided me with subjects, time and guidance. Special 
thanks to everyone. 

Special thanks also to my family. My Mom and Dad, sons Todd 
and Tim, and daughter - in-law Carolyn and Ann who were always 
there for me and beside me. I thank you and love you. 



4 

TABLE OF CONTENTS 
Page 

LIST OF TABLES 7 

ABSTRACT 8 

CHAPTER 

I . INTRODUCTION 9 

Background 9 
Changes in Adolescence, Family Structure, 10 
Economy, and Health Care 10 
Changes in Society and Family Support 13 

Statement of the Problem 13 
Significance of the Problem 15 
Purpose 16 
Research Questions . 17 
Definitions 18 
Summary 19 

II. CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

Conceptual Framework 20 
Review of Literature 23 

Physiologic Mode 23 
Adult Mother Adaptation 25 
Adolescent Mother Adaptation 29 
Comparison of Adult and Adolescent 
Mothers' Adaptation 35 
Infant Adaptation 36 

Nutrition 36 
Jaundice 40 
Thermoregulation 42 

Summary 44 
Psychosocial Mode 45 

Self-Concept Mode 45 
Overview 45 

Self-esteem and Postpartum 
Depression 46 

Adult Mother 47 
Adolescent Mother 54 
Summary 59 
Interdependence Mode . 59 
Overview 59 
Support Systems 60 



III. METHODOLOGY 

Purpose 
Methods 

TABLE OF CONTENTS-Continued 

Adult Mother 
Adolescent Mother 

Summary 
Role Function 

Overview 
Adult Mother 
Adolescent Mother 

Summary 
Focal Stimuli 
Contextual Variables 
Residual Stimuli 
Summary 

Sample Characteristics 
Human Subjects 
Recruitment of Subjects 

Data Collection 
Adult Mother/Infant Dyads 

Instrument . 
Roy-Postpartum Adaptation 
Assessment Tool 

Content Validity 
Pilot Testing 

Data Analysis 
Research Question 1 
Research Question 2 

Summary 

IV. PRESENTATION OF STUDY AND DATA ANALYSIS 

Characteristics of the Sample 
Research Question 1 
Research Question 2 
Summary 

V. DISCUSSION AND SUMMARY 

Discussion of Findings 
Nursing Diagnoses Identified for 
Adolescent Mother/Infant Dyads . 

Page 

60 
64 
67 
67 
67 
69 
75 
84 
84 
84 
86 
88 

89 
89 
90 
91 
92 
93 
93 
95 

95 
97 
97 
99 
99 

101 
103 

104 
106 
116 
121 

124 

125 

5 



APPENDIX A: 

APPENDIX B: 

APPENDIX C: 

APPENDIX D: 

APPENDIX E: 

REFERENCES 

TABLE OF CONTENTS-Continued 

Strengths and Limitations of Study 133 
Implications for Nursing Research and 
Practice . . . . . . . . . . 134 

Implications for Nursing Practice 136 
Implications for Nursing Research 138 
Summary. . . . . . . . . 138 

ROY-POSTPARTUM ADAPTATION ASSESSMENT 
TOOL . . . 

HUMAN SUBJECTS COMMITTEE APPROVAL 

AGENCY APPROVAL 

SUBJECT CONSENT FORM. 

R-PAAT PROJECT FORM 

140 

148 

150 

154 

158 

164 

6 



LIST OF TABLES 

TABLE 1, Nursing diagnoses for the postpartum period 107 

TABLE 2, Nursing diagnoses for the adolescent 
mother/infant dyad, clustered according to 
adaptive modes of Roy Adaptation Model 109 

TABLE 3, Nursing diagnoses, adolescent mother/infant 
dyad 111 

TABLE 4, Nursing diagnoses, infant of adolescent 
mother 114 

TABLE 5, Rank order comparison of diagnoses 118 

TABLE 6, Nursing diagnoses rank order according to 
adaptive modes of Roy Adaptation Model 119 

7 



ABSTRACT 

This study has a threefold purpose to: 1) describe 

early postpartum adaptation of adolescent mothers, 2) 

describe the early postpartum adaptation of infants with 

adolescent mothers, and 3) compare early postpartum 

adaptation of adolescent mother/infant dyads and adult 

mother/infant dyads. 

8 

Analysis of data involved 1) identification of nursing 

diagnoses generated from the adolescent mother/infant dyad's 

theory-based Roy-Postpartum Adaptation Assessment Tool (R

PAAT) and 2) comparison of the number of nursing diagnoses 

generated from the adult mother/infant dyad's R-PAAT. 

A total of eighteen nursing diagnoses were identified 

for the adolescent mother/infant dyad, eleven were in the 

physiologic mode and seven were in the psychosocial mode. 

When compared, seventeen of the eighteen nursing diagnoses 

identified for the adolescent mother/infant dyad were 

identified for the adult mother/infant dyad, although 

frequency of identification differed between the dyad 

groups. 



CHAPTER I 

INTRODUCTION 

This study has a threefold purpose to: 1) to describe 

early postpartum adaptation of adolescent mothers, 2) 

describe the early postpartum adaptation of infants with 

adolescent mothers, and 3) to compare early postpartum 

adaptation of adolescent mother/infant dyads and adult 

mother/infant dyads. 
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Changes in the social and economic structure of the 

United States during the 20th-century have influenced 

practice of health care providers and maternal-child nursing 

is no exception. Changes in the adolescent women's physical 

development, family structure and economic resources have 

resulted in younger, single adolescent mothers, frequently 

living with their family of origin, and receiving sources of 

public assistance (Elkind, 1990; Sugar, 1991). 

Female adolescents are more physically and sexually 

mature than in prior generations (Elkind, 1990). The 

incidence of teen pregnancy and births to teens increased 

20% between 1986 and 1990, resulting in the United States 

now leading the industrialized countries in teen pregnancy 

and births to teens (Center for Disease Control, 1993; 

Governor's Office for Children, 1990). In addition, changes 

in family structure have resulted in an 80% increase in the 



number of single family households over the past four 

decades (Elkind, 1990). 

Economic changes and restructuring of the health care 

delivery system have affected the way nurses assess 

postpartum mothers and infants. In this study the 

researcher will focus on the adolescent mother/infant dyad 

population in Arizona and the United States of America. 

Changes in Adolescence. Family Structure. Economy and. 
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Health Care The age of onset of puberty has gradually 

become younger during this century. The onset of female 

puberty is at about age 10.5 years and the process is 

completed at about age 14; menarche is near age 12.8 years. 

Each year, in the United States, more than one million 

pregnancies involve women younger than 20 years of age 

(Governor's Office for Children, 1990). In 1991, there were 

531,591 births reported in the United States to women under 

the age of 20 years (Arizona Council on School-Age 

Patenting, 1994). In 1993, Arizona reported 12,890 

pregnancies and 10,438 births to teens between age 10 and 19 

years, and 4,057 births to teens age 17 years and younger 

(Arizona Council on School-Age Patenting, 1993). In 

Arizona, 78% of the infants born to teens are born to single 

mothers (Arizona Council on School-Age Patenting, 1993), and 

more mothers are choosing to keep their infants (Center for 

Disease Control, 1993; Sugar, 1991). 
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Gradual changes in family structure have resulted in a 

decrease in the number of two parent families and an 

increase in the number of working mothers. Four decades 

ago, 90% of families structure were comprised of two 

parents, with single parent families comprising 10%. Today, 

the structure has been reversed, with 90% of the families 

headed by a single parent. Mothers are frequently employed 

outside the home, and the composition of the extended family 

changes frequently as family members relocate due to 

employment opportunities and as relationships shift and 

change. Adolescent mothers are frequently single, and after 

giving birth she and her infant often live with her parents 

or other family members, depending on them for emotional and 

financial support, as well as for transportation and 

information. In addition, the mother of the adolescent may 

assist with child care while the teen continues her 

education (May, 1992; Unger & Cooley, 1992). Adolescent 

mothers are more likely to drop out of school; only slightly 

more than half of adolescent mothers graduate from high 

school (Governor's Office for Children, 1993). 

Adolescent mothers frequently have a limited income, 

resulting in economic concerns for local, state, and federal 

government (Sugar, 1991). From 1985 through 1990, the 

United States government spent $120.3 billion on expenses 

related to teenage pregnancies, with $25 billion expended in 
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1990 alone. The expenses included Aid to Families with 

Dependent Children, Medicaid, and food stamps (Center for 

Disease Control, 1993). In Tucson, Arizona the average cost 

for an uncomplicated vaginal birth is in excess of $5,000 

(State of Arizona, 1994), and more than 72% of all labor and 

delivery cost for the teenage mother are paid by public 

sources (Governor's Office for Children, 1993). In Arizona 

during 1993, the largest percentage (68%) of labor and 

delivery charges for the adolescent were paid by Arizona 

Health Care Cost Containment System (AHCCCS); private 

insurance paid 14%, Indian Health paid 5%, and 9% were self 

pay (Governor's Office for Children, 1993). 

Economic changes have forced significant 

transformations within the health care delivery system, 

including the implementation of the short postpartum 

hospital stay, usually 24 to 48 hours for a vaginal delivery 

and 48 to 72 hours for a cesarean birth (Evans, 1991). The 

short hospital stay has challenged the maternal-child nurse 

to provide an accurate, efficient assessment while caring 

for both the mother and infant in a very limited amount of 

time. In addition to assessment and care, the nurse must 

educate the new mother on caring for herself and her infant, 

while preparing the dyad for an early discharge. Providing 

an appropriate and accurate assessment for the adolescent 



mother can be a multi-dimensional task for the maternal

child nurse . 

Changes in Society and Family Support 
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The stigma traditionally associated with unwed 

motherhood and adolescent patenting has changed over the 

past four decades, becoming somewhat more acceptable in many 

strata of society and in some, considered almost a normal 

event (Sugar, 1991). The number of births to adolescents 

has increased and more adolescent mothers are choosing to 

keep their infants (Sugar, 1991; Centers for Disease 

Control, 1993). The number of single adolescent mothers 

has increased steadily since 1986 (Governor's office for 

Children, 1993), and the United States has the highest out

of-wedlock pregnancy rate of all the industrialized nations 

(Center for Disease Control, 1993; Sugar, 1991). In 1993, 

Arizona reported 12,890 pregnancies and 10,438 births to 

teenagers between the ages of 10 and 19 years. 

Statement of the Problem 

There is limited research on early postpartum 

adaptation of the adolescent mother/infant dyad. Existing 

literature is fragmented, frequently focuses on the 

adolescent mother's transition to motherhood and support 

network, and there is virtually no research describing a 

comprehensive postpartum assessment approach for the 

adolescent mother/infant dyad. 
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Teen age women are, by definition, in the identity vs. 

role confusion stage of development (Erikson, 1968). The 

adolescent is considered to be ego-centric, self-absorbed 

and in search of identity (Bloom, 1995; Flanagan, McGrath, 

Myer, & Garacia Coll, 1995; Irwin, 1990; Sugar, 1991). 

Adolescent immaturity as well as her perception of 

motherhood is related to her psychosocial cognitive 

development (Flanagan et al., 1995). In addition, younger 

adolescent mothers are less responsive to infant cues and 

less likely to engage in appropriate infant stimulation 

(Parks & Ardnt, 1990; vonWindeguth & Urbano, 1989) . Infants 

born to adolescent mothers have an increased risk of re

hospitalization during their first year of life, especially 

for respiratory illness, gastroenteritis and injuries 

(Wilson, Duggan, & Joffe, 1990). 

The incidence of repeated pregnancies is high among the 

adolescent population (Thompson, Powell, Patterson & 

Ellerbee, 1995). The multigravida adolescent is more apt to 

have a higher rate of pre-term rupture of membranes, an 

increased rate of pre-term deliveries, low birth weight 

infants, infants with a lower Apgar score, and a higher 

incidence of genital infections (Massad & Hage, 1990). 

The length of the typical hospital stay has been 

decreasing since World War II when the baby boom resulted in 

a shortage of nurses and beds and insurance coverage for 
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maternity benefits were limited (Covington & Collins, 1994). 

The shortened hospital stay for postpartum mothers and 

infants has been shown to be generally safe, although infant 

readmissions and infant morbidity have been found to be 

higher than maternal readmissions and maternal morbidity 

(Norr & Nacion, 1987). The shortened hospital stay for the 

postpartum mother and infant is expected to continue, and 

expected to soon include other maternal-infant areas such as 

the newborn intensive care units (Covington & Collins, 

19 94) . Birthing centers, postpartum care centers, home 

deliveries, home health nurses, and nurse practitioners will 

provide the care hospitals have provided in the past 

(Covington & Collins, 1994; Harris, 1994; Keppler, 1995). 

Significance of the Problem 

The increasing incidence of short hospital stay for the 

postpartum mother and infant, coupled with the educational, 

physical and psychosocial needs peculiar to the adolescent, 

supports the need for evaluating the new adolescent mother 

and her infant during the early postpartum period. Use of a 

theory-based assessment tool facilitates the ability of the 

nurse to guide the individual and family to systematically 

move in a particular direction (Carveth, 1987; Huch, 1980; 

Mercer, 1981; Tullman & Fawcett, 1990). 



Purpose 

This study has a threefold purpose to: 1) describe 

early postpartum adaptation of adolescent mothers, 2) 

describe the early postpartum adaptation of infants with 

adolescent mothers, and 3) to compare early postpartum 

adaptation of adolescent mother/infant dyads and adult 

mother/infant dyads. 

Research Questions 

I. How do adolescent mother/infant dyads adapt in the 

early postpartum period? 

A. How do adolescent mothers adapt during the early 

postpartum period? 
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1. What nursing diagnoses are identified among 

adolescent mothers in the physiological mode 

during the early postpartum period? 

2. What nursing diagnoses are identified among 

adolescent mothers in the psychosocial mode 

during the early postpartum period? 

B. How do infants of the adolescent mother adapt 

during the early postpartum period? 

1. What nursing diagnoses are identified among 

infants of adolescent mothers in the 

physiological mode during the early 

postpartum period? 
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2. What nursing diagnoses are identified among 

infants of adolescent mothers in the 

psychosocial mode during the early postpartum 

period? 

Research Question 2 

II. How do adolescent mother/infant dyads compare with 

adult mother/infant dyads in term of adaptation in the 

early postpartum period? 

A. How do adolescent mothers compare with adult 

mothers in the physiological mode of adaptation in 

the early postpartum period? 

1. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 

the physiological mode of adaptation in the 

early postpartum period? 

2. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 

the psychosocial mode of adaptation in the 

early postpartum period? 

B. How do infants of adolescent mothers compare to 

infants of adult mothers in terms of adaptation in 

the early postpartum period? 



1 . How do nursing diagnoses of infants of 

adolescent mothers compare to infants of 

adult mothers in the physiological mode 

during the early postpartum period? 
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2. How do nursing diagnoses of infants of 

adolescent mothers compare to nursing 

diagnoses of infants of adult mothers in the 

psychosocial mode during the early postpartum 

period? 

Definitions 

Adaptive responses: "responses that promote integrity of 

the person in terms of goals of survival, growth, 

reproduction, and mastery" (Roy, 1984, p. 28). 

Adolescent: An individual, age 14 to 19, in the stage of 

identity versus role confusion. Identity with peer groups 

as a support system become important for the individual and 

there is less value placed on relationships with their 

parents. Additional tasks for the adolescent include 

preparing for a future vocation, accepting one's physical 

characteristics, preparing for marriage and family life, and 

acquiring a set of values (Roy, 1984). 

Early postpartum period: An interval of time which begins 

immediately after childbirth and continues for about 14 

days. 



19 

Infant: Newborn, an infant age 2-7 days (for the purpose of 

this study). 

Mother/Infant dyad: A couplet, mother and her infant. 

Nursing diagnoses; North American Nursing Diagnoses 

Association (NANDA): "address the responses of clients, 

families, or groups to situations for which the nurse can 

prescribe interventions for outcome achievement" (Carpenito, 

1993, p. 2). Health problems identified and classified by a 

group of nurses that can legally diagnose and treat (Gorrie, 

McKinney, and Murray, 1994). 

Postpartum: Begins immediately after giving birth and 

continues for approximately 6 weeks or until the body has 

returned to a near pregnant state (Olds, London, and 

Ludewig, 1992). 

Support System: include social groups and work groups that 

contribute to the growth of the person (Roy, 1984). 

Summary 

Statistics indicate there is an increase in adolescent 

mother/infant dyads. In addition, research focused on 

adolescent cognition, growth and development, and social 

support network has defined characteristics specific to the 

adolescent. Changes in family structure, the economy, and 

health care delivery, combined with the unique adolescent 

characteristics support the need for a theory-based 

assessment of the adolescent mother/infant dyad. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

This chapter will present an overview of The Roy 

Adaption Model (1984) which provided the organizing 

framework for a literature review pertinent to postpartum 

adaptation of adult and adolescent mothers and their 

infants, and for the study design. A general orientation to 

Roy's adaptation model will be presented, followed by a 

review of literature on physiological adaptation in early 

postpartum of the adult mother and adolescent mother. A 

literature review relating to physiological adaptation of 

the infant will be presented and limited to changes most 

common to the well newborn after the first 24 hours of 

birth, and less than one week of age. Finally, psychosocial 

adaptation for the adult mother, adolescent mother and 

infant will be presented. 

Conceptual Framework 

The Roy Adaption Model (Roy, 1984) is a general systems 

theory. Roy (1984) views person as a holistic adaptive 

system with regulator and cognator processes acting to 

maintain adaptation or coping in four interrelated effector 

modes: physiological, self-concept, role, and 

interdependence. The physiological mode is concerned with 

basic needs such as nutrition, exercise, rest, elimination, 

oxygenation, skin integrity and endocrine function. The 
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basic needs are requisite to maintaining the physical and 

physiologic integrity of the human system. The self-concept 

mode is concerned with perception of the physical and 

personal self; for example, the new mother's thoughts and 

feelings regarding her body image are assessed. The role 

function mode focuses on performance of roles on the basis 

of position within society. For example, in the role 

function mode a mother's feelings and concerns regarding her 

ability to care for her newborn are evaluated. The 

interdependence mode deals with development and maintenance 

of satisfying affectional relationships with significant 

others. In the interdependence mode, issues relating to 

family, social activities, and economic resources are 

assessed. In most of the literature, Roy's original three 

modes of self-concept, interdependence, and role function 

overlap, so for the purpose of this study the review of 

literature will be combined into a single psychosocial mode 

of adaptation. A literature review pertinent to 

psychosocial adaptation for the adult mother, adolescent 

mother and infant will be presented. 

All adaptive modes are assessed on two levels: first 

level assessment, which is concerned with ineffective 

behaviors or adaptive behaviors needing reinforcing; and 

second level assessment, which determines the focal, 

contextual, and residual stimuli contributing to each 
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behavior. Focal stimuli are the stimuli most immediately 

confronting the person, and are the one to which the person 

must make an adaptive response. In this study, the newborn 

was the focal stimulus for the postpartum mother. The 

contextual stimuli are those contributing to the behavior 

caused or precipitated by the focal stimuli. The support 

systems and developmental stage of the adolescent mother are 

influencing factors assessed as contextual stimuli in second 

level assessment. Residual stimuli are factors that may be 

affecting behavior but whose effects are not validated. 

Cultural orientation and experience, for example, are 

factors which could affect the family support received 

during postpartum. 

The goal of nursing in Roy's model is to promote 

adaptation in the four adaptive modes through management of 

environmental stimuli (Roy, 1984). Adaptation is an 

individual's purposive response to an ever changing 

environment; it is ongoing and contributes to health (Chinn 

& Kramer, 1991; Roy, 1984). Responses by the adaptive 

system which are not effective do not contribute to health 

(Chinn & Kramer, 1991). 

In the present study, the infant is conceptualized both 

as the focal stimulus for the mother's postpartum 

adaptation, and also as a client. 
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Review of Literature 

Adaptative responses most frequently occurring during 

the first week postpartum in both the physiological mode and 

psychosocial mode for the adult mother and adolescent mother 

will be addressed. The infant's adaptation in the 

physiological mode and psychosocial modes will also be 

addressed. Adaptative responses for the newborn in the 

physiological mode will address those responses most common 

in the normal newborn after 24 hours of age, and during the 

first week of life. Infant adaptation in the psychosocial 

mode will be limited to infant temperament and infant-mother 

interactions. The review of literature will be limited to 

adolescent and adult women of childbearing age. 

Physiologic Mode 

According to Roy (1984), first level assessment in the 

physiologic mode includes assessment for adaptation problems 

related to oxygen, nutrition, elimination, activity and 

rest, skin integrity, fluid and electrolyte balance, and 

neurological and endocrine function. During the early 

postpartum period, both mother and infant are experiencing 

physiological changes. Physical changes for the mother 

include recovery of reproductive organs (Graef et al., 

1988), recovery from surgery and episiotomy (Graef et al.; 

Gjerdingen, Froberg, Chaloner and McGovern, 1993), changes 

in nutritional requirements (Dewey and McCrory, 1994), 
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breast changes (Graef et al.; Gjerdingen et al.; Hampson, 

1989; Lawrence, 1987; Shrago and Bocar. 1990), and altered 

sleep pattern (Tribotti, Lyons, Blackburn, Stein and 

Withers, 1988). Fatigue was also cited in several articles 

as an underlying theme during early postpartum recovery 

(Gardner, 1991; Gjerdingen et al.; Ruchala and Halstead, 

1994; Troy and Dalgas-Pelish, 1995). 

Physiological adaptation for the infant occurring 

during the first few hours of life involves successful 

adjustment to extrauterine life. During this period, the 

infant must first establish respiratory exchange in 

conjunction with marked circulatory changes (Olds, London 

and Ludewig, 1992; Gorrie et al. 1994), thermoregulation is 

established (Thomas, 1994), the infant starts taking 

nourishment by mouth (Gorrie et al.; Olds, et al.), and 

elimination of body waste is organized. Although nutrition 

and thermoregulation are immediate adaptative responses, 

both are frequently noted as infant concerns after hospital 

discharge; both will be addressed under physiologic 

adaptation of the infant. 

The literature pertinent to the mothers' physiological 

adaptation found recovery from childbirth to be similar for 

the adult mother and adolescent mother. Gjerdingen et al. 

(1993), suggest that recovery from childbirth can take 

several weeks, and women often contend with more than one 



discomfort during the postpartum recovery phase. Because 

there was limited research focusing specifically on the 

adolescent mother, the adult mother's physiological 

adaptation will also be addressed in this section. 

Adult mother's adaptation:Physiologic. 

25 

Ruchala and Halstead (1994) explored early postpartum 

experiences of 50 primipara and multipara women ages 19 to 

38 years with a mean age of 27. Data was collected through 

an audiotaped, semistructured focused interview. The 

mothers were asked questions regarding their postpartum 

experiences since hospital discharge. The areas discussed 

included feelings and concerns about the postpartum 

experience, support system and resources. Bandura's (1977) 

self-efficacy model was utilized for the qualitative and 

quantitative study which identified fatigue as the major 

underlying factor for many early postpartum problems. 

Additional physical concerns included regaining figure, 

losing weight, episiotomy and incisional pain, sexual 

relations, and hemorrhoids. Ruchala and Halstead suggested 

health care workers offer appropriate teaching, guidance and 

support in areas of concern to both primiparous and 

multiparous women, especially with the shortened hospital 

stay. 

Tribotti et al. (1988) identified nursing diagnoses of 

a convenience sample of 231 postpartum women. The women 
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were 12 to 96 hours postpartum and ages 13 to 43 years. 

Alteration in comfort was identified as the over-all most 

important concern. Alteration in sleep was identified as a 

concern by 37% of the women at 12 to 24 hours postpartum. 

Seventy-one percent of the postpartum mothers identified 

sleep alteration as a concern at 25 to 48 hours. At 73 to 

96 hours postpartum lack of sleep was a concern for 75% of 

the women. Altered sleep patterns was identified in all age 

groups and parity at 73 to 96 hours postpartum. The 

authors concluded that for many women the frequency of 

several nursing diagnoses increased at 73 to 96 hours 

postpartum. 

Gjerdingen et al. (1993) examined changes in women's 

physical health at one, three, six, nine, and twelve months 

postpartum. The year long longitudinal study consisted of 

436 primiparous women with a mean age of 28 years from two 

different hospitals. Participants from the first hospital 

were married, working, and had a middle-to-upper income. 

Participants from the second hospital were inner city 

residents, and from diverse cultural and socio-economic 

groups. Mothers having vaginal and cesarean births were 

selected from both hospitals. Using a questionnaire to 

investigate physical symptoms, illness days, breast-feeding, 

and work status, the authors found nearly half the women 

expressed concerns about emotional tension, fatigue, sexual 
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function, and relationships with their husbands. The most 

frequently reported physical symptoms in early postpartum 

included breast soreness (40% to 48%), discomfort from 

stitches (37% to 53%), lochia problems (35% to 40%), 

constipation (32% to 50%), and hemorrhoids (28% to 48%). 

Study results revealed many mothers were not completely 

recovered from the delivery experience within the six weeks 

usually allotted for postpartum convalescence. 

Smith-Hanrahan and Deblois (1995) examined the impact 

of early postpartum discharge on maternal fatigue and 

functional ability of low-risk mothers. Mothers 

hospitalized in a teaching hospital in eastern Canada were 

randomly assigned into one of two study groups. The groups 

consisted of a traditional stay group and an early discharge 

group. The traditional stay group subdivided into a 

traditional hospital discharge group and a second group 

discharged early as a result of a bed shortage. The 

planned early discharge group (less than 60 hours) and the 

early discharge group, which originated from the traditional 

hospital stay group as a result of the bed shortage, 

received follow-up visits from a postpartum nurse; the 

traditional hospital stay group (greater than 60 hours) 

received the routine two week pediatric appointment, a six 

week postpartum visit, and a telephone call from the 

postpartum unit between two to six weeks. The Rhoten 
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Fatigue Scale (RFS) (1982), used to assess fatigue, was 

completed by mothers stating they were experiencing fatigue 

when visited by the nurse during the follow-up appointment. 

Satisfactory reliability and validity were reported to have 

been established for the RFS. When visited by the nurse for 

the second and third home postpartum visit, the mother again 

completed the RFS, and in addition, completed a modified 

form of The Inventory of Functional Status After Childbirth 

(IFSAC) by Fawcett, Tulman and Myers (1988) used to measure 

maternal functional status after childbirth. 

Results indicated fatigue was present to some degree in 

95% of the mothers at the time of discharge, and in 96% of 

the mothers at one week postpartum. Functional status 

scores were similar between the short hospital stay groups 

and the traditional hospital stay group. 

Tulman and Fawcett (1991) investigated women's 

perceptions of recovery from childbirth at six months 

postpartum. Using open-ended interviews, women were 

questioned concerning their physical, mental, and emotional 

recovery from childbirth, and their sources of support . 

They were asked what they would do differently after 

delivery of another child, and how their postpartum recovery 

compared with their expectations of the postpartum phase. 

Twenty- five percent of the new mothers reported not feeling 

physically recovered from their delivery after six months, 
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with prolonged labor and cesarean birth as the predominant 

reason for slow recovery. Additionally, almost half of the 

women found the first six months more difficult than 

anticipated. The authors concluded that new mothers are not 

provided with enough information prenatally to adequately 

prepare for the postpartum phase. 

Adolescent mothers' adaptation: Physiologic. 

There is limited research focused specifically on 

physiological adaptation of adolescent mothers during early 

postpartum. Available literature frequently addressed the 

adult mother and adolescent mother together, citing similar 

physiological adaptation for both (Lubarsky, Schiff, 

Friedman, Mercer, and Sibal, 1994; Davis et al. (1988). The 

literature specific to adolescent mothers frequently focused 

on nutrition requirements and lactation. 

Nutrition. 

In a technical support paper of the American Dietetic 

Association, Worthington-Roberts, and Endres (1989) 

addressed adolescents' physical maturity for pregnancy. The 

paper indicates that adolescent females achieve 

physiological maturity about four years after menarche, and 

that most young women 17 years of age and older have 

completed their growth and are physiologically mature. If 

the adolescent is less than four years past menarche and 

still growing there might be competition for nutrients 



between mother and fetus. Worthington-Roberts and Endres 

also commented on the poor dietary habits of the pregnant 

and non-pregnant adolescent, noting that adolescents 

generally have irregular eating habits, inadequate diets, 

and most consume less than two-thirds of the required 

calories, vitamins and minerals. Adolescents have been 

acknowledged as a group that are nutritionally at risk and 

require nutrition intervention early and throughout the 

duration of pregnancy and lactation. 

Chan, McMurray, Westover, Engelbert-Fenton and Thomas 
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(1987) studied the effectiveness of an increased calcium 

diet in preventing bone mineral loss in lactating adolescent 

mothers. The sample consisted of 36 lactating adolescent 

mothers and 12 lactating adult mothers. Fifteen of the 

adolescents consumed their regular diet and 21 consumed a 

high-calcium diet. Bone density analysis of each of the 

subjects by the sixteenth week revealed a 10% decrease in 

bone mineral content in those adolescents consuming their 

regular diet. There was no significant change in the bone 

density analysis of the adolescents consuming a high calcium 

diet or in the adult subjects. The data suggested that bone 

loss during lactation in adolescents may be prevented with 

adequate dietary calcium intake. 
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Lactation/Breast-feeding/Bottle-feeding. 

The method of infant feeding is influenced by several 

interrelated factors, including ethnic group, age, 

education, affluence, living arrangements, and geographic 

location. Breast-feeding is more prevalent among women who 

are white, of higher economic status, older, married, and/or 

live in the Western United States. Women who are less 

likely to breast-feed are single, black, younger, enrolled 

in the Women Infant and Children program, working outside 

the home, living in the Southeastern United States, and/or 

after having a low birth weight infant. Other influences 

found in the United States include societal, health care

related, psychological, economic and cultural (McClugg-Hitt 

& Olsen, 1994). 

McClugg-Hitt & Olsen (1994) examined breast-feeding 

decisions among 878 postpartum women. A questionnaire 

developed and pilot tested by the authors was mailed to 

women who were six months postpartum or less. Subjects had 

an average of 11 years of education; 49% were white, 50% 

were African American, and one percent were all other ethnic 

groups combined. Although the ages were not listed in the 

article, 11% of the breast-feeding mothers were identified 

as teens. The authors concluded that the questionnaire 

should be revised to include questions concerning the 

mother's smoking and drinking habits, whether she was 
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enrolled in the WIC program prenatally, her income, 

ethnicity, age, educational level, and marital status. 

Results showed that while 26% of the mothers chose to 

breast - feed for better baby health, the main reason mothers 

chose not to breast-feed was that they did not feel 

comfortable about it. Improper latch-on was reported by 53% 

of the mothers as the most prevalent problem experienced 

during their hospital stay. In addition, 57% of the women 

introduced formula by the time their infants were three 

weeks old. Breast-feeding support came primarily from the 

husband and the mother's mother, and 42% of the mothers gave 

themselves as the main person who discouraged the breast 

feeding experience. 

Lipsman, Dewey and Lonnerdal (1985) studied 25 

adolescent mothers from a high school teen age parent 

program. The study measured infant growth and maternal 

dietary intake during the first 10 months of lactation. The 

lactating adolescent mother's breast milk was compared with 

breast milk samples of adult women. The adolescent's breast 

milk was found to be significantly lower in lactose, 

magnesium, calcium, and potassium. On the basis of infant 

growth, the milk volume was judged to be adequate for 88% of 

the infants. Analysis of the dietary intake of the 

lactating adolescents revealed the subjects were consuming 

greater than the National Research Council's Recommended 



Dietary Allowances of calories, and most vitamins and 

minerals, except for iron and thiamine, during lactation. 
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Neifert, Gray, Gary, and Camp (1988) examined breast

feeding habits among 60 primiparous breast-feeding 

adolescent mothers. Each participant had completed a 

questionnaire during her hospital stay and was interviewed 

by telephone at approximately two weeks and again at two 

months postpartum. Eighty-three percent had decided to 

breast-feed before the third trimester of pregnancy and 35% 

discontinued breast feeding within the first postpartum 

month. 

Adolescents frequently combined breast feeding and 

bottle feeding, resulting in nipple confusion for the 

infant. Nipple confusion has been cited as a common reason 

mothers discontinued breast-feeding prematurely (Neifert, et 

al. 1988). Adolescent mothers weaned infants early despite 

the fact that 65% had chosen to breast-feed because it was 

good for the baby. Sixty-seven percent stated closeness of 

the nursing relationship as the most enjoyable part of the 

breast-feeding experience. The authors concluded that 

adolescent mothers are receptive to breast-feeding, but may 

require close follow up and guidance to be successful. 

Lubarsky, Schiff, Friedman, Mercer, and Sibal (1994) 

explored the obstetric characteristics of the adolescent 

mother under the age of 15. In a comparison study of 261 
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nulliparous adolescents under the age of 15 at time of 

delivery and 261 nulliparous women ages 20 to 29, the 

authors found the duration of the active stage of labor and 

the rate of cesarean delivery were significantly lower in 

the adolescent group, with no significant difference in the 

incidence of operative vaginal delivery between the two 

groups. The incidence of postpartum complications was 

similar in both the adult and adolescent groups. The 

authors concluded that pregnancy among adolescents was not 

associated with an increase in physiological complications. 

Davis, Brucker and Macmullen (1988) examined the 

maternal and infant care topics of interest for 117 mothers 

ages 15 to 36 years during their three day postpartum 

hospital stay. All mothers had normal vaginal births and 

had delivered a healthy newborn. The datum was collected 

using a questionnaire consisting of 16 maternal and 23 

infant care questions. Results revealed 67% of all the 

mothers rated postpartum complications as the most important 

maternal topic, followed by episiotomy/stitches as a concern 

for 56% of all the subjects. Postpartum complications were 

reported as the most important topic by 75% of the teens and 

by 59% of adult mothers. The authors concluded that mothers 

are capable of defining their learning needs during the 

early postpartum period, and that mothers in all age groups 

had a strong interest in topics related to physiological 



integrity. The authors stressed the importance of health 

care workers providing efficient and effective postpartum 

teaching during the shortened hospital stay. 

Comparison: Adult Mother and Adolescent Mother 
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Ellerbee, Atterbury, and West (1993) examined the type 

of infant feeding selected by postpartum mothers prior to 

hospital discharge. Datum was obtained using 1,017 randomly 

selected postpartum charts from an institution in Arkansas. 

The primary postpartum clients were from the surrounding 

urban area, although high-risk obstetric and neonatal 

clients from across the state were also part of the sample 

population. The sample consisted of 412 black postpartum 

women and 605 white postpartum women, ages 13 to 43 years. 

The incidence of breast-feeding was 24% and the incidence of 

bottle-feeding was 75.3%. Less than 25% of the black women 

and approximately 50% of the white women breast-fed. 

Breast-feeding was selected by 50% of the married women, and 

approximately 80% of the women from both the breast-feeding 

and bottle-feeding groups had a vaginal delivery. There was 

a higher percentage of bottle-feeding chosen by black 

mothers in all age groups. White mothers in the less than 

15 year old group and in the 16 to 19 year old group also 

chose bottle-feeding more frequently. More single women 

chose to bottle-feed (72 . 19%) rather than breast-feed 

(27.81%). The authors concluded that it is critical to 



identify the factors that influence the mother's choice to 

breast-feed or to bottle-feed, and to be supportive of her 

choice. 

Infant Adaptation: Physiologic 
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During the first 24 hours after birth the infant makes 

several physiologic adaptions, such as establishing and 

maintaining a patent airway, independent cardiac and 

circulatory system, thermoregulation, and assimilation of 

nutrition. After successful physical adaption, the infant 

is frequently discharged from the hospital and continues 

transition at home (Rabin, 1995). 

Infant feeding problems and jaundice have been cited as 

the major infant care concerns during the first week of 

birth (Buzby, 1991; Davis et al. 1988; Lemmer, 1986; 

Valaitis, Tuff, and Swanson, 1996). Although new mothers do 

not frequently report thermoregulation as a major infant 

care concern, Norr and Nacion (1987) cited thermoregulation 

as one of the reasons infants were readmitted to the 

hospital after early discharge. Thermoregulation is 

interrelated with nutrition and physiologic jaundice, and is 

one of the most frequent assessments made during infant 

adaptation. 

Nutrition. 

Gorrie, McKinney, and Murray (1994) state the 

nutritional needs for the full term newborn are met through 
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a daily consumption of 110 to 120 kcal/kg of body weight and 

should contain enough carbohydrates and fat so that the 

dietary proteins are not used for energy. Breast milk and 

formulas supply 20 kcal/ounce; therefore, the newborn 

requires from 19 to 21 ounces of breast milk or formula per 

day to meet the daily infant requirements. Breast-feeding 

infants feeding every two to three hours need an average of 

75 milliliters at each feeding; formula-fed infants who feed 

every three to four hours need an average of 75 to 105 ml at 

each feeding. 

During the first week of life an infant may lose 

between five to ten percent of their birth weight. The 

weight loss is a result of the infant frequently falling 

asleep during feedings, extracellular fluid loss, and the 

infant's small stomach capacity. The newborn's stomach has 

a capacity of from 10 to 30 ml at birth and 30 to 90 ml by 

the end of the first week of life (Gorrie, et al. 1994; 

Olds, London, & Ludwig. 1992). The fluid, vitamins, 

minerals, and calories required by the infant for growth are 

supplied by the carbohydrates, protein, and fat in both 

formula and breast milk. 

Breast milk is infant specific and offers several 

advantages for the infant over formula. Breast milk is 

almost always tolerated by the infant, easily digested and 

absorbed, and rich in antibodies which provide immunity 
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toward certain infections until the infant's immune system 

is established (Gorrie, et al, 1994; Olds, et al, 1992). As 

the infant grows, the breast milk changes in amount and 

composition to meet the newborn's needs. Breast milk 

changes in three phases and varies in composition to meet 

the infant's requirements. The first milk, colostrum, is 

thick, high in protein, but lower in calories, fat and 

lactose. Colostrum is high in immunoglobulin which aid the 

intestine to pass the meconium, thus protecting the infant 

from intestinal infections (Gorrie, et al. 1994). 

Transitional milk, the second milk, appears from 7 to 10 

days after lactation begins and has composition similar to 

mature milk. The transitional milk is slightly lower in 

immunoglobulin and slightly higher in lactose, fat and 

calories than the colostrum. Mature milk appears after the 

first two weeks of lactation, has a bluish color, and has a 

thinner consistency than the colostrum (Gorrie, et al. 1994; 

Olds, et al. 1992). 

Bottle feeding the newborn is frequently selected by 

mothers as a primary source of feeding or as a supplement to 

breast-feeding (Ellerbee, Atterbury, & West, 1993). Several 

infant formula feedings are available, and most clinicians 

recommend the use of an iron-fortified formula. Although 

spitting up is frequently noted in the newborn, this can 

also indicate a sensitivity to the formula, and if 



associated with weight loss, should be reported to the 

physician. 
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The infant's feeding pattern varies between the breast

fed and formula-fed infant. The formula-fed infant is 

likely to awaken for feedings every two to five hours during 

the first few weeks after birth, due to slow digestion of 

the formula. Breast-fed infants usually awaken and require 

feedings every two to four hours until lactation is 

established; at that stage the mother and infant usually 

establish an agreeable feeding pattern (Olds, et al, 1992). 

The infant's weight is frequently used as a determinant 

of adequate nutritional intake. Breast-fed infants usually 

gain approximately 1/2 ounce per day during the first six 

months, and tend to regain their birth weight in about 14 

days after birth. Formula-fed infants usually gain about 

one ounce per day for up to six months, and tend to regain 

their birth weight in approximately 10 days (Gorrie et al. 

1994; Olds, et al. 1992). 

Assessment of the infant's elimination pattern is 

frequently used as a gauge for determining adequate 

nutrition and fluid intake by the infant. Before the infant 

is discharged from the hospital, the infant has passed a 

meconium stool and urinated. Although establishing an 

elimination pattern may take the infant up to a month, 

adequate intake of either breast milk or formula by the 
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infant should establish an elimination pattern of six to ten 

small yellow stools per day by the third to fourth day after 

birth (Olds, et al. 1992). The infant's voiding pattern is 

an important measure of fluid intake. After hospital 

discharge the infant averages six to ten voids per day, less 

than six may indicate the infant's need for additional fluid 

intake (Olds, et al.) 

Jaundice. 

Norr & Nacion (1987) reviewed the outcome of early 

postpartum discharge for mothers and newborns. Nine 

programs were reviewed and included conventional hospitals 

and alternative birth centers, with a discharge time of from 

two to four hours postpartum. Jaundice was the most 

frequently cited reason for hospital readmission for infants 

discharged early. The authors found readmission rates 

varied most often as a result of the program's definition of 

hyperbilirubinemia and treatment. Documentation for 

readmission varied among hospitals and in some cases if the 

infant was readmitted for jaundice screening only, the 

admission was not included in the hospital admissions but 

recorded as outpatient care. The authors concluded that 

early discharge may initially contain cost in some cases, 

but health care staff need to be aware of the need for early 

follow-up and family education after the early discharge. 
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Buzby (1991) reviews jaundice in the newborn, 

describing physiologic jaundice as a common, usually 

harmless, condition occurring in 60% of full term infants. 

Physiologic jaundice, due to increased production of 

bilirubin is a result of polycythemia with birth trauma, an 

immature ability to conjugate bilirubin, along with varying 

degrees of intestinal reabsorption of the bilirubin. The 

increased intestinal reabsorption is most likely caused by 

the lack of normal intestinal flora. Physiologic jaundice 

usually appears between the second to fourth day of life, 

and can last up to two weeks. Physiologic jaundice can be 

more exaggerated in infants of Asian and American Indian 

heritage for reasons that are not clear. 

Jaundice can occur in both breast-fed and formula-fed 

infants, although breast-feeding and weight loss may 

exaggerate physiologic jaundice. Approximately 12% of 

breast-fed infants have jaundice associated with breast

feeding. 

Treatment of jaundice varies according to the cause. 

The usual treatment for physiologic jaundice of breast-fed 

infants is to encourage breast-feeding of at least eight 

times per day to increase fluid intake and to discourage 

supplemental formula feedings. In most cases, jaundice 

disappears without treatment. If jaundice is present at 

birth, or appears during the first 24 hours of life, 
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treatment will probably be necessary. Additional causes of 

jaundice in the newborn can include: immature liver and 

other organs, infant of diabetic mother, ABO 

incompatibility, and Rh incompatibility. Phototherapy 

treatment is sometimes used to speed up the removal of 

bilirubin from the blood by the liver. Babies with severe 

ABO or Rh incompatibility may need an exchange blood 

transfusion. 

Ludwig (1990) described physiologic jaundice as a self

limiting process affecting approximately 50% of normal-term 

infant. According to Ludwig, there is controversy over 

treatment of breast-feeding jaundice. Treatment could 

include discontinuation of breast-feeding for up to 12 hours 

to permit the enzyme glucuronyl transferase to become active 

or encouraging frequent breast-feeding with discontinuation 

of feedings for 48 hours if the bilirubin levels reach 15 

to 16 milligrams per deciliter. The most frequently 

recommended treatment of physiologic jaundice includes a 

combination of phototherapy and either the continuation of 

breast-feeding and supplementation with sterile water, or 

temporary interruption of breast-feeding with formula 

supplementation. 

Thermoregulation. 

Thomas (1994) reviewed thermoregulation in the neonate, 

and described the adjustment from an intrauterine 
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environment to an extrauterine environment as a "significant 

thermal change that challenges the infant's thermoregulatory 

abilities. Thermoregulation is a critical physiologic 

function that is closely related to the transition and 

survival of the infant" (p.16). Body heat gain or loss is 

modified according to body metabolism, motor tone and 

activity, vasomotor activity, and sweating. Several factors 

enter into the neonates ability to regulate body 

temperature, including limited stores of glucose, glycogen 

and fat; a challenged and immature cardiac and pulmonary 

system; a higher metabolism rate than in children and 

adults; a large body surface ratio; an immature shivering 

response; a limited layer of subcutaneous fat; and the 

limited development of muscle and other tissue that provide 

insulation. In addition, the infant has decreased motor 

tone and is less active, resulting in decreased heat 

production. The infant is unable to effectively communicate 

comfort and thermal needs, which can result in major heat 

loss. 

Heat is gained or lost by convection, conduction, 

radiation, and evaporation. Among the sources of heat loss 

or gain are cool mattress or blanket, heating or cooling 

pad, cool room or outside air, drafts, wet body surfaces, 

application of lotions, solutions or soaks, and placement 

near cold walls or windows, in direct sunlight, or near heat 
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lamps. Current requirements for thermoneutrality are met 

when the central and skin temperatures are between 36.7-37.3 

degrees centigrade. When assessing the infant's thermal 

stability and environmental control, the practitioner should 

consider the infant's gestational age, quality of clothing 

and equipment, location and environment surrounding the 

infant, and potential or actual infant risk factors, such as 

hypoglycemia. Prevention of hypothermia and cold stress is 

of major importance when caring for the infant (Thomas, 

19 94) . 

Summary 

Review of literature on physiological adaptation for 

the adult mother and adolescent mother revealed that 

although most research studies combined the two age groups, 

similar findings for the age groups have been found. 

Adaptation in the physiological mode was frequently the most 

mentioned concern of the adult and adolescent mothers in the 

first postpartum week. Concerns for infant physiological 

adaptation during the first postpartum week was also found 

to be a concern for the adult and adolescent mother, 

although most studies did not define the mother's age. The 

literature review reveals a limited use of conceptual models 

and theory-based assessment tools for postpartum adaptation 

in the physiological mode. 



Psychosocial Mode 

The three modes included in this section are: self

concept, interdependence, and role function. The adult 

mother and adolescent mother will be addressed in each of 

the three modes, and the infant's psychosocial adaptation 

will be addressed in the interdependence mode. 

Self-concept Mode: Overview 

Buck's definition of self concept is used by Roy 

(1984): "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" (Roy, 1984, p. 255). 

45 

Roy (1984) separates the self-concept mode into two 

divisions: a physical self, which includes body sensations 

and body image, and a personal self, which includes self

consistency, self-ideal and a moral-ethical-spiritual self. 

Body sensation relates to the capability to feel and 

experience oneself as a physical being, and body image 

relates to how one views oneself physically and one's 

appearance (Roy, 1984). Self-consistency relates to the 

personality traits which deal with continuity of self over 

time, even though feelings change based on what is occurring 

in one's life (Roy, 1984). Self-ideal relates to what one 

expects of oneself and what one wants to accomplish (Roy, 

1984). The moral-ethical-spiritual self pertains to one's 
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value system and involves spiritual values and belief about 

how one measures up to one's own expectations of self (Roy, 

1984). 

Self-esteem and postpartum depression. 

An important concept within the self-concept mode is 

self-esteem: which is the feeling of self-worth or value 

that one places on self (Roy, 1984). Low self-esteem is 

defined by Roy (1984) as a negative feeling of self-value or 

worth which can alter a person's ability to adapt to change. 

High self-esteem, gained through positive reinforcement of 

self-limiting experiences, develops competence and enables 

one to have control and direction in interpersonal 

situations (Roy, 1984). 

Depression is defined by Roy (1984) as "a reaction of 

the person to a real or perceived stress or threat; a coping 

mechanism in some respects that allows the person some 

psychic relief due to immobilization and/or distraction from 

the stress or threat. Occurs within or across the adapt~ve 

modes" (p. 461). Potential stressors after childbirth, 

within the self-concept mode, could include changes in body 

image, feelings of how one's body feels to self, self

consistency, or how one views self in relation to actual 

performance or response to a situation (Roy, 1984). There 

are several theories on the cause and prevention of 

postpartum depression, including a social support theory in 
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which perceived lack of support from friends, parents, and 

spouse is found to be associated with postpartum depression 

(Landy, 1989). 

Postpartum depression occurs in approximately 50-75% of 

new mothers during between the third and fifth postpartum 

days, and may be more prevalent than had previously been 

acknowledged (Landy, 1989). 

For the purpose of this paper, postpartum depression 

and the mothers' social support systems will be addressed. 

The adult mother and adolescent mother will be addressed 

separately. 

Adult Mother: Psychosocial Mode 

Body image concerns for the postpartum mother 

frequently involve weight gained during the pregnancy and a 

wish to return to the non-pregnant body figure. Hiser 

(1987) examined concerns of 20 multiparas age 18 to 35 years 

at 10 to 14 days postpartum. The postpartum multiparae 

mothers were assessed using a card-sort tool adapted from a 

study of postpartum women conducted by Moss in 1981. Both 

the Moss study and the Hiser study examined potential 

concerns and areas of worry for the new mother. The Moss 

study examined postpartum mothers at three days postpartum 

and found 36% of the participants concerned with their 

weight. In the Hiser study, the areas of concern were 

further refined into areas of concern and areas of worry. 
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After sorting the mother, infant, and family items into 

worry and concern sections, the study found that 14% of the 

postpartum mothers had mother item worries. Seventy-five 

percent said they were worried about their weight, 70% were 

worried about their lack of muscle tone, 70% stated they 

were worried about the return of their figure to normal, and 

50% were worried about the change in their body shape. 

Mother items were the five most important areas of worry for 

the new mother . 

Ferketich & Mercer (1990) examined the effects of 

antepartal stress on health status during early motherhood. 

One variable measured in this study was self-esteem. The 

subjects were 153 high-risk women and 218 low-risk women, 

all participants were 18 years or older with a mean age of 

28.65 years, 24 to 34 weeks gestation at time of 

recruitment, and were married or living with the father of 

the expected infant. In this comparison study, self-esteem 

was measured at intervals throughout the pregnancy and early 

postpartum using the Self-Esteem Scale developed by 

Rosenberg (1979). Self-esteem was found to be a major 

predictor of parents' competence at early postpartum and at 

eight months postpartum. The low-risk mother, experiencing 

expected circumstances during pregnancy and early 

motherhood, was found to have no long-range health effects. 
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Hans (1986) reviewed the psychological components of 

postpartum assessment and discussed the postpartum mother's 

recovery as she went through the taking-in and taking-hold 

phases, based on Rubin's (1961) Puerperal Change Theory. 

Hans wrote that during the taking - in phase, the mother was 

passive and dependent and does what she was told. The 

taking-in phase lasts about two to three days and during 

these days the new mother has restorative needs . The new 

mother should be encouraged to rest and eat so she is better 

able to regain some of the energy expended during the 

delivery. The new mother should also be encouraged to 

discuss the birth experience and whether her expectations 

were met. The mother who has had a positive birth 

experience will likely be better prepared to take on the 

patenting role. 

Hans (1986) concluded that based on Rubin's (1961) 

Puerperal Change Theory the postpartum mother is not in the 

taking-hold phase at the time of hospital discharge. To 

prepare for the taking-hold phase, the mother needs guidance 

to prepare for self care needs as well as the needs of the 

infant. The nurse should encourage the new mother to 

continue to rest, eat, and to discuss her birth experience 

after her hospital discharge. 

The nurse should make an observational assessment of 

the mother-infant attachment and bonding, being aware of 
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cultural values and beliefs while observing for clues of 

adaptation in role function. The assessment should include 

the family structure, family and infant interactions, and 

signs of sibling competition. Hans (1986) addressed the 

importance of reviewing infant care issues with the family, 

such as how the mother and family may react and cope with 

infant crying. Hans stated that based on Rubin's theory, 

observation of the mother, infant and family interactions 

provide maximum benefits for the family and health care 

provider. Optimal postpartum recovery maybe the result of 

providing the mother and family with psychosocial support. 

Cutrona and Troutman (1986) examined postpartum 

depression using two variables: difficult infant behavior 

temperament and supportive interpersonal relationship. 

Participants (N=55), age 19 to 38 years, included both 

primiparae and multiparae, married women with at least one 

year of college education. Women were recruited during 

their second and third trimester of pregnancy. Data was 

collected during a three month postpartum check, using 

interview and observation methods. The revised quantitative 

instruments measured social support, depression, and infant 

temperament. 

Results of the study revealed infant temperament to be 

a significant stressor in mothers during the early 

postpartum months. Social support was shown to be a 
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valuable resource for mothers adjusting to the addition of 

the new infant into the family. Women reporting high levels 

of social support during the prenatal assessment also 

reported higher levels of self-confidence in the patenting 

role and less depression at three months postpartum. 

Landy, Montgomery, and Walsh (1989) reviewed postpartum 

depression, reviewing the types, onset, incidence, defenses, 

treatment and prognosis. Postpartum depression can be 

divided into four general categories: postpartum blues, 

occurring about the third to fifth day postpartum; neurotic 

depression, which may occur up to six months postpartum; 

borderline depression, which can occur up to 12 months 

postpartum; and psychotic depression, which is most common 

after two weeks postpartum. Postpartum blues occurs in 75% 

of the postpartum mothers and presents with symptoms of mild 

depression, such as tears, feeling of loss and being 

overwhelmed with responsibility, fatigue, rapid mood 

changes, and poor concentration. Mothers with postpartum 

blues maintain contact with reality with minimal risk 

factors. Organic etiology for postpartum blues is minimal, 

although loss of sleep and endocrine changes may contribute 

to the cause. Treatment for postpartum blues emphasizes 

supportive measures for the mother, including an opportunity 

to rest, assistance with household tasks, and providing 

relief infant care. The mother is encouraged to discuss her 
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feelings of loss and to ventilate negative feelings, such as 

anger. Caregivers must demonstrate patience, support, and 

understanding. The prognosis for postpartum blues is 

excellent and symptoms usually disappear after about the 

fifth day postpartum. (Landy, et al. 1989). 

Ruchala and Halstead (1994) examined the early 

postpartum experiences of 50 multiparas and primiparas 

women. Data was collected using qualitative and 

quantitative methods and was based on Bandura's theory of 

self-efficacy (1977). Personal interviews were open-ended, 

audiotaped and conducted between day 10 to 14 post-hospital 

discharge. One recurring theme reported by the subjects was 

emotional concerns about self. The subjects reported 

feeling tense, irritable and depressed, and stated the 

feelings were transient and had not lasted for any extended 

time. The most frequently reported emotional symptom was 

crying; at 14 days postpartum, all women had reported less 

crying, although some of the women reported continued crying 

and other emotional concerns. 

Martell, Imle, Horwitz, and Wheeler (1989) examined 

information priorities of new mothers in a short-stay 

program. The postpartum mothers were multiparas (N=28) and 

primiparas (N=14), 18 to 38 years of age, of diverse 

education; most were breast-feeding. The participants were 

six to eight hours postpartum when discharged from the 



short-stay clinic and had returned to the clinic for their 

postpartum check at 48 to 72 hours postpartum. The 

postpartum mothers were asked to sort and rank in priority 

the 12 content areas of the teaching protocols for the 

maternity short - stay program as well as to suggest 

information they thought pertinent to the early postpartum 

discharge program. 
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The authors concluded that the intense teaching program 

required to fully inform the short-stay postpartum mother is 

challenging and its success may be affected by sensory 

overload, post-delivery fatigue, and sleep deprivation. 

Teaching for the short-stay mother should be focused on 

content pertinent to her immediate needs and focused when 

she is most receptive. 

Maloni (1994) examined content and sources of knowledge 

acquired by primiparous mothers during the first 14 days 

postpartum. The sample consisted of 33 primiparous married 

women, age 21 to 36 years, who had delivered a healthy 

infant within the previous 24 hours. All subjects had a 

minimum of a high school education, were primarily 

Caucasian, in the middle to upper middle class, and had 

received prenatal care. Eighty-eight percent had attended 

prenatal class, 66% chose to breast-feed their infant, and 

all had a three day hospital stay. The data collection was 

accomplished by each mother keeping a 14 day diary. Each 



day the mothers responded to two open-ended statements and 

one open-ended question. The statements referred to 

caretaking skills and to personal characteristics of the 

baby; the question related to the source of patenting 

information. 
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The Maloni (1994) study results revealed that mothers 

were their own main source of caretaking knowledge, although 

nurses, physicians, and printed material were also well

used. During the three day hospital stay, the nurse was the 

primary source of care-taking knowledge, followed by self, 

the physician, and printed material. During the 14 day 

study, mothers identified self as the one direct source of 

knowledge with 11 indirect sources of knowledge including 

nurses, physicians, printed material, husband, self in 

combination with husband, mother, mother-in-law, friends, 

relatives, hospital television education, and hospital 

classes. 

The author concluded that mothers were more receptive 

to absorbing care taking knowledge when material was taught 

at a time more meaningful for the mother; such as, after the 

birth of the infant. 

Adolescent Mother 

Erikson (1968) places the adolescent, ages 13-19, in 

the Identity vs. Role Confusion stage of development. In 

the self-concept mode, the adolescent strives for a personal 



identity as an individual separate from the family . 

Literature on body image and self-esteem in the immediate 

postpartum period for the adolescent mother is limited and 

may be different than for the adult mother. 
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Matsuhashi and Felice (1991) examined self-esteem, body 

image, and self-identity among pregnant adolescents and 

never-pregnant adolescents. The sample consisted of 43 

primiparous pregnant adolescents ages 14 to 18 years matched 

by age, race, pubertal development, and socioeconomic status 

to 43 never-pregnant girls. Participant selection method 

was not addressed in the article, although the article did 

state the subjects were clients being followed by the 

University of California San Diego Medical Center Teen 

Obstetric Clinic and never-pregnant adolescents were clients 

seen for routine health care at the University of California 

San Diego General Adolescent Medicine Clinic during the same 

time frame as the pregnant adolescents . 

Data collection consisted of an interview at the clinic 

during the pregnant adolescent's clinic visit during her 

third trimester of pregnancy. Never-pregnant adolescents 

were also interviewed during a routine clinic visit. As 

stated by the Matsuhashi and Felice (1991), the Tennessee 

Self Concept Scale questionnaire (Fitts, 1965) was completed 

by each adolescent. The questionnaire measured self-

identity, self-satisfaction, self-behavior, physical self, 
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moral-ethical self, personal self, family self, social self, 

and self-criticism. Self-esteem was measured using the sum 

of positive scores, with high scores indicating high self

esteem. 

The pregnant adolescents' overall scores (332) were 

significantly higher than the never-pregnant adolescents' 

scores (317), indicating a higher self-esteem. The pregnant 

adolescents rated self as higher in all of the nine areas 

except social-self and self-criticism. 

The authors commented on unexpected study results such 

as the more positive body image results reported by the 

pregnant-adolescent at a time when most adolescents are 

expected to be more concerned with body image and physical 

self. In addition, the pregnant adolescent's scores were 

all within the normal score range, whereas the never

pregnant adolescent's self-esteem, self-behavior, and 

family-self were lower than the normal range. Thirty 

percent of the pregnant adolescents were either in school 

part-time or not in high school, but 93% of the never

pregnant adolescents were either full time students or 

graduates. The authors concluded that for some adolescents 

having a family may be a higher priority than completing 

school, and the higher self-identity and physical-self 

scores may be a way for some adolescents to develop their 

own sexual identity. The reason for the pregnant 
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adolescent's lower scores in self-criticism was not 

addressed by the authors, although they stated that perhaps 

the pregnant adolescent was feeling so good about themselves 

and their family roles that they had no need for self

criticism. 

Walsh and Corbett (1995) examined ways the adolescent 

visualizes future goals. The study was conducted by 

obstetrical student nurses and faculty and the subjects were 

nine hospitalized adolescent mothers at 12 to 24 hours 

postpartum. The mothers' ages ranged from 17 to 24 years, 

with a median age of 19; each was of low income, and eight 

were single. The study was based on Rubin's (1961) concept 

of puerperal change. Prior to discharge from the hospital, 

during the taking- in phase, each mother was contacted by a 

nursing student, and was encouraged to select a future image 

of herself from a workbook. The workbook contained pictures 

such as a high school or college graduate, an accountant, a 

medical secretary, a coach, an office worker, a child care 

worker, a nurse, or a laboratory technician. An instant 

photo, taken of the new mother holding her infant was 

inserted into the future image poster selected by the new 

mother. The image reinforced and linked the baby to the 

mother in her future plans. When she reached the letting-go 

phase, the mother incorporated the new role of mother and 

recognized the infant as a separate identity. The picture 



of the infant in the mother's arms symbolized the infant 

depending on mother for emotional and financial support. 

58 

In the Walsh and Corbett (1995) study adolescents gave 

favorable feed-back on the program, stating the project was 

fun and that the picture of mother and infant together had 

helped them visualize the infant into their future plans. 

The authors concluded that because the adolescent is not 

always easily accessible to be exposed to new thinking 

patterns that incorporate the infant into the new mothers' 

future plans, postpartum could be an ideal time for the 

adolescent to assess her goals and to set future plans that 

include the infant. 

Koniak-Griffin (1993) reviewed literature relating to 

maternal role attainment and found that adolescent mothers 

and adult mothers shared similar prenatal and postnatal 

traits. Self confidence and feelings toward themselves, 

their babies, and themselves as mothers, were significantly 

correlated. Over time, there was an increase in positive 

attitudes of both adult and adolescent mothers toward 

themselves. The adolescent mother's positive attitude 

toward her infant also increased over time, although the 

adult mother's attitude toward her infant became less 

positive over time. Multiparous mothers reported more 

positive attitudes toward themselves and their infants than 

did the primiparous mothers. 



Summary 

The review of literature regarding adaptation of the 

adult and adolescent mother in the self-concept mode 

revealed limited use of conceptual models and theory-based 

assessments. Consistency was found between the adult and 

adolescent mothers, and the age of the mother was not a 
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significant factor. There was a relationship to adaptation 

in other modes noted, with successful adaptation in the 

self-concept mode related to adaptation in the role-function 

mode. 

Interdependence Mode: Overview 

In Roy (1984), Tedrow defines the interdependence mode 

as the close relationships of people. Interdependence is a 

circular social mode in which affectional needs are met 

through social interaction with people. Behavior 

relationship with significant other and support systems are 

assessed in the interdependence mode. Interdependence 

behavior is divided into two areas: receptive behavior 

(indicates a person is receiving, taking in, and 

assimilating) ' and contributive (giving or supplying to the 

other person). Because a key concept within the 

interdependence mode is support systems, a review of the 

literature relating to support systems for the adult mother 

will be presented, followed by a literature review of 

support systems for the adolescent mother. The concept of 
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social support used in much of the literature review was to 

be consistent with Roy's (1984) definition of relationships 

in the interdependence mode. 

Support systems. 

Support systems are defined by Roy (1984) as "all 

persons, groups, or animals that contribute to meeting the 

interdependence needs of the person" (p. 307). The support 

system differs from the significant other in meaning and 

intensity, although it provides the same functions of giving 

and receiving love, respect, and value (Roy, 1984) . Support 

systems include social groups and work groups that 

contribute to the growth of the person. The health care 

system may also be a support system, with the nurse as a 

part of that system (Roy, 1984) . 

Support systems: Adult mother. 

Abriola (1990) used a descriptive study design to 

examine factors related to the continuation of a postpartum 

support group. A convenience sample of 12 mothers 

participated in the study. Data collection consisted of a 

demographic information sheet and 16 open-ended questions. 

Questions were developed by the research investigator and 

tested for content validity using a literature review and 

guidance from six perinatal nurses, three mothers, the group 

leader, and faculty members. Data collected from the 

mothers' responses were recorded according to recurrent 



themes and quantified when possible. 
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Results revealed that 

eight of the 12 mothers lived within 30 minutes of their own 

mother; however all of the mothers felt their husbands 

provided the most support throughout their pregnancy, labor 

and delivery, and postpartum period. Additional support 

systems were the support group leader, other support group 

members, family and friends. 

Mercer and Ferketich (1990) explored aspects of 

prenatal attachment at intervals during early postpartum. 

During the first postpartum week attachment was measured 

using a variety of quantative instruments. Social support 

was one component of attachment which was measured. Three 

types of social support were measured: perceived, received, 

and size of social network. As stated by Mercer and 

Ferketich (1990), perceived support was measured using an 

adaptation of the scale by Wandersman, Wandersman, and Kahn 

(1980); received support was measured using Barrera's (1981) 

Inventory of Socially Supportive Behaviors; and size of the 

social network was measured by having respondents identify 

the number of persons in each of 19 categories (including 

friends, family members, neighbors, and co-workers) who were 

helpful to them. 

The result indicated perceived support was a more 

frequent predictor of parental attachment for the high-risk 

mother; however, received support was the most frequent 
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predictor for the low-risk mother during early postpartum. 

O'Hara (1986) examined social support and depression 

during pregnancy and puerperium. Ninety nine subjects were 

recruited from obstetric and gynecology clinics during their 

second trimester of pregnancy. The subjects were married, 

had a mean age of 26.5 years of age, and a mean education 

level of 15 years. Ninety-eight percent of the women were 

white and 50% were nulliparous. As stated by the author, 

Social support was measured using a combination of tools, 

including The Social Support Interview (SSI), The Dyadic 

Adjustment Scale (DAS), and The Postpartum Social Support 

Questionnaire (PSSQ). 

The O'Hara study results revealed subjects rated social 

support provided by spouses and confidants during pregnancy 

and postpartum as major determinants of depression during 

and after pregnancy. Women reporting postpartum depression 

reported more stressful life events and less support from 

their spouse and confidants during early postpartum. 

Elmer and Maloni (1988) described a retrospective 

analysis of a telephone support system designed to provide 

information and support for breast-feeding to parents. The 

telephone breast-feeding support program was staffed by 

volunteers with varied backgrounds that included nursing, 

psychology, and social work. Telephones were answered 

either by the volunteers or an answering machine; 
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emergencies were referred to a hotline. Medical problems 

were not addressed, but were referred to health care 

facilities. During a four year time span, over 6,000 calls 

were logged by the telephone support. Assessment of the 

first 700 calls revealed 85% of the calls were from parents 

of children aged five and under, with a majority from 

mothers of infants of from birth to one year of age. 

Seventy percent of the calls were from mothers of first-born 

infants, with 34 of the infants less than one week of age. 

Statistics on the age, employment and economic status for 

all of those seeking phone consultation were not available, 

although parents responding to the questions reported a mix 

of low and moderate socioeconomic circumstances. 

Elmer and Maloni (1988) found the largest category of 

questions related to infant feeding problems, including 

breast-feeding, formula-feeding, introduction of cereal, and 

the effects of the mother's diet or medication on breast-

feeding. The second largest category related to numerous 

maternal concerns; one-half of the mothers had questions 

about depression and anxiety. Additional maternal 

categories of concern were focused on physical problems and 

information about parent support groups. Results of the 

study revealed that parental social support needs do not end 

after one year, and in fact the need for social support may 
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increase for those parents with children between the ages of 

one and five years of age. 

Page-Goertz (1989) discussed the importance of 

providing new breast-feeding mothers with professional 

breast-feeding support during early postpartum, especially 

with early hospital discharge. The author reviewed proper 

positioning of infant for breast-feeding, recommended return 

to physician for follow up checks, and importance of 

providing information regarding community resources such as 

lactation consultants, La Leche League, hospitals, 

physicians and laypersons within the community. The author 

concluded that many new mothers wean their infants during 

the first week of life in response to unexpected problems 

when access to professional support systems is not provided 

upon discharge from the hospital. 

Support systems: Adolescent mother. 

As the adolescent strives to become independent from 

parents and family, she places less value on the parent and 

family relationship, and best friends will usually become 

the significant other (Roy, 1984). 

Crockenberg (1987) examined variables considered likely 

to influence adolescent patenting and the relationship of 

social support and maternal behavior controlling those 

variables. The sample of 77 mothers age 15 to 19 years was: 

Anglo-white (N=38), Mexican-American (N=18), and Black 
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(N=7) . Thirty-three mothers were married, 44 were 

unmarried, and nine of the unmarried mothers lived with the 

baby's father. Fifty-nine babies were first born, 17 were 

second born, and one was third born . The correlational 

analysis was based on 61 subjects, because only 63 of the 

mothers participated in both the interview and observation 

data collection; and of those mothers two were not the 

primary caretaker for their baby. Of the 61 mothers, 27 

mothers had been separated from a mother, father, or both 

parents prior to age 16 for periods of time ranging from 

several months to an entire lifetime. 

Crockenberg (1987) collected data using both the 

interview and observation methods. The observation 

interview was conducted in the mother's home when the infant 

was two and one-half to three and one-half months of age. 

The observation interview employed two questionnaires and 

close observation of the mother-infant interactions. As 

stated by the author, data collection consisted of 

questioning the mother regarding her sources of financial 

and social support using a tool adapted from Simms (1981), 

and supplemental questions developed by the researcher. 

Crockenberg also stated that a second questionnaire used a 

modified version of the Cochrane and Robertson (1973) 

questionnaire relating to stressful events occurring since 

the infant's birth. 
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Crockenberg's (1987) results indicated the most 

frequent sources of support for the adolescent mother was 

her own mother and the father of the baby. Other sources of 

support included friends, other relatives, especially the 

adolescent's sisters and sisters-in-law, and professionals. 

Professional support was mentioned by nearly one-half of the 

mothers as a frequent or very frequent source of support, 

almost exclusively in the area of listening, encouragement, 

and advice giving. Dissatisfaction with professional 

contact was also mentioned by 43% of the adolescent mothers, 

most often directed toward the doctors and hospital nurses. 

Crockenberg's (1987) assessment of the mother-infant 

interactions revealed a positive correlation associated with 

family support, daily support and appropriate caregiving. 

Teen mothers with good family support were more sensitive 

toward and more accessible to their infants; those with good 

daily support responded more quickly when their infants 

cried. Mothers who believed they should be responsive to 

their infants needs and signals engaged in less routine 

contact and more smiling and eye contact, those mother's 

with high stress in their lives engaged in more routine 

contact, and those mothers separated from their families 

early in life were less accepting of their infants. 

Mexican-American mothers demonstrated the most smiling and 

eye contact with their infants. There was no significant 



relationship between marital status, parity, and maternal 

behavior. 
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McAnarney (1991) reviewed ways the health care worker 

could provide professional support for the parent's of 

pregnant adolescents. The author suggested encouraging 

involvement of the adolescent's parents into the decision 

making process and reviewed implications for continuation of 

pregnancy as well as options available for continuation and 

termination of the pregnancy. Professional support for the 

entire family should be encouraging, knowledgeable and non

judgmental allowing the family to provide the support needed 

by the pregnant adolescent. The author suggested the 

adolescent's partner and his parents could also be part of 

the pregnant adolescent's support system. 

Summary 

The review of literature found limited use of 

conceptual models and theory-based postpartum assessments in 

the interdependence mode. Differences in social support 

networks was found between the adult mother and adolescent 

mother, although this may have been a result of age and/or 

marital status. 

Role Function Mode: Overview 

Roy (1984) employed Nuwayhid's definition of role as 

the functioning unit of our society: Role is defined as a 

set of expectations about how the person occupying one 
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position behaves toward a person occupying another position. 

Thus, it is a special kind of norm: a shared rule about 

behavior. Role is further divided into three categories: 

primary (an ascribed role based on age, sex, and 

developmental stage), secondary (a role a person assumes to 

complete the tasks associated with the developmental stage 

and primary role), and tertiary (a role that is freely 

chosen by a person, temporary in nature). In first level 

assessment, the primary role is established by identifying 

the age, sex, and developmental stage of a person. For an 

adolescent mother, her primary role would be identified as a 

16 year old female in the stage of "Identify vs. Role 

Confusion" (Erikson, 1968). A secondary role for the 

adolescent mother would be girlfriend or wife of her 

infant's father. As a tertiary role, the adolescent mother 

could select a temporary role of basketball player. 

The second part of the first level assessment for the 

role development mode is observation of behaviors related to 

the roles that have been identified. Second level 

assessment of the role development mode is identification of 

focal, contextual, and residual stimuli within each of the 

role partitions identified in the first level assessment. 

For example, a 16 year old adolescent mother in her primary 

role has her newborn as a focal stimulus. 
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Role Function Mode: Adult mother. 

Pakizegi (1990) reviewed literature focused on the 

demographic and psychosocial variables of single mothers by 

choice. Single parenthood by choice (mother or father) has 

increased from 11% in 1970 to 26% in 1984, with the majority 

of single mothers being adult women. The author reported 

that according to the 1987 Statistical Abstracts, 65% of the 

single women who gave birth in 1984 were 20 years of age or 

older, and the greatest increase in births to single women 

by choice occurred among women age 30 years. Five research 

articles on the topic of single mother by choice were 

located and reviewed by the article author. Data 

collection in a majority of the articles reviewed consisted 

of either interview or questionnaire. The majority of the 

studied single mothers by choice were biological single 

mothers rather than adoptive mothers. There were limited 

longitudinal designed studies on single mothers by choice, 

but few were comparison studies and few have studied the 

children of these women. The research articles reviewed 

were predominantly written by women, social workers, 

psychologists, sociologists, and interested writers. 

The author concluded that the number of single mothers 

by choice is increasing according to the 1987 Statistical 

Abstracts of the United States. The percentage of single 

mothers by choice increased from 1960 to 1984 for the white 
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population, and decreased among the non-white population. 

The 1984 Statistical Abstracts of the United States reported 

the percent distribution of births to unmarried women as 

50.9% for the white population and 49.1% for the non-white 

population. 

The author further stated that family structure is 

undergoing change and perhaps removing some of the stigma of 

single motherhood, resulting in a higher percentage of 

single mothers by choice. Support for the single mother by 

choice is varied, although tangible support is often lacking 

for the mother. The single mother by choice should be 

encouraged to be part of all available support groups. 

Koniak-Griffin (1993) reviewed variables influencing 

maternal role attainment. Attainment of the maternal role 

required an interaction between the mother and infant, could 

vary according to the mother's cultural expectations, and 

could be more difficult for some mothers to achieve because 

the mothering role lacked clarity and specificity. 

Maternal characteristics which influence maternal role 

attainment included the mother's age, marital status, 

patenting confidence, perceptions of the birth experience, 

psychological state of mother and personality traits, and 

role conflict and role strain. 

Because maternal role attainment is an interaction 

process, infant and health related variables were also 
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reviewed. Infant temperament and infant health status 

impacted the mothers quality of interaction with the 

newborn. Mothers having infants perceived as easy babies to 

care for, reported the maternal role as more positive. 

Environmental variables that may affect the maternal role 

attainment are social support and stress. The availability 

of positively perceived informal and formal support systems 

has also been associated with successful maternal role 

development. Stress from negative life events such as 

infant illness and marital problems has been found to have a 

negative effect on attainment of the maternal role (Koniak

Griffin, 1993). 

Mercer and Ferketich (1990) examined parental 

attachment during the first week postpartum and again at 

one, four, and eight months following birth. The 481 

participants consisted of 121 high-risk women, 61 partners 

of high-risk women, 182 low-risk women, and 117 partners of 

low-risk women. Data collection started during the 24th to 

34th antepartum weeks. Data was collected using a 

semistructured interview and a booklet of self-completed 

standardized instruments. 

Parental competence was found to be a major predictor 

of parental attachment among all groups of high-risk women, 

high-risk partners, low-risk women and low-risk partners. 

Attachment behaviors included: seeking and maintaining close 
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proximity to infant and exchanging gratifying experiences 

with the infant. Being unmarried was associated with higher 

infant attachment at early postpartum among the low-risk 

women. The authors concluded the single mother could be 

more focused on the infant during early postpartum. 

Pridham and Chang (1991) examined the mothers' perceptions 

of their problem solving competence. All participants were 

mother's of healthy newborns receiving care in a midwestern 

family medicine clinic. The sample consisted of 87 

primiparous and multiparous with a mean age of 28 years old, 

and mean education level of 14.4 years. Marital status was 

not mentioned in article. Infants were all singleton 

consisting of male (N=37) and female (N=SO). Data 

collection was done by questionnaire. Each mother was given 

one demographic questionnaire and two envelopes containing 

the study instrument questionnaire designed by the authors. 

Envelopes containing the completed questionnaire were 

returned by the mother when she returned to the clinic with 

her child at two months and four months. 

Results of the study revealed mother's perceived their 

competence in solving infant care issues to be rather high 

in areas of study which included: "problems in general" (p . 

178) , "feeding problems" (p. 178) , and "illness problems" 

(p. 179). Multiparae had higher scores than did primiparae 

at two months for all three problem areas, although at four 
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months multiparae scores for perceived problem solving 

competence decreased as the primiparae increased. The 

authors commented that at four months the multiparae could 

have a greater sense of the discrepancy between expectations 

and the reality of taking care of the infant. 

Mercer's (1991) commentary on the results of this study 

noted that the findings could also be related to family. 

Issues such as dealing with siblings, thus leaving less time 

available to meet the needs of each family member could have 

a bearing on the decline in problem solving competence by 

multiparous women. 

Koniak-Griffin and Verzemnieks (1995) examined the 

relationship between parental ratings of child behaviors, 

interaction, and the home environment. The study subjects 

were selected from a larger longitudinal study conducted by 

one of the researchers. Participants were selected at the 

time of the infant's 24 month follow-up appointment. 

Twenty-eight infants, along with their mothers and fathers 

participated in the study. Sixteen infants were male, 12 

were female; the father's mean age was 32.50, mother's mean 

age was 29.00, all parents were high school graduates and 

the majority had earned a college degree. Sixty-one percent 

of the mothers worked full-time, 11% worked part-time, 28% 

were unemployed outside the home, 54% of the mothers 

returned to work within six months of their child's birth, 
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and 64% of the children were in day care outside the home. 

As stated by Koniak-Griffin and Verzemnieks (1995), 

data collection included the following reliable and valid 

instruments: the Eyberg Child Behavior Inventory (ECBI) by 

Robinson, Eyberg, and Ross (1980), designed for parental 

rating of conduct-problem children; the Nursing Child 

Assessment Teaching Scale (NCATS) by Barnard (1978), for 

scoring mother-child interaction while the mother teaches 

the child simple tasks; The Home Observation for Measurement 

of the Environment (HOME) Inventory by Bradley and Caldwell 

(1977) that assesses the child's animate and inanimate 

environment; and The Neonatal Perception Scale (NPI-I and 

NPI-II) by Broussard and Hartner (1970), designed to provide 

a measure of the adaptive potential of the mother-infant 

dyad. The instruments were administered at various time

frames and locations: the authors administered the NPI-I to 

the mothers in the hospital within 72 hours of their 

infant's birth, at one month the NPI-II was administered at 

the family's home, and at 24 months postpartum the nurse

evaluator administered the NCATS to the mother and father 

both simultaneously and independently. 

Study results suggested that fathers reported less 

intense behavior problems in their children in comparison to 

the mothers. A subscale of the HOME instrument revealed 

less restrictive mothers are less likely to rate their 
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children with behavior problems. Children rated more 

difficult than average had consistently higher maternal 

scores on the ECBI-intensity or problem scores. The authors 

stated that although results of the ANOVAs revealed no 

significant effects for maternal employment on the ECBI

problem or intensity scores of the mother or father, the 

unemployed mothers and their husbands' did tend to have 

higher ECBI-intensity scores and identified more child 

behaviors as problematic than did the employed mothers. 

The authors concluded that children demonstrating 

greater clarity of cues during the mother-child interactions 

were more likely to have identified behavior problems, 

whereas those children considered easy or less expressive 

were perceived as less problematic by their mothers. 

Children were less likely to have behavior problems when the 

mother was less restrictive and emotionally and verbally 

responsive to their child. The regular interaction between 

father and child positively influenced the child behavior 

problem rating. The authors noted that perception of infant 

temperament at four and eight months was not predictive of 

behavior problems at two years of age, a finding consistent 

with other findings of this longitudinal study. 

Role Function Mode: Adolescent mother. 

Patenting behaviors vary among adolescent mothers, and 

the developmental stage of the mother plays an important 
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role in her adaptation to the mother role (Flanagan, 

McGrath, Meyer, & Garacia Coll, 1995). As the adolescent 

advances chronologically and continues to progress through 

the stage of development (Erikson, 1968), the primary role 

changes, and new developmental tasks are challenged (Roy, 

1986). Roy (1984) also noted that a new role may not always 

be a conscious choice, and many new secondary roles may 

confront the adolescent as circumstance and environment 

changes. 

Parks and Arndt (1990) examined the differences between 

adolescent and adult mothers of infants. In a comparison 

study patenting knowledge and quality of stimulation in the 

home of adult and adolescent mothers was assessed. Data for 

the study sample was taken from a larger investigation 

sample of mothers and infants attending a large urban well 

baby clinic. The subjects for the present study were 

selected after comparing the larger sample for comparable 

demographic characteristics. The adolescent mothers (N=20) 

were all primiparous, with a mean age of 16.8 years, single 

(N=19) and married (N=l). The adolescent mothers were black 

(N=19), and white (N=l), attending school (N=8), living at 

home and primary caregiver for the infant (N=15). Adult 

mothers (N=20) were all primiparous, with a mean age of 23.3 

years, single (N=16), married (N=4), black (N=l7), white 

(N=3) . In addition, the adult mothers were attending school 



(N=3), living at home and primary caregiver for the infant 

(N=16) . 

Parks and Arndt (1990) stated a revised form of the 

Infant Caregiving Inventory (ICI) by Parks and Smeriglio 

(1983, 1986) was used as a measure of patenting knowledge. 
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The authors also stated, the quality of stimulation in the 

home was measured with the Home Observation for Measurement 

of the Environment (HOME) scale and its subscale by Caldwell 

and Bradley (1979). Both instruments used for data 

collection have been reported to be reliable and valid. A 

structured interview was used for those persons, other than 

the mother, involved in the infant's care. 

The adolescent mothers had less patenting knowledge, 

were less emotionally and verbally stimulating, and less 

involved in infant care. The total HOME score was lower in 

the adolescent home (25) than in the adult home (29.3), 

indicating a lower quality of stimulation in the 

adolescent's home. There was a direct correlation in higher 

levels of knowledge and higher quality of stimulation for 

both the adolescent mother and the adult mother population. 

Infant caregivers in the home of both the adult mother and 

the adolescent mother included father of the baby, baby's 

maternal grandmother, one or more maternal relatives, one or 

more parental relatives, and one or more of the mother's 

friends. The maternal grandmother was more likely to be 
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involved with the care of the adolescent mother, and the 

infants of the adolescent mother and adult mother were 

equally as likely to have involvement with the parental 

relatives and their friends. The father and maternal 

grandmother were the people most likely to be involved on a 

daily basis with the infant. 

Thompson, Powell, Patterson, and Ellerbee (1995) 

examined the adolescent's outcomes and maternal perceptions 

of patenting. The two part study was comprised of an 

original sample of 98 mothers age 17 and younger, and their 

infants, who had attended the Teen Obstetrical Perinatal and 

Patenting Service (TOPPS) at a university hospital-based 

multidisciplinary program from 1985 to 1988. The second 

part of the study consisted of a follow-up meeting with 

those (N=19) of the original mothers and their infants who 

could be located. At the time of the original study the 

mothers' mean age was 16.5 years at the time of delivery, at 

the follow-up survey the mother's ages ranged from 17 to 23 

years, and 80% were unmarried at the time of delivery. 

Additional demographic information of the follow-up sample 

included: 68% were black, 32% were white and 57.8% were 

unmarried. In the follow-up study quantitative and 

qualitative methods were used to describe the nature of the 

mother's pregnancies and patenting experiences and the 

children's health and development over time. The authors 
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stated that the follow-up study consisted of semi-structured 

interviews in which the Developmental Profile II (DPII) by 

Alpern, Boll, & Shearer (1984), and the Adult-Adolescent 

Patenting Inventory (AAPI) by Bavolel (1984) were used. The 

DPII measured the child's development in five areas: 

physical, self-help, social, academic, and communication. 

The AAPI measured patenting attitudes. 

The follow-up study revealed 14 of the 19 mothers had a 

subsequent pregnancy, with the majority being unplanned; 16 

mothers had completed high school or an equivalency program; 

one was currently in high school; and an additional two 

indicated their intent to continue high school. The DPII 

scores indicated that 18 of the children were at or above 

the norm on physical, self-help, social, and communication 

development. Seventeen of the children achieved normal or 

higher scores on academic performance, one had a borderline 

delay, and one was not tested because he was in a skilled 

facility for persons with muscular dystrophy. The AAPI 

scores revealed only three mothers scored in the average or 

nurturing range on all of the instrument's constructs. 

Other AAPI scores indicated the adolescent mothers had a 

risk for non-nurturing behaviors, indicating a high risk for 

child abuse. However, more were at a risk in the categories 

of family role and inappropriate expectations. The authors 

concluded that the results of the second study were 
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consistent with other literature on adolescent mothers. The 

adolescent mothers were generally satisfied with their role 

as mother, had verbalized patenting responsibilities, 

provided health care for their children, and perceived their 

children to be developing appropriately for their age. The 

authors further concluded that results of the second study 

were consistent with other literature on adolescent mothers, 

and providing developmentally appropriate services for the 

adolescent mother would facilitate a positive ongoing 

development of both mother and infant. 

Oyserman, Radin, and Saltz (1994) examined the direct 

and indirect effects of grandparents on maternal nurturance 

in 117 teen mothers living in three generational families. 

Study results found a positive correlation between teen 

mother nurturance and grandmother nurturance and negatively 

related to the teen mothers' perceived support from her 

mother. The strongest predictor of nurturance was 

grandfather nurturance toward the baby. 

Flanagan, et al. (1995) examined adolescent development 

and transitions to motherhood. The study consisted of two 

parts: first a grounded theory approach was utilized to 

define the concepts and themes, second, interviews were 

conducted using five questions developed from the first 

part, pertaining to self and motherhood . After the 

structured interviews were completed a quantitive method 



81 

using correlational analysis was used. The study subjects 

included 42 teenage mothers age 14 to 21 for part one and 25 

teenage mothers age 14 to 18 for the second part. The 

authors concluded that adolescent mother's conceptualization 

of her maternal role is related to her own psychosocial and 

cognitive development. 

Fulton, Murphy, and Anderson (1991) examined the 

effects of providing adolescent mothers the opportunity to 

identify knowledge they needed concerning their child's 

growth and their own patenting skills. Seventy six pregnant 

adolescents participating in an Adolescent Patenting Program 

were recruited for a pretest-posttest design research 

project. Subjects ages ranged from 14 to 20 of age, 75% 

were white, 10.5% were black, and 6.5% were Native American. 

Seventy-one percent of the adolescents were single, 20% were 

employed either full or part time, and 30% reported no 

financial support from the father of their child. Living 

arrangements included 28% living with their 

boyfriend/husband, 20% living with a relative, 16% living 

with their natural parents, 11% living alone, and eight 

percent were living wit~ a step-parent. 

Fulton, Murphy, and Anderson (1991) stated the 

instruments for the project included Knowledge Inventory of 

Child Development and Behavior: Infancy to School-Age (KIDS) 

by Anderson & Fulton, 1986. The KIDS was used to assess 
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levels of child development knowledge. The Child Abuse 

Potential Inventory (CAP) by Milner, 1986 was used to assess 

child abuse potential. The Self-Esteem Inventory (SEI) by 

Coopersmith, 1986 was administered to assess the adolescents 

attitude towards themselves in social, academic, family, and 

personal areas of experience. 

The result of the study indicated that as the 

adolescent's knowledge of child development increases, the 

possibility of inappropriate interactions with children 

decreases. The authors found no differences in self-esteem 

in the pretest-posttest questionnaires, although they did 

state that prior research had linked positive self-esteem 

and positive patenting skills. The authors concluded that 

there is a need for adolescents who are identified as being 

at risk for inappropriate interaction with their children to 

be given the support they need to gain skills, knowledge and 

behaviors necessary for attaining the maternal role. 

Reis (1988) used a nonrandom socioeconomically 

homogeneous convenience sample of 150 young adolescent 

mothers (16 years or younger), 260 older adolescent mothers 

(17 to 19 years), and 242 older mothers (20 to 25 years) to 

analyze the determinants of patenting. Three 

sociodemographic variables (race, maternal age, and 

patenting status) were analyzed. Participants had 

voluntarily enrolled in one of five family support programs 
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in Illinois. The sample consisted of women of varied 

ethnicity: 54% black, 46% white. Twenty-seven percent were 

pregnant at the time of the study, and all had at least one 

child. Sixty percent of the participants had not finished 

school, 72% reported never being married, 72% were 

unemployed, 78% reported having no occupation. The 

subjects' income brackets ranged from $15,000 or less 

reported by 73% of the women, $10,000 to $15,000 for 11%, 

$5,000 to $10,000 for 23% and $0 to $5,000 reported by 39%. 

Reis (1988) stated that optimal family functioning was 

identified by administering four instruments to each of the 

subjects. The CES-D Depression Scale (Radloff, 1977), 

considered valid and reliable, was used to measure 

depressive symptoms. The Field scale (1980) consisted of 

two subscales; both were administered. The first subscale 

measures parental attitudes and the second evaluates a 

mother's knowledge of the average age at which her child's 

various developmental milestones occur and tests maternal 

attitudes toward childrearing. The presence, extent, and 

function of an individual's perceived social support was 

measured using The Wilcox Social Support Survey (1981). 

Results revealed race and age as important factors in 

all four areas tested. Black women were more punitive in 

their attitudes toward childrearing, were less knowledgeable 

of developmental milestones, perceived themselves as having 
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less social support, and were more depressed. Older 

mothers, regardless of race, achieved the highest level of 

child development knowledge, were the least punitive of the 

three groups, perceived the greatest amount of social 

support, and were the least depressed. 

Summary 

The review of literature did not reveal use of 

conceptual models or theory-based assessment tools for the 

role function mode. Adaptation in the role-function mode 

was found to be related to other modes, especially the 

interdependence mode for the adolescent mother. Literature 

associated with the adolescent mothers adaptation the role

function was abundant, and found to be age and culturally 

related. 

Focal Stimulus 

The focal stimulus, or the stimulus immediately 

confronting the mother during early postpartum, is the 

newborn. Although the newborn is a client in his own right, 

for the purpose of this report, the newborn was also the 

stimulus which immediately confronted the postpartum woman 

and provoked her adaptive response as a new mother. 

Contextual Variables 

The contextual stimuli are "those contributing to the 

behavior caused or precipitated by the focal stimulus. They 
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are all other stimuli present that affect the behavior being 

observed" (Roy, 1984, p.52). Contextual stimuli may be 

external or internal. Maternal factors of interest for this 

paper were age, developmental stage, self concept, role 

function, interdependence, and family structure. The 

contextual stimuli for the adolescent mother were addressed 

in the self-concept mode, role function mode, and 

interdependence mode. 

Young (1988) reviewed developmental literature for the 

adolescent and identified characteristics found to be 

present in the competent adolescent parent. The basic 

concepts of several developmental theorists were presented 

and reviewed, identifying the characteristics most 

frequently demonstrated by the adolescent. The desired 

skills required for appropriate patenting were also 

presented, and cross referenced with the identified 

adolescent characteristics. According to the author, a 

comparison of the developmental expectations of the 

adolescent with the expected patenting skills found that the 

adolescent would not possess the developmental skills 

desired for appropriate patenting. The author concluded 

t hat although research on the physical and emotional 

implications for the adolescent mother is abundant, there 

are few studies that examine the adolescent mother's 

competencies across the developmental levels. Evaluation of 
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the adolescent mother's needs and the initiation of 

educational programs for the adolescent mother should focus 

on her need and developmental level. 

Residual Stimulus 

Residual stimuli are those factors which may influence 

behavior, but the effects are not validated and include 

factors such as beliefs, attitudes, traits, and culture 

(Roy, 1984). The influence of culture has been addressed 

repeatedly in articles related to postpartum mothers. 

Mercer (1981) states "the maternal role is culturally 

defined with some specified normative structure and 

prescribed behaviors that could be studied from a structural 

function" (p. 73). Spector (1995) believes "cultural 

diversity is the reality in the 1990s, and the United States 

is becoming the most ethnically diverse society in the 

world. The needs and responses of many different racial and 

ethnic groups are competing for recognition, and nurses must 

learn how to meet the health care needs of this 

multicultural society" (p. 241) . 

The literature review for this paper found the black 

and white cultures frequently addressed for the adolescent 

mother and addressed in the appropriate modes of adaptation. 

Factors such as culture and traits have been addressed 

through out this paper. 
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Unger and Cooley (1992) examined partner and 

grandmother contact in black and white teen parent families. 

A longitudinal study design was used to track 338 teen 

mothers and their children from 1979 through 1986. The 

mother-child data was merged with data from the National 

Longitudinal Survey of Youth which had included both male 

and female adolescents. Data was collected yearly through 

interview, and both quantitative and qualitative methods. 

Instruments used in the study were stated to have been valid 

and reliable. Analysis of the cultural related variables 

determined that 75% of the black adolescent mothers and 49% 

of the white adolescent mothers lived with the child's 

grandmother during the early postpartum period. In 

addition, 20% of the regular child care is provided by the 

black infant's grandmother where as 15% of the regular child 

care was provided by the white adolescent's grandmother. 

Additional results revealed that 49% of the black adolescent 

mothers had a stable single parenthood as compared to 12% of 

the white adolescent mothers. White adolescent mothers 

generally entered into marriage earlier than black 

adolescent mothers, and completed fewer years in high 

school, although the white child's grandmother had completed 

more years of school. 

The authors determined that the needs of adolescents 

may differ among ethnic groups. Concluding that for the 
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black and white adolescent mother different strategies might 

be needed for interventions, especially when focusing on 

support for the adolescent during postpartum. 

Summary 

In sum, use of the theory-based literature review 

revealed there was limited research focused on early 

postpartum adaptation of the adolescent mother and the 

infant of the adolescent mother. Research on postpartum 

adaptation of the adolescent mother/infant dyad was 

frequently compared with, or in combination with, the adult 

mother/infant dyad research. Results of the research 

studies infer similar physiological postpartum problems for 

both the adult mother/infant dyad and for the adolescent 

mother/infant dyad. Although research did indicate that 

postpartum adaptation for the adolescent mother/infant dyad 

could differ from the adult mother/infant dyad in the 

psychosocial mode. Utilization of a theory-based health 

assessment tool is a realistic approach for postpartum 

assessment among women of a variety of ages, cultures and 

socioeconomic backgrounds. 
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METHODOLOGY 
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This chapter describes the purpose, study design, 

sample characteristics, criteria for study subject 

identification, human subjects consent form, and recruitment 

of subjects. The study instrument, "The Roy-Postpartum 

Adaptation Assessment Tool" (R-PAAT) by Jones & Manke (1990) 

(Appendix A) is described. The comparison study of adult 

mother/infant dyads by Kane (1994) and the present study of 

adolescent mother/infant dyads is described. Last, strategy 

used for answering the research questions for this project 

is presented. 

Purpose 

This study has a threefold purpose: 1) to describe 

early postpartum adaptation of the adolescent mother, 2) 

describe the early postpartum adaptation of infants with 

adolescent mothers, and 3) to compare early postpartum 

adaptation of adolescent mother/infant dyads and adult 

mother/infant dyads. 

Methods 

A modification and partial replication of the Kane 

research (1994) with a post-test only control group design 

was used for this research. Kane compared nursing diagnoses 

generated, and time required to complete home visits using a 

theory-based postpartum assessment tool and an empirically 
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based home-health postpartum assessment tool. Modifications 

for this study include: 1) adolescent mother versus adult 

mothers, 2) use of the theory-based, Roy Postpartum 

Adaptation Tool (R-PAAT) by Jones & Manke (1990) only, and 

3) comparison of the nursing diagnoses generated by the R

PAAT in the Kane study with the nursing diagnoses generated 

by the R-PAAT in the present study among adolescent 

mothers/infant dyads. Efficiency measured by time required 

to complete the postpartum assessment was measured by Kane, 

and was not measured in the present study. 

Sample Characteristics 

This study consisted of a convience sample of seven 

postpartum adolescent mother/infant dyads. Adolescent 

mothers meeting the criteria for participation in the 

research study were approached by the researcher and given a 

verbal explanation of the study. 

Sample selection criteria for entry into the study: 

1. Mother was 14 to 19 years of age. 

2. Infant was discharged to home with the mother. 

3. Mother and infant were discharged from the hospital 

between 24 to 48 hours postpartum. 

4. Primiparous adolescents who delivered vaginally. 

5. There was a telephone in the home. 

6. Adolescent mother spoke English. 



7. Mother identified a support system in home 

environment. 
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Demographic variables known to affect postpartum status 

such as maternal age, parity, type of delivery, infant 

health status, and support system within the home 

environment were controlled in an attempt to control 

internal validity. 

Human Subjects 

The Human Subject Committee of the University of 

Arizona Health Sciences Center approved this study (Appendix 

B) prior to initiation of data collection. A letter was 

sent to the medical center detailing the study and asking 

for permission to seek potential subjects from the medical 

center (Appendix C). Verbal permission was granted by the 

manager of the medical center obstetrical unit for this 

researcher to visit the postpartum and nursery units for 

potential subjects. Adolescent mothers meeting selection 

criteria were asked if they desired to participate in the 

research. Each subject considering to participate in the 

study was given a verbal explanation of the study and an 

unsigned copy of the Subject Consent Form (Appendix D). 

Participants read and signed the consent form prior to 

commencing the postpartum assessment. 

Confidentiality was provided for the subjects. After 

assessment, identifying information on the Roy Postpartum 
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Adaptation Assessment Tool (R-PAAT) (Jones & Manke, 1990) 

and on the nutritional assessment data record were concealed 

prior to forwarding data to the nurse-educators for 

extraction of nursing diagnoses. The original R-PAAT, and a 

copy of the study participant's signed Subject's Consent 

Form also became part of the study after the participant's 

identifying data were concealed. 

A follow-up letter containing study results was sent to 

the medical center after completion of the study. For each 

subject, a copy of their R-PAAT health assessment was mailed 

to their obstetrician and pediatrician. The consent form 

for each participant is stored in the Office of Nursing 

Research at the University of Arizona. 

Recruitment of Subjects 

Potential subjects were identified from the 

postpartum census at a medical center in Tucson, Arizona. 

Adolescent mothers meeting criteria for participation in the 

study were verbally informed of this study by the 

researcher. Adolescent mothers desiring inclusion in the 

study were given a verbal explanation of the study and a 

written copy of the unsigned Subject's Consent Form. The 

potential subject verified her name, address, and phone 

number with the researcher. The researcher contacted each 

potential subject by phone 1-2 days after hospital 

discharge, and a date and time for the home visit was made. 



The informed consent was read and signed by the subject on 

the day of the assessment and prior to the postpartum 

assessment. 

Data Collection 
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The Roy Postpartum Adaptation Assessment Tool (R-PAAT) 

by Jones and Manke (1990) was used for data collection. 

Permission to use the R-PAAT for this study was granted by 

Jones and Manke (Appendix F). 

To ensure consistency in data collection, Kane (1994) 

conducted the assessments for the Kane study and this 

researcher conducted the assessments for the adolescent 

mother/infant population. Prior to data collection for this 

study the R-PAAT and assessment procedure was reviewed with 

Kane (1994). In both studies the assessment was conducted 

in the home of the client and the assessment was completed 

on the initial visit. 

Adult Mother/Infant Dyads 

Kane (1994) assessed a total of 30 adult mother/infant 

dyads. Fifteen dyads were assessed using a home health 

assessment tool and 15 dyads were assessed using the Roy 

Postpartum Adaptation Assessment Tool (R-PAAT) by Jones and 

Manke (1990). The adult mother/infant dyads assessed using 

the R-PAAT were 2-5 days postpartum, mothers' average age 

was 27 years, mean infant birthweight was 3282 grams, and 

consisted of 7 males and 8 females. Method of infant 



feeding was 13 breast-feeding versus 2 bottle-feeding. All 

women in the study were part of a health maintenance 

organization, all had received prenatal care, and all had 

the father of the infant living in the home. 
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Data collection for the adult mother/infant dyad 

consisted of visiting the adult mother/infant dyad in their 

home and assessing the dyad using the R-PAAT by Jones and 

Manke (1990) (Kane, 1994). Kane compared the R-PAAT theory

based assessment tool and a home health agency empiric 

assessment tool for clinical usefulness and efficiency. 

Clinical usefulness was determined by extracting nursing 

diagnoses from each of the assessment tools and comparing 

the results. Efficiency was measured by measuring the time 

needed for completion the assessment using the designated 

tool. 

For the Kane (1994) study, fifteen of the 18 identified 

potential postpartum nursing diagnoses were extracted from 

the empiric assessment tool data. Seventeen of the 18 

potential postpartum nursing diagnoses were identified from 

data using the R-PAAT assessment tool. 

Alteration in Nutrition was frequently identified as a 

nursing diagnoses in the pilot study (Jones & Manke, 1990) 

and by Kane (1994) when the R-PAAT (Jones & Manke, 1990) was 

used for the postpartum assessment. Kane found Alteration 

in Nutrition was identified as a nursing diagnoses in the 



top third for the adult mothers using the theory-based 

assessment tool and in the bottom third using the empiric 

assessment tool. The high incidence of alteration in 

nutrition is consistent with the literature review. 
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Other nursing diagnoses identified by Kane (1994) were 

similar in frequency and Kane concluded that although there 

was a slightly different ranking of the nursing diagnoses 

between the two study tools, there was no significant 

difference in nursing diagnoses derived from the use of the 

two tools (Kane, 1994) (Table 1). Kane found the nursing 

diagnoses identified by using the R-PAAT among adult 

mother/infant dyads to be fairly consistent with the pilot 

testing conducted by Jones and Manke (Kane, 1994). 

Instrument 

Data collection for this adolescent mother/infant dyad 

study will be accomplished by use of The Roy-Postpartum 

Adaptation Assessment Tool (R-PAAT) by Jones and Manke 

(1990) . The R-PAAT assessment tool is a theory-based 

assessment tool stated to be valid and reliable for 

postpartum assessment of mother/infant dyads (Jones and 

Manke, 1990; Kane, 1994). 

Roy - Postpartum Adaption Assessment Tool 

The theory-based Roy-Postpartum Adaptation Assessment 

Tool (R-PAAT) developed by Jones & Manke (1990) was first 

used for a pilot study by undergraduate nursing students to 
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demonstrate the relationship between practice and theory in 

assessment of postpartum mothers (Jones & Manke, 1990). 

Roy's Adaptation Model of Nursing (1984) provided the 

organizing framework for the assessment tool (Jones & Manke, 

1990). The Roy Adaptation Model views person as an adaptive 

system with regulator and cognator processes which strive 

for adaptation or coping within four interrelated effector 

modes: physiological, self-concept, role function, and 

interdependence. Each mode is assessed in two levels: first 

level assessment defines behaviors as ineffective behavior 

or adaptive behavior requiring reinforcing, second level 

assessment decides the focal stimuli (most immediately 

confronting the person), contextual stimuli (contributes to 

the person's behavior), and residual stimuli (may affect the 

person's behavior, yet not validated). 

The R-PAAT was designed to provide assessment of the 

mother and infant in all four modes and to further determine 

adaptive or ineffective behaviors for both the mother and 

infant. The focal stimulus in the R-PAAT was the infant, 

and assessment consists of evaluating the infant's 

physiological and psychosocial adaption. Assessment of the 

mother in the physiological and psychosocial modes was 

accomplished by collecting data in all modes and evaluating 

the information for adaptive or ineffective behaviors. 

Social support systems, family data, and stages of growth 



and development are contextual stimuli evaluated for the 

mother. Residual stimuli assessed for the mother include 

the mother's cultural beliefs and her perception of her 

infant's birth. 

Content Validity 
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Development of the R-PAAT (Jones & Manke, 1990) was 

accomplished after a review of literature related to 

postpartum adaption, a critique of postpartum assessment 

tools used by local agencies for home visit assessments, and 

the authors' of the tool's professional knowledge of 

postpartum adaptation. To establish content validity prior 

to the initial use, four clinical instructors in postpartum 

nursing evaluated the tool for comprehensiveness and the 

appropriate placement of specific assessment data in each of 

the modes of adaptation (Kane, 1994). 

The pilot testing of the Roy Postpartum Adaptation 

Assessment Tool (R-PAAT) was done by Jones & Manke in 1990 

as cited by Kane (1994). The tool was used by junior year 

nursing students in a baccalaureate program as part of the 

course on developing families. Students used nursing 

diagnoses as part of prior course work. During 

maternal/child clinical rotation students became familiar 

with the newborn nursery and postpartum. After a minimum of 

two weeks of inpatient clinical rotation the students made 

home postpartum visits. Students were instructed on use of 
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the R-PAAT during classroom time prior to the home visit. 

In the original testing of the R-PAAT assessment tool, a 

sample of 48 families was assessed by the students using the 

R-PAAT health assessment tool. The women were primiparas, 

mean age was 26.5 years, 40 were married, and almost 70% 

delivered vaginally. The infants in the home study 

assessment were 20 males and 28 females. After each home 

visit the students submitted to their instructor a care plan 

and the data collected using the R-PAAT. 

Evaluation of the tool consisted of interviews with the 

clinical faculty of the students that had utilized the R

PAAT during the postpartum visit, written student 

evaluations and comparison of nursing diagnoses developed by 

the students with nursing diagnoses or postpartum concerns 

reported in the literature. Reliability of the R-PAAT was 

established, the faculty supported the comprehensiveness of 

the data obtained during the home visits, and found the 

nursing diagnoses devised from the R-PAAT were consistent 

with postpartum concerns and nursing diagnoses reported in 

the maternal-child nursing literature. Altered nutrition, 

less than body requirements, was a nursing diagnoses 

frequently reported by the students in the pilot study 

(Jones & Manke, 1990), although not reported as a common 

concern in postpartum literature. Jones and Manke (1990) 
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concluded the R-PAAT was effective in validating the theory

practice link in professional nursing (Kane, 1994). 

Data Analysis 

For this study the nursing diagnoses were extracted 

from the adolescent mother/infant dyad R-PAAT (Jones & 

Manke, 1990) by two maternal/child nurse-educators. One of 

these nurse-educators was also involved in the design of the 

R-PAAT, the pilot study (Jones & Manke, 1990), and 

identified nursing diagnoses from the adult mother/infant 

dyad R-PAAT (Kane, 1990). 

The small sample size of adolescent mother/infant dyads 

limited the analysis of data extracted from the assessment 

tool. The Spearman Rank Order Correlation coefficients were 

calculated to examine the relationship of nursing diagnoses 

for the adolescent and adult mother in the physiological and 

psychosocial modes. 

Research Question 1 

I. How do adolescent mother/infant dyads adapt in the 

early postpartum period? 

A. How do adolescent mothers adapt during the early 

postpartum period? 

1. What nursing diagnoses are identified among 

adolescent mothers in the physiological mode 

during the early postpartum period? 
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A list of 18 postpartum nursing diagnoses (Table 1) was 

created by two master's prepared maternal/child nurse

educators for the pilot study (Jones & Manke, 1990). The 

adolescent mother/infant dyad R-PAAT (1990) was photocopied, 

identifying information was concealed, and the adolescent 

mother/infant dyad R-PAAT was forwarded to two master's 

prepared maternal/child nurse-educators for identification 

of nursing diagnoses. Nursing diagnoses were extracted 

independently from the adolescent mother/infant dyad's R

PAAT. Nursing diagnoses not on the list of potential 

nursing diagnoses could be added. Nursing diagnoses 

extracted from the adolescent mother/infant dyad's R-PAAT 

were transcribed to a R-PAAT project form (Appendix E) by 

each of the nurse educators. 

The R-PAAT project form was reviewed and nursing 

diagnoses in the psychosocial mode were listed for each 

adolescent mother (Table 2). 

2. What nursing diagnoses are identified among 

adolescent mothers in the psychosocial mode 

during the early postpartum period? 

The R-PAAT project form was reviewed and nursing 

diagnoses in the psychosocial mode were identified for each 

adolescent mother (Table 2). 

B. How do infants of adolescent mothers adapt during 

the early postpartum period? 



1. What nursing diagnoses were identified for 

the infant of the adolescent mother in the 

physiological mode during the early 

postpartum period? 

The R-PAAT project form was reviewed and nursing 

diagnoses in the physiological mode for the infant of the 

adolescent mother were identified (Table 3). 
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2. What nursing diagnoses were identified for 

the infant of the adolescent mother in the 

psychosocial mode during the early postpartum 

period? 

The R-PAAT project form was reviewed for nursing 

diagnoses in the psychosocial mode for the infant of the 

adolescent mother. 

Research Question 2 

II. How do adolescent mother/infant dyads compare with 

adult mother/infant dyads in terms of adaptation in the 

early postpartum period? 

A. How do adolescent mothers compare with adult 

mothers in terms of adaptation in the early 

postpartum period? 

1. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 
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the physiological mode of adaptation in the 

early postpartum period? 

Spearman's Rank Correlation Coefficient (rho) provided 

the comparison analysis of nursing diagnoses of adolescent 

mothers and adult mothers in the physiological mode. 

2. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 

the psychosocial mode of adaptation in the 

early postpartum period? 

The Spearman Rank Order Correlation, a nonparametric 

test, provided the comparison analysis of nursing diagnoses 

of adult mothers and adolescent mothers in the psychological 

mode. 

B. How do infants of adolescent mothers compare to 

infants of adult mothers in terms of adaptation in 

the early postpartum period? 

Kane (1994) did not separate nursing diagnoses for the 

infant from the nursing diagnoses of the mother, therefore a 

comparison of nursing diagnoses for the infants of adult 

mothers and infants of adolescent mothers was not done. 

Demographics of infants with adult mothers and infants with 

adolescent mothers was presented. 

1. What nursing diagnoses identified among 

infants of adolescent mothers compare with 
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nursing diagnoses identified among infants of 

adult mothers in the physiological mode? 

2. What nursing diagnoses identified among 

infants of adolescent mothers compare to 

nursing diagnoses identified among infants of 

adult mothers in the psychosocial mode? 

Lack of nursing diagnoses for the infant of adult 

mothers prevented analysis of data for this question. 

Summary 

The purpose, study design, sample characteristics, and 

recruitment of subjects for this study was addressed. 

Development and pilot testing of the Roy Postpartum 

Adaptation Assessment Tool (R-PAAT, 1990) for the Kane 

(1994) study and the present were discussed . Methodology 

for the research study of adult mother/infant dyads (Kane, 

1994) and the adolescent mother/infant dyads was 

presented. 



104 

Chapter IV 

Presentation of Study Data and Data Analysis 
This chapter will present demographic data for the 

study sample and present an interpretation of the results of 

the data analysis. Data analysis and findings will be 

presented with each study question. 

The statistical analysis for the independent groups of 

ordinal and nominal data consisted of descriptive and 

inferential methods using nonparametric tests. The 

Statistical Package for the Social Sciences (SPSS) provided 

data analysis. The level of significance for this study was 

. 05. 

Characteristics of the Sample 

The original intent was to collect data until a total 

of 30 adolescent mother/infant dyads were assessed. Data 

collection was terminated after 6 weeks because the 

researcher moved out-of-state. Ten adolescent mother/infant 

dyads were assessed. Three assessments were not available 

for analysis. A total of seven adolescent mother/infant 

dyads were in this study. The desired number of subjects 

needed for determining the relationship between comparison 

groups and for data analysis will be addressed in data 

analysis. 

Seven subjects were visited in their home at 2 to 7 

days postpartum by this researcher. The R-PAAT (Jones & 
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Manke, 1990) provided the assessment criteria for this 

project. The adolescent mothers were 15 to 18 years of age, 

with a mean age of 17 years. All the adolescent mothers had 

prenatal care, and all had a source of payment for the 

medical expenses. 

Five of the adolescents were enrolled in the Arizona 

Health Care Containment System (AHCCCS), and two were 

enrolled in a health maintenance organization (HMO). All 

seven of the infants were enrolled in AHCCCS as a source of 

medical payment, all of the mothers were enrolled in the 

Women, Infant, and Children nutrition program (WIC) and the 

food stamp program. Six of the adolescent mothers were 

single and one was married. Three adolescent mother/infant 

dyads lived with the mother and father of the adolescent 

mother, three other dyads lived with the mother of the 

adolescent mother or had the adolescent's mother living in 

the household on a temporary basis. In three of the homes 

the father of the baby lived with the mother/infant dyad, 

including one home in which the mother and the father of the 

baby were married. None of the adolescent mothers had 

completed high school, although all mothers indicated they 

intended to return to school. 

Infants in the study were three to seven days of age at 

the time of assessment, five males and two females. Method 

of infant feeding was three breast-feed, three bottle-feed, 
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and one was breast-fed and bottle-fed. Birthweight for the 

infants was 3033 grams to 3770 grams and averaged 3440 

grams. 

Research Question 1 

I . How do adolescent mother/infant dyads adapt in the 

early postpartum period? 

A. How do adolescent mothers adapt during the early 

postpartum period? 

1. What nursing diagnoses are identified among 

adolescent mothers in the physiological mode 

during the early postpartum period? 

For the pilot study (Jones & Manke, 1990) a list of 

potential nursing diagnoses was compiled by two masters 

prepared maternal/child nurse-educators after a literature 

review of early postpartum concerns and a review of nursing 

diagnoses listed in the North American Nursing Diagnosis 

Association (NANDA) by Carpenito (1989) (Kane, 1994). The 

list of potential nursing diagnoses was first used for the 

pilot testing (Jones & Manke, 1990) of the Roy Postpartum 

Adaptation Tool (R-PAAT) (Jones & Manke, 1990) and second by 

Kane (1994) (Table 1). 

Kane (1994) did not list separately diagnoses for the 

adult mother and for the infant. Therefore for the purpose 

of this study all nursing diagnoses identified were 

considered identified for the adult mother/infant dyad and 



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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Note. From "Clinical Usefulness and Efficiency of Two 
Postpartum Home Visit Assessment Tools" by M.F. Kane, 1994. 
Copyright 1994 by Maureen Kane. Reprinted by permission. 
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not separated for the mother and infant. Eighteen of the 

NANDA (Carpenito, 1989) nursing diagnoses were identified 

for the adolescent mother/infant dyads in this study (Table 

2) . 

A total of nineteen nursing diagnoses were identified 

for the adolescent mother/infant dyad. The nursing 

diagnoses were extracted for the mother, infant, or a 

combination of both. For example, the nursing diagnoses of 

High-risk for Injury was identified for the infant, and 

states elevated bilirubin as a risk factor. High-risk for 

Injury was extracted from the R-PAAT for the adolescent 

mother and was related to a low hemocrat and a potentially 

abusive boyfriend. Sixteen of the 18 potential NANDA 

(Carpenito, 1989) nursing diagnoses were extracted from the 

adolescent mother/infant dyad's R-PAAT. Eleven of the 

identified nursing diagnoses were in the physiological mode. 

Nutrition in excess was identified for one adolescent mother 

and her infant, and was not on the list of potential nursing 

diagnoses (Table 1). High-risk for Infection and Altered 

Nutrition were extracted from all seven of the adolescent 

mother/infant dyad's R-PAAT. Sleep Disturbance was 

extracted from six of the subject's R-PAAT, Pain and 

Ineffective Breast-feeding was identified for four of the 

seven adolescent mother/infant dyad's R-PAAT (Table 3). 
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Table 2, Nursing diagnoses for the adolescent mother/infant dyad, clustered 

according to adaptive modes of Roy Adaptation Model 

Physiologic NDXl Sleep 

NDX2 

NDX3 

NDX4 

NDXS 

NDX6 

NDX7 

Pain 

Tissue Integrity 

Fluid Volume 

Infection, High Risk 

Nutrition 

Infection, Actual 

Physiologic 

NDX8 Breast-feeding, Ineffective 

NDX9 Injury 

NDXlO Urinary Retention, Actual 

NDXll Constipation 



Table 2, Continued 

Role Function 

Self-concept 

Interdependence 

NDX12 Fatigue 

NDX13 Parenting 

NDX14 Knowledge Deficit 

NDX15 Body Image 

NDX16 Anxiety 

NDX17 Depression 

NDX18 Family Process 
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Psychosocial 
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Table 3, Nursing diagnoses, adolescent mother/infant dyad 

Value 

Physiologic 

Infection 
high-risk 

Nutrition 

Sleep 

Pain 

Breastfeed 
ineffective 

Injury 

Constipation 

Fluid 
volume 

Infection 

actual 

Urinary 
retention 

Tissue 
integrity 

Frequency Percent 

7 100. 

7 100. 

6 85.7 

4 57.1 

4 57.1 

4 57.1 

2 28.6 

2 28.6 

1 14.3 

1 14.3 

1 14.3 
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Table 3 / Continued 

Value Frequency Percent 

Psychosocial 

Body image 4 57.1 

Fatigue 2 28.6 

Parenting 
altered 2 28.6 

Knowledge 
deficit 2 28.6 

Depression 1 14.3 

Anxiety 1 14.3 

Family 
process 1 14.3 
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2. What nursing diagnoses are identified among 

adolescent mothers in the psychosocial mode 

during the early postpartum period? 

Seven nursing diagnoses were identified for the 

adolescent mother in the psychosocial mode. The most 

frequently identified nursing diagnosis in the psychosocial 

mode was Altered Body Image, identified for 57.1 percent of 

the adolescent mothers. The second most frequently 

identified nursing diagnosis in the physiosocial mode was 

Knowledge Deficit, identified for 42.9 percent of the 

adolescent mothers (Table 3). 

B. How do infants of the adolescent mother adapt 

during the early postpartum period? 

1. What nursing diagnoses are identified among 

infants of adolescent mothers in the 

physiological mode during the early 

postpartum period? 

Five nursing diagnoses were identified in the 

physiological mode for the infant of the adolescent mother. 

High-risk for Injury related to elevated bilirubin was the 

most frequently extracted nursing diagnoses for the infant. 

Four other nursing diagnoses were selected for the infant, 

one time each (Table 4). 

2. What nursing diagnoses are identified among 

infants of adolescent mothers in the 



Table 4, Nursing diagnoses, infant of adolescent mother 

Nursing Diagnoses 

Injury, jaundice 
Nutrition, excess 
Injury, potential 
Infection 
Fluid volume, excess 

Frequency 

3 
1 
1 
1 
1 
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psychosocial mode during the early postpartum period? 

There were no nursing diagnoses identified in the 

psychosocial mode for the infant of the adolescent. 

To summarize the findings regarding how the adolescent 

mother adapts in the postpartum period, following is a 

composite description. The adolescent mother was age 17 

years (mean), had prenatal care, and had a source of pay for 

her medical expenses. The adolescent mother was likely to 

be enrolled in the Arizona Health Care Containment System 

(AHCCCS) (5/7) than to be enrolled in a Health Maintainance 

Organization (HMO) (2/7). Additional public resources 

utilized by the adolescent mother are the Women, Infant, and 

Children nutrition program (WIC) and food stamps (7/7). She 

was single (6/7), living with her parents (3/7) or has her 

mother or sister living with her on a temporary basis (3/7) 

In addition, the father of the infant is likely to be living 

in the household (5/7). The adolescent mother was Mexican

American, has not graduated from high school, but does plan 

to return to school. Nursing diagnoses for the adolescent 

mother during the early postpartum period are Altered 

Nutrition (7/7), High-risk for Infection related to an 

episiotomy (5/7), Altered Sleep (6/7), Pain (4/7), and 

Altered Body Image (4/7). In addition the adolescent mother 

has Altered Nutrition after delivery (6/7). Knowledge 

Deficit (2/7), Altered Parenting (2/7), and fatigue (2/7) 



are nursing diagnoses less frequently reported by the 

adolescent mother as a problem or a potential problem. 
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Infant of the adolescent mother was male (5/7), full 

term at birth, birthweight was 3440 grams (mean), and during 

the early postpartum period was breast-feeding (3/7) or 

bottle-feeding (3/7). Adolescents state a desire to bottle

feed early in the postpartum period, especially when 

returning to school. Early postpartum nursing diagnoses for 

the infant are High-risk for Injury related to jaundice 

(3/7) and additional less frequently reported diagnoses such 

as Nutrition in excess (1/7) and Fluid Volume Excess as a 

result of over feeding (1/7), Infection related to an eye 

discharge (1/7), Potential for Injury related to a 

potentially abusive father (1/7). 

Research Question 2 

II. How do adolescent mother/infant dyads compare with 

adult mother/infant dyads in terms of adaptation in the 

early postpartum period? 

A. How do adolescent mothers compare with adult 

mothers in the physiological mode of adaptation in 

the early postpartum period? 

1. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 
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the physiological mode of adaptation in the 

early postpartum period? 

Nursing diagnoses identified for the adolescent mother 

were tallied and ranked according to number of times each 

was extracted from the adolescent's R-PAAT (Table 3). 

Second, data was grouped into physiological and physiosocial 

modes according to adaptive modes of the Roy Adaptation 

Model (Table 3). Third, the nursing diagnoses identified 

for the adolescent mother and the adult mother (Kane, 1994) 

were compared (Table 5). The Spearmann Rank Order 

Correlation was used to compare the rank order of nursing 

diagnoses identified from the adolescent mother/infant dyad 

R-PAAT and the adult mother/infant dyad R-PAAT. Nursing 

diagnoses were ranked according to adaptive modes of Roy 

Adaptative Model (Table 6). In the psychosocial mode, 

Effective Breastfeeding ranked first for the adult mother 

and was not extracted from the adolescent mother's R-PAAT. 

The comparison ranking according to modes placed Pain as the 

first nursing diagnoses for the adult mother and High-risk 

for Infection and Altered Nutrition as first for the 

adolescent mother. 

High-risk for Infection ranked fourth for the adult 

mother. High-risk for Infection was identified for 

adolescent mothers on the basis of an episiotomy and one 

mother was on antibiotics for an ear infection. 
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Table 5, Rank order comparison of diagnoses 

Adult Mother/Infant Dyad 
Dyad 

Effective Breast-feeding 

Pain 
Knowledge Deficit 

Injury 
Nutrition 

Tissue Integrity 

Constipation 
Infection 

Anxiety 
Sleep 

Fluid Volume 

Ineffective Breast-feeding 
Body Image 
Parenting 
Family Process 

Sexuality 

Fatigue 

Urinary Retention 

Adolescent Mother/Infant 

Infection, High-risk 

Nutrition 

Sleep 

Pain 
Ineffective Breast-feeding 
Image 
Injury 

Knowledge Deficit 

Injury 
Constipation 
Parenting Altered 

Fatigue 
Depression 
Anxiety 
Family Process 
Tissue Integrity 
Fluid Volume, Excess 
Infection, Actual 
Urinary Retention 

NOTE: Diagnoses in the top third occurred in greater than 50% of the cases 
Diagnoses in the bottom third occurred in a minimum of 1 case 
Diagnoses not separated by a space had equivalent 

frequencies 

Note. The data in column 1 are from "Clinical Usefulness and Efficiency of 

Two Postpartum Home Visit Assessment Tools," by M. F. Kane, 1994. 

Copyright 1994 by Maureen Frances Kane. Reprinted by permission. 
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Table 6, Nursing diagnoses rank order according to adaptive 
modes of Roy Adaptation Model 

Physiologic 

Adolescent Mother/Infant Dyad 

NDXS 
NDX6 

NDXl 

Infection, High Risk 
Nutrition 

Sleep 

Adult Mother/Infant Dyad 

NDX2 

NDX6 
NDX9 

Pain 

Nutrition 
Injury 

NDX2 Pain NDX3 Tissue Integrity 
NDX8 Breast-feeding, Ineffective 

NDX9 Injury 
NDXll Constipation 

NDXlO Urinary Retention 
NDX7 Infection, Actual 
NDX9 Injury 
NDX3 Tissue Integrity 

Psychosocial 

Adolescent Mother/Infant Dyad 

NDX15 Body Image 

NDX14 Knowledge Deficit 
NDX12 Fatigue 
NDX13 Parenting Altered 

NDX17 Depression 
NDX16 Anxiety 
NDX18 Family Process 

NDXS Infection, High Risk 
NDXll Constipation 

NDXl Sleep 

NDX4 Fluid Volume 

NDX8 Breast-feeding, 
Ineffective 

NDXlO Urinary Retention 
Actual 

Adult Mother/Infant Dyad 

NDX14 Knowledge Deficit 

NDX15 Body Image 
NDX18 Family Process 

NDX13 Parenting 
NDX16 Anxiety 

NDX12 Fatigue 
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The Spearman Correlation Coefficient was used for 

ranking assessment data from the adult mother/infant dyad 

and the adolescent mother/infant dyads because there was a 

relationship or closeness in the frequency of nursing 

diagnoses in the two studies. The Rank Correlation 

Coefficient was 0.46 (~= .036). This value indicates there 

is a relationship between the nursing diagnoses of the adult 

mother/infant dyad and the adolescent mother/infant dyad. 

The results of the Spearman Rank-orderCorrelation 

Coefficient was significant, the prbability value was .03. 

Further data analysis was not done because nursing 

diagnoses for the Kane (1994) study was not separated for 

the adult mother and her infant. Ranking of nursing 

diagnoses for this comparison study of adult mother/infant 

dyad and adolescent mother/infant dyad did answer research 

question I A & Band II A. Question II B could not be 

answered. Burns & Grove (1993) recommend limiting data 

analysis for small, unequal group sizes. 

2. What nursing diagnoses identified among 

adolescent mothers compare with nursing 

diagnoses identified among adult mothers in 

the psychosocial mode of adaptation? 

Most nursing diagnoses identified in the psychosocial 

mode for the adult mother were also identified for the 



adolescent mother, although in slightly different order 

(Table 6). 
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B. How do infants of adolescent mothers compare to 

infants of adult mothers in terms of adaptation in 

the early postpartum period? 

1. What nursing diagnoses identified among 

infants of adolescent mothers compare with 

nursing diagnoses identified among infants of 

adult mothers in the physiological mode. 

2. What nursing diagnoses identified among 

infants of adolescent mothers compare to 

nursing diagnoses identified among infants of 

adult mothers in the psychosocial mode? 

Kane (1994) combined nursing diagnoses for the adult 

mother and infant, making no distinction between nursing 

diagnoses for the mother and infant. Therefore this 

question cannot be answered. 

Summary 

Research questions for the study were presented and 

addressed. The Spearman Rank Correlation ranked nursing 

diagnoses for the adolescent mother/infant dyad and provided 

a comparison with the adult mother/infant dyad (Kane, 1994). 

The results in response to the research questions were 

presented. 
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The following is a comparison composite description of 

the differences in adolescent mothers and adult mothers in 

the psychosocial mode. Nursing diagnoses for the adult 

mother and adolescent mother were nearly the same, although 

ranked in different order. Depression was identified for 

one adolescent mother and not identified for the adult 

mothers. The adolesent mother was concerned with her Body 

Image (4/7) and ranked as a first concern in the 

psychosocial mode, as compared to second for the adult 

mother. Knowledge Deficit (2/7), Potential for Altered 

Parenting (2/7), and Fatigue (2/7) all ranked second for the 

adolescent mother. Knowledge Deficit ranked first for the 

adult mother, Potential for Altered Parenting ranked third 

and Fatigue ranked last for the adult mother. 



CHAPTER V 

Discussion and Summary 

Interpretation of the data analysis is presented in 

this final chapter. The strengths and limitations of the 

study are examined, and the implications for nursing 

practice and future research is provided. 
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Selection of study criteria was guided by the theory

based Roy Postpartum Adaptation Assessment Tool (R-PAAT) 

designed by Jones and Manke (1990). The concept of 

postpartum adaptation was assessed by the identification of 

nursing diagnoses from the adolescent mother/infant dyad R

PAAT. The Roy Adaptation Model (Roy, 1984) consists of four 

interrelated modes, each mode was assessed for adaptation of 

the postpartum mother/infant dyad. 

The literature review on postpartum adaptation was 

consistent with the various modes of adaptation. Due to the 

over-lapping criteria within the modes, and for the purpose 

of this study the self-concept mode, interdependence mode, 

and role function mode were combined into a psychosocial 

mode. The physiological mode was assessed as a separate 

entity for the ado l escent mother and infant. Because this 

study was a comparison of adolescent mother/infant dyad 

adaptation and adult mother/infant dyad adaption the 

literature review for both dyads was provided. 
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Discussion of findings 

The pilot study, using the Roy-Postpartum Adaptation 

Assessment Tool (R-PAAT) by Jones and Manke (1990) 

identified 31 nursing diagnoses for the postpartum 

mother/infant dyads. The most frequently identified nursing 

diagnoses in the pilot study (Jones & Manke, 1009) were 

Knowledge Deficit, Alteration in Nutrition, Alteration in 

Sleep Patterns, Alteration in Self-concept, and Alteration 

in Comfort/Pain. The nursing diagnoses generated from the 

pilot study were similar to the nursing diagnoses generated 

by Kane (1994). One difference in the studies existed in 

the identification of nursing diagnoses. Nursing diagnoses 

identified by Kane (1994) and found in the present study 

were limited to NANDA nursing diagnoses (Carpenito, 1989). 

Kane (1994) compared the R-PAAT (Jones & Manke, 1990) 

with a Home Health assessment tool and found 18 nursing 

diagnoses extracted from the assessment tools. Although the 

order varied with the assessment tool, Kane (1994) found the 

four most frequently identified nursing diagnoses to be the 

same for the R-PAAT and the Home Health assessment tool. 

Using the R-PAAT in the adult mother/infant dyad population, 

Kane identified the top four nursing diagnoses as Effective 

Breast-feeding, Pain and Knowledge Deficit, Injury and 

Nutrition, and Tissue Integrity. Kane explained the 
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difference in the number of identified nursing diagnoses 

could be a result of the Kane (1994) study was confined to 

nursing diagnoses identified by NANDA (Carpenito, 1989) 

Nursing Diagnoses Identified for Adolescent 

Mother/Infant Dyads 

The literature review revealed limited research on 

adolescent mother/infant dyad adaptation during early 

postpartum and use of a theory-based assessment tool. 

Physiological concerns were reported by most mothers to be 

the top immediate postpartum concern (Gjerdingen et al., 

1993; Ruchala & Halstead, 1994; Smith-Hanrahan & Deblois, 

1995; Tulman & Fawcett, 1991). Results of the present study 

were consistent with most of the current research literature 

on early postpartum adaptation. 

In the present study, 18 NANDA (Carpenito, 1989) 

nursing diagnoses were generated from the adolescent 

mother/infant dyad R-PAAT (Jones & Manke, 1990). High Risk 

for Infection and Alteration in Nutrition were identified 

from each adolescent mother/infant dyad. Alteration in 

Sleep Patterns was identified from six of the seven dyad R

PAATs. Pain, tissue integrity, and ineffective breast

feeding was identified for 57.1% of the adolescent 

mother/infant dyads. Six of the eight nursing diagnoses 

were identified for greater than 50% of the adolescent 

mother/infant dyads in the physiologic mode. (Table 3). 



Differences in nursing diagnoses extracted from the 

present study with adolescent mother/infant dyads and the 

Kane (1994) study with adult mother/infant dyads could 

possibly be due to sample size, age of subject, and 

interpretive reliability. The most frequently identified 
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nursing diagnoses in the Kane study was Effective Breast 

Feeding. In the present study, four of the seven mothers 

were breast-feeding and the nursing diagnoses of Effective 

Breast Feeding was not identified from the adolescent 

mother/infant dyad R-PAAT. Infection, High-risk and Actual 

was the number one nursing diagnoses extracted in the 

present study. High-risk for Infection was extracted as a 

nursing diagnoses for all mothers having an episiotomy and 

from one R-PAAT related to an 800 ml blood loss during 

delivery . Five adolescent mothers did have an episiotomy, 

although the number of adult mothers receiving an episiotomy 

is not known. Lubarsky et al. (1994) found no significant 

difference in the incidence of episiotomy between adult and 

adolescent mothers. In a comparison study, Davis et al. 

(1988) reported episiotomy/stitches as a concern for 56% of 

all subjects ages 15 to 36. 

Tribotti et al. (1988) reported research addressing 

adult and adolescent mothers during postpartum, nursing 

diagnoses were used for identification of postpartum 

concerns. Comfort was the over-all most important concern 
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of postpartum mothers of all ages. Alteration in Sleep was 

identified in all age groups the frequency of lack of sleep 

increased at 73 to 96 hours postpartum. 

Fatigue was reported as a frequent concern for 

postpartum women of all ages (Gjerdingen et al., 1993; 

Ruchala & Halstead, 1994; Smith-Hanrahan & Deblois, 1995; 

Tulman & Fawcett, 1991). 

In the present study adolescent mother/infant dyads 

were assessed on day 3 to 7 postpartum and both Pain and 

Alteration in Sleep was reported in greater than 57.1% of 

the R-PAATs. These results are consistent with the 

literature review. 

Alteration in Nutrition was identified in all 

adolescent mother/infant dyad R-PAATs (Jones & Manke, 1990). 

Adolescent mothers in the present study were age 15 to 18 

years, three were breast-feeding, three were bottle-feeding, 

and one was breast-feeding and bottle-feeding. Worthington

Roberts, & Endres (1989) points out that if the adolescent 

is less than four years past menarche, still growing, and 

pregnant there might be competition for nutrients between 

the mother and fetus. In addition, Worthington-Roberts & 

Endres commented on the poor nutrition and eating habits of 

adolescents. An additional risk factor for the adolescent 

mother occurs during lactation, if the mother consumes a 

diet inadequate in calcium and has not completed her growth, 
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loss of bone density was found to occur (Chan et al., 1987). 

All adolescent mothers in the present study did consume 

inadequate calories and nutrients. One mother and infant 

were above the recommended allowance of calories and 

minerals, which was consistent with Lipsman et al. (1985). 

Lipsman et al. found that although adolescents consumed 

adequate calories and nutrients at 10 months postpartum, 

dietary analysis of breast milk from lactating adolescents 

was significantly lower in lactose, magnesium, calcium, and 

potassium than breast milk from lactating adult mothers. 

In the present study of adolescent mother/infant dyads, 

the method of infant feed was evenly divided at three each, 

and one mother was breast-feeding and bottle-feeding. 

The literature search revealed adolescents were less 

likely to breast-feed (Ellerbee, Atterbury, & West, 1993; 

McClugg-Hitt & Olsen, 1994) and frequently discontinue 

breast-feeding within the first postpartum month (Neifert et 

al., 1988). In addition, adolescent mothers frequently 

combined breast-feeding and bottle-feeding, resulting in 

nipple confusion for the infant. 

The results of this study of adolescent mothers were 

fairly consistent with the literature search. The higher 

incidence of breast-feeding for the present study could 

possibly be explained by the number of days postpartum at 

the time of assessment. Several of the mothers had stated 



they were only going to breast-feed for a few months or 

until they returned to school. 
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Urinary Retention, with foley in place was a nursing 

diagnoses at seven days postpartum for one adolescent mother 

at age 15 years. Additional demographic data included: 

elevated blood pressure during the third trimester, 

postpartum weight was 130 lbs., calorie intake was less than 

body requirements, episiotomy, and denied constipation. The 

infant's birthweight was 3770 grams, 21 inches in length, 

infant is bottle-fed, mother and infant live with the 

adolescent's mother, father, sister, and states a positive 

relationship with the father of the infant. In addition, 

the subject stated the delivery was not as bad as she had 

anticipated, she thought she looked better since delivery of 

her infant, and she denied postpartum depression. 

In a comparison study, Lubarsky et al. (1994) found no 

significant difference in the incidence of postpartum 

complications between adult and adolescent mothers. 

Although, Davis et al. (1988) found adolescent mother's top 

concern was postpartum complications (75%), followed by 

stitches/episiotomy (63%) and nutrition (56%). 

In the psychosocial mode, Alteration in Patenting was 

extracted from the R-PAAT (Jones & Manke, 1990) of all seven 

adolescent mother/infant dyads. The role of patenting can 

be influenced by several factors, such as maternal age 
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(Koniak-Griffin, 1993; Park & Arndt, 1990), psychosocial and 

cognitive development (Flannagan et al., 1995), self-esteem 

(Ferketich & Mercer, 1990; Matsuhashi & Felice, 1991), self

confidence (Koniak-Griffin, 1993), mother's perception of 

the birth experience (Hans, 1986), mother's perceived 

support system (Oyserman et al., 1994), and the mother's 

perception of patenting (Thompson, et al., 1995). 

Koniak-Griffin (1993) reports attainment of the 

maternal role is more difficult for the mother to achieve if 

the role lacks clarity and specificity. Additional maternal 

characteristics affecting attainment of the patenting role 

are the mother's marital status, patenting confidence, 

psychological state, personality traits, role conflict and 

role strain. Infant temperament, social support and stress 

can also impact on the mother's acceptance of the patenting 

role. 

In the present study, at seven days postpartum, one 

adolescent mother age 16 years stated negative feelings 

about the birth experience. She reported positive feelings 

about her ability to care for her infant, although she 

questioned if her infant recognized her because everyone 

else was holding the infant. The same subject reported 

feelings of postpartum depression but, thought her body 

looked much better since giving birth. The adolescent 

reported a positive family support system, stating she lived 



with her mother, father, siblings, and boyfriend. She 

denied having a connection with the infant's father, and 

stated she intended to return to school. 
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The findings of positive Body Image and Postpartum 

Depression are consistent with the literature review. 

Matsuhashi and Felice (1991) commented on the unexpected 

results of adolescent mothers reporting a more positive body 

image when pregnant. Landy et al. (1989) reports postpartum 

depression occurs in 75% of the postpartum mothers, 

prognosis is excellent and symptoms usually disappear after 

about the fifth day postpartum. 

Kane (1994) did not identify postpartum depression as a 

nursing diagnoses among the adult mothers. The small sample 

size for the present study of adolescent mothers could 

possibly explain this finding. As stated previously, the 

small sample size does not allow for extensive data 

analysis. 

Six adolescent mothers in the present study reported 

positive feelings about the birth experience, denied 

postpartum depression, and three of the seven reported 

Altered Body Image. All seven mothers reported a positive 

family support system, and either lived with their mother 

and father or had their mother living in their household at 

the time of assessment. All the adolescent mothers stated a 
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positive feelings regarding their ability to care for their 

infant. 

Again, the findings of the present study were 

consistent with other research studies on adolescents during 

the early postpartum period. Adolescent mothers are 

generally satisfied with the patenting role (Thompson et 

al., 1995) and frequently identify the mother of the 

adolescent as a primary source of support (Oyserman et al., 

1994; Park & Arndt, 1990). 

High Risk for Injury, identified for the infant of the 

adolescent mother related to elevated bilirubin and was 

identified as a nursing diagnoses in four of the seven R

PAATs. Physiologic jaundice occurs in 60% of the newborns 

and is frequently identified in infants between the second 

and fourth day of life, and can last up to two weeks (Busby, 

1991; Norr & Nacion, 1987). Because all assessments for 

this study were done when the infant was age seven days or 

less, this data finding is consistent with the literature 

review. The number of infants identified with jaundice in 

the present study can not be compared to the Kane (1994) 

study because the number of infants with jaundice was not 

identified by Kane. 

In comparison with the Kane (1994) study, adolescent 

mother/infant dyads in the present study were found to have 

similar nursing diagnoses in both the physiologic mode and 
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the psychosocial mode. The identified nursing diagnoses did 

differ in frequency of occurrence in both modes. 

Strengths and Limitations of the Study 

Strengths of the study exist in the use of a theory

based literature search and use of a theory-based assessment 

tool. The Roy Adaptation Model (1984) provided the link 

between theory and practice, and assisted in the recognition 

of adaptation for the adolescent mother/infant dyad in all 

adaptive modes. 

The NANDA (Carpenito, 1989) Nursing diagnoses 

identified in the present study and the in the Kane (1994) 

study were fairly consistent. However, one limitation was 

that although the use of nursing diagnoses is fairly routine 

in the health care setting, there was limited literature 

reporting the utilization of nursing diagnoses in nursing 

research. 

In an attempt to provide interrater reliability, 

identification of nursing diagnoses was performed by two 

masters prepared maternal/child nurse-educators. One of the 

nurse-educators was involved with identification of nursing 

diagnoses for the present study was also involved in the 

design and pilot testing of the R- PAAT (Jones & Manke, 1990) 

and identified nursing diagnoses for the Kane (1994) study. 

Interpretive reliability, measured by the frequency of 

nursing diagnoses identification by the nurse-educators was 
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not consistent in all areas for both identifiers. 

Identification of three nursing diagnoses was more frequent 

in all R-PAATs (1990) by one of the nurse educators. 

Several influences could affect the interpretive reliability 

for the present study. The nurse-educators nursing practice 

background, familiarity with the R-PAAT, prior use and 

understanding of nursing diagnoses, and current literature 

review on the topic of adolescent mother/infant dyads could 

influence the identification of nursing diagnoses. 

A second potential weakness of the study was the small 

sample size. The small sample size may have obscured 

identification of potential problems or adaptation and 

limited the analysis of data. Another potential weakness 

was the identification of nursing diagnoses from the R-PAAT 

(Jones and Manke, 1990). Although the literature search 

supported the nursing diagnoses identified for the present 

study, the identification of nursing diagnoses varied with 

the nurse-educator. Interpretive reliability could alter an 

assessment outcome and fail or minimize identification of 

problems or adaptation. 

Implications for Nursing Research and Practice 

Designing a study based on a theory and conceptual 

model is a relatively new idea in the nursing profession. 

The Roy Adaptation Model (1984) is one of the more 

frequently used models (Burns & Grove, 1993). For the 
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present study, all modes of the Roy Adaptation Model were 

utilized, although three modes were combined into a single 

psychosocial mode because of the over-lapping of the 

criteria within the modes. The framework for the present 

study was the same as for a pilot study (Jones & Manke, 

1990) and the Kane study (1994). 

Use of the conceptual model provided an organized and 

systemic approach for the literature search. The Roy 

Postpartum Adaptation Assessment Tool (R-PAAT) designed by 

Jones and Manke (1990) was based on the Roy Adaptation Model 

(1984) and provided an organized and systemic approach for 

the data collection. All modes of the Roy Adaptation Model 

were included in the R-PAAT and assessed for each client. 

Nursing diagnoses were extracted from the adolescent 

mother/infant dyad's R-PAAT as a way of identifying problems 

or potential problems identified during the mother/infant 

assessment. Identification of nursing diagnoses was 

inconsistent for several of the dyads, and might have been 

influenced by the background of the person identifying the 

nursing diagnoses. The use of nursing diagnoses for 

identification of adaptation was somewhat inconsistent, 

confusing and difficult to interpret. Wellness nursing 

diagnoses were not identified for the adolescent 

mother/infant dyad. For example, Kane (1994) identified 

Effective Breast-feeding for the adult mother/infant, a 
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nursing diagnoses not identified for the adolescent 

mother/infant dyads. Most other nursing diagnoses were 

consistent for the comparison of adult mother/infant dyads 

and the adolescent mother/infant dyad, although order of 

identification did vary. 

The use of nursing diagnoses was not readily located 

in the literature search, few studies have utilized the 

application of nursing diagnoses in nursing research. 

Implications for Nursing Practice 

Based on the findings of this investigator, nurses are 

encouraged to use a theory-based assessment tool. The 

comprehensiveness of the R-PAAT did provide a holistic 

postpartum assessment. Nursing diagnoses identified from 

the adolescent mother/infant dyad R-PAAT were consistent 

with the literature review and the Kane study (1994). The 

time needed to complete the R-PAAT was not assessed in the 

present study, although Kane (1994) did compare the R-PAAT 

with a home health assessment tool and found the R-PAAT to 

take more time to complete. 

During the home visits made by this researcher, 

frequently the adolescent mother/infant dyad was visited and 

assessed by other home health agencies. In addition, the 

adolescent mother/infant dyad return to the obstetrician and 

pediatrician within the first postpartum week. Providing an 

initial comprehensive assessment for the adolescent 
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mother/infant dyad could eliminate or reduce the need for 

frequent postpartum visits. The reduction in postpartum 

visits could reduce postpartum fatigue and provide more time 

for attachment and meeting nutritional needs, and additional 

adaptation for the dyad. Because of the comprehensiveness 

of the R-PAAT (Jones & Manke, 1990) all postpartum nurses 

could provide a more holistic assessment. The assessment 

could be initiated in the clinical setting and forwarded to 

the home health agency and physician, thus reducing 

assessment time. Assessment of the mother's background, 

economic and physical resources, ethnicity of the mother and 

father, and cultural beliefs would remain the same. 

Relaying the assessment information from one agency to 

another would provide consistency of data and allow each 

agency an opportunity to follow-up on the prior agency's 

recommendations. For example, if the adolescent reported a 

positive family support system, the following assessment 

would be following-up. Although the adolescents in the 

present study reported a positive family support, usually 

from their mother, several stated their mother would only be 

available for a limited time. Because the adolescent is 

more likely to need guidance for patenting skills, 

assessment of family support and availability of the 

resources is important for the adolescent mother/infant 

dyad . 



138 

Implications for Nursing Research 

Further investigation of postpartum adaptation in all 

ages and ethnic groups is needed. The increase in single, 

adolescent mothers, short hospital stay, and restriction of 

medical services has created a potential crisis for the 

adolescent mother/infant dyad during the early postpartum 

period. Researchers are urged to conduct a similar study, 

using a larger, more diverse ethnic population. In 

addition, including a follow-up longitudinal design would 

further assess the mother/infant dyad'' adaptation. 

Nursing diagnoses, used for the present study identify 

problems or potential problems. Perhaps a focus on wellness 

and adaptive responses important to the adolescent would 

provide researchers with more insight on the adaptation 

process in the adolescent mother/infant dyad during the 

postpartum period. Evaluation of adaptation is consistent 

with the first level of assessment in the Roy Adaptation 

Model (1984). 

Summary 

The interpretation of data analysis, strengths and 

limitation, implications for nursing practice, and 

recommendations for future research were presented. This 

study provides additional credibility for the development 

and use of conceptual models and theory-based research in 

nursing. 
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POSTPARTUM ADAPTATION ASSESSMENT TOOL 
(PAAT) 

Jones/Manke 1990 
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Baby's Name: 

Address ----------------------------~------ Phone ______ _ 

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

A. Physiological Mode of Adaptation 

l. 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: 

3. 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: 

frequency: ________________ _ 
consistency: _______________ _ 
(Taking PNV/ Fe?) ________ __ 

b. Urination 
color/ concentration? ____________________ _ 
Frequency? Urgency? ______ Pain? ____ __ 
Stress incontinence? ______________________ _ 
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Jones/Manke 

5. Activity and Rest 
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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,lurnps,tenderness) 

b. Fundus: __ Firm __ Boggy __ Not palpable 

Position=~------------------------------

c. Lochia: rubra serosa alba 
Amount: _light - mod. --heavy 
Odor: 

s. Appointment for Postpartum checkup? ___________ __ 
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B. Psychosocial Hodes of Adaptation 

1. Self-Concept Mode:(Body Image) 
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"What thoughts and feelings do you have when you 
think about your childbirth experience?" 

"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: 

11 How do you feel about your ability to take care of 
your baby so far'?" 

"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? 

J. 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?" 
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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? yes no 
Cyanotic nails? yes no 
Flared nares? yes no 
Grunting? yes no 
Retracting? yes no 

Mucous Membranes: ~----------------------~ Extremities: Temperature: warm cool 
Color: pink ~mottled 

b. Nutrition: 

Birthweight: ____ ~--- Length=~-------
Current weight: ______ Length: _______ _ 
Caloric Requirements: ________________ ___ 
Anterior Fontanel: ---------------------(Hydration) 

________ Breastfeeding 
I of feedings in 24 hours: -----------------Leng th of time at breast each feeding--____ __ 
Effective sucking? __ -:-~~-· ------------------
Appropriate positioning?~~----------------
Supplementing with foi,nula? 

_______ Bottlefeeding 
I of feedings in 24 hours: ___ ~----------------
Type of Formula: ___ ~--~---------------------~ Amount at each feeding? oz 
Holding baby to feed? _________ ...;.. __________ __ 
Propping bottle? Solid foods? _________________________________ __ 

Feeding Problems?~--------~---------------
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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: Lesions? ~---------- --------------
Head: normal? ----

----cephalohemotoma? 
_____ caput succedaneum? 

discoloration? ---_____ jaundice? _______________________ __ 

Umbilical stump condition: 
Care? --------------------

Circumcision? 
Care? -------------------------------

t. Endocrine Function 

Boys: Testes descended? ---------------------
Girls: Vaginal discharge? __________________ _ 
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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 Cata: 

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? 
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2. Economic/ Physical Resources: 

a. Sources of Income: ____ ------------------~ 

146 

b. 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! 

l. Nursing Diagnosis=~------~---------------------------------

Assessment: 
Subjective Data 
Objective Data 

Goals: 

Plans/ Interventions: 

Evaluation: 

2. Nursing Diagnosis •••••• etc. 
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THE UNIVERSITY OF 

Human Subjects Committee 

12 July 1996 

ARIZONA® 
HEAL TH SclE.NCES CENTER 

, j JSJOiF 

1622 E. Mabel St. 
Tucson, Arizona 85724 
(520) 626-6721 

Linda R. Reynolds, B.S. 
c/o Elaine G. Jones, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: HSC A96.71 EARLY POSTPARTUM ADAPTATION OF ADOLESCENT MOTHERS 
AND THEIR INFANTS 

Dear Ms. Reynolds: 

We received your above cited research proposal. The procedures to 
be followed in this study pose no more than minimal · risk to 
participating subjects. Regulations issued by the U.S. Department 
of Health and Human Services [45 CFR Part 46 .110 (b)] authorize 
approval of this type project through the expedited review 
procedures, with the condition {s) that subjects' anonymity be 
maintained. Although full Committee review is not required, a brief 
summary of the project procedures is submitted to the Committee for 
their endorsement and/or comment, if any, after administrative 
approval is granted. This project is approved effective 12 July 
'1996 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Sincerely yours, 

t«L~F~ 
William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:rs 
cc: Departmental/College Review Committee 
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Date: July 10, 1996 

To: University Medical Center 

From: Linda Rae Reynolds, R.N., B.S.N. 
University of Arizona 
College of Nursing 
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Re: Permission for access to medical records during July and 
August 1996 

Dear Committee members: 

I would like permission to access medical records of postpartum 
adolescent mothers and their infants. Clients meeting the criteria 
for selection would be: 

1) Between age 14 and 19 years 
~1 Deliverea a nealtny newoorn 
3) Infant was a vaginal birth 
45 rnfant and mother are to be discharged to home together 
5) Adolescent mother will live with her parents or legal 
guardian 
6) Adolescent mother and her mother or legal guardian can read 
and write English 
7) Adolescent mother is a primiparous 
8) The adolescent mother's residence has a phone 
9) Infants of mothers meeting above criteria 1-8 

Purpose of the access to medical records: 

I am conducting a research project titled Early Postpartum 
Adaptation of Adolescent Mothers and their Infants. 

Purpose of research study: 

The project will provide a better understanding of early postpartum 
adaptation of adolescent mothers and their infants. The Roy
Postpartum Adaptation Assessment Tool (R-PAAT) (copy attached) will 
be used to evaluate early postpartum adaptation of adolescent 
mothers and their infants. 

The R- PAAT health assessment tool is a theory based assessment tool 
developed at the University of Arizona by E. Jones, Ph.D., R.N. and 
G. Manke, M. S., R.N.. The R-PAAT health assessment tool was 
initially used for home postpartum visits by B.S.N. students at the 
University of Arizona. 
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Early postpartum adaptation of adolescent mothers and their infants 
is one study in a series of three studies. The first study using 
the R-PAAT health assessment tool was conducted by Maureen Kane 
M.S., C.N.P., R.N. in 1994. The Kane (1994) study assessed adult 
mothers and their infants and compared the usefulness and 
efficiency of the R-PAAT health assessment tool with a health 
assessment tool currently used by a local home health agency. Kane 
(1994) found the R-PAAT health assessment tool took more time to 
use but, the nursing diagnoses derived from the R-PAAT included 
some diagnoses not found by the home health assessment tool. For 
example, the nursing diagnosis of Altered Nutrition was found by 
both Kane (1994) and the B.S. N. students when using the R-PAAT 
health assessment tool, yet was not among the nursing diagnoses 
derived by the home health assessment tool. 

The result of the present study (Early Postpartum Adaptation of 
Adolescent Mothers and their Infants) will be compared with the 
early postpartum adaptation of adult mother and infant (Kane, 1994) 
study. 

The third study is using the R-PAAT health assessment tool to 
compare early postpartum adaptation of Adult Mexican-American 
Mothers and their Infants with the Kane (1994) study. 

Procedure: 

Charts of postpartum mothers and their infants will be reviewed 
during the hospital stay for evaluation of desired criteria. 

Adolescent mothers and their infants meeting desired ariteria will 
be contacted by researcher (Linda Rae Reynolds, R. N., B. S. N.) after 
delivery and prior to discharge from University Medical Center. 

Information taken from the chart of the infant of the adolescent 
will be: 

1) Infant's name/ Mother's name 
2) Infant's weight at birth 
3) Infant's length at birth 
4) Infant's color at time of discharge from the hospital 
5) Infant's respiratory status at birth and at time of 
discharge from the hospital 
6) Infant is breast-feeding or bottle-feeding at time of 
discharge from the hospital (adaptation to method of feeding) 
7) Initial physical assessment at time of birth and at time of 
hospital discharge 
B) Infant's date and time of birth 
9) If infant is male ... circumcision done? Condition of 
circumcision at time- o-f ho-sp-ital discharge 



152 

Information taken from the chart of the adolescent mother will be: 

1) Mother's name 
2) Mother's gravida and para 
3) Prenatal history and provider of prenatal care 
4) Pre-existing health problems 
5) Estimated blood loss at time of delivery 
6) Fundus, position and firmness at time of hospital discharge 
7) Amount and color of lochia at time of hospital discharge 
8) Condition of episiotomy at time of hospital discharge 
9) Condition of breast and nipples at time of hospital 
discharge 
lO}Who does the adolescent mother and her infant live with? 

All information taken from the clients' chart will be kept 
confidential. 

The adolescent mother and her infant will be assessed at their 
residence. The adolescent's mother or legal guardian will be 
encouraged to be present during the postpartum adaptation 
assessment. During the client's postpartum hospitalization a date 
and time for the home visit and postpartum adaptation assessment 
will be decided by the researcher, adolescent mother, and the 
mother or legal guardian of the adolescent mother. 

Consent for the postpartum adaptation assessment will be obtained 
from the adolescent mother and her mother or legal guardian, by the 
researcher (Linda Rae Reynolds) , prior to the assessment. The 
consent form approved by the University of Arizona will be used for 
obtaining consent from the adolescent mother and her mother or 
legal guardian. 

A copy of the project results will be presented to University 
Medical Center after completion of the study. Thank you for your 
time and consideration. 

Sincerely yours, 
, ~1"' /? 

:~ ~?\.,t-1 t d'tt:.J ;(.::£ Cj?, µ c:PS 

Linda Rae Reynofds, R.N., B.S.N. 
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SUBJECT'S CONSENT FORM 

Title: Early Postpartum Adaptation of Adolescent 
Mothers 

and their Infants 

Researcher: Linda Rae Reynolds, R.N., B.S.N. 
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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. REGULA.TLON.S RE.QUIRK WRI.TTEN INFORMED CONS.ENT ER!.OR '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 the Research: I and my infant are being invited to 
, participate voluntarily in the above-titled research project. The 

purpose of this study is to learn more about early postpartum 
adaptation of adolescent mothers and their infants. The results of 
this study will be compared with early postpartum adaptation of 
adult mothers and their infants. 

Selection Criteria: I and my infant are being invited to 
participate because /· 

1) I am between 14 and 19 years old 
2) My baby is going home with me when 24 to 48 hours old 
3) This is my first baby 
3) My baby was born vaginally 
4) I can read and write English 
5) There is a phone at home 

Approximately 30 adolescent mothers and their infants will be in 
the study. 

Procedure: If I agree to be in the study I will consent to the 
following: When my baby is 2 to 5 days of age, I will be visited 
in my home by Linda Reynolds R.N. (the investigator of this study). 
She will evaluate the postpartum health of me and my baby. 
Assessment will take about 60 to 90 minutes to complete and my 
obstetrician and my baby's pediatrician will receive a copy of the 
completed health assessment. The health assessment for me and for 
my infant will not include any invasive procedures. I have read 
and understand the questions on the health assessment guide which 
is appended to this consent form and to be used for assessing me 
and my baby. 
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Risks: There are no known risks (dangers) to me or my infant if we 
participate in the study. 

Benefits: I will receive a $10.00 gift certificate for my 
participation in the study. My baby and I will have a postpartum 
assessment at less than one week after my baby was born. A copy of 
my baby's assessment will be mailed to my baby's pediatrician and 
a copy of my assessment will be mailed to my obstetrician. Results 
of the study will help nurses, and other health care professional, 
to understand more about early postpartum adaptation of adolescent 
mothers and infants. 

Confidentiality: My name, and my baby's name will be on the 
assessment questionnaires that are given to our physicians, but my 
name and my baby's name will never be used in reporting results of 
the study. The only persons who will see the actual questionnaires 
are my physician, my infant's physician, Linda Reynolds, and the 
chairman of her research committee. The questionnaires will be 
kept indefinitely by Linda Reynolds, after the name has been 
removed. The consent form will be stored in the Office of Nursing 
Research at the University of Arizona. The questionnaire and 
consent form will not be stored together, each will be stored in a 
separate location. 

Participation costs: There will be no cost for me or my infant for 
being in the study. 

I can obtain further information from Linda Reynolds, R.N., B. S .N., 
at 626-6307 (investigator) or Elaine Jones, Ph.D., R.N. 
(Chairperson of thesis committee) at 626-6307. If I have questions 
concerning my rights as a research subject, I may call the Human 
Subjects Committee at 626-7214 . 
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Authorization: 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVIENCES, 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 FOR REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION 
DEVELOPED DURING THE 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, LINDA REYNOLDS R.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, demand, benefits, and risks involved in her participation 
and her signature is legally valid. A medical p~oble~·or language 
or educational barrier has not precluded this understanding. 

Linda Rae Reynolds, R.N., B.S.N. Date 
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SURJECT 

NlJTI$ IUG DIACJJOS IS 

TNFF:r.TION I HIGH RISK FOR I 1'1e state 1n which an 
individual is at increased risk for being 
invaded by pathogenic organ1S11s, 

Risk Factors• Inadequate priaary defenses, 
1nade~uate secondary defenses, tissue 
destruction, invasive procedures, 
insufficient knowledge to avoid exposure 
t.o pathogens. 

MO'I'HE!l . 
IIH:IT 

F llJH'i. lllGH RISK FORt INFANT A state ln 
·. 1

1:ic-h U1r• 1ndiv1d11nl ls at rl:;k of i1:jury 
st~ a re:,;ul t of environmental conditions 
1nt~r11.ct111g with the individual's adaptive 
1111d defensive resources. 

ill :,I: fti.clor: Elevated B111rub1n 
... 

hi.:;.t<l FEi;:t..: IHG, EFFECTIVEs The state in ~i~lch 
:-1 mother-infant dya.d or faaUy exhibits 
atlaquate proficiency and satisfaction with 
the breast feeding process. 

':ha1.·a cteristics 1 Proper positioning. infant 
content after feeding, appropriate infant 
weight patterns, regular and sustained 
Guckllng and swallowing at breast, effective 
mother-infant communication patterns. 
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31JB,JECT 

NURSING DIAGNOSIS I I I I I I 
BREAST FEEDING, INEFFECTIVE, The state in which I ----.f-- r·---·-r-----1-----J.---

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 
sore nipples beyond the first week or breast
feeding. 

r·'Llll: '.'0Ll'~1E EXCESS/DEFICIT, The state in which 
'1.1 1 1:• d.:... vldual is elther experiencing vascular, 
c~llular, or intracellular dehydration or 
or is experiencing increased fluid retention 
and edema, 

flbk Factors (Deficit) 1 Deviations affecting 
~ccess to or intake of fluids, 1,e. physical 
imnobillty, factors influencing fluid needs, 
1.~. hypermetabol1c state, knowledge deficiency 
r~l~ted to fluid volwne. 

llllTl<ITim:. AL1ERED1 lESS THAU BODY REQUIREMENTS1 
The state in which an individual experiences 
an intake of nutrients insufficient to meet 
metabolic demands, 

Characteristicsa Reported inadequate food 
intake less than the RDA, reported or evident 
lack of food, aversion to eating, lack of 
infonation, m1s1nfomatlon, 

I 
I 

~ ....... 
VI 
\0 



SUBJECT 

mJRSIHG DIAGNOSIS 

COtlSTIPATION 1 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, 11le state in which 
the individual experiences incomplete 
emptying of the bladder. 

Characteristics a Bladder distention,.eaa.11, 
frequent voiding or absence <Jf urine output, 
sensation of bladder fullnes::;, dysurla. 

F'A1T~I l';:: f,.1; overHhelJr,1ng sustained sonG/3 of 
exhaustion o.nd decreased capacity for 
physical and mental work. 

Charoctcristics1 Verbalization of an 
unremitting and overwhelming lack of energy, 
inability to maintain usual routines, 
increase in physical complaints, emotionally 
la~ile or irritable. 

---
:.,IEEP Fl,TIERU DISnJRBAt~CE 1 Disruption of' 

sleep time causes discOlllf'ort or interferes 
with desired life-style. 

Characteristics1 Interrupted sleep, verbal 
complaints or not feeling well rested, changes 
in behavior or performance 

PAIJ:: A state in which an 1nd1v1du&l experiences 
and reports the presence or severe discomfort 
ot' a1·. uncomfot·tablo sensat 1on. 

Ct ·1 i·a ct er1at1cs a Co111111unicaU on of pain 
d·~::,criptors, guarding beha·.lor, narrowed focus, 
d\ !:; traction behavior, 1,e, 111oari1ng, restlessness, 
facial mask of pa.in 
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---------·------
IIIITta::i; DHGrJO:a~ 

n::;;.UE U'IECRIT'i, IMPAIRED1 A state in which the 
j ndi •1idual' s skin is adversey altered. 

Gharad.cr1st1cst Disruption of skin surfaces, 
des1.ruct1011 of skin layers, invasion of 
body structures, • 

1301''! U-:···GE DI::;TIJRBAtlCE I Disruption in the way 
on'!! perceives one's body 1maee. 

1~ha?·;1cterlGlics1 Change in s od.al involvement, 
focus on par;t appearance, rr.: ·:ccupati.on with 
ci ,a :u:,e, feelin~s of helplessi, -:s or hopelessness. - ·-··- ---- __ _.,.. ______ ··--• -··· 

l't,it.:--~LG, /ILTE!tEll1 HIGH RISK FOR, ACTUAL1 The 
ct:'t~ in which a nurturing figure 1s at risk 
fer or is actually experiencing an inability 
t.o create an environment that promotes the 
" r,timwn growth and development of another 
hwnan being, 

Cha1·acterist1cs1 Lack of' parental attachaent 
beh~viors, inappropriate visual, tactile, or 
auditory stimulation, negative 1d.ent1!1cat1on of 
infant's characteristics, constant verbalization 
of d1sappoint~ent in gender or physical 
characteristics of the infant, verbalization of 
resentment toward the infant, verba.11zat1on of 
role inadequacy, inattentiveness to infant's 
needs. 

~.F,XU.&LITY PATIERH:3, AL'mRED1 The state in which an 
1::dividual expresses concerns regardimg t.1 s or ... 
t·, ' l" sexuality. 

Ch:~ ,·adcr1.stics1 Reported difficult1ea, ltiri1t.at1ons, 
c .. changes in sexual behavl r r· s ot· act1Y1.t1es. 

Rel~ tod f'actors1 Lack of priv.:.. -:-.:;. 1.llpaired 
rel~lionshlp with a signiflcant other. ..... 

°' ..... 



::,~~~~---·-· - ····------------------r-----~--------------~ ----
tJIJn~auc UIAGNoIT!f; ____ , t---- -

--t:NOWIEDGE IEFICITs The situation in which the I • I. I I · ·- ·- ··· 
individual experiences a lack of information 
or has difficulty in applying inforJ1Btion, 
thus increasing the risk of actual ~ompromise 
in health care. 

<:haracteristicsa Verballza.tion of the problem, 
inaccurate follow-through of instruction, 
.ltv1.ccuratc performance of task, inappropriate 
or· oxag~crated behav1crs, i.e. hysterical, 
ho~tile, a~itated, or apathetic. 

!-10Tl:!~f; 'S SELF-CARE 

rm:,• !lT CARE 

~ .. 

I 
I I I -· ~~- I 

,\ :;x l i:: i'Y : /1. vague uneasy feeling whoso source is 
often nonspecific or unknown to the individual. 

Gharacteristicsa Increased tension, apprehension, 
feelings of inadequacy, expressed concerns res 
changes in life events, 

Flcbted Factors1 Threat to self-concept, change 
in role functioning, change in interaction 
patterns, situational or maturational crises. 

F~HILY PROCESS, AL1ERED1 The state in which a 
fa~ily that normally functions effectively 
experiences a dysfunction. 

Characteristics1 Family system unable to aeet 
the physical, eaotional and spiritual needs 
of its me11bers, family unable to adapt to 
change constructively, raaily falling to 
accomplish current or past davelopnental task. 

...... 

°' N 
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OTHERs Any nursing diagnosis not 
listed above, · 
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