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Abstract 

Studies of the relationships among postpartum women's health status, stress, 

social support, and self-esteem are limited, particularly in the area of rural postpartum 

women's health. In 2001, a prospective cohort study was conducted in Saskatoon, 

Canada to determine the relationship between postpartum length of hospital stay and 

maternal and infant health outcomes with 150 early (less than 48 hours postpartum) 

and late discharge (greater than 48 hours) postpartum women. For this thesis, a 

secondary analysis was undertaken to assess the relationships among stress, social 

support, and self-esteem and to determine predictors of stress at four months 

postpartum between rural and urban postpartum women who participated in the study 

in the immediate postpartum and at four months postpartum. The sample used in this 

secondary analysis (N = 101) consisted of 63 urban and 38 rural participants. The 

Prenatal Psychosocial Profile (PPP) instrument was used to measure levels of social 

support and self-esteem in the immediate postpartum period and stressors/hassles at 

birth and four months postpartum, using rating subscales. Rural and urban groups did 

not differ significantly in their total mean score differences from the first interview to 

the four-month interview. At four months postpartum, both rural and urban groups 

experienced higher stress due to money worries and feeling generally overloaded 

compared to the time of the first interview (p < 0.05). Rural and urban groups 

experienced moderate to high satisfaction with social support in the immediate 

postpartum, although the rural group had lower satisfaction scores with the scale items 

"goes out of his/her way to do special or thoughtful things" and "tolerates my ups and 

downs and unusual behaviours" (p < 0.05). Self-esteem scores did not differ between 
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groups. The best predictors of maternal stress at four months postpartum were age, 

marital status, income, and ethnicity. Older single, Aboriginal single, and higher 

income single women were more likely to report stress (p < 0.05). The findings 

indicate the need to target these women, in both rural and. urban populations, for 

psychosocial support in the postpartum period. 
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Chapter 1: Introduction 

1.1 Introduction to the Problem 

The postpartum period is a time of intense emotional, physical, and 

psychological adjustment for the new mother. During this life transition, women 

experience unique stresses and trials in adjusting to motherhood. Nurses play an 

important role in guiding, educating, and supporting women in their postpartum 

adjustment. It is crucial for nurses to understand the experiences of postpartum women 

to be able to provide the best possible care for these women. Limited research is 

available about how women cope with the numerous changes involved in the year 

following childbirth. From the postpartum literature that is available, there is little 

written on how postpartum rural women in particular adapt and adjust in the 

postpartum period. Rural postpartum women are faced with maternal stresses as well 

as unique stresses due to rural living. 

There is no universally accepted definition of 'rural'. Defining 'rural' is 

difficult because there is such diversity in people, land, and communities. As well, the 

definition of 'rural' is very research dependent. For example, Fellegi (1996) suggests 

that low population density and distance or remoteness of a population centre from 

another population centre determines how rural an area is. Bollman and Biggs (1992) 

define 'census rural populations' as those persons who live in areas that have less than 

1000 people and have a population density of less than 400 people per square 
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kilometre. Another term used is 'rural and small town' (RST), which .refers to the 

population living in towns and municipalities outside the commuting zone of centres 

with a population of 10,000 or more (duPlessis, Beshiri, Bollman, & Clemenson, 

2001). Thus, there are many definitions of rural. For this study, 'rural' was defined as 

residing on a farm, First Nations reserve, or in a small town with a population of less 

than 10,000 people. In 1996, 54% of Saskatchewan's total population lived in rural 

areas (Beshiri & Bollman, 2001). 

Although every rural area is unique, there are some shared characteristics 

among rural people. Few formal health care providers and great spatial distances may 

limit access to formal health and social services (Weinert & Long, 1993). Traveling 

can be difficult because of variability in weather and road conditions (Bushy) 1994a). 

Rural people are generally hardworking and tolerate difficult conditions and 

circumstances (Bushy; Magilvy & Congdon, 2000). 

A common characteristic of rural communities is close relationships among the 

community members and families (Bigbee, 1993). Family is highly valued by rural 

people (Bushy, 1994a). Informal supports such as family and friends are the preferred 

sources of help and support in dealing with health problems (Weinert & Long, 1993). 

Rural people value community independence and self-sufficiency. 

There are characteristics that may negatively affect the health and well being 

of the rural population as a whole. Compared to urban people, rural populations have 

lower average incomes and higher unemployment rates (Bavington, 1994; Rupnik, 

Thompson-James, & Bollman, 2001 ). Rural people have lower education levels, 

poorer housing, and shorter life expectancies than urban people do (Bavington). 
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Limited use of preventative health services is an issue, and rural people have been 

shown to use seatbelts infrequently and to exercise irregularly (Bavington). Health 

promotion and health education are more limited in rural areas than in urban settings 

(Jennissen, 1992). 

Both rural and urban postpartum women encounter tough challenges in the 

postpartum period. Postpartum women are faced with stressors such as fatigue 

(Fishbein & Burggraf, 1998; Gjerdingen & Chaloner, 1994b; Harrison & Hicks, 1983; 

Horowitz & Damato, 1999; Killien, 1998; Martell, 2001; Ruchala & Halstead, 1994), 

physical concerns (Harrison & Hicks; Martell), maternal role adjustment (Fishbein & 

Burggraf; Flagler, 1990; Grace, 1993; Harrison & Hicks; Horowitz & Damato; 

Mercer, 1985; Wilson et al., 2000), and managing the demands of returning to work in 

the postpartum period (Gjerdingen & Chaloner 1994a; Harrison & Hicks; Horowitz & 

Damato). 

Over half of Saskatchewan's rural population, or approximately 200,000 

people, are female (Saskatchewan Women's Secretariat, 2001). Rural women may 

face additional stresses of economic burdens (Bigbee, 1988; Jennissen, 1992), greater 

care-taking responsibilities than urban women (Bushy, 1998), limited social support 

(Bushy, 1990, 1Q93), limited access to healthcare (Bushy, 1998; Omar, Schiffman, & 

Bauer, 1998), and limited mobility (Jennissen, 1992). 

A discussion of the populations that live in Saskatchewan Aboriginal 

communities is warranted, as this rural population is distinct from the rural non

Aboriginal population. Aboriginal people (which includes First Nations, Metis, and 

Inuit peoples) in Saskatchewan comprise 13.5% of the total population (Saskatchewan 
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Government Relations and Aboriginal Affairs, 2003). Just over half (52%) of the 

Saskatchewan Aboriginal population lives on reserves (Saskatchewan Government 

Relations and Aboriginal Affairs). Aboriginal people are generally younger and have 

lower incomes and less education than non-Aboriginal people in Saskatchewan 

(Saskatchewan Government Relations and Aboriginal Affairs). The Aboriginal reserve 

population has even less education and greater unemployment than the Aboriginal off

reserve population (Saskatchewan Government Relations and Aboriginal Affairs). 

There are 55,800 Aboriginal women in Saskatchewan, and 32% of them live 

on a reserve (Status of Women Office, 2003). Aboriginal women under age 30 account 

for 67% of the total female Aboriginal population (Status of Women Office). In 1996, 

13% of Aboriginal women were single parents compared to 5% of non-Aboriginal 

women (Status of Women Office). Aboriginal women are highly mobile, and between 

1991 and 1996, 58% of Aboriginal women moved to a different home compared with 

37% of non-Aboriginal women (Status of Women Office). Saskatchewan Aboriginal 

women have lower education levels and higher rates of unemployment than non

Aboriginal women (Status of Women Office). In Canada, Aboriginal women have 

higher birth rates, lower life expectancy, and higher rates of circulatory problems, 

respiratory problems, diabetes, and cancer of the cervix than the rest of the general 

female population (Health Canada, 2002). Canadian Aboriginal women are faced with 

higher rates of mv I AIDS, partner/spousal violence, suicide, alcohol abuse, and drug 

abuse than non-Aboriginal women (Health Canada). 

Saskatchewan is composed of a diverse mix of urban and rural women who 

come from locations such as urban cities, small towns, farming areas, and Aboriginal 

4 



communities. It is important to. identify the unique and potentially different needs of 

rural and urban postpartum women. Learning more about the psychosocial challenges 

that Saskatchewan postpartum women face enables nurses to create care delivery plans 

that best support women in their adjustment to the motherhood role. 

1.2 Statement of the Problem 

Maternal adjustment to the postpartum period takes longer than the 

traditional six weeks suggested in previous literature (Tulman, Fawcett, Groblewski, 

& Silverman, 1990; Walker & Wilging, 2000). Health follow-up of postpartum 

women generally occurs early in the postpartum period, but rarely extends past two to 

three weeks after childbirth. Postpartum women continue to face mental and physical 

health, lifestyle, and parenting concerns beyond six weeks postpartum and early 

postpartum visits (Walter & Wilging). Stress, social support, and self-esteem are 

critical factors to consider for postpartum women in their adaptation to the postpartum 

period (Beck, 1999). Limited research is available about how rural and urban women 

cope with the numerous changes involved in the postpartum period. Further study of 

women's experiences in the postpartum period is needed to understand whether 

additional nursing follow-up and interventions should be provided to assist women in 

achieving high level postpartum health and successful postpartum adaptation. 

1. 3 Purpose of the Study 

The purpose of this secondary analysis was to assess the variables of stress, 

social support, and self-esteem in rural and urban postpartum women. The data for the 

secondary analysis was accessed through a study conducted at Royal University 

Hospital on the relationship between length of hospital stay and maternal and infant 

5 



outcomes. The principal investigator was Dr. Debbie Mpofu, who is currently the 

Provincial Perinatal and Infant Health Coordinator for Saskatchewan Health. At the 

time of the study, Dr. Mpofu was a Post-Doctoral Fellow at the Institute of 

Agricultural Rural and Environmental Health, University of Saskatchewan. 

1. 4 Need for the Study 

There is a limited understanding of how Saskatchewan women adapt to the 

postpartum period and the possible challenges these women are facing. Saskatchewan 

women may experience the postpartum period differently than women of other areas, 

so it is- important to examine psychosocial issues that are significant for rural and 

urban women of this province. There is a gap in the scientific literature about how 

women's health is affected by rurality. Postpartum women in rural areas may be at 

increased risk for isolation, decreased social support, economic burdens, and childcare 

stress. More nursing research is needed to understand whether these factors are 

pertinent concerns of rural women, and how the factors may affect their health status. 

Further knowledge of needs of postpartum women will enable nurses to provide the 

most up-to-date, appropriate, timely care possible to assist women in managing 

challenges in the postpartum period. The nursing profession must examine the 

experiences of postpartum women to facilitate enhanced health care planning that 

ensures successful postpartum adaptation for women and their families. 

1.5 Conceptual Framework 

The Roy Adaptation Model of Nursing provides a conceptual framework for 

identifying the psychosocial aspects of postpartum women's needs in the immediate 

and four months postpartum time periods. Roy's model focuses on the concept of 
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adaptation, which is essentially the individual's continuing adjustment to changes, 

experiences, and environmental influences (Roy & Andrews, 1999). "Roy's 

conceptual model directs researchers to study problems in adaptation to constantly 

changing environmental stimuli" (Fawcett & Tulman, 1990, p. 721). The postpartum 

period is a continually evolving, changing, and demanding time for the postpartum 

woman. A person's ability to cope with new experiences depends on the demands of 

the situation, internal resources, and support from others (Roy & Andrews). The Roy 

Model categorizes coping processes into regulator and cognator systems. Regulator 

responses are the brain and body responses during adaptation. Cognator responses 

refer to "perceptual and information processing, learning, judgment, and emotion" 

(Roy & Andrews, 1999, p. 46). Successful adaptation moves the person forward to a 

higher state of role mastery, enables her or him to develop new goals, and fosters 

growth of self. Unsuccessful adaptation to changes may result in the person feeling 

anxious and powerless, not adjusting to new roles, and feeling unable to manage stress 

and interpersonal relationships. 

1.5.1 Application of Roy's Model in the Postpartum Period 

For the postpartum woman, managing stress and having effective social 

supports and healthy self-esteem all assist in adapting to the motherhood role and 

demands. Stress is defined by Roy and Andrews (1999) as "the transaction between 

the environmental demands requiring adaptation and the individual's cognator and 

regulator coping processes" (p. 357), which is consistent with the process occurring 

for the postpartum woman. Effective social support is positive action, information, or 

emotional aid that is given to a postpartum woman from someone with whom she has 

7 



a personal relationship. Self-esteem is defined as the postpartum woman's "perception 

of self-worth that is a pervasive aspect ofthe personal self' (Roy & Andrews, 1999, p. 

382). 

The concepts of stress, social support, and self-esteem are interrelated concepts 

that contribute to the level of the woman's adaptation to the postpartum period. Many 

factors impinge on these psychosocial factors in the postpartum period to affect 

postpartum adjustment (see Figure 1-1). The motherhood role may be a woman's 

primary source of stress (Barnett & Baruch, 1985); social support and self-esteem can 

contribute to or diminish stress. Any change in one concept affects the others and can 

lead to less or more successful adaptation to the postpartum period. For example, 

negative social support (Weber, 1998) and low self-esteem (Rice, 1999) have been 

found to be predictors of higher amounts of stress. Healthy self-esteem contributes to 

better coping and decreased likelihood of perceiving events as stressful (Rice). People 

with higher self-esteem have greater access to supportive social networks and actively 

seek and use supports more successfully than those with lower self-esteem (Hobfoll & 

Vaux, 1993). Along with strong self-esteem, positive social support is also a major 

resource for effectively coping with stress (Hobfoll & Vaux). 
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/ 
Social Support 
•Partner 
• Family 4 
•Friends 
• Healthcare team 

Self-Esteem 

Postpartum 
Adaptation 

Stress 
•Lackofsleep 
• Poor self-image 
• Physical concerns 
• Maternal role demands 
• Childcare respoDSibilities 

Figure 1-1. The interrelationship of social support, self-esteem, and stress in women's 

adaptation to the postpartum period. 
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Chapter 2: Literature Review 

2.1 Stress 

The postpartum period is a time of high stress. Higher stress levels have been 

found for both rural and urban postpartum women compared to norms for United 

States non-postpartum women (Walker, Walker, & Walker, 1994). Numerous 

researchers have studied the stressors that affect postpartum women. Tulman et al. 

(1990) found that maternal recovery from childbirth takes at least three to six months, 

and often longer (Walker & Wilging, 2000). During the early postpartum period and 

throughout the postpartum year, fatigue and lack of sleep are common stressors for 

both primiparous and multiparous women (Fishbein & Burggraf, 1998; Gjerdingen & 

Chaloner, 1994b; Groer, Davis, & Hemphill, 2002; Harrison & Hicks, 1983; Horowitz 

& Damato, 1999; Killien, 1998; Martell, 2001; Ruchala & Halstead, 1994). A 

postpartum woman's physical concerns such as nipple, breast, and perineal pain and 

hopes for her figure to return to its pre-pregnancy state are sources of stress and 

adjustment (Harrison & Hicks; Hung & Chung, 2001; Martell). 

Adjustment to the maternal role can be a source of stress. Mercer (1985) found 

that one-third of women were not comfortable with the mothering role by four months 

postpartum. New mothers mention concerns such as infant feeding, recognizing illness 

in the baby, and regulating demands of the new role (Fishbein & Burggraf, 1998; 

Groer, Davis, & Hemphill, 2002; Harrison & Hicks, 1983; Hiser, 1991; Horowitz & 

Damato, 1999). In a study by Wilson et al. (2000), women reported increased role 
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conflict during the first eight months postpartum. In a study of Taiwanese postpartum 

women, it was reported that difficulty with the maternal role was associated with 

postpartum stress (Hung & Chung, 2001). Flagler (1990) found that women who had 

negative emotional feelings in the postpartum period were less involved in the 

maternal role. Grace (1993) reported that second-time mothers had increased maternal 

stress with the addition of a new child to the family. Childcare stress has been found to 

increase mothers' risks for depression and anger (Graham, Lobel, & DeLuca, 2002). 

Poverty, stress, limited job opportunities, low wages, isolation, and limited 

childcare are sources of stress for rural women in general (Hauenstein, 1996). In rural 

families, role conflict can occur related to managing and maintaining the family 

household and working outside the home. Rural women are expected to ''take care of 

others, put themselves last, and not burden others" (p. 287). Farm women in 

Saskatchewan frequently maintain domestic duties, participate in farm work, and 

manage farm finances, as well as travel to obtain materials and resources for the farm 

(Jennissen, 1992). Economic stresses and pressures for farm families may require the 

postpartum woman to return to or obtain off-farm work early in the postpartum period 

to ease financial burdens. "The wife's central role as nurturer becomes more stressful 

as financial pressures assault the family" (Bushy, 1993, p. 193). Managing the 

demands of returning to work in the postpartum period is a common concern of 

postpartum women (Gjerdingen & Chaloner, 1994a; Harrison & Hicks, 1983; 

Horowtiz & Damato, 1999). 
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2.2 Social Support 

The literature generally depicts strong social support as a positive contributor 

to postpartum adaptation. "A lack of support during a transition may decrease an 

individual's ability to adapt to change and may jeopardize personal health" (Harrison, 

Neufeld, & Kushner, 1995, p. 858). Social support can motivate people to solve 

problems and cope effectively with stress (Caplan, 1974; Cohen & Syme, 1985). For 

postpartum women, social support has been associated with positive postpartum 

outcomes (Cronenwett, 1985), maternal well being (Levitt & Weber, 1986; Levy

Shiff, Dimitrovsky, Shulman, & Har-Even, 1998), and decreased postpartum 

depression (Barnet, Joffe, Duggan, Wilson, & Repke, 1996; Beck, 1999; Forman, 

Videbech, Hedegaard, Salvig, & Seeber, 2000; Gjerdingen & Chaloner, 1994b; 

Graham et al., 2002; O'Hara, Rehm, & Campbell, 1983). In a study by Ruchala and 

James (1997), social support was significantly correlated with both teen and adult 

mothers' confidence in providing infant care. 

Postpartum women most often state their partner or spouse as their most 

frequently used social support (Burke & Liston, 1994; Harrison & Hicks, 1983; Levitt 

& Weber, 1986; Logsdon, Birkimer, & Barbee, 1997). A strong relationship between 

partners is associated with more successful coping for the postpartum woman 

(Gjerdingen & Chaloner, 1994b; Levitt & Weber; Tarkka, Paunonen, & Laippala,· 

2000). Logsdon, McBride, and Birkimer (1994) found that women in the early 

postpartum period "who felt closer to their husbands had fewer depressive symptoms" 

(p. 453). Reece (1993) reported that for primiparous women older than age 35, social 
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support from spouse and family was associated with both positive self-evaluation of 

parenting and lower stress postpartum. 

In another study, researchers found that postpartum women felt more support 

when there were numerous sources of social support (Logsdon et al., 1997). Family 

and friends are frequently cited sources of social support for postpartum women 

(Gjerdingen & Chaloner, 1994b; Levitt & Weber, 1986). Instrumental support through 

activities such as household chores and childcare is helpful, especially in the early 

postpartum period. Postpartum women who have role models may find an increase in 

their confidence in the maternal role (Ruchala & Halstead, 1994). For postpartum 

women, there appears to be a decrease in the use of social support over the postpartum 

year (Gjerdingen & Chaloner, 1994a; Levy-Shift" et al., 1998). A decrease in the use of 

social support may be due to the perception by providers that less support is needed, or 

may be a result of better coping and adaptation by women to the postpartum role. 

Limited social opportunity may be the case, as indicated by Otchet, Carey, and Adam 

( 1999) who found that women in the postpartum period experience decreased social 

functioning because of childcare responsibilities. 

Bushy (1990, 1993) indicates that rural women have smaller social networks 

than urban women. They often have geographic barriers to social support, as their 

rural or remote location may separate them from close friends and family. 

Transportation may be an issue as social supports live some distance away. Rural 

women may feel an obligation to the farm, business, and family, and are less likely to 

participate in social activities for themselves. In Saskatchewan, few rural women are 

under 45 years of age (Saskatchewan Women's Secretariat, 2001 ). Postpartum women 
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in the under 45 age group will find limited social supports from their own age group 

and life stage. They may feel isolated from peer social support. Limited research is 

available on social support and rural people. In a study done in rural southwestern 

Saskatchewan, rural residents who had more social support had better perceived health 

(MacDonald & Remus, 1998/1999). Adams, Bowden, Humphrey, and McAdams 

(2000) found a positive relationship between social support and health-promoting 

lifestyles of rural women. 

2. 3 Self-Esteem 

Self-esteem is important to address when looking at the psychosocial health of 

women in the postpartum. Self-esteem plays a key role in women's comfort and 

confidence in adjusting to the motherhood role (Walker, Crain, & Thompson, 1986). 

Maternal self-confidence may be attributable to the fact that "when people feel good 

about themselves, they are less likely to respond to or interpret an event . . . as 

stressful" (Rice, 1999, p. 123). As a result, when stress occurs, personal constructive 

coping strategies elicit positive outcomes, which further increases self-esteem. In 

addition to satisfaction with the motherhood role, postpartum women who have 

healthy self-esteem are more likely to have positive interactions with their infants 

(Diehl, 1997). 

A recent meta-analysis identified maternal self-esteem as the strongest 

predictor of postpartum depression (Beck, 2001, 2002). Postpartum depression is "a 

nonpsychotic depressive episode that begins in the postpartum period" (Beck, 1999, p. 

42). It may occur at any time during the postpartum year. Women may experience lack 

of interest in activities, appetite or weight changes, fatigue, feelings of guilt or 
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worthlessness, poor concentration, and even suicidal thoughts or actions. It is 

estimated that postpartum depression is experienced by 10 to 15 percent of postpartum 

women (Beck, 1999). If women are not assessed and treated promptly, postpartum 

depression puts their infants at risk for cognitive and behavioural developmental 

delays, neglect, and abuse (Lanzi, Pascoe, Keltner, & Landesman Ramey, 1999). 

Fowles (1998) reported that postpartum depression is associated with women's 

decreased confidence in the mothering role. In a meta-analysis by Beck (2002), the 

strongest predictors of postpartum depression in descending order were found to be: 

low self-esteem, childcare stress, prenatal depression, prenatal anxiety, life stress, low 

marital satisfaction, history of previous depression, little social support, infant 

temperament, maternity blues, single status, low socioeconomic status, and 

unplanned/unwanted pregnancy. 

Few studies have examined postpartum depression among rural women, and 

the available studies are limited mainly to Australia. Rural women could be 

hypothesized to be at increased risk for postpartum depression because of lower 

socioeconomic status, less social support, increased social isolation (Griepsma et al., 

1994 ), and greater life stress and child care stress. In a study of 185 postpartum rural 

women conducted in Victoria, Australia, 57% (n = 107) of women who attended Child 

Health Centres with their three-month-old infants showed depressive symptoms 

(Griepsma et al.). In addition, the study found a significant relationship between the 

level of women's depression and their need for additional support. Johnstone, Boyce, 

Hickey, Morris-Yates, and Harris (2001) studied postpartum women in New South 

Wales, Australia and found that those from the rural community sample were 1.6 
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times more likely to have developed postpartum depression than those from the urban 

community sample. 

The meta-analysis by Beck (2001, 2002) identifies a strong link between low 

self-esteem and postpartum depression. The following studies support the connection 

between self-esteem and postpartum depression. Fontaine and Jones ( 1997) found that 

lower maternal self-esteem was associated with higher levels of depressive symptoms 

at two weeks postpartum. In a study by Hall, Kotch, Browne, and Ray ens ( 1996), 

lower self-esteem, higher everyday stressors, and a greater number of life events were 

associated with depressive symptoms in mothers at one to two months postpartum. In 

a sample of South Australian women, postpartum depression was significantly 

correlated with low self-esteem for women in the immediate postpartum and at six 

weeks postpartum (Stamp & Crowther, 1994}. Logsdon and Usui (2001) found that 

support and closeness to partner were significant predictors of both self-esteem and 

depression in three diverse groups of postpartum women. 

2.4Summary 

In summary, studies show that stress, social support, and self-esteem are 

important areas to consider when studying rural and urban women's adjustment to the 

postpartum period. Postpartum women face stressors such as physical concerns and 

maternal role adjustment. Rural women may have additional challenges of limited 

childcare, poverty, and isolation. Social support has been shown to be associated with 

increased maternal well-being, positive postpartum outcomes, and decreased 

postpartum depression. Rural women may have less social support because of 

increased distances to supports, increased family obligations, and limited availability 
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of social supports. Self-esteem is the strongest predictor of postpartum depression. 

Postpartum depression affects many women, and is associated with a number of other 

factors such as prenatal depression and childcare stress. Rural postpartum women may 

be at higher risk for postpartum depression than urban women because of increased 

childcare stress, life stress, isolation, decreased social supports, and lower 

socioeconomic status. There is limited research available on the health of postpartum 

rural women, particularly those living in Canada. 

2.5 Research Questions 

Based on the review of the literature and the conceptual framework, the 

following research questions are presented to address the concepts of stress, social 

support, and self-esteem in rural and urban postpartum women. 

1. Are there differences between rural and urban women in their perceived 

stress in the immediate postpartum and at four months postpartum? 

Postpartum women take at least three to six months to recover from 

childbirth and adjust to the maternal role (Tulman et al., 1990). Adaptation to lack of 

sleep (Martell, 2001 ), self-image, infant concerns, and role changes (Horowitz & 

Damato, 1999) may be sources of stress for the postpartum woman. Rural women 

may encounter additional economic burdens (Bigbee, 1988), caregiving and 

nurturing responsibilities (Bushy, 1998), and returning to work pressures (Jennissen, 

1992). Limited information is available on the differences between rural and urban 

women in the postpartum period. 
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2. Do rural and urban women differ in their levels of perceived social support 

and self-esteem in the immediate postpartum period? 

Effective social support and a healthy self-esteem are key elements for 

promoting and maintaining the mental health of the postpartum woman. Limited 

research is available on social support and self-esteem in rural women. Compared to 

urban women, rural women often have smaller social networks (Bushy, 1990, 1993), 

may live far from other support people (Bushy, 1994a), are less likely to participate 

in social activities because of family and economic responsibilities (Bushy, 1990), 

and may have limited access to women of a similar age and life stage to them 

(Saskatchewan Women's Secretariat, 2001 ). From this limited available information, 

it appears that rural postpartum women will have lower perceived social support in 

the immediate postpartum period than urban postpartum women. Social support and 

closeness to partner have been found to be significant predictors of both self-esteem 

and depression (Logsdon & Usui, 2001). Low maternal self-esteem is strongly 

associated with depressive symptoms (Hall, Kotch, Browne, & Rayens, 1996) and 

postpartum depression (Beck, 2001, 2002; Stamp & Crowther, 1994). Self-esteem is 

an important issue for both rural and urban women, as it can strongly influence 

women's mental health status. 

3. What are the best predictors of stress at four months postpartum? 

It is important to understand what factors are associated with women's stress 

levels during the postpartum period. Women with high stress levels during the 

postpartum may be at increased risk for postpartum depression (Beck, 2001) and 

have difficulty in adjusting to the maternal role (Flagler, 1990; Wilson et al., 2000). 
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3. 1.1 Study Design 

Ch. 3: Methodology 

3.1 Collected Data 

The thesis is a secondary analysis of a study conducted between May 2001 

and November 2002 on the relationship between length of stay and maternal and 

infant outcomes. The study followed early discharge and late discharge women who 

gave birth at the Royal University Hospital in Saskatoon, Saskatchewan, over a period 

of time to measure hospital length of stay, perception of health service support, stress, 

self-esteem, mental health, alcohol use, and social support. Participants were surveyed 

by the principal investigator of the study in a face-to-face interview in the postpartum 

unit at Saskatoon's Royal University Hospital during the first week post-delivery. 

Follow-up of the study s~mple was undertaken by research assistants, who were 

registered nurses, at one month, four months, and twelve months post-delivery by 

telephone questionnaire. Figure 3-1 illustrates a timeline of the data collection process. 

The study was conducted using a prospective cohort design with quantitative 

and qualitative data collection methods. A prospective cohort study "is an 

epidemiological study in which a group of people are identified who are at risk for 

experiencing a particular event" (Bums & Grove, 2001, p. 308). Prospective cohort 

studies examine predictors and allow for multiple measurements over time, can report 

incidence, and minimize the potential for selection bias (Hennekens & Buring, 1987). 
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Prospective cohort studies do not deliberately expose or not expose participants to 

specific interventions (Norman & Streiner, 1986). A main disadvantage of prospective 

cohort studies is that the validity of results can be seriously affected by losses to 

follow-up (Hennekens & Buring, 1987). Prospective cohort studies are also time-

consuming and expensive, and encounter difficulties in controlling for confounders 

that o~ with events over time. For instance, if a new public health nursing policy 

about postpartum care were offered to rural postpartum women during the third week 

of the study time period, rural women might have different psychosocial outcomes in 

the following months after the program was introduced than urban women. The 

nursing policy could lead to either the observation of apparent differences between the 

rural and urban groups when they do not truly exist or, conversely, the observation of 

no differences when they do exist. 

In-hospital Telephone Telephone Telephone 
Interview Interview Interview Interview 
2-3 days q atone Q at four Q at twelve 

postpartum month months months 
postpartum postpartum postpartum 

May-July, 2001 June-August, Sept.-Nov., July-Nov., 
2001 2001 2002 

Figure 3-1. Data collection timeline for the total study. 
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3.1.2 Data Collection Strategies 

The original questionnaire used for this study was pilot tested with six 

postpartum women on their second or third postpartum day post-delivery at Royal 

University Hospital. Additions, deletions, and modifications were made to the 

questionnaire as a result of suggestions from the six participants and postpartum 

nurses. The modifications resulted in a shorter in-hospital face-to-face interview 

questionnaire at two to three days postpartum (see Appendix A), the addition of a 

second telephone interview at one. month postpartum to focus on length of hospital 

stay and satisfaction with health services, and retention of the telephone interview at 

four months postpartum (refer to Appendix B). An extension request to the University 

of Saskatchewan Advisory Committee on Ethics in Behavioural Science Research was 

made approximately four months into the study to include a telephone interview at one 

year postpartum (see Appendix C). 

The principal investigator recruited subjects and initiated the first interviews 

between May 2001 and July 2001. Women were recruited from the postpartum unit at 

Royal University Hospital. Eligibility was restricted to postpartum women without 

obstetrical or medical complications during the pregnancy, who had an uncomplicated 

vaginal or caesarean section delivery. The postpartum nursing manager made nurses 

aware of the study on the postpartum unit by memo and word of mouth. Postpartum 

nurses invited eligible women to participate in the study using a prepared brochure 

specifically developed for the study (see Appendix D). The principal investigator went 

on a daily basis to the postpartum unit to meet eligible postpartum clients who were 

24-48 hours post-delivery. Recruitment was done on a daily basis in a systematic 
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pattern of room selection around the unit. The principal investigator reviewed the 

invitation brochure with potential participants. If the participant agreed to hear more 

about the study, the investigator explained in more detail what the study entailed, 

answered questions, and read through the consent form (see Appendix E) with 

participants. The interview followed the signing of the consent form. Approximately 

three participants were interviewed daily. Two research assistants initiated telephone 

interviews to the cohort at one month, four months, and twelve months postpartum. 

One research assistant conducted telephone interviews for the one-month interview; 

the second research assistant administered the four-month and twelve-month 

interview. 

3.1. 3 Study Instroments 

The concepts of postpartum stress, social support, and self-esteem were studied 

using measurement tools from the Prenatal Psychosocial Profile (PPP) (Curry, 

Campbell, & Christian, 1994). Permission to use the PPP was obtained. Participants 

completed demographic questions during the first interview. Data for this thesis was 

based on the information from the immediate postpartum face-to-face interview and 

the four-month telephone questionnaire. Table 3-1 illustrates the time periods and 

variables of interest for the thesis from the total study. 
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Table 3-1 

Time Periods and Study Variables of Interest in the Immediate Postpartum 

and at Four Months Postpartum 

Interview Method 

Study Population 

Variables Assessed 

Immediate Postpartum 

Face-to-Face Interview 

150 participants 

Stress, Social Support, & 
Self-esteem 

3.1.3.1 The Prenatal Psychosocial Profile (PPP). 

Four Months Postpartum 

Telephone Interview 

101 participants 

Stress 

The PPP is "designed to measure women's perceptions of stress, support from 

partner, support from others, and self-esteem during pregnancy" (Curry et al., 1994, p. 

127). The PPP has been used to explore psychosocial risks, to develop clinical 

interventions, and to measure potential intervention effects for rural Hispanic and 

Native American pregnant women, Caucasian low-income pregnant women, and 

African American pregnant women (Curry et al., 1994; Curry, Burton, & Fields, 

1998). For this study, the PPP was used to measure women's perceptions of the same 

concepts of stress, social support, and self-esteem, but in the postpartum period rather 

than the prenatal period that was originally proposed for the use of the PPP. 

The stressorslhassles measure used in the study is a component of the PPP 

(refer to Appendix A, question 21, p. 106, and Appendix B, question 3, p. 113). 

Cronbach' s alpha coefficients for two studies of U.S. prenatal women were used as 

measures of internal consistency reliability. Participants were primarily low-income 
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Caucasian women. The computations of 0. 78, 0. 73, and 0. 75 are satisfactory for 

research purposes (Aron & Aron, 1997). Test-retest correlation was r = 0.82, which 

indicates excellent reliability over time (Curry et al., 1994). Convergent validity of the 

PPP stress measure was tested using a similar stress measure called Barnard's 

Difficult Life Circumstances Scale (DLCS) (Curry et al.). A convergent validity score 

of r =0 . 71 indicated the two measures were highly correlated (Jacobson, 1997). 

The social support measure of the PPP has been assessed for reliability (Curry 

et al., 1994). Cronbach's alpha coefficients ranged from 0.90 to 0.96. Test-retest 

correlations were measured at r = 0. 78 for partner support, and r = 0. 84 for support 

from others. The validity of the social support measure was not reported. See 

Appendix A (questions 23 and 24, pp. 106-107) for social support interview questions. 

Studies conducted by Curry et al. (1994) with primarily low-income Caucasian 

women found Cronbach's alpha coefficients ranged from 0.84 to 0.89 for the self

esteem measure. The test-retest correlation was very acceptable at r = 0. 83. See 

Appendix A (Section I, question 25, p. 107) for self-esteem interview questions. The 

PPP self-esteem measure has reported face validity (Curry et al.). 

3.1. 4 Variables/Operational Definitions 

Several operational variables were defined for the purposes of this thesis: 

Rural: Participants were classified as "rural" if they responded to the question 

"What describes accurately where you live now?" by choosing a) rural or farm, 

b )reserve, or c) small town ( <1 0, 000 people). 
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Urban: Participants were classified as ''urban" if they responded to the question 

"What describes accurately where you live now?" by choosing d) small city ( 10-

25,000 people) or e) large city (greater than 25,000 people). 

Status Indian: An Indian person who is registered under the Indian Act. The act sets 

out the requirements for determining who is a Status Indian. 

Treaty Indian: A Status Indian who belongs to a First Nation or Band which signed a 

treaty with the Crown. 

Non-Status Indian: An Indian person who is not registered as an Indian under the 

Indian Act, either because the individual's ancestors never registered or had lost Indian 

Status under previous provisions of the various Indian Acts. 

Metis: People of mixed First nation and European ancestry who identify themselves as 

Metis people, as distinct from Indian people, Inuit or non-Aboriginal people. 

Inuit: An Aboriginal people from the Northwest Territories, Northern Quebec and 

Labrador. 

Aboriginal People: Includes Status Indians, Treaty Indians, Non-Status Indians, 

Metis, and Inuit people. 

Non-Aboriginal People: Those people who are not Status Indian, Treaty Indian, Non

Status Indian, Metis, or Inuit. 

Stress: Mean scores on the stress subscale from the PPP are utilized in the immediate 

postpartum period questionnaire and in the four-month postpartum questionnaire to 

measure levels of stress (Curry et al., 1994). Respondents rate 11 items of potential 

hassles and stressors as to the extent to which the items cause them stress. Responses 

are rated on a 4-point scale from 1 =no stress to 4= severe stress. 
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Social Support: Mean scores on the 11-item measurement subscale from the PPP 

(Curry et al.,1994) are used in the immediate postpartum period questionnaire to 

measure respondents' perceived partner support and support from others. Two 

identical subscales were used in the study; either for 'partner' (among partnered 

women) or 'other' (among single women). The 6-point scale responses range from 

1 =very dissatisfied to 6=very satisfied. 

Through the result of study and development of the social support subscale, 

Brown ( 1986) determined that there was a moderate correlation between the partner 

support subscale and the other support subscale. "The moderate relationship provided 

evidence that the subscales could be empirically separated by source of support or 

used together for an overall support satisfaction score" (Brown, p. 7). For the purposes 

of this thesis, the chosen subscale that was completed by each participant (either 

'partner' or 'other' subscale) was used as the measure of perceived social support and 

support from others. 

Seff.;.Esteem: Mean scores on the self-esteem subscale from the PPP (Curry et al., 

1994) as part of the immediate postpartum period questionnaire. Respondents are 

asked to rank 11 items on a 4-point scale, with 1 =strongly agree to 4=strongly 

disagree. Six of the 11 items are positively worded; the other five are negatively 

worded. For the purposes of this thesis, all statements were readjusted to read as 

positively worded statements and the data was recoded to accommodate the 

adjustments. 
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3.1.5 Ethical Considerations 

Ethics apptoval for the original study was received from the University of 

Saskatchewan Advisory Committee on Ethics in Behavioural Science Research. Ethics 

approval was also obtained from Saskatoon District Health and the Royal University 

Hospital postpartum unit staff. Once ethics approval was obtained, early discharge and 

late discharge women who delivered at Royal University Hospital in Saskatoon were 

approached by the postpartum ward nurses to determine if they were willing to 

participate in the study. Participants received written information of the study in the 

form of an invitation. The researcher read over the consent form with the potential 

participant to ensure understanding before the consent form was signed. The signed 

consent form gave the researcher permission to interview the participant and to access 

hospital and medical records of the mother and infant. 

To minimize psychological risks from the original study, participants were 

asked if they would like to receive support from a social worker (see question 53, 

Appendix A; question 9, Appendix B) or postpartum adjustment facilitator (see 

question 9, Appendix B). Assurance was given that participants could withdraw from 

the study at any time. Researcher and supervisory contact information were given to 

answer participants' questions or concerns. To ensure confidentiality, only 

participants' unique identification numbers were accessed for data analysis. Study data 

was stored in a secure location at the Institute of Agricultural Rural and Environmental 

Health (I.ARE.H), University of Saskatchewan. Ethics approval for the secondary 

analysis was obtained from the University of Saskatchewan Advisory Committee on 

Ethics in Behavioural Science Research (see Appendix F). 
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3. 2 Data Analysis 

3.2.1 Inclusion and Exclusion of Subjects 

The initial sample consisted of 150 early and late discharge postpartum women. 

At the four-month interview there were 101 participants, an attrition rate of 32.7%. 

Early discharge was classified as discharge 48 hours or less postpartum. At the time of 

the study, 52 respondents (34.7%) were living in a rural area, while 98 (65.3%) lived 

in an urban area. Participants were obtained from the postpartum unit of the Royal 

University Hospital The Royal University Hospital carries all obstetrical cases for the 

Saskatoon district, including both rural and urban areas. Northern Saskatchewan 

women who are at high risk for obstetrical complications are transferred to Royal 

University Hospital for obstetrical care and deliveries. Eligibility for the study was 

restricted to women with no obstetrical or medical complications during the pregnancy 

who had an uncomplicated vaginal or caesarean section delivery with this birth. 

Women were actively excluded from the study by the postpartum managers if they did 

not meet the eligibility criteria. 

3. 2. 2 Sample Size 

To analyze rural versus urban data from the study, a power analysis was 

conducted to determine whether the sample sizes for the secondary analysis were 

sufficient to detect differences that actually exist between rural and urban participants 

in the population (Munro, 2001 ). Two-tailed statistical tests were used since direction 

of results is not hypothesized. The prospective cohort study design may have 

limitations for controlling extraneous variables (Hennekens & Buring, 1987). These 

preceding factors contribute to the need for larger sample sizes. 
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Each sample needed 33 participants for an estimated effect size of 0.70, to 

achieve the minimal acceptable power of 0.80 for a study (Munro, 2001). The 

significance level of alpha 0.05 was selected. The rural sample had 38 participants, 

while the urban sample had 63. At a 0.05 significance level with an effect size of0.70 

and a power of 0.80, the sample sizes were sufficient to detect moderately large 

differences that truly exist in the population. Because of the larger effect size, it may 

not be possible to find small differences between rural and urban samples. Still, it is 

important to study postpartum women to gain an understanding of predictors of stress 

in the postpartum and women's experiences of stress, social support, and self-esteem. 

Postpartum women's positive mental health contributes to maternal satisfaction and 

healthy infant outcomes. 

3.2.3 Data Entry 

Data was entered ustng SPSS Data Entry software at the Institute of 

Agricultural Rural and Environmental Health, University of Saskatchewan. The thesis 

researcher completed data entry during the months of September and October 2002. 

During this time, the data was double-entered by the same researcher to check for 

discrepancies. In October and November 2002, data was cleaned using frequency 

tables and error checks. 

3. 2. 4 Methods of Analysis 

Statistical analysis was performed using the Statistical Package for the Social 

Sciences version 11.0 (SPSS 11.0). The level of significance was set at less than 0.10 

for all analyses. Demographic data of frequencies, percentages, means, standard 

deviations, and ranges are presented in tabular form. The dependent variables were 
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stress, social support, and self-esteem as measured by the PPP. Rural and urban groups 

were compared using independent samples t-tests (Aron & Aron, 1997). An 

independent samples t-test was performed to understand potential variations between 

total mean score change from the first interview to the four-month interview according 

to residency status. To further examine stress in postpartum women by urban rural 

status, stress measures were analyzed within groups at the immediate postpartum and 

four month postpartum time periods using the paired t-test. 

A simple linear regression analysis and enter method multiple regression were 

carried out to select the best subset of predictor variables for stress at four months 

postpartum (Kleinbaum, Kupper, & Muller, 1988). Higher total mean stress scores 

indicated participants' higher perceived stress in relation to the items in the subscale. 

Independent variables selected for the regression analyses included social support, 

self-esteem, length of hospital stay, parity, age, income, ethnicity, delivery type, 

education level, marital status, serious medical conditions before or during pregnancy, 

breastfeeding status, postpartum nursing support, and residency status. 

Variables such as postpartum length of stay in hospital, parity, and age were 

treated as continuous variables. Social support was classified according to the total 

mean social support score obtained from the PPP social support subscale in the first 

interview. Self-esteem was classified similarly as total mean self-esteem score using 

the PPP self-esteem subscale from the first interview. Higher scores for the social 

support and self-esteem subscales indicated higher perception of partner/ other support 

and perceived self-esteem accordingly. Total yearly household income was 

categorized into the five independent variables: less than $30,000; between $30,000-

30 



50,000; between $51,000-70,000; and $71,000 plus. Dummy coding was used to 

categorize the variables for income. Participants' ethnicity was classified as non

Aboriginal·or Aboriginal. Types of delivery included caesarean section or vaginal 

birth. The highest level of education completed was categorized into grade twelve or 

less and college/university. Participants were classified as married/common-law or 

single. For the variables postpartum nursing support, breastfeeding status (at four 

months' postpartum), and serious health conditions, classifications consisted of yes or 

no. Residency status was noted as urban or rural. 

Enter method multiple regression was used to determine which of the selected 

independent variables were the best predictors of the dependent variable, the total 

mean stress score at four months' postpartum indicated by the stressors and hassles 

subscale from the PPP. Independent variables with a significance level less than 0.20 

and clinically important variables from the simple linear regression were applied to 

standard method multiple regression. The variables included were: age, ethnicity, 

marital status, education level, household income, residency, self-esteem, and serious 

medical conditions before or during pregnancy. 

Additional analyses were undertaken to examine the best predictors of stress at 

four months' postpartum. Significant (p < 0.05) variables and interaction terms were 

included in the analyses. Residency status was also included in the models since it was 

clinically important for this thesis study. The interaction terms were further analyzed 

using independent samples t-tests and partial F -tests to gain an understanding of their 

impact as predictors. 
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Chapter 4: Results 

4.1 Inclusions/Exclusions 

The potential population for this study was 192 women from the postpartum 

unit at Royal University Hospital in Saskatoon. Figure 4-1 shows the distribution of 

participants and non-participants for the thesis study. Potential participants were 

approached on the postpartum unit to participate in the study. Of the 192 potential 

postpartum women, 165 agreed to participate in the study. Of these, six were 

interviewed only for the pilot test. A total of 27 women were unable to participate for 

various reasons such as: needing to obtain husband's consent to participate, needing 

time to think more about the study and when the researcher returned the woman had 

been discharged home, and the physician arriving unexpectedly to see the client. There 

were 150 participants who completed the first interview in a one-on-one interview 

with the primary researcher. For the four-month postpartum interview, 49 women did 

not participate. The researcher was not able to contact 46 of the women by phone, 

most commonly for the reasons of not replying or busy signals. 
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Potential Population 
(N = 192) 

r---------------------------------1 
: Unable to participate (n = 27) : 

~------------~1 I 
I I 

Written consent obtained 
(n = 165) 

~---------------------------------! 

r---------------------------------, 
: Interviews discontinued for : 

~------------- I 

: various reasons (n = 15) : 

Completed first interview 
in-hospital 
(n = 150) 

I I 
I I 

1---------------------------------_I 

,---------------------------------, 
: Third interview not completed, : 
I I 

~---------..... ' unable to contact by phone : 

Third interview completed 
(n = 101) 

l (n = 49) l 
~---------------------------------2 

Figure 4-1. Description of thesis study design for participants and non-participants in 

the potential population. 
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4.2 Comparisons between Dropouts and Participants at Four Months Postpartum 

A total of 150 participants participated in the first interview in-hospital. The 

overall response rate after the four-month interview was 67% (N = 10 I). Table 4-1 

presents a comparison of characteristics between dropouts and participants for the 

four-month interview. T -tests and chi-square cross tabulation were used for analysis. 

The average age of participants was significantly higher than dropouts (t = -4.52, df= 

148, p = 0.001). There were no significant differences between dropouts and 

participants in relation to length of hospital stay, total number of children, and type of 

delivery. Residency status did not differ between dropouts and participants. 

Married/common-law participants were significantly more likely to take part in the 

four-month interview than single women (x2 = 20.56, df= l,p = 0.001). Significantly 

fewer Aboriginal women participated in the four .. month interview than non-Aboriginal 

women (x2 = 28.20, df= 1, p = 0.001). Dropouts generally had lower education than 

participants (x2 = 10.20, df = 1, p = 0.001). For the four-month interview, more 

dropouts than participants had total yearly household incomes of less than $30,000 (x2 

= 7.89, df = 1, p = 0.005). Dropouts were significantly mote likely to have serious 

medical conditions before or during pregnancy compared to participants (x2 = 6.74, df 

= I,p = 0.001). 
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Table 4-1 

Characteristics of Dropouts vs. Participants for Four-month Interview (total N = 150) 

Parameters Dropouts (n = 49) Participants 
(n = 101) 

X (SD) X (SD) 
Age 24.8 (5.33) 29.2 (5.63) ••• 
Length of hospital stay (days) 2.4 (0.71) 2.4 (0.73) 
Parity 2.2 (1.20) 1.9 (1.22) 

n (%) n (%) 
Type of Delivery 
• Vaginal Delivery 35 (71.4) 71 (70.3) 
• Caesarean Section 14 (28.6) 30 (29.7) 

Marital Status 
• Married/Common-Law 24 (49.0) 85 (84.2) ••• 
• Single 25 (51.0) 16 (15.8) 

Residency 
• Urban 35 (71.4) 63 (62.4) 
• Rural 14 (28.6) 38 (37.6) 

Cultural/Ethnic Background 
• English Canadian 15 (30.6) 57 (56.4) *** 
• Aborifmi '~~ 26 (53.1) 10 (9.9) 
•Other 8 (16.3) 34 (33.7) 

Highest Education Completed 
• Grade 1~ or less 34 (69.4) 42 (41.6) *** 
• College/University 15 (30.6) 59 (58.4) 

Total Household Income Per Year 
• Less than $30,000 35 (71.4) 30 (29.7) * 
• Between $30-50,000 8 (16.3) 25 (24.8) 
• Between $51-70,000 4 (8.2) 23 (22.8) 
• $71,000+ 2 (4.1) 23 (22.8) 

Serious Medical Conditions Before 
or During Pregnancy 
•Yes 23 (46.9) 26 (25.7) *** 
•No 26 (53.1) 75 (74.3) 

*** p = 0.001 for difference between dropout and participant groups. 

* p < 0.05 for difference between dropout and participant groups. 

'~~ Includes Status Indians, Treaty Indians, Non-Status Indians, Metis, and Inuit 

¥ Includes French Canadians, Other C3nadians, and Immigrants. 
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"Serious medical conditions before or during pregnancy" included conditions 

such as high blood pressure, heart disease, diabetes, lung disease, asthma, kidney 

disease, thyroid problems, and anemia (see Appendix A, question 5). Participants who 

reported medical conditions were able to meet the eligibility criteria for the study if 

they had not had obstetrical or medical complications during the pregnancy or a 

current complicated delivery. The nurse manager on the unit informed the principal 

investigator of women who did not meet the eligibility criteria and the investigator did 

not interview these women. 

4.3 Characteristics of the Total Sample (N = 101) 

The characteristics of the sample that responded to the four months interview 

are presented in Table 4-1 and are the basis of this secondary analysis. The average 

age of participants was 29.2 (SD 5.63). Participants on average were 2.4 days 

postpartum (SD 0.73) and had 1.9 children (SD 1.22) after the birth of the current 

child. Of the overall sample, 71 participants (70.3%) had a vaginal delivery and 30 

participants (29. 7%) had a caesarean section for the current birth. Most participants 

(84.2%) were married or living common-law. According to residency status, 63 

(62.4%) participants were urban and 38 (37.6%) rural. All but one urban participant 

lived in a city greater than 25,000 people. The rural group (n = 38) was composed of 

17 (44.7%) women from small towns, 16 (42.1%) from rural areas or farms, and 5 

(13.2%) from reserves. Participants were categorized into the following cultural/ethnic 

backgrounds according to their responses: English Canadian, Aboriginal, or Other. 

Figure 4-2 illustrates the proportions in each category. For analyses purposes, ethnicity 

was divided into two categories: Aboriginal and non-Aboriginal, so sample sizes 
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would be adequate. In response to a question asking the highest education level they 

have completed, 42 (41.6%) participants stated they had completed Grade 12 or less; 

59 (58.4%) had some post-secondary education. Participants' total yearly household 

incomes are depicted in Figure 4-3. 

70 

60 

50 

Q) 

~ 40 

~ ~ 30 

20 

10 

0 

Cultural/Ethnic Background 

Figure 4-2. Cultural/ethnic background of total sample (N = 101). 
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Figure 4-3. The total household income per year of the participants (N = 101). 

Twenty-six (25. 7%) participants reported they had serious medical conditions before or 

during pregnancy. Sixty-one (60.4%) participants were breastfeeding at the time of the 

four-month interview. Ninety-one (90.1%) participants had contact with nursing 

support services such as Public Health Nurses and Healthy and Home Early Maternal 

Discharge Program once they returned home after discharge. 
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4. 4 Characteristics of Rural vs. Urban Participants 

Table 4-2 presents a comparison of characteristics between rural and urban 

women for the four-month interview. Of the 101 participants, 38 (37.6%) were rural 

and 63 (62.4%) were urban. There were no significant differences in age, number of 

days postpartum, type of delivery, marital status, cultural/ethnic background, total 

yearly household income, serious medical conditions before or during pregnancy, and 

contact with nursing support services after discharge between rural and urban 

participants. Rural participants had significantly more children than urban residents (t 

= 2.44, df= 48.09, p = 0.018). Only 47.4% (18) of the rural group were breastfeeding 

at four months postpartum compared to 68.3% (43) of the urban group<:£= 4.79, df= 

1,p = 0.03). Urban dwellers had significantly higher education levels than those living 

in rural areas (x,2 = 3.06, df= 1, p = 0.08). Although not statistically significant, there 

was a trend for more contact with postpartum home nursing support for the urban 

group (93.7%) compared to the rural group (84.2%). Postpartum home nursing support 

was either provided by Public Health Nurses or by Healthy and Home Early Maternal 

Discharge Program Nurses (only available to women in Saskatoon District Health). 
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Table 4-2 

Characteristics of the Sample (N = 101) by Residency Status 

Parameters Rural {n = 38} Urban {n = 63} Total (N • 101} 
X (SD) X (SD) X (SD) 

Age 29.7 (7.37) 28.9 (4.30) 29.2 (5.63) 
Number Days Postpartum 2.3 (0.70) 2.4 (0.75) 2.4 (0.73) 
Parity 2.4 (1.62) 1.7 (0.80) * 1.9 (1.22) 

n {%} n {%} n {%} 
Type of Delivery 
• Vaginal Delivery 25 (65.8) 46 (73.0) 71 (70.3) 
• Caesarean Section 13 (34.2) 17 (27.0) 30 (29.7) 

Marital Status 
• Married/Common-Law 32 (84.2) 53 (84.1) 85 (84.2) 
• Single 6 (15.8) 10 (15.9) 16 (15.8) 

Cultural/Ethnic Background 
• English Canadian 23 (60.5) 34 (54.0) 57 (56.4) 
• Abori~inal 6 (15.8) 4 (6.3) 10 (9.9) 
• Other 9 (23.7) 25 (39.7) 34 (33.7) 

Highest Education Completed 
(34.9) t • Grade 12 or less 20 (52.6) 22 42 (41.6) 

• College/University 18 (47.4) 41 (65.1) 59 (58.4) 

Total Household Income 
• Less than $30,000 12 (31.6) 18 (28.6) 30 (29.7) 
• Between $30-50,000 9 (23.7) 16 (25.4) 25 (24.8) 
• Between $51-70,000 8 (21.1) 15 (23.8) 23 (22.8) 
• $71,000+ 9 (23.7) 14 (22.2) 23 (22.8) 

Serious Medical Conditions 
Before or During Pregnancy 
•Yes 8 (21.1) 18 (28.6) 26 (25.7) 
•No 30 (78.9) 45 (71.4) 75 (74.3) 

Breastfeeding 
•Yes 18 (47.4) 43 (68.3) * 61 (60.4) 
•No -20 (52.6) 19 (30.2) 39 (38.6) 

missing: 1 (1.6) missing: 1 (1.0) 

Contact with Nursing Support 
Services after Discharge 
•Yes 32 (84.2) 59 (93.7) 91 (90.1) 
•No 6 (15.8) 4 (6.3) 10 (9.9) 

Note.* p < .05 for difference between rural and urban groups. t p < .10 for difference between rural and 

urban groups. '~' Includes Status Indians, Treaty Indians, Non-Status Indians, Metis, and Inuit. 

¥Includes French Canadians, Other Canadians, and Immigrants. 
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4.5 Reliability and Validity of Prenatal Psychosocial Profile 

4. 5.1 Internal Consistency Reliability 

According to Polit and Hungler (1999), instrument reliability is most 

commonly assessed using the internal consistency approach. This technique involves 

gaining an understanding of how well each subpart of an instrument measures a 

certain attribute, such as stress (Polit & Hungler). There are two common techniques: 

split-half, in which scale items are split into two groups and scored independently, and 

Cronbach's alpha coefficient (Polit & Hungler). Cronbach's alpha coefficient is the 

preferred method, since "it gives an estimate of the split-half correlation for all 

possible ways of dividing the measure into two halves" (p. 415). Furthermore, 

Cronbach's alpha coefficient has been used in numerous studies as the method of 

assessing the internal consistency of the PPP (Brown, 1986; Curry et al., 1994, 1998; 

Walker, 1997). 

In the current analysis, Cronbach's alpha coefficient was used to test the 

internal consistency reliability of the stress, partner/other support, and self-esteem 

sub scales of the PPP for postpartum women in the immediate postpartum and at four 

months postpartum. The means, standard deviations, ranges, and alpha coefficients of 

the PPP are shown in Table 4-3. Cronbach's alphas for the scales ranged from 0.62 to 

0.86. Three of the four subscales exceeded alpha 0.70, which is satisfactory for 

research purposes (Nunnally & Bernstein, 1994). The internal consistency reliability 

of the stress subscale for the first interview was lower, at 0.62. The stress subscale was 

used again at the four months postpartum interview, and the Cronbach' s alpha 

increased to 0.73. Overall, adequate levels of internal consistency reliability were 
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found for the PPP subscales in the sample of postpartum women, similar to the 

findings of others (Brown; Curry et al.; Walker). 

Table 4-3 

PPP Subsca/e Means, Standard Deviations, Ranges, and Cronbach 's Alpha 

Coefficients (N = 101) 

Scale Mean 

Stress (T1) 15.4 
Stress (T2) 14.9 
Partner/Other Support (T I) 60.4 
Self-Esteem (T I) 3 7. 0 
Tl =Study time one (immediate postpartum). 
T2 =Study time two (four months' postpartum). 

4.5.2 Construct Validity 

SD 

3.36 
3.68 
4.92 
5.48 

Range 

II-27 
I1-30 
45-66 
24-44 

Alpha 
Coefficient 

0.62 
0.73 
0.75 
0.86 

Construct validity of the PPP subscales for postpartum women in the 

immediate postpartum and at four months postpartum was measured using Pearson 

correlations. Pearson correlations between stress, partner/other support, and self-

esteem subscales are presented in Table 4 ... 4. Stress scores were negatively correlated 

with support from partner/other (r = -0.26, p < 0.01) and self-esteem (r = -0.39, p < 

0.01). Self-esteem and partner/other support were positively correlated (r = 0.39, p < 

0.01). Findings were consistent with the suggested relationships between stress, social 

support, and self-esteem as proposed in the conceptual framework, thus providing 

evidence for construct validity of the sub scales. 
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Table4-4 

Significant Correlations between Stress, Social Support, and Self-Esteem Subscales 

Stress (T1) Stress (T2) Support (Tl) Self-Esteem 
T1 

r r r r 
Stress (Tl) 1.00 
Stress (T2) 0.56 ** 1.00 
Support (T1) -0.26 ** n.s. 1.00 
Self-Esteem {T 1} -0.39 ** n.s. 0.39 ** 1.00 
r = correlation. 
Tl =Study time one (immediate postpartum). 
T2 = Study time two (four months postpartum). 
**Correlation is significant at the O.Ollevel. 

4. 6 Discussion of Results in Relation to the Research Questions 

4. 6.1 Research Question 1 

Are there differences between rural and urban women in their perceived stress in 

the immediate postpartum period and at four months' postpartum? 

The current stressors/hassles subscale of the PPP was used to measure current 

stress experienced by the participants. For the immediate postpartum interview, 

participants responded to the 11 items of the subscale as to what extent the items were 

current stressors/hassles. For the four months postpartum interview, participants 

responded in relation to what extent the items were current stressors/hassles since the 

birth of the baby. Participants ranked the items from one to four, with 1 =no stress to 

4 = severe stress. 

An independent samples t-test was performed to understand potential 

variations between total mean score change from interview one to the four month 
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interview according to residency status (see Table 4-5). There were no significant 

differences between rural and urban groups according to total mean score difference 

from the first interview to the four-month interview (t = -1.053, df = 99, p = 0.30). 

Rural and urban groups did not differ significantly in the amount of change in total 

stress scores from the frrst interview to the four-month interview. 

Table 4-5 

Comparison of Rural and Urban Total Mean Score Differences between the Two Time 

Periods (N = 101) 

Rural (n = 38) Urban (n = 63) p-value f 
Mean (SD) Mean (SD) 

Stressl-Stress2 0.03 (3.07) 0.75 (3.47) 0.30 
Note. Mean scores are based on the differences between the total mean stress score 

from interview one (Stress!) and the total mean stress score from the four month 

interview (Stress2). 

t based on an independent samples t-test. 

4. 6. 2 Research Question 2 

Do rural and urban women differ in their levels of perceived social support and self-

esteem in the immediate postpartum period? 

The social support measure from the PPP was used in the first interview to rate 

participants' satisfaction with partner/other support items on a scale of 1 = very 

dissatisfied to 6 =very satisfied. 
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4.6.2.1 Social support in total sample (N = 101). 

Mean item values and total scores for the social support measure are shown in 

Table 4-6. On the whole, the total sample was satisfied with the social support from 

partners or others at the time of the immediate postpartum interview. Mean scores 

ranged from 5.1 to 5.8. 

The results from the rural sample indicate moderate to high satisfaction with 

social support from partner or others at the time of the immediate postpartum 

interview. Mean scores ranged from 4.8 to 5.9. The highest satisfaction scores 

occurred in response to the items "allows me to talk about things that are very personal 

and private," "lets me know that he/she will be around if I need assistance," and "takes 

me seriously when I have concerns." The lowest mean score of 4.8 was obtained for 

the item "tolerates my ups and downs and unusual behaviours." Mean item values and 

total scores are presented in Table 4-6. 
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Table 4-6 

Mean Item Values and Total Scores for the Social Support Measure (from PPP) 

for First Interview by Residency Status (N = 101) 

Parameters Rural (n = 38) Urban (n = 63) Total (N =101) £-valuer 
Mean (SD) Mean (SD) Mean (SD) 

Shares similar experiences with me 5.5 (0.80) 5.4 (1.03) 5.4 (0.94) 0.75 

Helps keep up my morale 5.2 (0.91) 5.4 (0.76} 5.4 (0.82) 0.22 

Helps me out when I'm in a pinch 5.8 (0.59) 5.8 (0.61) 5.8 (0.60) 0.91 

Shows interest in my daily 
activities and problems 5.3 (0.90) 5.4 (0.93) 5.4 (0.92) 0.50 

Goes out of his/her way to do 
special or thoughtful things 5.0 (0.93) 5.4 (0.85) 5.2 (0.89) 0.05 * 
Allows me to ta1k about things 
that are very personal and private 5.9 (0.41) 5.7 (0.71) 5.8 (0.61) 0.17 

Lets me know I am appreciated 
for the things I do for him/her 5.7 (0.67) 5.5 . (0.93) 5.6 (0.84) 0.34 

Tolerates my ups and downs and 
unusual behaviours 4.8 (0.92) 5.2 (0.82) 5.1 (0.87) 0.03 * 
Takes me seriously when I have 
concerns 5.7 (0.58) 5.4 (0.91) 5.5 (0.81) 0.11 

Says things that make my 
situation clearer and easier to 
understand 5.4 (0.82) 5.4 (0.91) 5.4 (0.87) 0.95 

Lets me know that he/she will be 
around if I need assistance 5.8 (0.53) 5.9 (0.40) 5.8 (0.45) 0.47 

TOTAL SCORE 60.0 (4.82) 60.1 (5.01) 60.4 (4.92) 0.58 

Note. Scores range from 1 = very dissatisfied to 6 = very satisfied. 

t p values are based on independent samples t-tests between rural and urban groups. 

* p ~ 0.05 for difference between rural and urban groups. 
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Overall, the urban sample had moderate to high satisfaction with partner or 

other social support in the immediate postpartum. Mean scores ranged from 5.2 to 5. 9 

and are presented in Table 4-6. The items "lets me know that he/she will be around if I 

need assistance," "helps me out when I'm in a pinch," and "allows me to talk about 

things that are very personal and private" obtained the highest mean scores for 

satisfaction. The item "tolerates my ups and downs and unusual behaviours," which 

was the lowest scoring item for the rural group, was also the lowest scoring item for 

the urban group. 

4.6.2.2 Social support in rural vs. urban sample. 

Independent samples t-tests were used to detect significant differences in social 

support for the immediate postpartum interview between rural and urban groups. 

Mean component values and total scores for rural and urban groups using the social 

support measure are identified in Table 4-6. For the item "goes out of his/her way to 

do special or thoughtful things", the urban group was significantly more satisfied than 

the rural group (t = -2.02, df = 99, p = 0.05), although both groups had high 

satisfaction mean scores. The urban group also scored significantly higher than the 

rural group for the item "tolerates my ups and downs and unusual behaviours" (t =-

2.25, df = 99, p = 0.03). The total mean scores for the social support subscale were 

nearly identical between rural and urban groups. 

4.6.2.3 Self-esteem in total sample (N = 101). 

The self-esteem measure used in the first interview consists of 11 statements 

that people have used to describe themselves. Six of the 11 items are positively 
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worded and the other five are negatively worded. Participants rated the items on a 

scale of 1 =strongly disagree to 4 =strongly agree. 

For data analysis purposes, all items in the self-esteem subscale were 

converted to positively worded statements with recoded data to match the positive 

statements. Scores of one for the negatively worded statements were converted to four 

for the corresponding positively worded statement, and vice versa. Scores of three for 

the negatively worded statements were converted to two for the corresponding 

positively worded statement, and vice versa. This modified self-esteem measure is 

presented in Table 4-7, along with the mean component values and total scores. In 

general, participants agreed with the 11 statements that were part of the immediate 

postpartum interview, with mean scores ranging from 2.9 to 3.7. "You feel you 

adequately respect yourself' and "feel useful most of the time" were the lowest scores, 

at 2.9 and 3.0 respectively. The highest mean score of 3.7 was attributed to the 

statement "feel that you have a number of good qualities." 

The rural sample generally agreed with the 11 positively worded items that 

were included in the first interview. Mean scores ranged from 2.9 to a high of3.7. The 

statements "you feel you adequately respect yourself' and "feel useful most of the 

time" both received mean scores of2.9. The highest mean score of3.7 was attributed 

to both "feel that you're a person of worth" and "feel that you have a number of good 

qualities." The self-esteem subscale's mean component values and total scores for the 

rural group are presented in Table 4-7. 
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Table 4-7 

Mean Values of Items and Total Scores for the Self-esteem Measure (from PP P) for 

First Interview by Residency Status (N = 1 OJ) 

Parameters Rural {n = 38} Urban {n = 63} Total (N = 101} p-value f 
Mean {SD} Mean (SD) Mean (SD) 

Feel that you're a person 
of worth 3.7 (0.53) 3.6 (0.55) 3.6 (0.54) 0.56 

Feel that you have a 
number of good qualities 3.7 (0.48) 3.7 (0.51) 3.7 (0.50) 0.93 

All in all, feel that you 
are not a failure 3.4 (0.86) 3.4 (0.85) 3.4 (0.85) 0.99 

Feel that you are able to 
do things as well as most 
other people 3.5 (0.65) 3.5 (0.74) 3.5 (0.70) 0.81 

Feel you have much to 
be proud of 3.6 (0.68) 3.7 (0.70) 3.6 (0.69) 0.62 

Take a positive attitude 
toward yourself 3.4 (0.63) 3.3 (0.71) 3.3 (0.68) 0.56 

On the whole, feel 
satisfied with yourself 3.3 (0.72) 3.3 (0.78) 3.3 (0.75) 0.81 

You feel you adequately 
respect yourself 2.9 (0.91) 3.0 (1.02) 2.9 (0.98) 0.88 

Feel useful most of the 
time 2.9 (0.91) 3.0 (0.91) 3.0 (0.91) 0.34 

You mostly feel good 
about yourself 3.3 (0.87) 3.4 (0.79) 3.3 (0.82) 0.59 

Feel like you have 
control over your life 3.5 (1.20) 3.2 (0.78) 3.3 (0.96) 0.29 

TOTAL SCORE 37.0 (5.59} 37.0 37.0 (5.46) 
Note. Scores range from 1 =strongly disagree to 4 =strongly agree. 

{5.48) 0.98 

t p values are based on independent samples t-tests between rural and urban groups. 
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The immediate postpartum interview results indicated that the urban sample 

generally agreed with the statements in the self-esteem measure, as shown in Table 4-

7. Mean scores ranged from 3. 0 to 3. 7. As with the rural sample, the lowest mean 

scores of 3. 0 were attributed to the statements "you feel you adequately respect 

yourself' and "feel useful most of the time." The statements "feel that you have a 

number of good qualities" and "feel you have much to be proud of' received mean 

scores of3.7. 

4. 6. 2. 4 Self-esteem in rural vs. urban sample. 

Independent samples t-tests were used to detect significant differences in self

esteem between rural and urban groups for the first interview. Table 4-7 illustrates the 

modified self-esteem measure's mean component values and total scores for rural and 

urban groups. No statistically significant differences were detected from the data 

analysis. Mean total scores were 37.0 for both rural and urban groups. Rural and 

urban groups generally agreed with the 11 positively worded statements, indicating 

from the measure relatively high self-esteem among the participants. Although not 

statistically significant, the rural group had a slightly higher mean score for the 

statement "feel like you have control over your life" than the urban group. 

4. 6. 3 Research Question 3 

What are the best predictors of stress at four months postpartum? 

4. 6. 3.1 Simple linear regression analysis. 

As seen in Table 4-8, at the 0.05 significance level there were positive 

correlations between total mean stress score and marital status, ethnicity, and 

household income less than $30,000 per year. Single status, Aboriginal ethnicity, and 
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Table 4-8 

Univariate Relationship between the Total Mean Stress Score for the Four Months 

Postpartum Interview by the Independent Variables (N = 101) 

Lower95%CI Upper95% p-value 
Variables ~ SE for~ Clfor ~ for ~t 

Partner/other support -0.073 0.075 -0.222 0.075 0.33 

Self-esteem -0.194 0.065 -0.322 -0.065 0.01 * 
Length of hospital stay 0.477 0.503 -0.520 1.475 0.35 

Parity -0.058 0.305 0.546 0.663 0.85 

Type of delivery -0.810 0.802 -2.401 0.781 0.32 

Participant's age -0.120 0.065 -0.248 0.008 o.o7t 

Marital status 2.979 0.963 1.067 4.890 0.01 * 
Residency status 0.817 0.108 -0.683 2.317 0.28 

Ethnic/cultural background 3.074 1.194 0.705 5.443 0.01 * 
Highest education completed -1.799 0.725 -3.229 -0.351 0.02 * 
Total household income per 
year' 

<$30,000 2.043 0.779 0.496 3.589 0.01 * 
$30,000-50,000 -0.918 0.848 -2.601 0.766 0.28 
$51,000-70,000 -0.811 0.875 -2.546 0.924 0.36 

Postpartum nursing support 0.700 1.231 -1.743 3.143 0.57 

Breastfeeding status -0.645 0.760 -2.153 0.863 0.40 

Serious medical conditions 1.336 0.832 -0.314 2.987 0.11 

: Based on simple linear regression. A significant p-value (p < 0.1 0) indicates that the 

independent variable and the dependent variable are linearly related. 

¥ Compared to control group of $70, 000+ household income per year. 

* p < 0.05. 

t p < 0.10. 
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low household income (less than $30,000 per year) were positively associated with a 

higher total mean stress score for the four months postpartum interview. 

Total mean self-esteem score for the first interview (p < 0.05), highest level of 

education completed (p < 0.05), and participants' age (p < 0.1 0) were negatively 

correlated with total mean stress score at the four months postpartum interview. 

Participants with a higher self-esteem had less perceived stress. Participants with more 

than a Grade 12 education tended to have lower total mean stress scores. As 

participants' ages increased, total mean stress scores decreased. 

4.6.3.2 Multivariate analysis. 

Multiple regression analysis was used to determine which of the selected 

independent variables were the best predictors of the dependent variable, the total 

mean stress score at four months postpartum indicated by the stressors and hassles 

subscale from the PPP, in which all significant independent variables at p < 0.20 and 

residency were entered at the same time. The results of this analysis are presented in 

Table 4-9. As it indicates, none of the independent variables had a p-value of less than 

0.05. 
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Table 4-9 

Multiple Regression Analysis of Significant Independent Variables with the Total 

Mean Stress Score for the Four Months Postpartum Interview (N = 1 OJ) 

Variable p SE p-value 

Age -0.054 0.074 0.94 

Ethnicity 1.670 1.454 0.25 

Marital status 1.331 1.411 0.35 

Education level -1.025 0.831 0.22 

Household income less than $30,000 -0.205 1.254 0.87 

Household income between 
$30,000-$50,000 -0.506 1.066 0.64 

Household income between 
$51,000-$70,000 -0.226 1.044 0.83 

Residency 1.093 0.755 0.15 

Self-esteem -0.085 0.077 0.27 

Serious medical conditions before or 
during pregnancy 0.922 0.821 0.27 
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F-statistics are useful to assess whether interaction terms should be included in 

the final model (Kleinbaum, Kupper, Muller, & Nizam, 1998). Using partial F-tests, 

all possible interaction terms between significant risk factors found in the univariate 

analysis were examined for possible inclusion in the multivariate analysis. Significant 

interactions were found between marital status and age, marital status and income, and 

marital status and ethnicity for stress at four months postpartum. 

Table 4-10 illustrates the approach taken to assess significant interaction terms. 

The first partial F-test contained main effects (Model 1). "Main effects" included the 

following variables: age, income, ethnicity, marital status, education level, residency 

status, and serious medical conditions before or during pregnancy. For each 

subsequent partial F-test, one significant interaction term was added: marital status x 

age (Model2), then marital status x ethnicity (Model 3), and finally marital status x 

income (Model4). 
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Table 4-10 

Partial F-test Model Building Process to Examine Interaction Terms 

Model 

1 

2 

3 

4 

Variables Included 

Main effects 

Main effects 
Marital status x age 

Main effects 
Marital status x age 
Marital status x ethnicity 

Main effects 
Marital status x age 
Marital status x ethnicity 
Marital status x income 

Note. "Main effects" includes the following variables: age, income, 

ethnicity, self-esteem, marital status, education level, residency status, 

and serious medical conditions before or during pregnancy 

**p < 0.01 
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Table 4-11 presents the results of the partial F-tests, and as indicated Models 2 

through 4 were significant atp < 0.01. Table 4-12 presents the betas, standard errors, 

and p-values of the variables in the final full model that best predicted stress at four 

months postpartum. Although residency did not contribute significantly to the model, 

it is included in the final model because it is a clinically important variable for this 

thesis study. 

Table 4-11 

Partial F-tests of Main Effects and Interaction Terms with the Total Mean Stress 

Score for the Four Months Postpartum Interview (N = 101) 

MSE 

SSE 

Partial F 
numerator 
denominator 

Model 1 

12.357 

1112.087 

a based on Models 1 and 2 

b based on Models 2 and 3 

c based on Models 3 and 4 

**p < 0.01 

Model2a Model36 

10.790 10.054 

960.304 884.777 

14.067'"* 7.512** 
1 1 

88 87 

56 

Model4c 

9.209 

801.142 

9.082** 
1 
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Table 4-12 

Multiple Regression Analysis of Significant Independent Variables and 

Significant Interaction Terms with the Total Mean Stress Score for the Four Months 

Postpartum Interview (N = 101) 

Variable f3 SE p-value 

Age -1.177 0.251 0.01* 

Ethnicity -7.640 3.483 0.03* 

Marital status -36.102 7.654 0.01* 

Household income -11.176 3.825 0.01* 

Marital status x Age 1.065 0.217 0.01* 

Residency 0.494 0.677 0.47 

Marital status x Ethnicity 7.607 2.323 0.01* 

Marital status x Income 10.768 3.627 0.01* 

* p<0.05. 

Interaction terms were examined at the univariate level in order to determine 

the nature of the interaction between marital status and age, ethnicity, and income. 

Marital status was shown to interact with age, ethnicity, and income to affect the total 

mean stress score. Marital status was divided into two categories: 1) married, which 

refers to being married or living common-law and 2) single. 

The interaction term of marital status by age was a significant predictor of 

stress at four months postpartum. Figure 4-4 shows how the total mean stress score is 
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affected by both marital status and age. Because there were no single women over age 

29, the age variable was dichotomized into two groups: ages 15-25 and ages 26-42. 

Although married women had similar mean stress scores in both age groups, scores 

were more variable for single women. At four months postpartum, older single women 

had higher mean stress scores compared to younger single women. These results must 

be interpreted with caution because of small sample sizes. 

25 

0 

Married Single 

Marital Status 

-+-Ages 15-25 

-Ages26-42 

"Note: n = 4 
for single 
women ages 
26-42. 

Figure 4-4. Total mean stress scores at four months postpartum by marital 

status and age. 

The interaction term of marital status by ethnicity was a significant predictor of 

stress at four months postpartum. Figure 4-5 depicts the relationship of the total mean 

58 



stress scores by marital status and ethnicity. Ethnicity was not an important factor for 

stress in married women. However, higher mean stress scores were found for single 

Aboriginal women. 
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Figure 4-5. Total mean stress scores at four months postpartum by marital 

status and ethnicity. 

The relationship of the total mean stress scores at four months postpartum by 

the interaction term of marital status by income is presented in Figure 4-6. Mean 

stress scores were similar for married women of different incomes. Higher mean stress 

scores were seen with the single women group, with the highest mean stress scores 

found for single higher income women. The results must be interpreted with caution 

because only one single woman had an income of $30,000 or more. 
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Figure 4-6. Total mean stress scores at four months postpartum by marital 

status and total yearly household income. 

4. 6. 4 Other Research Findings 

Prior to answering research question number one, analyses were undertaken to 

compare rural and urban mean stress scores. The results are reported in this thesis to 

add to the overall understanding of the stress experiences of the study population. 

4. 6. 4.1 Stress in total sample (N = 101). 

Comparisons of rural and urban mean component scores for the 

stressors/hassles scale at the two time periods are shown in Table 4-13. For the 

immediate postpartum interview, participant mean scores for the total sample (N = 

101) ranged from 1.1 to 1. 7 for the components of the stressors/hassles scale. 
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Table 4-13 

Comparisons of Rural and Urban Within-Group Mean Item Scores for the Stressors 

Scale at the Immediate Postpartum (a) and at Four Months Postpartum (b) (N = 1 OJ) 

Parameters Interview Rural {n = 38} Urban {n = 63} Total (N = 101} 
Mean {SD} Mean {SD} Mean {SD} 

Financial worries a 1.6 (0.82) 1.8 (0.83) 1.7 (0.83) iP 
b 1.4 (0.76) 1.6 (0.81) 1.5 (0.79) 

Other money worries a 1.7 (0.90) 1.8 (0.76) t 1.7 (0.81) ¥ 

b 1.8 (0.82) 2.0 (0.91) 1.9 (0.88) 

Problems related to a 1.4 (0.64) 1.6 (0.89) 1.5 (0.81) 
family b 1.6 (0.82) 1.5 (0.72) 1.5 (0.76) 

Having to move, either a 1.3 (0.64) 1.4 (0.73) 1.3 (0.70) 
recently or in the future b 1.3 (0.60) 1.4 (0.75) 1.3 (0.69) 

Recent loss of a loved a 1.1 (0.36) 1.2 (0.54) 1.2 (0.48) 
one b 1.1 (0.39) 1.1 (0.47) 1.1 (0.44) 

CXurentpregnancylbirth 
&/or current childcare a 1.5 (0.73) * 1.8 (0.89) t 1.7 (0.84) ¥ 

of newborn baby b 1.1 (0.39) 1.3 (0.66) 1.2 (0.58) 

Current abuse: sexual, a 1.1 (0.23) 1.1 (0.25) 1.1 (0.24) 
emotional, or physical b 1.1 (0.32) 1.1 (0.38) 1.1 (0.36) 

Problems with alcohol a 1.1 (0.41) 1.2 (0.55) t 1.2 (0.50) 
or drugs b 1.1 (0.51) 1.0 (0.13) 1.1 (0.33) 

Work problems a 1.1 (0.31) 1.5 (0.72) t 1.4 (0.62) 
b 1.3 (0.83) 1.3 (0.65) 1.3 (0.72) 

Problems related to a 1.2 (0.37) 1.3 (0.58): 1.2 (0.51) 
friends b 1.1 (0.48) 1.1 (0.44) 1.1 (0.45) 

Feeling generally a 1.4 (0.72) 1.6 (0.78) t 1.5 (0.76) ¥ 

"overloaded" b 1.6 (0.79) 1.8 (0.83) 1.7 (0.82) 

TOTAL SCORE a 14.4 (2.91) 16.0 (3.49) f 15.4 (3.36) 
b 14.4 p.89) 15.2 (3.55} 14.9 (3.68) 

Notes. Scores ranged from 1 =no stress to 4 =severe stress. The following symbols stand for p values 

of differences between the immediate postpartum and four month postpartum measure using paired 

samples t-tests: * p < 0.05 for the rural sample, t p < 0.05 for the urban sample, : p < 0.10 for the urban 

sample, ¥ p < 0.05 for the total sample, and ell p < 0.10 for the total sample. 

a immediate postpartum interview. b four-months postpartum interview. 
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As indicated, participants in general indicated only some stress in response to the 

statements in the scale. 

The total sample (N = 101) responded with similar mean scores to the same 

stressors/hassles scale at four months postpartum. Scores ranged from 1.1 to 1. 9. The 

total stress score for the entire sample was higher for the first interview, although not 

statistically significant. 

Paired samples t-tests were used to compare the differences between the 

immediate postpartum and the four months postpartum stressors/hassles measure. 

Significantly higher stress was reported by the total sample (N = 101) for the four 

months postpartum interview compared to the immediate postpartum period in 

response to the statements "other money worries" (t = -2.07, df= 100, p = 0.04) and 

"feeling generally overloaded" (t = -2.64, df = 100, p = 0.01). Significantly lower 

stress was reported by the total sample for the four months postpartum interview 

compared to the immediate postpartum period in response to the statement "current 

pregnancy/birth &/or current childcare of newborn baby" (t = 4.16, df = 100, p = 

0.01). At the 0.10 significance level, the mean score in response to "financial worries" 

was higher for the first interview than the four months postpartum interview (t = 1.95, 

df= lOO,p = 0.06). 

Mean scores for the rural sample ranged from 1.1 to 1. 7 in response to the 

components in the stressors/hassles scale for the frrst interview. For the four months 

postpartum interview, mean scores ranged from 1.1 to 1.8. The total mean stress 

scores did not differ from the first interview to the four months postpartum interview. 

Paired samples t-tests indicated that the rural sample's mean score for "current 
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pregnancy/birth" in the first interview was significantly higher than the rural sample's 

mean score for the analogous item "current childcare of newborn baby" at the four 

months postpartum interview (t = 2.75, df = 37, p = 0.01). The rural sample mean 

stress measure component scores and standard deviations are indicated in Table 4-13. 

The urban sample mean stress measure component scores and standard 

deviations for the immediate postpartum interview and four months postpartum 

interview are indicated in Table 4-13. Mean scores for the urban sample (n = 63) 

ranged from 1.1 to 1.8 for the first interview. Mean scores ranged from 1.0 to 2.0 for 

the components of the four months postpartum stress measure. Paired samples t-tests 

indicated that the urban sample's mean scores were significantly higher for the four 

months postpartum interview than the first interview for the stress measure 

components "other money worries" (t = -2.29, df = 62, p = 0.03) and "feeling 

generally overloaded" (t = -2.33, df = 62, p = 0.02). The mean score for "current 

pregnancy/birth" in the first interview was significantly higher than the mean score for 

the comparable item "current childcare of newborn baby" at the four months 

postpartum interview ( t = 3 .18, df = 62, p = 0. 01 ). Mean scores were also significantly 

higher for the first interview than the four months postpartum interview with 

"problems with alcohol or drugs" (t = 2.01, df= 62,p = 0.05) and ''work problems" (t 

= 2.04, df = 62, p = 0.05). At the 0.10 significance level, mean scores were 

significantly higher for the first interview compared to the four months postpartum 

interview for "problems related to friends" (t = 1.73, df= 62,p = 0.09) and mean total 

stress measure score (t = 1.71, df= 62,p = 0.09). 
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4.6.4.2 Stress in rural sample vs. urban sample. 

Mean values of components and total scores of current stressors and hassles 

scale for the first interview are presented in Table 4-14. Independent samples t-test 

results indicated that for the first interview stressors and hassles scale, the urban 

sample total mean score was significantly higher than the rural sample total mean 

score (t = -2.28, df= 99, p = 0.03). Stress measure component scores indicate a trend 

for higher urban stress scores than rural stress scores for the first interview. The mean 

score for "work problems" was significantly higher for the urban sample than the rural 

sample for the first interview (t =- 3.74, df= 91.8,p = 0.01). 
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Table 4-14 

Mean Item Values and Total Scores of Cu"ent Stressors and Hassles Scale (from 

PPP) for First Interview by Residency Status (N = 1 OJ) 

Parameters Rural {n = 38} Urban {n = 63) Total (N = 101} p-valuef 
Mean {SD} Mean {SD} Mean {SD} 

Financial worries 1.6 (0.82) 1.8 (0.83) 1.7 (0.83) 0.39 

Other money 
womes 1.7 (0.90) 1.8 (0.76) 1.7 (0.81) 0.76 

Problems related to 
family 1.4 (0.64) 1.6 (0.89) 1.5 (0.81) 0.33 

Having to move, 
either recently or in 
the future 1.3 (0.64) 1.4 (0.73) 1.3 (0.70) 0.41 

Recent loss of a 
loved one 1.1 (0.36) 1.2 (0.54) 1.2 (0.48) 0.21 

Current 
pregnancy/birth 1.5 (0.73) 1.8 (0.89) 1.7 (0.84) 0.13 

Current abuse: 
sexual, emotional, 
or physical 1.1 (0.23) 1.1 (0.25) 1.1 (0.24) 0.83 

Problems with 
alcohol or drugs 1.1 (0.41) 1.2 (0.55) 1.2 (0.50) 0.79 

Work problems 1.1 (0.31) 1.5 (0.72) 1.4 (0.62) 0.01 * 

Problems related to 
friends 1.2 (0.37) 1.3 (0.57) 1.2 (0.51) 0.24 

Feeling generally 
"overloaded" 1.4 (0.72) 1.6 (0.78) 1.5 (0.76) 0.30 

TOTAL SCORE 14.4 (2.91} 16.0 {3.49} 15.4 (3.36} 0.03 * 
Note. Scores range from 1 = no stress to 4 = severe stress. 
t p values are based on independent samples t-tests between rural and urban groups. 
* p < 0.05 for difference between rural and urban groups. 
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The mean component values and total scores of the current stressors and 

hassles scale for the four months postpartum interview are presented in Table 4-15. 

Although not statistically significant, the urban sample total mean score was again 

higher than the rural sample total mean score for the stressors and hassles measure. At 

the 0.10 significance level, "current childcare of newborn baby" carried a significantly 

higher score for the urban sample than the rural sample for the four months 

postpartum interview (t = -1.88, df= 98.9,p = 0.06). 

66 



Table 4-15 

Four Months Postpartum Interview Mean Item Values and Total Scores of Current 

Stressors and Hassles Scale (from PPP) by Residency Status (N = 101} 
Parameters Rural {n = 38} Urban ~n = 63} ,e-value i 

Mean {SD} Mean {SD} 
Financial worries 1.4 (0.76) 1.6 (0.81) 0.23 

Other money worries 1.8 (0.82) 2.0 (0.91) 0.16 

Problems related to family 1.6 (0.82) 1.5 (0.72) 0.53 

Having to move, either recent: 
or in the future 1.3 (0.60) 1.4 (0.75) 0.48 

Recent loss of a loved one 1.1 (0.39) 1.1 (0.47) 0.68 

Current childcare of newborn 
baby 1.1 (0.39) 1.3 (0.66) o.o6t 

Current abuse: sexual, 
emotional, or physical 1.1 (0.32) 1.1 (0.38) 0.95 

Problems with alcohol or 
drugs 1.1 (0.51) 1.0 (0.13) 0.29 

Work problems 1.3 (0.83) 1.3 (0.65) 0.95 

Problems related to friends 1.1 (0.48) 1.1 (0.44) 0.90 

Feeling generally 
"overloaded" 1.6 (0.79) 1.8 (0.83) 0.19 

TOTAL SCORE 14.4 {3.89) 15.2 {3.55) 0.28 

Note. Scores range from 1 = no stress to 4 = severe stress. 

t p values are based on independent samples t-tests. 

t p < 0.10 for differences between rural and urban groups. 
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4.7 Summary 

Participants at the four month postpartum interview were more likely to be 

married, non-Aboriginal, have more education, a higher income, and fewer serious 

medical conditions before or during pregnancy than the dropouts from the study. The 

participating sample was mostly married (84.2%}, non-Aboriginal (90.1%}, and was 

well educated (58.4% had a college or university education). In comparing rural and 

urban groups, the rural group was more likely to have a larger family, was less likely 

to be breastfeeding at four months, and had less education than the urban group. 

The research questions were answered using statistical analyses. There were no 

significant differences between rural and urban groups according to the change in total 

stress scores from the first interview to the four-month interview. The rural group had 

slightly lower satisfaction than the urban group with the social support items "goes out 

of his/her way to do special or thoughtful things" and "tolerates my ups and downs 

and unusual behaviours." There were no significant differences between urban and 

rural groups in relation to the self-esteem measure, although the rural group had a 

slightly higher mean score for the item "feel like you have control over your life." 

Simple linear regression indicated that single status, Aboriginal ethnicity, and 

low yearly household income (less than $30,000) were positively associated with a 

higher total mean stress score at four months postpartum. The final multiple regression 

models determined that the best predictors of stress at four months postpartum were 

age, ethnicity, marital status, and household income. Residency status (rural or urban) 

was not found to'be a significant predictor. The interactions of marital status with age, 

ethnicity, and income in relation to stress at four months postpartum were examined. 
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Women who were older, Aboriginal, or higher income and single had higher mean 

stress scores at four months postpartum than their married counterparts. The 

association of marital status with age and income for stress at four months postpartum 

should be interpreted cautiously because of small sample sizes. 

Other analysis findings on stress indicated that according to rural/urban status, 

the urban group had higher stress scores than the rural group at both time periods, with 

more concern about work problems and childcare of the baby. 
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Chapter 5: Discussion 

This secondary analysis was conducted to assess the variables of stress, social 

support, and self-esteem in rural and urban postpartum Saskatchewan women. The 

results contribute to the limited knowledge base about how women's health is affected 

by rurality. The study included data from the immediate postpartum interview and the 

four months interview. Characteristics of rural and urban groups differed, which will 

be briefly discussed. Overall, both rural and urban groups had relatively low stress, 

adequate social support, and moderate to high self-esteem, as evidenced by their 

replies to the PPP instrument. Although there were no extraordinary differences found 

between rural and urban women in relation to stress, social support, and self-esteem, 

there were various interesting findings in relation to specific instrument items and total 

scores. 

The Roy Adaptation Model of Nursing provided a conceptual framework for 

this thesis study. The postpartum period is a time of intense changes, and adjustments 

and coping methods are needed for successful adaptation. The concepts of stress, 

social support, and self-esteem are connected concepts that contribute to the level of 

women's adaptation to the postpartum period. The amount of stress, quality and 

amount of social support, and level of self-esteem affect women's adaptation to the 

postpartum period. Construct validity of the PPP subscales indicated that stress is 

lowered when a postpartum woman has effective social support and a healthy self-
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esteem. In addition, social support and self-esteem are positively correlated. This 

section opens with a discussion of the characteristics of rural versus urban participants. 

It continues by addressing the concepts of stress, social support, and self-esteem in 

relation to rural and urban women in the postpartum period through a discussion of 

each research question, followed by the limitations of the study. 

5.1 Results 

5.1.1 Characteristics of Rural versus Urban Participants 

It is interesting to point out the significant differences in sample characteristics 

according to residency status. The rural group (n = 38) had more children and less 

education, were less likely to breastfeed at four months postpartum, and had less 

contact with postpartum home nursing support than the urban group ( n = 63 ). Rural 

people tend to highly value family (Bushy, 1994a), which may lend support to the 

study results of the rural group having larger families than the urban group. Rural 

people are more apt to be less educated than urban people, as indicated in published 

literature on rural peoples (Bavington, 1994). 

The incidence of breastfeeding at four months' postpartum was 47.4% in the 

rural group, compared to 60.4% in the urban dwellers. The rural group's breastfeeding 

incidence corresponds quite closely with data from Statistics Canada, which indicates 

that in 1996-1997 approximately 43% of Saskatchewan women breastfed for at least 

three months' duration (Statistics Canada, 2002). Barton (2001) found a 20% 

breastfeeding rate at four to six months postpartum in a sample of rural U.S. women. 

One reason for low rural breastfeeding rates may be that rural women are less likely to 

perceive the benefits of breastfeeding compared to urban women, as was found in a 
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study of rural and urban prenatal women in the eastern U.S. (Alexy & Martin, 1994). 

In addition, rural women may have less access to breastfeeding information, 

education, and support for breastfeeding difficulties than urban women because of 

large distances to services and fewer formal health care providers (Weinert & Long, 

1993). Public Health Nurses and lactation consultants are generally more available in 

urban areas than rural areas. This may also explain why the rural group had less 

contact with postpartum home nursing support than the urban group. 

5.1.2 Research Question 1 

Are there differences between rural and urban women in their perceived stress 

in the immediate postpartum period and at four months postpartum? 

Rural and urban groups experienced minimal to low stress in reaction to items 

in the stress subscale from the PPP. Stress scores in five studies of U.S. prenatal 

women were much higher than scores in this study of postpartum women (Curry et al., 

1994). The urban group had a significantly higher total mean stress score in the 

immediate postpartum interview than the rural group. The item ''work problems" was 

cited as a more frequent stressor for the urban group than the rural group, and 

contributed to the higher total mean stress score for the urban group in the frrst 

interview. Data from a U.S. urban study of mothers' perceptions of postpartum stress 

and satisfaction reveal that work and school problems were identified by women as 

key sources of stress in the postpartum (Horowitz & Damato, 1999). 

At the four-month interview, although not statistically significant, the urban 

group total mean stress score was again higher than the rural group total mean stress 

score. The urban group also had a significantly higher total mean stress score in the 

72 



four-month interview than the first interview. Barnet et al. (1996) also found that 

stress increased from the third trimester to four months postpartum in a sample of 

urban adolescent women. 

The urban group tended to have higher stress responses in relation to financial 

worries, current childcate of the newborn baby, and feeling overloaded than the rural 

group. It is not surprising that financial and money concerns were sources of stress for 

both rural and urban groups at the two interview time periods. Financial concerns have 

been mentioned in the literature as frequent stressors for urban postpartum women 

(Horowitz & Damato, 1999). Literature on the financial stress of rural postpartum 

women is limited, but money issues are frequent sources of stress for most rural 

families (Bushy, 1993; Government of Saskatchewan, 2000; Hauenstein, 1996). 

"Feeling overloaded," "current pregnancy/birth," and "current childcare ofthe 

newborn baby" were items that elicited some stress for both rural and urban gropps, 

although scores were higher for the urban group than the rural group. Adjustment to 

the demands of motherhood such as role adjustments and role conflict (Fishbein & 

Burggraf, 1998; Groer, Davis, & Hemphill, 2002; Harrison & Hicks, 1983; Hiser, 

1991; Horowitz & Damato, 1999; Mercer, 1985), infant concerns, fatigue (Fishbein & 

Burggraf; Gjerdingen & Chaloner, 1994b; Groer, Davis, & Hemphill; Harrison & 

Hicks; Horowitz & Damato; Killien, 1998; Martell, 2001; Ruchala & Halstead, 1994), 

physical changes (Harrison & Hicks; Hung & Chung, 2001; Martell), and financial 

concerns (Bushy, 1993; Hauenstein, 1996; Horowitz & Damato) can bring upon 

feelings of overload in the postpartum. Adjusting to the new baby and to childcare are 

well-documented sources of stress for postpartum women. Aboriginal women in 
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particular may experience overwhelming stress due to childcare of other children, 

single parenting, financial strain, moving to new locations, and health issues (Health 

Canada, 2002; Status of Women Office, 2003). Published literature suggests that rural 

women may face more fmancial burdens (Bigbee, 1988) and caregiving 

responsibilities (Jennissen, 1992) than urban women. Rural people have also been 

found to tolerate difficult conditions and circumstances (Bushy, 1994a; Magilvy & 

Congdon, 2000). The rural group in this study either did not experience many 

additional burdens and responsibilities, or perhaps did face them but did not perceive 

them as key stressors like the urban group did. In addition, since a large proportion of 

the Aboriginal sample left the study and only a small sample remained, the results 

might not reveal the true experiences of the majority of Aboriginal women in 

Saskatchewan. 

5.1. 3 Research Question 2 

Do rural and urban women ditTer in their levels of perceived social support and 

self-esteem in the immediate postpartum period? 

5.1. 3.1 Social support. 

Social support data was collected during the first interview. According to the 

PPP, both rural and urban groups expressed moderate to high satis~action with social 

support. Social support subscale scores were higher in this study than reported in an 

Australian study of teenage and adult mothers (McVeigh & Smith, 2000). Curry et al. 

(1994) administered the PPP in five prenatal women's studies in the U.S., and social 

support scores were notably lower than those found in this study of postpartum 

women. Total mean social support scores were nearly identical between rural and 
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urban groups. The rural group had significantly lower satisfaction with the items "goes 

out of his/her way to do special or thoughtful things" and "tolerates my ups and downs 

and unusual behaviours" than the urban group, although scores were still in the 

moderate to high satisfaction range. According to these two items, tentative 

conclusions could be made that the rural group has less adequate social support than 

the urban group. The realities of rural Saskatchewan living may have contributed to 

the findings; postpartum women's partners or other supports may have limited time, 

money, or energy to do special things or commit to understanding and supporting 

women's mood fluctuations due to economic burdens and long work hours. 

5.1. 3. 2 Self-esteem. 

The PPP self-esteem subscale was used during the immediate postpartum 

interview. Both rural and urban participants obtained high scores for the self-esteem 

subscale, with total mean scores being higher than those reported in an Australian 

study of teenage and adult postpartum women (McVeigh & Smith, 2000). Curry et al. 

(1994) used the PPP in five studies on prenatal U.S. women; self-esteem scores were 

generally two to four points lower than scores found in this study on postpartum 

women. The total mean scores were identical for both groups. There were no 

statistically significant differences between rural and urban groups in relation to the 

items in the self-esteem subscale. Although not significant, urban dwellers felt they 

had less control over their lives than rural participants according to mean scores. This 

result could be linked to the item "feeling overloaded" in the stressors subscale, where 

the urban group felt more overloaded than the rural group. 
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5.1.4 Research Question 3 

What are the best predictors of stress at four months postpartum? 

A simple linear regression analysis revealed that there were significant positive 

linear relationships between stress at four months postpartum and marital status, 

ethnicity, and household income less than $30,000 per year. Significant negative linear 

relationships were found between stress and self-esteem, highest level of education 

completed, and age. In analyzing the data from the simple linear regression analysis, it 

can be interpreted that stress at four months postpartum is correlated with single 

status, Aboriginal ethnicity, low household income, low self-esteem, less education, 

and younger age. According to Statistics Canada data, as people get older their stress 

decreases (Statistics Canada, 2001 ). Young, Aboriginal, single mothers of low income 

may have few resources to draw upon to manage the transition to motherhood. 

Multiple regression analysis determined the best predictors of stress at four 

months postpartum. The significant predictors of stress at four months postpartum 

were: age, ethnicity, marital status, and household income. According to marital 

status, older single, Aboriginal single, and higher income single women were the most 

likely to experience stress at four months postpartum. 

Literature supports the univariate findings that socioeconomic status and race 

are powerful variables of stress for North American people (Rice, 1999). Minority 

women tend to have a lower socioeconomic status (Weber, 1998). People who live 

with poverty can face more hassles in daily living and spend more time arranging for 

basic needs (Rice). Minority women are also more likely to face stressors related to 

acts of discrimination and racism (Rice). They may have a lack of knowledge about 
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available social supports and health services to manage stress. Single parents 

experience fmancial problems and more stress due to child rearing, arranging for 

babysitters, and managing health crises (Rice). Married/common-law women may face 

less stress largely due to having higher household incomes and more social support 

(Barnett, 1993). 

More research is needed to examine predictors of stress for women at four 

months postpartum. The multivariate findings indicate that according to marital status, 

older single, Aboriginal single, and single women with household incomes of $30,000 

per year or greater were the most likely to have higher mean stress scores at four 

months postpartum. The characteristics of the women who were lost to follow-up have 

a large impact on the reported findings, since the dropout group was largely single, 

low income, and Aboriginal. In addition, the results of the analysis on interactions 

between marital status with age and income in relation to stress at four months 

postpartum must be interpreted with caution because of small sample sizes for certain 

categories. The interaction of marital status with ethnicity had adequate cell sizes, so 

we are more confident of the results that single, Aboriginal women are more likely to 

have higher stress at four months postpartum. A key finding of this study, that 

Aboriginal women who were married had the same levels of stress as non-Aboriginal, 

suggests that . the social support and security that is provided by a partner in the 

postpartum period may be especially helpful to Aboriginal women. Single Aboriginal 

women, on the other hand, experienced higher levels of stress than single non

Aboriginal women. Further study is needed to determine why this is so. 
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Aboriginal women in Canada are more likely to face socioeconomic hardships 

than non-Aboriginal women (Hull, 2001). Aboriginal women are less likely to be 

employed and are more likely to live below the poverty line compared to other 

Canadian women (Status of Women Canada, 2003 ). Aboriginal women generally have 

less formal education ·than non-Aboriginal women. Single parenting is an issue for 

many Aboriginal women, as Aboriginal people have twice as high a proportion of 

single mother families as non-Aboriginal people in botq rural and urban areas of 

Canada (Hull). Single Aboriginal mothers have substantially lower income than non

Aboriginal female lone parent families (Hull). Young Canadian Aboriginal women 

ages 15-24 are more than three times as likely to be single mothers as non-Aboriginal 

women in the same age category (Hull). 

5.2.1 Transferability 

5. 2. 1.1 Sample. 

5.2 Limitations 

This study was designed to determine the maternal outcomes of early and late 

discharge postpartum women who have had an uncomplicated vaginal or caesarian 

section delivery. These postpartum women must have had no serious obstetrical or 

medical complications during this pregnancy. Therefore, the study cannot be 

generalized to mothers who have had complicated deliveries and/or obstetrical and 

medical complications. Women who were lost to follow-up at the four month 

postpartum interview were more likely to be younger, single, and Aboriginal, have 

less education, a lower income, and had a greater chance of having serious medical 

conditions before or during pregnancy than the participants from the study. The 
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experiences and feelings of the dropout group may differ significantly :from the 

participant group. 

A small rural sample :may limit the generalizability of the findings to other 

rural populations. Each sample~ had greater than 3 3 participants for an estimated effect 

size of 0. 70 to achieve the m~nimal acceptable power of 0. 80 for a study (Munro~ 

2001). A moderate effect siz~~ because of smaller sample sizes may not permit the 

detection of stnall differences between rural and urban groups, but does allow for the 

detection of larger differences lbetween the two groups. 

Examining stress at fbur months postpartum and its relationship with the 

interaction terms of marital status with age and income was difficult because of small 

cell sizes. It would be beneficial to have larger sample sizes in future studies to enable 

more accurate interpretation of results. 

The use of a convenience sample is a limitation for the representativeness of 

the sample. Because the sample is not random, we are not able to determine how 

representative the information collected about the sample is to· the population as a 

whole. Potential bias must be considered as a result of the nursing manager making the 

decision about which postpartUtm women met the eligibility criteria. Also, bias may be 

an issue because the postpartum nurses offered the invitation brochures to women on 

the unit. Nevertheless, a conv~~nience sample was appropriate for this study based on 

easy accessibility and availability to postpartum women. The information provides 

interesting insights into stress, social support, and self-esteem of postpartum women. 
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The lack of a non-childbearing control group is a constraint for the study. 

Information on both the childbearing group and the control group would illuminate 

similarities and differences in relation to stress, social support, and self-esteem. 

5.2.1.2 Attrition. 

The response rate for the study was modest, with only 101 of 150 completing 

the two administrations of the questionnaire (33% attrition rate). Because participants 

may withdraw from the study as it progresses, there may be too few participants to 

allow for proper analyses (Norman & Streiner, 1986). Therefore, the results of the 

study should be interpreted with caution because of loss to follow-up of the study 

population at four months' postpartum. Because of attrition, it is impossible to know 

how participants differed from those who did not participate in relation to the PPP. For 

example, it is plausible that women who did not participate had more life stressors, so 

they were unable to complete the interviews because of time, situational, and 

emotional constraints. 

Information from the study cannot be generalized to populations who have 

characteristics that differ from the thesis study sample. When examining 

characteristics of participants to dropouts (see Table 4-1), it was found that compared 

to the first interview participants, the four-month interview participants were more 

likely to be non-Aboriginal, more educated, older, married or common-law, and had 

fewer serious medical conditions before or during pregnancy. Dropouts were more 

likely to be Aboriginal, less educated, younger, single, and have greater instances of 

serious medical conditions before or during pregnancy. It is highly probable that if the 
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dropouts had remained in the study, higher stress levels would have been found than 

what the remaining participant population indicated. 

5.2.2 Study Method/Design 

The issue of mobility was a factor that greatly affected the tracking and follow

up of participants. A large number of participants moved to different locations a 

number of times within the four months after childbirth. This affected the principal 

investigator's ability to contact participants by phone. It is also possible that women 

may have moved between rural and urban areas during the time period of the study, 

which would affect residency classification and could result in misclassification bias. 

Misclassification bias is a source of error that can affect the validity of the study data 

(Hennekens & Mayrent, 1987). The determination of residency status was difficult 

because of participant mobility and cultural interpretation of the interview question. 

The question asked of participants was, "What describes accurately where you live 

now?" which can result in unreliable information on residency status. An alternative 

question such as, "Where is your permanent residence?" may or may not elicit the 

appropriate information on primary residence rather than temporary living 

arrangements. Aboriginal people are more likely to live a nomadic lifestyle and may 

not consider themselves as having a permanent residence. 

Clarification of the choices available to answer the question on residency 

would limit some confusion; it would be beneficial to change choice number one from 

"rural or farm" to "farm." Also, better definitions of rural and urban may have helped 

in the classification of residency status. 
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The thesis study definition of rural included small towns, farms, and reserves. 

For the purposes of this thesis, reserve communities were included in the rural category 

because of their small populations, isolation from other communities, and greater 

distance to services, similar to rural groups. Although the definition of rural in this 

study included small towns, farms, and reserves, it is possible that rural populations 

(from small towns and farms) and reserve populations could be different. The 

aggregation of reserves with small towns and farms was required for the purposes of 

sample size. In future studies it would be beneficial to use larger samples to separate 

groups because of potential differences between populations. 

The study and design are innovative and have never been undertaken in 

Saskatchewan. A prospective study with data collection at four time periods is quite 

origina~ even in Canada itself. The use of a prospective cohort design for the study 

has some limitations. One problem with these designs is the possibility of attrition, 

which has been discussed earlier. For this study, loss to follow-up and the resulting 

small rural sample for the four months' postpartum interview limits the 

generalizability of the findings. 

A further limitation of the prospective cohort design is the difficulty in 

controlling for confounders, since the study progresses over time. A confounder is an 

extraneous variable that can affect the associations between the exposure and the 

outcome (Hennekens & Mayrent, 1987). An observed association (or lack of one) 

between the exposure and the outcome may be due to a mixing of the exposure, the 

outcome, and the confounder, rather than only the exposure and outcome alone. 

Because this study progresses over time, it is difficult for the researcher to determine 
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what confounding factors may be affecting the results of the study. For example, it is 

potentially possible that a Public Health postpartum parenting group could be 

introduced at two months' postpartum to women from a particular rural area in the 

study. The parenting group could be a confounder for the study, since it may affect 

how these particular rural postpartum women perceive stress, social support, and self

esteem in the postpartum period. 

Self-report data collection measures are suitable for studying human 

characteristics (Howard, 1994) such as the constructs of stress, social support, and 

self-esteem in this study. Alternatively, the use of self-report measures as the only 

method of data collection is a source of mono-operation bias (Burns & Grove, 2001 ). 

Mono-operation bias "occurs when only one method of measurement is used to 

measure a construct" (p. 230). Data elicited only by self-report may differ from actual 

observed behaviours. It may have been beneficial to apply other methods, such as 

observational and physiologic methods, to collect data about the research questions. 

This would help to decrease problems with construct validity, which can be affected 

when only one method of data collection is incorporated (Burns & Grove). 

Self-report questionnaire methods can be a source of inaccurate or biased 

reporting and bias recall (Ayers, 200la). As suggested by Ayers, mood congruent 

biases can affect the recall of past events or responses. For instance, the 

stressors/hassles instrument at the four months postpartum interview asks about stress 

since the birth of the baby. The recall of stressors for the four months postpartum 

interview results may have been altered depending on the mood of the participant at 

the time of interview. Response distortions occur with self-reporting measures 
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(Lanyon & Goodstein, 1997). There is a tendency for participants to respond 

positively, regardless of the content of the questions. Lanyon and Goodstein suggest 

balancing positive and negative responses within an instrument, as was done with the 

self-esteem sub scale in the PPP. 

Participants who have a negative mood at the time of interview may respond 

using extreme scores. This can create negative affectivity bias, which can inflate 

correlations between stressors and outcome variables (Brief, Burke, George, 

Robinson, & Webster, 1988). It is also a possibility that women experiencing 

postpartum depressive symptoms may not have been physically or emotionally able to 

complete the interviews at all, which would result in an underestimation of 

psychosocial concerns of postpartum wom~n because of the potential attrition of 

depressed postpartum women. 

A final concern with self-reporting measures is social desirability bias, which 

is the tendency of participants to answer items in such a way as to deliberately or 

unconsciously represent themselves in a favorable light (Nancarrow & Brace, 2000). 

Since the immediate postpartum questionnaire was completed using a face-to-face 

interview, social desirability bias may be a factor in the choice of answers. The four 

months postpartum questionnaire was completed through a telephone interview, which 

can also cause social desirability bias. The principal investigator and research 

assistants used a set script and identical list of questions to control for potential 

interviewer bias. 

It should be noted that since there were multiple t-tests undertaken in data 

analyses, there is the possibility of Type One error, which is the error of incorrectly 
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declaring a difference, effect or relationship to be true when it is due to chance alone 

(Munro, 2001). The Bonferroni correction procedure was considered to address the 

issue, whereby the alpha level could be adjusted downward to consider chance 

capitalization. The decision was made not to apply the Bonferroni correction 

procedure, since this study was an initial examination of psychosocial variables for 

postpartum women in Saskatchewan, and provides preliminary information that can be 

examined and tested in further studies. 

The principal investigator used the Prenatal Psychosocial Profile (PPP) as the 

instrument of choice to evaluate the characteristics of stress, ~cial support, and self

esteem in postpartum women. The stress subscale was measured at both the first 

interview and the four months interview. The self-esteem and social support subscales 

were used in the first interview. It would have been beneficial to measure the 

subscales at two time periods to assess possible changes in responses over time. In 

addition, the PPP was designed specifically for prenatal women, not for postpartum 

women. No other identified studies were found that used the PPP as the primary 

evaluation tool for postpartum women; therefore it may be proposed that the PPP may 

be limited in reliability and validity for postpartum women. This thesis study found 

that the PPP had adequate internal consistency reliability and construct validity for 

postpartum women. The following sections will examine the appropriateness of the 

PPP stressorslhassles subscale, social support subscale, and the self-esteem subscale 

for postpartum women. 
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5.2.2.1 Stressors!hass/es subsca/e of the PPP. 

The PPP stressorslhassles scale was a collection of II items from the Hassles 

and Uplifts Scale (Kanner, Coyne, Schaefer, & Lazarus, I98I ). The Hassles and 

Uplifts Scale has been widely used in assessment of daily stressors. Ayers (2001b) 

emphasizes the importance of assessing daily stressors as well as stressful life events 

in assessing psychological well-being. Ayers (1999) produced a 34-item version ofthe 

Hassles and Uplifts scale for use with postpartum women. The reduced Hassles and 

Uplifts Subscales for use with postpartum women had internal reliabilities of 0.95 and 

0.93 respectively (Ayers, 2001b). Walker (1997) has modified the stressorslhassles 

scale from the PPP to use with postpartum women. Adaptations to the stress scale 

included changing the stressor of "current pregnancy" to "your young baby or another 

child" and responses were simplified from a 4-point scale to "Yes" or ''No". Th~ 

modified stressors/hassles scale showed adequate internal consistency and reliability 

in its postpartum application. Ayers' (1999) reduced Hassles and Uplifts Scale or 

Walker's (I997) modified PPP stressors/hassles scale may be more valuable tools to 

assess daily stressors in postpartum women than the original I1-item stressorslhassles 

scale used in the PPP, which was designed specifically for prenatal women. 

There are two other valuable tools to measure stress in postpartum women: the 

Hung Postpartum Stress Scale (HPSS) (Hung & Chung, 2001) and the Perceived 

Stress Scale (PSS) (Cohen, Kamarck, & Mermelstein, 1983). Although currently only 

tested with Taiwanese women, the HPSS has the potential to be a valuable instrument 

for assessing stress in women from a variety of cultures without being limited to 

westernized cultural backgrounds. Walker (1989a, 1989b) found that the PSS (Cohen 

86 



et al., 1983 ), a 14-item self-report scale, was successful for measuring perceived stress 

in new mothers. Chen and Wang (2002) used the PSS to examine stress in Taiwanese 

primiparas. There has been established reliability and validity for the PSS. 

Cronbach's alpha was used to test the internal consistency reliability of the 

PPP subscales. The alpha of the stress subscale for the first interview was 0.62, which 

is lower than the recommended 0.70 that is satisfactory for research purposes 

(Nunnally & Bernstein, 1994). The lower alpha is clinically understandable, as there 

were few women who reported any stress related to a recent loss of a loved one or to 

experiencing abuse. 

5. 2.2. 2 Social support subscale of the PPP. 

Brown's ( 1986) Support Behaviors Inventory was selected for the social 

support subscale of the PPP. Curry et al. (1994) chose Brown's scale for its brevity, 

ability to measure the broad level of perceived support experienced during pregnancy, 

and the measure's adequate levels of validity and reliability. Brown's scale has been 

used successfully in the postpartum period to examine adult and teenage mothers' 

satisfaction with social support (McVeigh & Smith, 2000). A more commonly used 

measure for assessing postpartum social support is the Norbeck Social Support 

Questionnaire (NSSQ) (Norbeck, Lindsey, & Carrieri, 1981, 1983). Because it has 

been more frequently tested in the postpartum, it may be a more appropriate tool to 

measure social support in postpartum women. Gottlieb and Mendelson (1995) used the 

NS SQ as an instrument to measure general spousal support and general network 

support for second-time mothers. Social support was examined in frrst-time mothers 

over age 35 using the NSSQ (Reece, 1993). Social support has also been assessed 
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using the 34-item Postpartum Support Questionnaire developed by Logsdon and 

McBride (1989, 1991). Both the NSSQ and the Postpartum Support Questionnaire 

have reported reliability and validity. 

5.2.2.3 Self-esteem subscale of the PPP. 

Curry et al. (1994) used Rosenberg's (1965) Self-Esteem Scale to measure the 

self-acceptance aspect of self-esteem. Curry et al. incorporated the instrument because 

it was brief: had been used extensively in studies on prenatal women, and it has 

reported face validity. An additional item, "Feel like you have control over your life" 

was added to the 10-item questionnaire by Curry et al., in response to the authors' 

belief that personal control has a large impact on self-esteem. Rosenberg's Self

Esteem Scale appears to be the most commonly used self-esteem instrument for 

postpartum women. Hall, Kotch, Browne, and Rayens (1996) used the Self-Esteem 

Scale to examine the role of self-esteem as a mediator of the effects of stressors and 

social resources on depressive symptoms in postpartum mothers. Me Veigh and Smith 

(2000) compared adult and teenage mothers' self-esteem using Rosenberg's Self

Esteem Scale. Another instrument that has been used to study self-esteem in 

postpartum women is Coopersmith's Self-Esteem Inventory (SEI) (Coopersmith, 

1990). Chen and Wang (2002) used the SEI to study Taiwanese primip~as' self

esteems. The Rosenberg Self-Esteem Scale is a commonly used, reliable, and valid 

instrument for measuring self-esteem in both prenatal and postpartum women. 

Coopersmith's SEI is an alternative self-esteem instrument that could also be used 

with postpartum women. 
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5. 3 Value of Findings for Nursing 

The information gained from the thesis study contributes to the limited 

available research on Canadian women and their psychosocial experiences in the 

postpartum period. Information gained from the study increases nurses' knowledge of 

rural and urban Saskatchewan postpartum women and how they differ according to 

demographic information and postpartum perceptions, which in tum can be used to 

enhance the quality of postpartum community nursing programs. The PPP was found 

to be a clinically valuable tool for assessing stress, social support, and self-esteem in 

this study of postpartum women in Saskatchewan. The study provides information for 

nurses to understand the potential needs of postpartum women, such as improved 

breastfeeding support for rural women and stress management skills and parenting 

support for young, single, Aboriginal women. The preliminary findings from this 

thesis study on the postpartum experiences of rural and urban women provide a strong 

base for further nursing study. 
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Chapter 6: Conclusions 

6.1 Summary 

The PPP instrument provided valuable information on the psychosocial factors 

of stress, social support, and self-esteem in rural and urban postpartum women. It 

appears from this thesis that this sample of postpartum women experienced fewer 

concerns with stress, social support, and self-esteem than what has been found for 

postpartum women in other studies. Further study is necessary before making 

conclusions that women are experiencing less psychosocial concerns than previous 

research has shown. It is important to note the similarities and differences that were 

found between rural and urban groups of postpartum women. For instance, rural 

women had lower social support than urban women in relation to two items from the 

PPP. At four months postpartum, both rural and urban groups experienced higher 

stress due to money worries and overload compared to the first interview in the 

immediate postpartum. 

Significant findings from the study identify the demographic characteristics of 

women who may be at increased risk for stress at four months postpartum. The best 

predictors of stress at four months postpartum were found to be Aboriginal single, 

older single, and higher income single women. There is limited literature on the role 

that socioeconomic variables have on stress for women in the postpartum. Because of 

sample size limitations in this analysis, more study is necessary to understand the 

association of marital status with age and income on stress at four months postpartum. 
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This section opens with a discussion of implications of the study for nursing practice 

followed by recommendations and conclusions. 

6.2 Implications of Study for Nursing Practice 

This thesis study has clinical significance for prenatal and postpartum nurses 

and community health program administrators. The results of the study contribute to 

the knowledge base on the psychosocial health of rural and urban postpartum women, 

in particular postpartum women in Saskatchewan. Nurses are key to assessing prenatal 

and postpartum women's health, and in supporting women in achieving their highest 

potentials in the motherhood role. The knowledge gained from the study can be used 

towards applying the best possible nursing care to support women in the perinatal 

period. 

The research findings indicate that the motherhood role and demands can be 

stressful, especially in relation to finances, childcare, and feeling generally 

overwhelmed. In preparation for the birth of the child, nurses have an excellent 

opportunity to discuss with prenatal clients the psychological aspects of motherhood 

and expectations of the parenting role. When nurses are involved with prenatal client 

care, stress, self-esteem, and social support networks can be assessed during routine 

prenatal visits with changes being monitored throughout the pregnancy. Social support 

availability is important to address, but the quality of the social relationships should 

also be examined. 

During the postpartum hospitalization, a short, self-administered questionnaire 

such as the PPP (Curry et al., 1994) could be given to clients. If the client identified 

concerns in the areas of stress, social support, and self-esteem, this information could 
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be used by Public Health Nurses as a basis for home follow-up. Public Health Nurses 

on home visits need to stress that they are not only assessing the new infant's health, 

but also the health of the mother as well. The nurse and client can collaborate to 

design a postnatal support plan (PSP) to arrange for aid from support networks in the 

event that assistance is required for childcare and household tasks (McVeigh, 1997). 

Follow-up home visits or telephone calls contribute to building rapport between client 

and nurse, whereby the client may feel more comfortable in expressing concerns and 

problem solving. In addition, the nurse can perform follow-up assessments on 

psychosocial and physical concerns of the mother and infant. 

Community health programs need to initiate and maintain parenting classes to 

support new parents. Parenting programs that focus on building interpersonal and 

parenting skills contribute to building the confidence and self-esteem of postpartum 

women. Social support networks are created and expanded through social interactions 

in these programs. Findings from the thesis study indicate that adequate social support 

may be lacking for some rural postpartum women, so it is important that program 

planning is "rural friendly." Rural women may face challenges in attending health 

programs, and accessibility issues must be identified and addressed in the planning 

stages of parenting programs. Adequate breastfeeding education and support must be 

available to both rural and urban women. The low breastfeeding rate for rural women 

at four months postpartum may indicate the need for easy rural accessibility to public 

health nurses, lactation consultants, and breastfeeding information. Because of 

financial restraints, rural women in particular may have to obtain employment outside 
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the home when the infant is at a young age; the nurse can assist the mother in 

coordinating breastfeeding with employment. 

Programs that aim to promote better mental health for postpartum women need 

to address socio-environmental factors. Nurses need to explore barriers to community 

health programs and supports and fmd ways to break them down. Results from this 

study indicat~ that Aboriginal single, older single, and higher income single women 

are most at risk for stress at four months postpartum. Specific prenatal and postnatal 

programs for these particular target groups could be designed and implemented. 

Topics such as parenting issues, socioeconomic concerns of new mothers, building 

self-esteem, and healthy coping methods could be addressed in program sessions. 

6.3 Recommendations 

Further research is vital to understanding the experiences of women in the year 

following childbirth. Research should focus on the follow-up of postpartum women's 

psychosocial experiences; it would be beneficial to monitor psychosocial changes that 

occur during the postpartum year. The birth of a baby will ultimately have an impact 

on women's relationships with others, particularly with their partners. This study did 

not examine the potential impact of having a baby on women's relationships. Valuable 

knowledge could be gained by studying the positive and negative impacts the baby has 

on women's relationships in the first year postpartum, and should be considered in 

future studies of this nature. Stress, social support, and self-esteem are linked to 

postpartum depression, thus it is crucially important to assess all of these factors in 

additional studies of postpartum women. Studies should include postpartum 

depression instruments to gain added knowledge of the factors that influence a 
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woman's mental health. Socioeconomic factors such as marital status, age, ethnicity, 

income, and education must be further researched to validate this thesis study's 

findings on the factors' relationship to postpartum stress. 

The PPP was especially designed as prenatal assessment tool; therefore it is 

important to conduct further study of its usefulness for postpartum women. The PPP 

may need alterations to be more applicable for the assessment of postpartum women, 

such as were initiated by Walker (1997). Although this study found the PPP to be 

useful in assessing postpartum women, it may be found through further research that 

tools developed specifically for postpartum women, as opposed to prenatal tools, may 

better address the psychosocial factors of postpartum women. 

The study design could be enhanced to reveal more information on the 

experiences of postpartum women. A larger, more diverse sample of women is 

necessary to confirm the results of the thesis study. Studies that follow women over 

time from the prenatal period to the end of the postpartum year would elicit further 

information on psychosocial and physical changes of women in the perinatal period. 

Breastfeeding initiation and duration could be studied over time; finding out whether 

women are exclusively breastfeeding or not is also valuable knowledge to be gained. 

The addition of other study methods such as daily diary entries and observational 

methods would assist in validating women's self-reports of stress, social support, self

esteem, and depression. Studies including women's partners and/or other family 

members could expand knowledge about family processes in the postpartum. 

Qualitative study designs to explore women's interpretations of their postpartum 

experiences are indicated to enrich understanding of postpartum adjustment. Further 
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study of current postpartum nursing practices is required to determine whether nursing 

care is helping or hindering mothers in their adjustment to the postpartum. 

There is limited research on the experiences of rural women in the postpartum 

period. Additional study on rural postpartum women is essential to validate the 

fmdings of this thesis study. The definitions of rural and urban must be clearly defined 

and researchers must take into consideration diverse geographical differences and 

experiences before generalizing study findings to all countries and regions. Research 

on rural postpartum women's psychosocial health needs to be pursued, particularly in 

women who live great distances away from urban centres. An exploration of current 

breastfeeding practices with other rural groups would provide greater knowledge of 

rural infant feeding practices. 

It is essential to undertake further study of Aboriginal women in the 

postpartum women. This study identified that single Aboriginal women may be at 

increased risk for stress at four months postpartum. Aboriginal women were more 

likely to withdraw from the study at four months' postpartum, which resulted in a 

small Aboriginal sample. Further study of other Aboriginal women is necessary to 

gain a better understanding of their psychosocial health in the postpartum. 

Socioeconomic factors such as poverty, single status, and limited education are 

important variables to consider in additional studies. 
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6. 4 Conclusions 

Stress, social support, and self-esteem are psychosocial factors that play a vital 

role in women's adjustment to the maternal role. This study identified that rural 

women have slightly less satisfaction with postpartum social support than urban 

women. Rural and urban women had moderate to high levels of self-esteem. Financial 

concerns and overload were stressors for both rural and urban women, particularly 

after four months' postpartum. Aboriginal single, older single, and higher income 

single women were the most likely to have stress at four months postpartum. Nursing 

practice must continue to focus on women in the perinatal period; assessment and 

follow-up of the psychosocial experiences of women is essential to healthy postpartum 

adjustment. Community health parenting programs must be available for rural and 

urban women to enhance interpersonal and parenting skills and build social networks. 

Parenting programs targeted towards single women, particularly Aboriginal, older, or 

higher income postpartum women, will provide these women with skills to cope 

effectively with stress. The experiences of Aboriginal women in the postpartum 

require additional examination. Further study of stress, social support, and self-esteem 

in rural and urban perinatal women using a larger, more diverse sample as well as 

considering socioeconomic variables will increase the understanding of the 

psychosocial experiences of postpartum women. 
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y N 

~~4~~~~~~~~~~~ 
I I. Wbich of the following people live with you? 

a) your husbaudlpanner or boyfiiend 
Uve witll yoa 

b)chlldren, counting any adopted or fostered 
c) your motber/ mother's panner 
d) your father/ fidher's partner 
c) Olber relatives/ fiiends 

bow many?_ 
t) live alone 

li.Do dley offer help widl daily adivities? 
_ aJJ oftbe time 
-most oftbe time 

12. Do you get along with people you live with? 
_ aJI oflho time 

most of the time 

E) ll~foi/Dtlllw qiiGiitRa l'dtllttiO ~ MIOklltJ 
13. Do you Clln"CDtly smoke c:ipnttes? 

y N 
y N 
y N 
y N 
y N 

y N 

_sometimes 
_'DJI:Vf:r 

_sometimes 
_never 

y N 

14.a) If yes how long haw you smobd 
__years _months 

IS .If no haw you ever smoked 
Y N(ooskiptoQI9) 

1 .S.a)Wheo did you quit smoking? 
_more tbaD I yr before pregnancy 
_less than a yar before pragnanc:y 
_during the prepaney(specify). __ 

14.b) How many cigarettes do you 
smoke on a typical da)1 __ 

15.c). How many cigarettes did you 
smoke on a typical day? __ 

16 .Has )'OUr smoking changed since you've been pregnant? y N (no skip to Q19) 

t 7. If yes how and when did )'QIIr smoking chanp? 
Began smoking more during_ I • 'J.*4 
Began smoking less during _t• 21111 

3" trimester ofprqaanc:y 
3111 lrimester ofprepancy 

I 8. How rnany cigarettes dicl you smoke on a typical day before you cbanged? __ 

19. Did the fidher of this child smoke before you were pregnant? 
IUid during your pregnancy? 

20. Does he smoke now 
lfyes where ___________ _ 
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F./4 IIIIi IIIHIIItCiuRIIIstrastn "* 11_. 
21. I'd like to bow to what mat tbe followlq are a.nmt ~tra:~oisn.aslel. 1bc raean:ber circles 
the number conesponding to the appropriate response. 

-i 

•I 

No Some Mod Sewre 
Stress Stress Stress Slress 

Fioaacial wonies ( e.g.food, sheller, heaitb can:. 
tl'llllponation ) 
Other money worries( e.,. bills. etc.) 1 
Problems related to fimily J 
Having to move, either recently or in the future l 
Recent loss of a kwed one 1 
Current JngDIIICy/ birth 1 
Cummt abuse, sexual, emotional or physical 1 
Problems whh alcobol or drugs J 
Work problems (e.g. being laid off ea.:.) l 
Problems related to tiieQds 1 
Feeling genemlly "overloaded" I 

2 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

3 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

4 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

2la) lf' experienced abuse. what kind sexual emotional __ or pbysical._ __ 
b) If problem with drvp, what drugs ? marijuana coc:aine __ cr cocaine_ 
8111phemmines barbiturates~--
c) If problem with akobol ? Ever tboqbt of CUtting Down _? Ever been Anrlo)'ed by 
c:ruticism_, .Ever felt Guilty Do you drink in the morning (E"' Opener)?. __ _ 

6: Ut:J tfllj UtHit Sllppon 22. Do you have a panner1 No-0 (ad only aboulSIIpJJOrt from Olht!n. go to 14), 
Y e.r -I 1 wiU read )1011 a list of StiiiBIIIB1IIS tlacribbtg typa of 111pport on a sctd4 of 1-6, with I bdng very 
dissaJisfled and 6 being wry satiljied 

23. If rapoadeat bas partDer: Now I will read these statements and I waat you to tell me bow lllilticd 
you am with support you receive fium your parber. 

Very Dissatified Very Satisfied 

-1 Shins similar experieDces with me 2 3 4 s 6 
...fi Helps keep up my morale ) 2 3 4 s 6 -ill Helps me out when I'm in a pinch 1 2 3 4 5 6 -iv Shows interest in my daily activities and 1 2 3 4 s 6 

problems 
•\' Ooes out of bislher way to do special or 2 3 4 s 6 

thoughtful things 
-vi Allows me to talk about tbiqs that • very 2 3 4 s 6 

personal aDd private 
•VII Lets me .kDow l am appreciaaal for the thiugs 1 do 1 2 3 4 5 6 

forhimlher 
·VIIi Tolerates my ups and downs and unusual 2 3 4 s 6 behaviours 
·ix Takes me seriously wben I have concerns 1 2 3 4 s 6 
•:S: Says tbinp that make my situation clearer aad l 2 3 4 5 6 

easier to understand 
·Ii Lets me know that he/she wall be around if I need 2 3 4 .5 6 

assis1ance 
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H Suppmt by ~«<ln-IIID'e f · J 
24. Now I will read these statemenra apin, aod I WilDt you to tell me how lltisfted you arc with support 
you receive ft'om peopl~ odu:r tbau your partner. 

Very Very 
Dissatisfied Satisfied 

-1 SUre similar experieaces with me l 2 3 4 s 6 

·if Help keep up my DIOI'8k 2 3 4 s 6 

..w Help me out when I'm iD a pind1 (low 2 3 4 s 6 
fiDancially) 

'* Sbow iDierest iD my daily ICI:ivD:s 
llldproblems 

2 3 4 s 6 

•V Go out of their way to do special or 2 3 4 5 6 
UtoushdW thinas 

·VI AUow me to talc llbout thiap thM IR 2 3 4 s 6 
YCI)' penonaJ and pivate 

-vii Let· me know lun IJ'Pieciatlcd for 1be 2 3 4 5 6 
...... do for than 

-ril Tolenate my ups IDi downs and 2 
IIDIISIIal behaviours 

3 4 5 6 

-is Tllb me seriously when I bave 2 3 4 5 6 c:oncans 
-x s.ys thmp lbat mab my sduation 

cleller and easier to understand 
2 3 4 s 6 

-xi Lela me .lalow that tbey wiD be around 
ifl need aaistauc:e 

2 3 4 5 6 

L Lm tlllk ~~Hilt how ytJII pictlll'e yo,.q (A.nasmellt of Self-Esti!t!m) 
25. We all have some ldod of '"picture"of ourselves we cmy witb UL r•m goifts to read you a list of 
st.ten16111S that people have IIIOd to describe themselves. I wnld like y.u to tell me how raadl you acree 
or dllacne tbat tills •teatnt dacribes. 

Slnlni!IY Dislpcc Ap:c Slnlncly 
lllsllpie Aaree -i Feel dutt you're a person of worth. at least on an l 2 3 4 

equal buis willa others. 
-II Feel !bat you have a number of good qualities 2 3 4 

-m All in all. feellhat you are a tilihue 2 3 4 
-tv Feel you arc able to do things as well as l1lOSt other 

people 
2 3 4 

-v Feel you do not have much to be proud of 2 J 4 

-vf Take a poaitive attitude toward yourself 2 3 4 -vi On the wbole. feellllisfled wi1h yourself 2 3 4 -vftl WISh you could haw more respect for yourself 2 3 4 -ix Feel ~~~elas& at times. 2 3 4 
•:I At times think you are no good at an. 2 3 4 -xJ Feel like you have control over your life. 2 3 4 

J. A lflt of,..,. diiM llii»>HHI for dljft!mll ~ UO tMI Molll AkMitll CtNIM,.., It/liN 
/'rqlllllfC1 
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26. Have you ever drunk alcoboJ y N (lfoo skip to Q 31) 

27. lD the 12 moaths bet'ore yCMr bel:ame pnput whit is 1be hi.-. nmbar of driab you CUI recall 
having 011 one occasion? (Aay combiDadoa of aAIIIboUiel of beer, ceolen,lllooten, at- ofwlae or 
drluks C8111aiabl& liquor of aJ111 khaM (Aclul NWDber)_ 

Dcpeoding on the actual number abow ast the~ &cqucncy qUOIIioD below iJe&inniD& at tbe 
cmgory CCII~g to the IDS\WI' above aDd c:oatiJwc doWll tbe qaestioas 

21. llw'inl the lat 11 mondas before tllk pnpaiiC)' , how otk:a did you have : 

12 or more driaks: 

8 to II drinks 

S-1 drinlca 

3to4drin.ks 

lto2drinb 

Use Table to record 
POIIdble Retpon~a 

Everyday, or nell1y 
fN«Y~ 
3-4 times a weak 
1-2 timesa week 
Oace or twice a week 
l-3 timener lllODih 
7-11 ti,..es ba tile put 
year 

3-6 times iD abe pal 
I year 

Twicc.in tbe a.t y.-
Once ia rbo past )1:111' 

Never 
Doa'tknow 
Refused 
Not auolicablc 

__ __,lecord aoswer in table below 

___ Record lll8wcr iD lllble below 

Y for Ytl. and N for No 
Gnduted Fnquaey C...., Ia drbW 

12ormore Ito 11 Sto7 3to4 I or2 

. 

29.Would you say you have c:hangod yoor aleobol driafcina p1t1m1 smce becomiq Jn8llllll'} Y N 

30. Why have you cllangeO your alcohol driDkins paaena aiace becoming pn:saant (What 1111 tho reaons)? 
DriDkiDg more( ). drinkin& lea( ) or altoptller Stopped driuJda& ( ). 
_a.)prep~Dcy related _b)leacnl hcaldl reuoas 
_c)advk:e fiom _d)IDfotmation via the media 
_ e)family caar:emed ~t)otllers ldvice 
___g)finlocial constraints _ll)lelatioasbip I'CIISDftS 
__ i)olher (specify) 

31. Please toU mo tbe reaona why you driDk alcoboJ? 
__ a)to socialize with pannerlfficndsl family _e)evceyone else II'OUIId me drizlb 

115 



_b)orelax 
_c:)to cope with ___ _ 
_ d)boredom 

_f)have always enjoyed havins a driDk 
_____J)doo't really know 
_h)otber(spec:ltY). ___ _ 

32. Does your partner/ baby's father drink? 

If yes bow often ------

~ .AtlwlaiM, iulqlbd 
33. When were you acbitted into tbe hospital? 

Wht:a was your baby bom? 

lJ. Uelllll;..., -~ t¥lltwy 
34 .• What type of delivery did :you have 
_nonnal uncomplicated 

Dale. __ _ 

o.e. __ _ 

_normal with complications ( 2• or 3nt Dqree perineal hB', PPH etc) 
-~ (VICuum)exlraction 
~del· _ ..... -.... IVel)' 

y N 

Time. __ 

Time. __ 

_caesarean section uncomplicated Was the CIS Plaoned or an emergency __ 
_ caesarean section witb complications(blccding. infi::ction, pynOO& etc) 

3Sa) were you iDdueect? 
b) did you have artificial rupture of membranes? 

y 
y 

N 
N 

M.. w..-. 0tatkRu 
36. How atlllied are yo1 witlt tbe : 
.1 Quality of care by 1M medical staff 
_a} completely satisfied 
_b) don't lmow 
_c) not completely satisfied 
.2Time with the medical staff 
_a} completely satisfied 
_b) don't know 
_c) not completely satisfied 
.3Medical staff's explanations 
_a) completely satisfied 

b)don 't kDow 
-c) not eompletely satisfied 
.4Medicol staff's courtesy 
_a) completely satisfied 
_b)dm't know 
_c) not completely satisfied 
.6Medical stqff's personal interest 
_a) completely satisfied 

b)don't know 
-c) ncx completely satisfied 

N&dlffii:IIM (laatltllll 
37. How llllilfted an yoa with tile: 

.1 /Quality of ctUe by the nursing staff 
_a) 

b) 
-c) 

. 22Time with the nursing staff 
a) 
b) 
c) 

.33Nursing staff's explantllions 
_a) 

b) 
-c) 

.#Nursing stttrs cow-tesy 
_a) 
_b) 
_c) 
.66Nuning staff's personal interest 
_a) 
_b) 
_c:) 

37b Has anyone talked to you about an early discharge programme (Heathy & Home) 
y N 

If yes identify who talked to you about the program? 
b. I)_ Healthy&: Home nurse, b.2)_ Postpartum ward nurse, b.3) _Doctor 
O.FbuJJly I }liSt 11~ SOIIIIt ....,./lie mfOI'IIIIIIloll frt»rt Yfl& 
31. Whatisyourdateofbirth__, 19_ 
Age category b) Actuual Ap __ _ 
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_a) 19)'elllorlea 
-b) :Z0.29 years 
__ c) 30.39 )'all 

_d) 40+ )'ell'S 

39. Please indieate your marital status 
_a)manied 
_b) COIIUnOft·law 
_c) separated/divorced 
_d) widowed 
_e) single 

40. How tall are you __ iDCbes I Ceatimetres 

41. Your weigbt a) before Jft111111CY. __ (pounds/b1oarams) 

42. What ethnic /cultural back&t'oumi do you' identify with most'l{CHECK ALL THAT APPLY) 
_a) Status ladiaol TR:Ily ladiaa 

It' yes identify adturallfOUP 
__ a. I) Plains Cree 
_a.2) Woodland Cree 
_a.J) Sioux or Dakota 
_a.4) Sauttcaux or Ojibway 
_a.5) Cbipewyn or Deuc 

_b) Non S1alus Indian 
_c:)Metis . 
_d) Inuit 
_e) Engliab Canadian 
_f) Frcoch Canadian 
_e) c-dian (other specify) ------
_f) other specify 

43. Wbat is tbe hishest level of echaaion you c:ompleted/achieved 
_a) no formal schooling _b) elcmem.y school {grades 1-8) 
_c) high scllool ( gndes 9·12) _d) tccbnic:al/college level education 
_e) Univenity (specifY level)-----

44. What dfd you do prior 1D becoming prqpl8nt'l 
_a) workiog PT or PT 
_b) was working but got laid off, or quit. sick leave, took extended leave 
_c) mtemploycd 
_d) self employed 
_e) workiDg witbin the hoJIHIIhomemaker 
_f) disabled too iU to wort 
_g) other (spcdty) ----------

4S. What is your total household income for yoW' family per yc:ar 
_a) <S 10,000 __I) SS 1-60,000 _m) on welfilre 
_b) $10.15,000 _h) $61·70.000 
_c) SI6-20,ooo _o S7J-so,ooo 
_d) $21-29,000 _j) $81,000+ 
_e) $30-40,000 _k) siDgJo income_/ year 
_t) $41-50,000 _1) don't know 

46. What is tbe total nwnber of people in your household? __ 
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47. How Ions have you liYed at your Cllm!Dt adchss? __yean 

41. How miD)' times haw yoo moved ill the pat 10 ,.n? _ __..timea 

49. What descn"bea ac:curatcly where you Hve DOW 

_a) rural or farm _b) reserve 
_c) small town (<10.000 people) 
_e) llqe city (~Jeatercban 25,000 people) 

_d) small city(I0.2S,OOO people) 
_f) don't la!ow 

SO. How far (in hours or distance) do you li\oe fiom. the following 

_a) family physician __ b) nearest bollpitaJ 
_d) bow far did you travel to deliver at Royal UuiYersity HospftaJ 

___ c) cliDic 

51. If you traWled a long way to doliYer at RUH. why did you tntvel that d1staoce to come to 

RUH·-----------------------------------------
S2. Wen you upset by any of the questions I liked you? 

,3, Would you like referral to tbe Pfllll*tUm Social Worbr 

(Hospital Social Worla:r- Availabiliy if needed Tei6SS 

2596 or 655 2594 ) 
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AppendixB 

Childbirth ud .l.ea&th ofHetpifal Stay Stady-~ 3 Slleet) 

ID Numller __ _ Partidpuat's N'a ... ______ _ 

Telepboae ------- ~efJN~-------------
hltervilwed by _____ _ 

Tbae eaded. __ _ 

Attempts to COIIt.d partid,.at Please iodkate uder r~~p~are if 

a) left a -w•ae • ....,.... ....... - LM M 
b) 

left ·-· wltla Giller Nlldalt •LM? 
e) No reply 
d) OlDer (Speejfy) 

l) O.te O.Y, nme ~ 
l) Date Day nme ~ 
3) Date DaY, 'llaae ~ 
4f) Date Day; 11-.e ..,_ 
5) O.te DIY. Time ~ 
6) Date Day Time Respoate 

7) Date DaY. nme Res~ 

Com•uts: 
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.4-li•-FSfiiYI«< 
I) Please idoDtify bow much you have used 1hc followmg SCI'Vices since we spoke to you • 4 weeks post 
delivery (idenrify actual number oftimes 1lled service). [If we missed you at4 weeks please identify bow 
IDIDY times you've used the servic:es only iD lbe previous 2 months]. 
&Jvit:11 7)IJH! ewer tbe last l mootlls 

-a Visits to your physician for you 
-b Visits to your pbysidaD far lbc baby 
-c VisiiJ to bOspitaJ emergency for you 
-d V'llils to bolpital emqency for the baby 
-e Visits to a local clinic for you 
-f VisiU to a local elinic for die baby 
"'1 V"JSitcd ID aJremat1w: Cbeiapist for baby 
--h Visited ID allenultive 1berapist for YOW' 

Deeds -

2 a).lfyou UICXl akemative tbenpy, please iciennfy fonns of al!emative therapy you used witla tbis baby 
e.g. massage. filitb healing. reflexology, bat.,? ____ _._ __ ~ ____ __, 

2 b) If you uald akemative therapy. plcue idaldfY fpnns of aJlemative tbnpies you used for yo•nelr 
since baby's birth ?e.a. manage, acu-puncture, bomeopatby, Prayer: ____ -" ______ _,. 

.. Uti t.allbt»d Ourwrt ltl'aUn lllld iiMilG 
3. I'd like to know to wbat utat tbe f'ollowiDa are earnat are.orll't•elel, slaee dae birtJI or yo•r 
baby. (Tiac: reeean:her chclcs dJc number conespmding to tbe appn!pri2de response). 

No Sene Mod Severo 
Stress Slress Sttea Silas 

-i FinanciaJ worries for (q baby fbod, otbcr food, 1 2 3 4 

-il 
-Hi 

baby itans, sbe.ltcr, bealtb care, tl'lnspOrlldion etc. 
) 
Odler money worries( e.g. billa, etc.) I 
Problema related to fiunily (immediate & cxtcoded I 
&milies) _ 
Having to move in tbe future 1 
Airy stress fiom having mowd aiace baby's binb. I 
Moved _ timei (tmm home to home. or from one 
area to 11110tbcc diffemJt area) 
Recent loss of a loved one 1 
Current child care of newborn baby l 
Current care of self 1 
CWTCIIt eare of die rest oftbe family 1 
Current abuse, .sexual, eJMional or physic:al 1 
ProbJems with ak:obol 1 
Problems with dnap 1 
WOtt problems (neediag to tab time oft; being I 
laid ot not working away fi'om bome 8E all) 

2 
2 

2 
2 

2 
2 
2 
2 
2 
2 
2 
2 

-:1 Problems relaled to mends I 2 
-:d FeeliD& pnemlly ~overloaded" 1 2 

3 
3 

3 
3 

3 
3 
3 
3 
3 
3 
3 
3 

3 
3 

4a) If experienced abuse. what kind sexual __ emotional~- or physical. __ _ 
4b) If problem with drup. what drup? nmijuaaa c:oeaine_a 
ampbdamines barbitanles. __ _ 

Cs.Mblf 
4a) Do you c:urreatly smoke? Y N (If no gcuo q S) 

4b} Where do yoa smoke? ID tho bouse_oalSide _ 
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4 
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4 
4 
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4 
4 
4 
4 
4 

4 
4 
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4c) If yes how much do you smoke daily ~---(number) 

4d) Any other adults who smoke? Y N b) If yes 'WileR do they smob? ID the bouse_outside _ 

D Lets ttllk abord Support you~ /uul ~ htwing yo, Wy 
Smce you bad your baby: 
S).Who has been most supportive to you (o.g. husbandlpartnerlboyft other) a}..__ __ _ 
Who has been~ level of support · b) ____ _ 
Any o1her supportive persons or groups? e.g. )'01Il'lg moms or community groups c), ____ _ 

6) Did you have support from: . a) Health llld Home Early discblrge can: program Y N 
b) Public Health Nurses Y N 
c} Nobod.y's Perfect program Y N 
d} Food For Tbousbt (Nuaition Program) Y N 
e) Canada Action for Cbiidrm Program Y N 
t) Other (speciiY)~---=~--:----

c).Having experienced support in the c:ommunity 1i'om any oft,he above programs, would you want more 
npport in tho first 4 rnootbs postpanum fi'om. any of these programs? Y N 
d)Whlch particular program a)_ b)_ ~)- d)_ e)_ t) __ • 
PJc:asccxplain why _____________________ _ 

8.) Haveyouneededtouseavarietyofraoun:esforsupportotherdumyourfamily? Y · N 

If yes, please identify what resources you have used ____________ _ 

9a). Would you like to comact the hospital Social Workers for some support 
(Hospital Social Worker Availability if needed. Ted 6552596 or 6.SS 2S94) 

y N. 

b). Would you like us to give your name to the hospital Social Workers or to Debbie to contact you about 
support Y N. 

c). Would you lilcc to contact the postpartum AdjUS1JDeltt Support Group Facilitator 
(Support Group faciJi1ator if needed 221 6806, 8:30-4:30pm.) y N 

d). Would you like us to give your uame to tbe postpanum Adjustment Support Group Facilitator or 
Debbie. to contact you about support . · Y N. 
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F. Lets Talk about baby's feeding 
10. a).AM you Breast Feeding 
b) Did you try to Bnmst Feed 

c) How successful do you feel you have been with breast feeding 

y N 
y N 

[ IfNo go to q 11 ] 

Very SucteSSful_ Moderately Successful_ A little Successful_ Not At All Successful_ 

C~nm~~~~~------~----------~~----------~~--~ 
d) If still Breast Feeding have you needed to give baby bottle milk too Y N 

e) If yes how often i) after every breast feed, __ ~~ ii) once or twice a day ___ ill)3-4 times a 
week iv) once a week v) Other specify---------

f) What was thc'bottlc milk given~-------"Any comments---------

11 a) Baby's First name b)Baby's Swname -------------
c) Sex m · f.--:-_'"'"' 
d) At what gestational age in weeks was your baby born? (e.g. 37wks, 38 wks, 39 wks ...... ) 

G. About Vaeeiuatiou aad Weight: 
12 a) Has your baby had vaccinations of; Diphtheria, Pertussis, Tetanus, Polio&. HaemophiJus), 
at 2m Diphtheria Y -N 4m Dipbthcria Y -N 

Pertussis · Y -N Pertussis Y -N 
Tetanus T Y-N Tetanus T Y-N 
Polio Y-N Polio Y-N 
Haemophiius Y-N . Haemophilus Y-N 

13.1 Baby's weight@ 2m of age (Date)_ 
13.2Baby'sweigbt@4mof., (Date) __ 

H. Prepaneies • Please tell me tbe following: 
14.1 How many children you have altogether 14.2 How many pregnancies you have had,_ __ 
14.3 Have you lost any pregnancies (Miscarried /Abortions)_l4.4 Any baby's bom before 37 weeks_ 

LGenenl: 
lS.a) During the Jast 4 months, please identify am15 you bave found extremelty challenging in relation to 
care of your young baby( e.g. taking care of minor m1ments, settling baby, when to wean. how warm to 
b~mmy) ________________________________________________ __ 

lS.b) During the last 4 months, what specific areas have you fomtd extremely cballenging in relation to 
self-care (e.g. getting enough sleep) --------------------------
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161.) Willll )'Uil reflect bide, OD lhe leqth ofbolpbl...,. pclllpllbi .S1!bt ~ IDUIIIhllblt bawJ (IDIII by, 
..... haft yoa IDd your baby &.a pacnlfy? 

i)YOiaelf 
ti) YOII.r blby 

Ve:y well well ...WeD ~lyawd 

[If unweD or Clllftlllely tmWCD iDquire if abe is in COIIIKt wilh her f.mdly plrysidaJ Y N 

L S.V., atl ,_r: . 
17). We 'WOIIJd like to pboae )'011 ftDaDy wbea )'011 dlild is a )'811' old. to iidealftY hoW yw ad 1be blby 
hbe bean cnrcr lhe 12111011d1a sizK:e baby's nth 
Would yoa be hippy 10 p.rlicipele iD dis ftaal,._, of die llady Y N 

,.. ...... __ _ 
:•. 
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Appendix C 

UNIVERSITY ADVISORY COMMri'TEE 
ON ETHICS IN BEllA VIOURAL SCIENCE RESEARCH 

NAME: D. Mpofu BSCt:2000-18S 
Centre fOr Agricultural Medicine 

DATE: August 13, 2001 

The .Univemity Advisory Committee on Ethics in Behavioural Sci=:e Research hu reviewed 
the modifications to the Application .fbr Btbics Approval for your study "Do Certain 
Characteristics Influence Postpartum Lensth of Hospital Stay7 What are the Health 
Consequences• (00...185). 

t The modification(s) to your study has been APPROVED as follows; 

• To extend the study to a 1 year longitudinal desip. Thercfore. asking the women who 
have already siven written consent to participate in the study up until the infant is 6 
months, for further permission (by telephone at the 4 month interview) to phone them 
when their iofimt is just over 12 months of aae-

• Approval of interview schedules at I 2 months. 

2 Any sisnificant changes to your study should be reported to the Chair for Committee 
consideration in advance of its implementation. -

3. The term oftbis approval remains five years 1iom the orisinaJ approval date. 

I wish you a successtbl and informative study. 

lbk 
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AppendixE 

Coasent to participate in Childbirth and Leagth of Hospial Stay (LOS) Study 

I understand that a team from the Cenrre of Agricultural Medicine, University of Saskatchewu, 
is conductins a study on the relationship betwwn length of hospital stay and matcma1 and infant 
outcomes. 

I giw pcnnissioo fur the rescarcber(s) to interview me within the next 48 hours, by face to face 
imervfew and at 4 weeks and 4 months post delively, by telephone interview. I also give 
permission for the research tDam to access hospi1al and medical records relaled to myself and my 
new born infant ftom. the delivery up until the baby is 611101dhs of age. This informatioo pertains 
to 1he date IDd time of; admission. deliveJY, diJcbarp ftom hospital. and uy readmitsions, 
ioclud.iug reasons for readmission(s) over the next 4 months. This informatioD will belp to 
determine the actual time period spent in hospital, related to birth of this baby. Your iodiviclual 
participetion ill mv.Juable, it will help identity the reuons for variable J:cn&ths of hospital stay 
and sabsequent mother and baby outc:omcs ewer 1bo first few months post-delivery. 

llllldcntaud dull all tile infolmatioa I provide ror tbis study will be kept entirely cxmfidentia.l. To 
~ IJlOIIYIIIi1y in ay infOIIDition collected only an ideotification number will be used to liak 
data. ftom.1he first to the seccmd interview. My name will not be attached to any information, nor 
mentioned in my study report, nor be made available to anyooe except the rcseardJ 1eam. After 
the leCOIId imerview following cleaning of data. DBDteS or ideatifiera of women will be removed. 
Any collectccl information pertaining to dlis lludy will be kept under lock and key aad accessed 
only UDder the ccasent ofthe rasearcber.l understand that it is the mt.Rtion of the rcacarch toun 
to publish results of this le8e8I'Ch in aoieotific journals and to ~ 1bo findings at related 
confen:mccs and workshops. 

[ undaltiDd tbat diCie is a 1a1101e possibility dJat I may c:xperiencc emotional disnss o a 
~ of IIIS\\Iel'iq study questions related to my experiences. I undersbmd that if this 
happens, tbe re1~an:ber will immediately terminate the bderview and refer me to the obstetric 
social WOlbr, who Will provide me with ID opportunity to receive appropriate counseling fiom a 
qualified professional. 

( understand that I may refuse Co puticipate in any aspect of this study and dlat I may withdraw 
from this study at any time. ~ for any reason. I undcntand tbat my dcci.aion to participato or 
not will not iDflucncc modical care in any way. 

luve bclea given au laformation letter describing tbe study and a copy of this conseut for my 
records. I UDderslllncl if! have any questions or cooccms regarding 1be study, I may contact Dr 
Debbie Mpofa 966-2108 or Dr Donna Ramie 966-7886, or Dr Helen McDuffie 966- 6154.1 may 
also cun1act the Office of Research Services, University of Saskatchewan at 966- 4053 in the 
event tbat I may have any questions reprding my rights as a participant. 

I understand what I have read in the infonnatioo letter and consent fonn. I hereby consent to 
participating in this study. 

Pleaso provide y01U' details so that we may scud you a copy of the study report, and so that we 
may contact you when your baby is 4 mon1bs old. to review your progress and that of your baby. 
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(Address) (City) (POSial Code) 

(N8me, pleae priDt) 

(Sipabn) (Date) 

(Sipatwe ofWitoesa) 
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Appendix F 

VNIVERSITY OP SASKATCHEWAN 
BEHAVIOURAL RBSEARCH ETHICS BOARD 

NAME: I>oJma Ramie, A8riQ1JturaJ. MediciDe 
K.areo. MarciDidw 

DATE: 20-Jun-2002 

BSC: 02-536 

The UDiwnity of SNi ••dlewm Bebaviounl ScHace Relearch Btbica Board has reviewed 
tbe Application fur Btbica Approval fur )'OUt ltudy •studeat Releerc:ben Secmdary ADatJU 
of OrigiDa1 Study: Streu, Social Support, aad Meatal Health in Rural aud thbaD Poetpertum 
women• (02-536). 

1. Yoautady has been APPROVED. 

2. Any lignifi.CIIDt c:lulases to )'OUt propoted study lbould be repoded to the Chair fur 
Comnrittee CODSideration in advlmce of its imp~ 

3. The tam oftbia approval is fur 5 yean. 

4. This approval is valid tbr five )WirS on tbo condition that a 1tatu1 report bm is 
ll1bmitted IIDIU1ally to die Chdr oftbo C !I!UnjttJee, 'I'hit certificate wiD auioiDatically be 
invalidated if a 1tatu1 report bm is not receiwd within one moadl oftbe IIDIIivwlary 
date. 

I wish you a mccesafulltlld infurmative study. 
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