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8. "there are appropriate activities and current materials to
support patient and family education." (C.C.H.A. 1993: 20)
This standard is interbreted as follows:
8.1 "There is evidence of involvement of the appropriate
disciplines in patient/family education
8.2 Patient and family education includes health promotion and
illness prevention information
8.3 Education activities and materials reflect current scientific
research..." (C.C.H.A. 1993: 21).
Given these requirements there is an obvious emphasis on effective
patient teaching; nurses, as part of a multidisciplinary team, have a
clear mandate to take on the function of providing this education to
the families under their care.

The Research Question

The choice of appropriate teaching methods and media for the

hospitalised, postpartum woman must take into account both patient and
nursing needs. Patient readiness to learn must be considered, and the
teaching methods and media selected must_be capable of attracting and
holding the patient’s attention. From the nurses’ perspective, their
ability to provide appropriate patient education is constrained by
staffing ratios and by expectations of tasks to be completed during a
particular shift. Group classes or teaching media, such as closed
circuit television (CCTV) or written materials may be useful in
supplementing one-to-one instruction by a nurse. Cost and efficiency
of teaching methods must also be considered, as cutbacks to hospital

budgets increase pressures to improve nursing productivity.
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nurses’ involvement in two dimensions: one as the facilitator of
patient-centered learning and the other as the active communicator of
knowledge directly to the patient/family.

Nursing involvement/responsibility

Given that the patient has the right and the ability to know
about her condition and treatment, what are the nurses’ obligations in
this regard? There is no gold standard telling the nurse what to do
in any given situation; rather, the interaction between patient and
teacher is situation specific. However, there are certain governing
principles which can be invoked.

Nurses have a moral responsibility to ensure the patient’s right
to know as outlined in the Guidelines for Ethical Behaviour in
Nursing, issued by the College of Nurses of Ontario, (1990). 1In
addition, competent care, accountability, confidentiality and
truthfulness are all discussed in this document. The nurse must be
able to develop a well-reasoned logical framework within which to
express his/her thoughts and concerns and he/she must learn something
of political expedience when selecting a topic. Some situations are
ripe for a one-on-one discussion, while others may require the
involvement of other members of the therapeutic team. Most
importantly, the nurse must develop skills as a Tistener. He/she must
be able to facilitate discussion, and always be open to the patient’s
perspective of the situation. Lastly, he/she should be constantly
evaluating the learning experience, in the light of new insights or

perspectives offered (Daniels, 1985).
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Past Experience

Strongly allied to the importance of self-confidence is the
role of past experiehce in the learning process (Daniels, 1985).
Because of this impact, she believes an assessment of the patient’s
learning background should precede any formal education programme.
Included in this assessment should be the emotional component of
previous learning. What factors produced anxiety or the feeling of
threat? The importance of levels of achievement cannot be
overlooked. The patient’s attitude to new learning will be influenced
by past successes or failures. How does the patient perceive she
learned best in the past? Does she prefer reading material or audio-
visual material? Is she more comfortable in a group, or in an
individual learning environment? What time of day can she concentrate
best, and for how long? What does she do when she does not understand
something? What teaching behaviours did she find helpful? Further
stress induced by the teacher would be counterproductive to learning
(Daniels, 1985).

It might, therefore, be helpful to have a questionnaire
assessment tool to precede the programmed learning offered via CCTV or
group classes. This information would give the nurse an empathetic
understanding of the significance of past Tearning experiences to her

patient.

Theory in relation to practice - Teaching/learning methods.

Armed with an understanding of the adult learner and a working
knowledge of basic educational theory, nurses have still to

incorporate theory into action. How can they best translate knowledge
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and resolve problems that may be antecedent to maladaptive responses.
At the same time, individuals are taught general skills that will
enable them to deal more effectively with future problems (D’Zurilla,
1986). Thus there is potential for the promotion of psychosocial
adaptation beyond the period of time within which formal post-partum

teaching takes place (Sword, 1990).
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the information presented is provided later in one-on-one teaching
sessfons, similar to the process with CCTV instruction.

For the purposes.of this study to ensure the standardization of
information shared, the general guidelines for infant bathing were
distilled into a specific format, to be followed by whichever nurse
was teaching the class (Appendix G). This was done to eliminate, as
far as possible, the individual variations of style and content
between the nurses conducting the classes. This resulted in an
average class length of 30-35 minutes. Once the control group had
completed the content and attitude questionnaires, they were given the
printed guidelines to take home. The intent was to reinforce the
teaching which had taken place and to provide a ready reference for
successful problem solving. The approach to learning more closely
paralleled what Mezirow (1981) defines as instrumental or "how to"
learning, that is, it builds on what individuals already know and
takes place within a structure of acquired frames of reference. The
meaning perspective is taken for granted and generally does not

change.

Subjects
The study population included post-partum patients who had

experienced both vaginal and Caesarean section birth and who met the
following criteria (see also Appendix A):

1. The parent was the natural mother of the infant.

2. The parent was capable of understanding spoken English and was

capable of communicating responses to the questionnaires.
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The content quiz component, also in questionnaire form, was

based on information presented in the CCTV videotape. Both these
instruments were developed by Ms. Ellen Leff for her 1988 study
conducted at the Medical Center of Vermont. Written permission to use
them for this study was obtained from the author, and they are
reproduced in full in Appendices E and F. The baseline
sociodemographic inventory (Appendix D) was administered in hospital
to all subjects. This data was used to describe the characteristics
and representativeness of consenting subjects, and to assess the

comparability of the two study groups.
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3. genital cleansing, both sexes
4. cord cleaning/care

In addition, a total of 17 respondents identified a gross lack
of knowledge about all aspects of bathing a baby. Surprisingly, these
were not all "first time" mothers, but included several who had
forgotten the skills learned from a previous birth.

Due to the large number of nursing staff involved in teaching
the classes, no attempt was made to examine scores for subgroups of
subjects taught by individual nurses. The power of statistical tests
would be 1low due to small sample sizes. To enhance the
reproducibility of the data, it might be useful to identify expert
teachers beforehand to see whether learning is greater for subjects

taught by experienced teachers.
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shorter length of stay for women and in particular, multiparas. Some
of the women who agreed to take part in the study may have had their
perceptions altered by pressure to conform to an artificial learning
time-frame. Their responses to the learning questionnaire (content
quiz) may also have been negatively influenced by this event.

Study results may also have been confounded by lack of control
over co-intervention. For instance, 61% of respondents were
multiparas and no attempt was made to measure knowledge 1levels
beforehand. For most of the subjects then, some of the infant care
skill content was already familiar, and the new content probably more
easily learned. Contacts with other health care professionals, i.e.,
family physicians, paediatricians, etc., hospital roommates and/or a
variety of written materials may have led to informal information-
sharing and resulted in unequal learning between the groups.

In an attempt to overcome the limitations related to the
population and setting, three different measures of learning were
used. The self-report measures indicate that learning did occur as a
result of attending the class (the mean was near the middle of a scale
from "a great deal" to "nothing new") with primiparas feeling they
learned more than multiparas, although their quiz scores were lower.

Twenty-five different nurse teachers took turns presenting the
live class during the study period. Although the content was
consistent with each presentation (Appendix G), their teaching styles

varied widely.
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APPENDIX F

Date:

Class seen: CCIV live STUDY #

————

THE MISSISSAUGA HOSPITAL
CONTENT QUESTIONWAIRE

PLEASE CIRCLE THE REST ANSWER POR EACH QUESTION:
1. The best time to bathe your baby is:
a. before feeding
b. Jjust after a feeding
€. in the morning
d. doesn’t matter
2. ¥What part of the bady should you wash first?
a. bhair
b. eyes
c. diaper area
d. doesn’t matter
3. Clean around the baby’s umbilical cord (navel) with:
a. alcohol
b. Bacitracin ointment

c. soap and water only
d. do not clean the area until the cord has fallen off and the arsa is healed

4. Which is the safest method of checking a baby’s teamperature?
a. oral (thermometer in mouth)
b. rzrectal
c. axillary (under the arm)
d. doesn’t matter
S. Newborns usually cry loudly when being bathed.

a. true
b. false

6. Por a baby boy (not circumcised) avoid pulling back the foreskin.

a. true
b. false

7. Newborn girls may normally have swollen labia.

a. true
b. false

8. You should notify the doctor if your baby girl has a small amocunt of blood tinged
mucous from the vagina.

a. ¢true
b. false

9. It is important to give your baby a bath every day.

a. true
b. false
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® don’t be concerned - this is a normal body secretion;

® the penis is easily irritated by urine, stool and diapers,
so frequent washing of the genital area is important;

® wash, rinse, and dry your baby’s penis along with the rest
of his bottom at every diaper change and during daily bath;

IT IS IMPORTANT TO REPORT TO YOUR DOCTOR AT ONCE IF:

® there is ballooning of the foreskin when your baby passes
urine;

® if he is dribbling when he passes urine;

® if there is blood in the urine;

® if there is any discharge from his penis.

CIRCUMCISED MALE:

® if your son has been circumcised, you will need to be
careful not to irritate the circumcised area;

® carefully clean any feces from the circumcised area.
Cleanse the rest of the genitalia, rinse tyice and pat dry;

® wash over the perineum front to back, and then wipe the
anus, and between the fold of the buttocks. Pat dry with
the towel; .

® apply a liberal amount of vaseline around the head of the
penis for 2-3 days to prevent it from sticking to his
diaper.

IF THE CIRCUMCISED AREA STICKS TO THE DIAPER, DO NOT PULL THE

DIAPER OFF. SOAK IT OFF.
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16. NAIL CARE

you may cut your baby’s nails by using a pair of baby
scissors or nail clippers. This is best done when he is
asleep;

cut his nails straight across and not too close to the skin
to prevent cutting his skin;

if baby is scratching himself, you may cover his hands with

a pair of baby socks, mitts or his gown or sleeper.

17. WRAPPING YOUR BABY

most newborn babies feel more secure if they are well
wrapped. As your baby gets older you will find he would

probably prefer more room to kick and move his arms around.

18. HANDLING YOUR BABY

although small, babies are not as fragile as they sometimes
seem. They should be handled gently of course, but firm,
smooth handling will help them feel secure;
there are no right ways of turning, lifting or holding your
baby, but several points should be kept in mind:

His head and buttocks need to be supported;

Babies are wiggly and can push themselves out of your

grasp;

It is easier to pick up a baby from the supine position

than from the side-lying or prone position;




19.

a3
4. A suggested way to 1ift your baby is to place one hand
under his neck to support his head and shoulders and the
other hand under his buttocks to grasp the opposite
thigh. You can then 1ift the baby to a holding position
or move him from one place to another.
® a useful position for holding or carrying your baby is the
football hold.
TAKING YOUR BABY’S TEMPERATURE

® many occasions will arise when you will want to take your
baby’s temperature

® take baby’s temperature if he is fretful, warm or shows any
sign of illness;

® take baby’s temperature rectally with a rectal thermometer;

® for easy insertion lubricate the thermometer with petroleum
jelly;

® if your baby’s temperature is over 100.1° F (37.8° C) call

your doctor.



















