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ABSTRACT

This research aimed to examine the effects of modified Nurse-Family
Partnership home visiting program on prenatal and postnatal health outcomes in Thai
adolescent mothers. A cluster randomized controlled trial was conducted in district
health promoting hospitals in Maha Sarakham province, Thailand from July 2017 to
May 2018. The experimental group and the control group were from five different
districts hospital. The sample was one hundred and ten adolescent pregnancy for the
intervention group and the same number for the control group. The experimental group
received Home Visiting Prenatal and Postnatal program for Thai Adolescent Mothers
(HVPPT), 10-time visits starting from 20-week gestation of pregnancy until 6 weeks
after childbirth. The control group received a routine program. Outcomes were assessed
at baseline, 36-week gestation of pregnancy, and 6 weeks after childbirth follow. Data
were analyzed by using descriptive statistic, Z-test for proportion, and independent t-
test.

The results shown that the participants in the experimental group had
significant higher number of antenatal visit, higher rate of exclusive breastfeeding, and
lower means score of. pre-postnatal depression. In terms of the maternal-infant
relationship, the mean scores of scale 1 (impaired bonding), 3 (anxiety about care), and
4 (risk of abuses) in the experimental group were significantly lower than the control
group. The mean scores of scale 2 (rejection and angry) in the experimental group was
also lower; however, there was no significant differences. In addition, there was also
no significant differences in terms of infant birth weight.

In conclusion, the participatory home visiting program by family-nurse may
be a feasible strategy for improving maternal and child health outcomes in adolescent
mothers. Therefore, home visiting program should be implemented for a long period of
time and should be used as a local policy for sustain benefits.



Keyword : Adolescent mother, Antenatal visit, Exclusive breastfeeding, Home
visiting, Family-Nurse




ACKNOWLEDGEMENTS

First and foremost, | would like to express my deepest gratitude and grateful thanks to
my respected primary advisor, Assoc.Prof. Wittaya Yoosook, Ph.D. and my co-advisors Prof.
Malinee Laopaiboon, Ph.D. and Suphawadee Thaewpia, Ph.D. as well as chairman and the thesis
committee for valuable guidance and suggestions, and enthusiasm to support. Without them, my
dissertation would have not been successfully completed.

My great appreciation and deepest thanks go Professor Dr. Karlz Pelzter who is my
inspiration for this research topic and Dr.Narounmon Anekwit, Director of Srimahasarakham
Nursing College, for her kind support and encouragement. I am also sincerely grateful to Dr.Sutin
Chanaboon from Sirindhorn College of Public Health Khon Kaen for providing useful assistance
and suggestions' regarding data analysis, Dr.Nipaporn Apisitwasana from Boromarajonani
College of Nursing, Bangkok for her kind help and insightful recommendations, and all lecturers
in the faculty of public health of Mahasarakham University for their beneficial advice all the
process of this research.

My thanks are extended to all of nurses and staff in district hospital and health centers
and the adolescent mothers who cooperatively participated in this research, and the lecturers and
staff at Srimahasarakham Nursing College as well as all supporters who always encouraged me
to finish this research.

Most importantly, | would like to thank my parents for teaching me to love learning and
be eager to gather new knowledge, my beloved Jantasin and Pansawanas family for their love,
encouragement, and support throughout my study, and my older daughter, Miss Pattaramas
Jantasin, for being the main supporter of my dissertation. Special thanks go to all my Dr.P.H.
friends in the faculty of public health, my friends, and my relatives who encouraged and helped
me to pass through problems during my research period.

My dissertation would- not have been possible without the support, assistance, and

recommendations from all these people.

Bhanwasa Jantasin



TABLE OF CONTENTS

ABSTRACT

ACKNOWLEDGEMENTS

TABLE OF CONTENTS

LIST OF TABLE

LIST OF FIGURE

CHAPTER 1 INTRODUCTION
1.1 Background of the Study

1.2 Research Question

1.3 Purposes of Research

1.4 Research Hypotheses

1.5 Scope of Research

1.6 Significance of the Study

1.7 Definition of Terms

CHAPTER 2 LITERATURE REVIEW
2.1 Adolescent Pregnancy

2.2 Thai Adolescent Pregnant and Health Service

2.3 Home Visiting Program

2.4 The Nurse-Family Partnership Home Visiting Program

2.5 The Home Visit of Prenatal and Postnatal Program for Thai Adolescent
Mothers

2.6 Related Study

2.7 Conceptual Framework




CHAPTER 3 RESEARCH METHODOLOGY ...oooeiiiiiieeeeeeee et eeeea e veeeee 53
3.1 RESEAICH DESION ..ttt bbb 53
3.2 Population and SAMPIE ..ot 53
3.3 RESEAICH PrOCEAUIES ..cciitinnee et e e e iee e e aaae s ettt ee e e e e e et eeeeeeeeeeanneeeeas 58
3.4 RESEAICH INSTIUMEBNTS ... ettt et et o e e et e e e e e e e e e aneeeeeas 61
3.5 DAL COIBCTION ... et e ennan 65
3.6 Data ANAIYSIS .....ccueiiiiiiiieeee ittt 66
3.7 Ethical ConSIABIAtION. . ... ettt e e e e e e e 67

CHAPTER 4 RESULTS AND DISCUSSION.... .ot eeeeeeeeeeee e veeeeeen 68
A RESUIL ..o 68

4.1.1 General characteristics of participants at baseline ............c.ccocvvviviiennn 68

4.1.2 The effectiveness of the participatory HVPPT program on primary
(011 (o1 0] 41T T S P TP PR 70

4.1.3 The effectiveness of the participatory HVPPT program on secondary

(0101 (0] [ S S TR 71
4.1.4 SUMMANY OF FESUITS ..ottt e 74
4.2 DISCUSSION ...t 75

4.2.1 The effectiveness of the participatory HVPPT program on primary
(01 (010 41T P O PRSPPI 75

4.2.2 The effectiveness of the participatory HVPPT program on secondary

OUTCOMIBS i et s sk e amea ssn a5 E e a e ek e S e e e e et e R e e e nnnneane e s R 76

4.2.3 SUMMAIY OF FESUITS ..ot v iveie e it b s et 78
CHAPTER S CONCLUSION AND RECOMMENDATION .......iiiiiiiiiiieecisinenne 79
5.1 Conclusion OF the STUAY........cceeueiemviin it ie s esss i e sraesne e eenneenee e 79
OIS 1 (10| SRS 80
5.3 LIMitations OF STUAY ......cviieeieiie e 80
5.4 RECOMMENUALIONS. .....uiiiieiieieiieite sttt 80
5.5 FULUIE RESBAICH ..ot 81

REFERENCES ... .ot 82



APPENDIIX . 93
ApPPendixX A QUESTIONNAIIES ..ottt 94
Appendix B Information for Research Participant.............cccoceeeiiiinininniciennn 107
Appendix C Informed Consent FOTM ... ...ttt 113
APPENAIX D ittt kb r e ettt 118
Guideling for Family NUISE ..ot 118

Appendix E Record form of Participation in Home Visits Program to Promote
Health Before and After Birth fOr NUISe .........ccoevveiviiieseis e, 137

Appendix F Record form of Participation in Home Visits Program to Promote
Health Before and After Birth for Thai Adolescent Mothers...............cc........ 142

Appendix G Guidelines for Promotion of Adolescent Mothers During Pregnancy



LIST OF TABLE

Table 1 Checklist of service inclusion by gestational age (recorded by health
personnel)

Table 2 Description of key national home visiting program models

Table 3 To modified NFP home visit program for Thai adolescent mother
Table 4 Compared NFP and Modified for Thai Adolescent mothers

Table 5 Schedule training program for health provider

Table 6 The home visit of prenatal and postnatal program for Thai adolescent mothers
(HVPPT)

Table 7 Data collection instruments and timing of administration
Table 8 Statistic analysis & reasons

Table 9 Characteristics in the Experimental and Control Groups at Baseline (n = 220)

Table 10 Comparison the percentage of adolescent pregnant attended at antenatal visit
between the experimental and the control group at post intervention

Table 11 Comparison of the percentages of adolescent exclusive breastfeeding
between the experimental and control groups at post intervention

Table 12 Comparison of prenatal depression between the experimental and control
group at post intervention

Table 13 Comparison of the infant birth weight variable between experimental and
control groups at post intervention

Table 14 Comparison of the postnatal depression variable between experimental and
control groups at 6 weeks afterbirth

Table 15 Comparison of the maternal-infant relationship variable between
experimental and control groups at 6 weeks afterbirth




LIST OF FIGURE

Page

Figure 1 Birth rate of mothers aged 15-19 and mothers of all age groups from 1990 to

Figure 2 Logic Model for a Typical Home Visiting Program

Figure 3 Overview of The home visit of prenatal and postnatal program for Thai
adolescent mothers

Figure 4 Conceptual framework

Figure 5 flow of the study

Figure 6 Data collection




CHAPTER 1

INTRODUCTION

1.1 Background of the Study

Adolescent pregnancy remains a major contributor to maternal and child
mortality, and to the cycle of ill-health and poverty. World Health Statistics indicate
that the average global birth rate among 15 to 19-year-olds was 49 per 1000 girls in
2014 (World Health Organization, 2014). The United National Population Fund
reported that 95 percent of adolescents in low and middle-income countries occur birth,
and about 19 percent of young women became pregnant before age 18 (UNFPA, 2013).
In Thailand, the rate of pregnancy among adolescent aged 15-19 is alarmingly higher
than in neighboring countries (UNFPA, 2013). According to public health statistics
compiled by the Ministry of Public Health, the rate of adolescents giving birth was 44.8
per 1,000 girls in 2015. In Maha Sarakham Province the rate of adolescents giving birth

was 30.9 per 1,000 girls in 2015 (Bureau of Reproductive Health, 2015).

Pregnancy and childbirth complications were the second cause of death among
15 to 19-year-olds globally. In low- and middle-income countries, babies born to
mothers under 20 years of age face a 50% higher risk of being stillborn or dying in the
first few weeks versus those born to mothers aged 20-29 (World Health Organization,
2014). Previous studied had reported that adolescent pregnancy and delivery were
associated with adverse maternal and neonatal outcomes, such as low birth weight
(Azevedo et al, 2015), stillbirth, preterm delivery, maternal anemia, postpartum
depression, maternal death and post neonatal death ( Kawakita T et al, 2015). In
addition, adolescent pregnancy had negative social and economic effects on girls, their
families, and communities (World Health Organization, 2014). This effect on some
adolescent mothers end up separated from their partner and left to face problems alone,
which can lead to emotional insecurity, stress, and depression. Many young women
have to conceal their pregnancy from parents and people around them. Children born

of unwanted pregnancies were also sometimes abandoned at hospitals (UNFPA, 2014).



In Thailand, they had many studied reported that early pregnancy in Thai
adolescent occur physically, psychosocial problem and more maternal and neonatal
complications than those of pregnant adults (Kovavisarach et al, 2010) such as preterm
infants (Watcharaseranee, Pinchantra, and Piyaman, 2006), higher incidence of anemia,
low birth weight (Kittipibul, 2012; Pattanapisalsak, 2011). Furthermore, Chirawatkul
and colleagues (2012) found that 27.8% of pregnant adolescents felt embarrassed,
22.2% thought of suicide, 3.6% attempted to suicide because of pregnancy, 3.3%
thought of adopting their child, 11.6% did not go to a hospital for antenatal care,
and14.5% of these behaviors mostly found in pregnant adolescents living in
Northeastern part of Thailand. It is consistent with Kitiyodom’s study reported that
adolescent mothers poor antenatal care (ANC) attendance (no ANC and ANC after 12
weeks) 22.82% (14.33-37.34) (Kitiyodom, 2015). Not going for antenatal care leads to
bad health of pregnant adolescent and it also affects child nurture after birth, especially
breastfeeding that were less likely to breastfeed than older mothers (Gordon, 2013).
Adolescent mothers continue to have the lowest rate of breastfeeding in many countries
including Thailand, with only 17% of Thai adolescent mothers continuing to breastfeed
at 6 months postpartum( Kanhadilok, 2013). Perrine said, the 85% of mothers wanted
to breastfeed exclusively for at least three months, just 45% succeeded and just 1% of
them said they intended to breastfeed exclusively for less than a month, but 42%
stopped within that first month. Experts believe it's due to lack of support.

The impacts occur in pregnant adolescent has suggested that pregnant
adolescents shall be taken care optimally and continuously during pregnancy and
childbirth because without proper antenatal care, complications occur more easily such
as low birth weight and anemia (Pattanapisalsak, 2011) , and may result in higher
maternal mortality rates, and also leads to other health problems as a consequence of
missing antenatal ‘care appointments or avoiding visiting local health services in a bid
to conceal the pregnancy from parents and the community (Sananpanichkul, 2015).

Findings from prior research demonstrated that home visiting was
advantageous for promotion and prevention of mother-child health in many countries,
particularly in weak populations such as pregnant adolescents (Sweet & Appelbaum,
2004). Home visiting programs differ in their goals, intensity of services, staffing, and
whom they serve (Gomby, 2005). In the last decade, it has been published several



systematic reviews and meta-analysis about the effectiveness of home visiting which
have generally proved effective for various purposes, but with a range from low to
moderate effect size. Among the findings of these reviews, notes that home visits
delivered by nurses impact the psychological well-being, perceived social support,
repeated pregnancies rates and alcohol use, mother- infant interaction (in various
outcomes), and in parenting skills such as parental discipline, attitudes related to child
abuse, parental expectations about parenting and child behavior and learning
stimulation (Aracena et al., 2012). By having the required qualification through a
professional home visitor to provide high-quality services to families and to sustain
implementation home visit program, the Nurse- Family Partnership (NFP) had one of
the best evidence bases for promoting program. It has been repeatedly identified as a
program with the highest quality of evidence and best evidence for effectiveness
(The coalition for evidence-based policy, 2014).

The Nurse-Family Partnership (NFP) was a program of prenatal and infancy
home visiting by nurses for low-income first-time mothers and help parents improved
the outcomes of pregnancy such as helping women improve their prenatal health,
helping them complete their educations, find work, and plan future pregnancies and
today the NFP was serving over 20,000 families, and was likely to grow substantially
with the support of health care reform in the USA (Barnett & Haskins, 2010). The NFP
program involves nurses visiting young mothers in their homes, starting prenatally and
continuing until children are two years old. (Buckler, 2006; Eckenrode, Campa,
Luckey, & et al., 2010; H. J. Kitzman, Olds, Cole, & etal., 2010).

In Thailand, the home visit is a tool for looking after humanized holistic health
care. From a survey and analysis in Maha Sarakham province, it was found that
pregnant adolescents gave relatively lower importance to antenatal care than
standard pregnancy care. For example, they prefer to have a private clinic for adolescent
mothers only, which is impossible at any hospital. The adolescent mothers also prefer
home visiting by nurses because the nurses would have a longer time for observation
and pay closer attention to them compared to the hospital. Therefore, a home visit by
the nurse who had the capability to deal with this group was proper. From interviewing
nurses at a sub-district health promoting hospital in Maha Sarakham province, it was

found that there was no home visit service for pregnant adolescents. For these reasons,



the researcher would like to modify NFP home visiting program with its 18 elements
to only 5 components that would be suitable for Thai adolescent mothers so that they
could take care of themselves properly during pregnancy and after delivery, and that
their child would be born with good quality of life.

1.2 Research Question

Did the modified Nurse- Family Partnership home visiting program affect

prenatal and postnatal health outcomes in Thai adolescent mothers?

1.3 Purposes of Research

To examine the effect of modified Nurse-Family Partnership home visiting

program on prenatal and postnatal health outcomes in Thai adolescent mothers.

1.4 Research Hypotheses

Hypothesis 1: The experimental group participants would report higher rate of
number of antenatal visit and lower prenatal depression score than the control group
participants.

Hypothesis 2: The experimental group participants would report higher rate of
exclusive breastfeeding, lower postnatal depression score, higher infant birth weight,

and lower maternal-infant interaction score than the control group participants.

1.5 Scope of Research

The quantitative research method was applied, which was aimed at modifying
the Nurse-Family Partnership (NFP) home visiting program to improve prenatal and
postnatal health outcomes in Thai adolescent mothers. A total sample size was 220
young pregnant girls from 10 clusters of health community divided into intervention
and control groups in Maha Sarakham Province, Thailand. The independent variable
was the modified NFP home visiting program and the dependent variables were the



number of antenatal visit and the rate of exclusive breast feeding. Data collection was
conducted in 11 months using the questionnaire. The data analysis was based on the

descriptive statistics method.

1.6 Significance of the Study

The result of this study would be beneficial for health providers and adolescent
mothers who were interested in prenatal and postnatal care.

The study enabled the change from conventional method of adolescent
pregnancy care to the use of NFP home visiting program. The researcher suggested
that the idea of new home visiting program improves antenatal visit and exclusive
breastfeeding. In addition, the study offers a better relationship between the health
provider and pregnant adolescent. Furthermore, the health provider could use the
information from the study to adjust their home visit techniques to be appropriate to
each group of pregnant women as well as to do further research.

For adolescent mothers, the study provides a model that helps them to improve
their health during pregnancy, provides proper care to them and their children, and helps
adolescent mothers to build supportive relationships with families and friends.
Adolescent mothers could use the NFP model as a guideline for caring themselves and
their infants. Moreover, with the home visiting program, adolescent mothers would
receive best relationship from the providers and build confidence in performing their

maternal role.

1.7 Definition of Terms

Adolescent mothers refer to women who were pregnant, and their ages were
less than 20 years old.

Nurse-Family Partnership home visiting program refers to a program of
intensive prenatal and postnatal home visit by registered nurses that aims to improve
the health, well-being, and self-sufficiency of low-income, first-time parents and their
children. NFP was founded on concepts of human ecology, self-efficacy, and human



attachment.Visits started during the prenatal period and ideally continued through the
child’s 2 years of age.

The Home Visiting Prenatal and Postnatal program for Thai Adolescent
Mothers (HVPPT) refers to a program modified from Nurse-Family Partnership home
visiting program that aims to improve prenatal health and postnatal health of Thai
adolescent mothers, in which home visits start at 18th week of gestation until 6 weeks
after child birth.

Prenatal health outcomes refer to the number of antenatal visit which was
the primary outcome of this study, while prenatal depression was the secondary
outcome.

Postnatal health outcomes refer to rate of exclusive breastfeeding which was
a primary outcome in this study, and infant birth weight, postnatal depression, and
maternal-child interaction are secondary outcome.

Number of antenatal visit refer to a total number of antenatal visits which
was required to be five visits based on new ANC WHO model of clinical guidelines.

Exclusive breastfeeding refers to mothers who give only breast milk, and no
other foods or liquids, except for ORS, medicines and vitamins and minerals to infant
for the first six weeks.

Maternal-child relationship refers to the mother’s feelings towards her child
that demonstrates the bond and attachment behaviors.

Prenatal depression refers to a serious mental health problem that occurs
during pregnancy.

Postnatal depression refers to a serious mental health problem that occurs
after childbirth until six weeks after childbirth.



CHAPTER 2

LITERATURE REVIEW

This chapter provides review of literature and related research to concerns on
Nurse- Family Partnership home visiting program on prenatal and postnatal health
outcome in Thai adolescent mothers. The review of literature is divided into five
sections as follows:
2.1 Adolescent Pregnancy
2.1.1 Incidence of adolescent pregnant
2.1.2 Physical & Psychological problem in adolescent pregnant
2.2 Thai adolescent pregnant and health service
2.3 Home visiting program
2.4 The Nurse-Family Partnership home visiting program
2.5 The home visit of prenatal and postnatal program for Thai adolescent
mothers
2.6 Related Study

2.7 Conceptual framework

2.1 Adolescent Pregnancy

2.1.1 Incidence of adolescent pregnant

Adolescent pregnancy refers to pregnancies in females aged 19 years and
below. For some adolescents, pregnancy and childbirth were planned and wanted, but
for many they were not. Adolescent pregnancies were more likely in poor, uneducated
and rural communities. In some countries, becoming pregnant outside marriage was not
uncommon. By contrast, some girls may face social pressure to marry and, once
married, to have children. More than 30% of girls in low- and middle-income countries
marry before they were 18; around 14% before they were 15 (WHO, 2012).

In every region of the world, impoverished, poorly educated and rural girls
were more likely to become pregnant than their wealthier, urban, educated counterparts.

Girls who were from an ethnic minority or marginalized group, who lack choices and



opportunities in life, or who had limited or no access to sexual and reproductive health,
including contraceptive information and services, were also more likely to become
pregnant. Most of the world’s births to adolescents 95 per cent occur in developing
countries, and nine in 10 of these births occur within marriage or a union. About 19 per
cent of young women in developing countries became pregnant before age 18. Girls
under 15 account for 2 million of the 7.3 million births that occur to adolescent girls
under 18 every year in developing countries (UNFPA, 2013).
2.1.2 Physical & Psychological problem in adolescent pregnant

A change of role from young woman to “adolescent mother” means
opportunities were lost for the teenager, her family and society. It is difficult to assess
the extent of the short- and long-term impact of adolescent pregnancy on livelihood,
quality of life, health, society and the economy. Some adolescent mothers end up
separated from their partner and left to face problems alone, which can lead to
emotional insecurity, stress and depression. Many young women have to conceal their
pregnancy from parents and people around them. Adolescents were also at higher risk
of death and illness during pregnancy and childbirth. Adolescent pregnancy had
consequences for the health of the infant, such as increased chance of low birth weight,
preterm birth and infant mortality. Children born of unwanted pregnancies were also
sometimes abandoned at hospitals (UNFPA, 2014). Medical experts note that health
problems were more likely if a girl becames pregnant within 2 years of menarche or
when her pelvis and birth canal were still growing. Adolescents who became pregnant
might not seek proper medical care during their pregnancy, leading to an increased risk
for medical complications. Previous studies had reported that adolescent pregnancy and
delivery were associated with adverse maternal and neonatal outcomes, such as low
birth -weight, stillbirth, preterm delivery, maternal anemia, postpartum depression,
maternal death, post neonatal death (Kawakita et al., 2015), poor maternal nutrition and
poor breastfeeding (Treffers, Olukoya, Ferguson, & Liljestrand, 2001) Additionally,
the teenage group received inadequate antenatal care (< 4 visit) than the adult group
(Salama & EI-Taher, 2012). Adolescent mothers had a lower breastfeeding rate than
adult women (Leclair, Robert, Sprague, & Fleming, 2015). In addition, only 20% of
young women were still breastfeeding at sixth month, compared with 50% of older
women( Heather L. Sipsma et al., 2013) . Pregnancy teenagers required social



understanding, medical care, and education particular about nutrition, infections,
substance abuse, and complications of pregnancy. Additionally, pregnant teens could
have many different emotional reactions: some might not want their babies, some might
keep a child to please another family member, and some became overwhelmed by guilt,
anxiety, and fears about the future. Babies born to teenagers were at risk for neglect
and abuse because their young mothers were uncertain about their roles and might be
frustrated by the constant demands of caretaking (American Academy of Child and
Adolescent Psychiatry, 2012).

2.2 Thai Adolescent Pregnant and Health Service

In Thailand while the overall birth rate was decreasing, pregnancy among
women under the age of 20 was rising. According to public health statistics compiled
by the Department of Health, there were a total 2.4million teens in 2014. Of that
number, 112,278 were adolescent pregnant aged 15-19, the rate of adolescents giving
birth was 47.9 per 1,000 girls the same age. In 2000, this rate was only 31.1 to 1,000
which means there had been an alarming increase in adolescent pregnancies. The rate
of pregnancies among teenagers aged 15-19 in Thailand was alarmingly higher than in
neighboring countries. Japan, South Korea, China and Singapore only have 2-6 cases
per 1,000 while the adolescent birth rate in Thailand was still in the same league as
countries such as Indonesia, the Philippines, Cambodia, Timor- Leste and Latin
American nations such as Chile, Costa Rica and Cuba. The rate in Thailand was well
above the Asia-Pacific region’s average of 35 to 1,000 (UNFPA, 2013).
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Figure 1 Birth rate of mothers aged 15-19 and mothers of all age groups from 1990 to
2012.

Source: The Bureau of Policy and Strategy, Ministry of Public Health, birth
rate ratio among teenagers aged 15-19 per 1,000 in the same age group in the years
2000 and 2012 compare birth rate of mothers age of all age groups per 1,000

Teenagers were the population sector most in need of education, because their
behavior would be reflect the trend of Thai human resources in the future. Thai
adolescent pregnant had more maternal and neonatal complications than those of
pregnant adults (Kovavisarach et al., 2010) and risk of adverse maternal and neonatal
outcomes; consequently, they required clinical and outreach interventions from health
care providers ( Thaithae & Thato, 2011). Teenage pregnancy gave importance for
antenatal care quite lower than standard pregnancy care was set. Preterm infants were
found in more cases in the adult group (Phattanakhajorn, 2013). More cases of infants
in the teen group received care in rural areas through grandparents, and divorces
occurred more in teen mothers than adult ones ( Chotigeat & Sawasdiworn, 2011) .
Furthermore, it was found that adolescent couples tend to face problems in their daily
lives and child rearing because they were not physically and mentally ready to cope.

They usually lack maturity, experience, freedom of choice and a good job. They earn
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little income because of low education, which leads to financial problems. If they
moved in with parents, they might eventually became a burden on them. A teenage
child falling pregnant was often a cause for shame and depression in parents. When the
parent of an adolescent mother refuses to help or the father of the child neglects her,
the chances of her suffering stress and violence increase. If the young mother moves in
with the family of her partner where her in-laws blame her for the pregnancy, the
psychological impact on the girl would likely be even more destructive. If her partner
was of similar age, he was probably still a student with no or insufficient income to
cover living expenses, which would cause financial problems in the family as the couple
became a burden to both sets of parents (Somsri & Kengkasikij, 2011)

During pregnancy and childbirth, adolescents need special services, including
antenatal care (Pattanapisalsak, 2011), because they were at greater risk of suffering
miscarriages and abortions. Adolescent pregnancy also leads to other health problems
as a consequence of missing antenatal care appointments or avoiding visiting local
health services in a bid to conceal the pregnancy from parents and the community.
Without proper antenatal care, complications such as hemorrhaging and infection occur
more easily, which might result in higher maternal mortality rates. Teenage pregnancy
significantly showed less weight gain during pregnancy, less completion of antenatal
care program ( Sananpanichkul; 2015), and some health behavioral factors, such as
late/ no office visit, inadequate prenatal care ( Buasang, 2012). Related research
Kitiyodom (2015) found that adolescent mothers towards antenatal care ( ANC)
attendance poor ANC (no ANC and ANC after 12 weeks) 22.82% (Kitiyodom, 2015).
However, providing early prenatal visit in the first trimester was still a challenge for
health care providers because teenage pregnancies are mostly unplanned. Pregnancy
denial led to delayed first prenatal visits. Prenatal health care providers should pay
special attention to this sensitive population, especially among adolescents 15 years old
and younger ( Thaithae & Thato, 2011). Not only prenatal care but also postnatal care
was significant for teenage pregnancy especially breastfeed. In Thailand, the National
Breastfeeding Project began in 1989. Its major objective was to promote postpartum
mothers to exclusively breastfeed for the first six months and breastfeed with
supplementary food until the infants were two years old. The main activities had been

the promotion of the Baby- Friendly Hospital Initiative; legislation on maternity leave;



12

and the Code of Marketing of Breast Milk Substitutes and related products. The
development of the Baby- Friendly Hospital Initiative may in part explain the increase
in the prevalence rate of breastfeeding. However, exclusive breastfeeding had been not
shown a favorable increase. The survey in 2005 found exclusive breastfeeding at 6-
month was only 14.5% while the national target of the Ninth National Health
Development Plan (NHDP) had been set at 30 %. (Kupratakul, Taneepanichskul,
Voramongkol, & Phupong, 2010). Breastfeeding was known to be associated with
numerous health benefits for both mothers and their infants, but teenage mothers were
less likely to breastfeed than older mothers (Gordon, 2013). In addition, Kupratakul
(2010) found that rates of exclusive breastfeeding in the Thai adolescent mothers were
significantly higher when compared with adult mothers at 14 days (82.5% vs. 52.6%,
p = 0.005), 1 month (77.5% vs. 52.6%, p= 0.021), 2 months (62.5% vs. 36.8%, p =
0.023), 4 months (35.0% vs. 7.9%, p = 0.008), 5 months (25.0% vs. 2.6%, p = 0.012),
and 6 months postpartum (20.0%yvVs. 0%, p = 0.005) ( Kupratakul et al., 2010).
Adolescent mothers who had the least social support and were socioeconomically
disadvantaged were the least likely to breastfeed their newborn infants. In addition,
maternal perception, societal barriers, and a lack of prenatal intervention contribute
unique barriers to breastfeeding in adolescent ( Apostolakis- Kyrus, Valentine &
DeFranco, 2013).
Health Services

Antenatal care (ANC) was the health care of pregnant women in the months
and weeks before the birth of their babies. The care was aimed at detecting those
problems already present or those that could develop in the pregnant woman and her
unborn child. Once detected, the problem could be treated. ANC had a further role of
improving the general health of the woman. Not only was the pregnancy examined, but
also the general health and habits of the woman. Interventions during pregnancy could
have permanent beneficial effects later in the woman’s life.

ANC can screen for, detect, and thus prevent many maternal complications
occurring before childbirth. It could detect and treat anemia, other chronic diseases such
as tuberculosis, or complications of HIV infection and other sexually transmitted
infections. It could also improve the nutritional status of the woman. This substantially

improves the woman’s chance of survival should a severe complication occur during



13

pregnancy or childbirth. ANC could not help to prevent some of the common causes of
maternal death which occur during or after childbirth, which were often unpredictable,
such as post-partum hemorrhage, ante-partum hemorrhage and puerperal sepsis. ANC
could significantly improve the outcome of the unborn baby. It could allow detection
and treatment of some of the maternal infections that were dangerous to the infant, of
some maternal medical conditions such as diabetes mellitus that were harmful to the
infant, and of complications arising in pregnancy such as pre-eclampsia or poor intra-
uterine growth of the infant. Treatment and intervention might help to prevent the death
of the infant.

In Thailand for prenatal care used the baseline of five-visit new ANC WHO

model of clinical guidelines included in Table 1
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Table 1 Checklist of service inclusion by gestational age (recorded by health

personnel)

visit

Activities

1% visit (before 12 weeks of gestation)

1. check classifying form, no high risk
2. check weight, height. Blood pressure
3. general physical examination

4. urine exam (multiple dipstick) for
protein, sugar. Asymptomatic bacteria
5. transfer to the doctor for lung and
heart sounds exam

6. pelvic exam(may postpone to the 2™
visit)

7. test for Hb/Hct/OF/DCIP(every
gestational age) and test for VDRL, anti
HIV, blood gr., RH typing, HBSAG

8. give the 1* dose of diphtheria- tetanus
toxoid vaccine

9. give iron and/or folic. And iodine
supplementation

10. give advice in case of emergency
with abnormal signs, with telephone

number for emergency contact

2" visit (20 weeks)

1. check weight, Blood pressure

2. pelvic exam (in case not performed at
the 1% visit)

3. ultrasound exam (if applicable)

4. give iron, iodine, calcium

supplementations
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visit

Activities

5. give the 2" dose of diphtheria- tetanus toxoid
vaccine (at least 1 month interval of the 1% dose)

6. give post-test counseling for the blood result and
abnormal signs, with telephone number for

emergency contact

3" visit (26 weeks)

1. check weight, Blood pressure

2. test urine for protein, sugar

3. general physical examination, check for anemia,
edema

4. pregnancy exam, estimate gestational age,
measure uterine height, listen to fetal heart

5. give iron, iodine, calcium supplementations

through the pregnancy period

3" visit (26 weeks)

6. advice mother to observe fetal movement
7. give advice in case of emergency with abnormal
signs, with telephone number for emergency

contact

4" visit (32 weeks)

1. test for Hb/Hct, VDRL. Anti HIV
2. give advice about delivery, breastfeeding plan,

contraception

51 visit( 38 weeks)

1. check fetal position, if breech presentation, refer
to ECV or CS

2. record in ANC booklet, remind of bringing it
along when coming for delivery

3. if delivery does not occur at 41 weeks of

gestation, advise to come to the hospital
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2.3 Home Visiting Program

Home Visiting was an ecologically sensitive strategy for the delivery of
various services, aimed at supporting and strengthening families in their own home,
through regular meetings with a home visitor. The focus of home visits were diverse
and interventions in-home visits were also diverse (Aracena et al., 2012).

Home visiting programs operated under the belief that parents mediated
changes for their children. Most home visit programs had trained practitioners not to
interact directly with children but to encourage and train parents to help their children
(Sweet & Appelbaum, 2004). Home visit was an attractive strategy and provided a
range of structured services to young children and their family in a home setting
environment and from a trained service provider. These programs include nationally
known models such as Parent as Teachers (PAT), Healthy Families America (HFA),
Nurse Family Partnerships (NFP), Early Head Start, and Parent- Child Home Program
(PCHP). Home visiting programs differ in their goals, intensity of services, staffing,
and whom they serve. The differences among home visiting programs were not trivial.
They had important implications for which program models should be selected for use
in any community. In addition, most home visiting programs seek to create change by
providing parents with (1) social support, (2) practical assistance, sometimes in the
form of case management that links families with other community services; and (3)
education about parenting or child development. Figure 2 illustrates the logic model for
a typical home visiting program and tablel briefly describes the largest national home
visiting models. (Gomby, 2005)

Some research had suggested a required ‘dosage’ of home visiting services.
For example, in a meta-analysis of 8 home visiting systematic reviews (Data Prev,
2011) found that program effects were stronger for interventions that lasted for 6
months or more and involved more than 12 home visits. Furthermore, Gomby et al
(1999) cites research which suggests that at least 4 visits or 3-6 months of service are
required in order for change to occur. Thornton et al (in Watson et al, 2005), found that

ideally home visits should occur weekly or, at the least, once per month.
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Table 2 Description of key national home visiting program models

18

Program model

Program goal

Onset, duration

and frequency of

Population served

Home Visit
Early Head » Promote healthy For home-based Low-income
Start prenatal outcomes for Early Head Start ~ pregnant women
708 sites pregnant women model only: and families with
nationally * Enhance the Birth through age  infants and
development of 3 Weekly home toddlers; 10% of
very young children visits children may be
 Promote healthy from families with
family functioning higher incomes;
10% of program
spaces reserved
for children with
disabilities
Healthy * Promote positive Birth through 5th =~ Parents in the
Families parenting Birthday Weekly, Maine and U.S.
America Prevent child fading to and Canada, all
430 sites abuse and neglect quarterly income levels
nationally and ethnicities,

who are identified
at the time of birth
as at-risk for abuse

and neglect
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Program model

Program goal

Onset, duration
and frequency of

Home Visit

Population served

The Home
Instruction

Program for

*Empower parents as
primary educators of

their children

Academic year,
or two years

before, and

Families in the
United States,

Guam, and at

Preschool Foster parent through the end least 6 other

Youngsters involvement in of kindergarten nations; all

(HIPPY) school and community  Bi-weekly, i.e., ethnicities; many

167 sites life Maximize at least 15 times, ~ low-income and

nationally children’s chances for over 30 weeks with limited
successful early school  during the school  formal education.
experiences year

The Nurse- sImprove pregnancy Prenatal through =~ Low-income, first

Family outcomes 2nd birthday time mothers, all

Partnership «Improve child health Weekly, fadingto  ethnicities

166 sites and development monthly

(250 sImprove families’

communities)

nationally

economic

self-sufficiency
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Program model

Program goal

Onset, duration
and frequency of

Home Visit

Population served

Parents As
Teachers
3,000 sites

nationally

*Empower parents to
give their child the best
possible start in life
+Give children a solid
foundation for school
success

Prevent and reduce
child abuse

eIncrease parents’
feelings of

competence and
confidence;

*Develop home-school-
community partnerships

on behalf of children

Prenatal through
3rd birthday; may
extend through
5th birthday
Monthly,
biweekly, or
weekly,
depending upon
family needs and
funding levels

Families in the
United States and
six other
countries, all
income levels

and ethnicities.
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Program model

Program goal

Onset, duration

and frequency of

Population served

Home Visit
The Parent- *Develop children’s Typically 2nd Families in the
Child Home language and literacy through 4th United States,
Program skills birthdays, butas ~ Canada,
137 sites *Empower parents to be young as 16 Bermuda, and
nationally their children’s firstand months (two the Netherlands;

most important teachers

Prepare children to

enter school ready to

learn
*Enhance parenting
skills

Prepare children for

long-term academic

success and parents to

be their children’s
lifelong academic

advocates

years total)

Two visits/week

low-income, low-
education
families; all
ethnicities;
families with
English as a
Second
Language; teen
parents; homeless

families

Home Visiting in Thailand

Home visit was a tool for looking after humanized holistic health care.

When "health system™ was not limited to only hospitals or health centers, home was the

important area for health care as well. To look after patient and family to be healthy, it

was necessary to adapt and adjust ideas and work concepts to consistent with life style

of each patient's family.

Home visit means one kind of service which was a part of health care at

home.
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The purposes of home visit:
1. To make sure that patients and their relatives were confident and were
able to take care their health’s by them at home
2. To make sure that relatives know how to live with patients and how
to look after them
3. To make sure that health care team could analyze disease and illness
of the patient and relatives accurately
4. To make sure that health care team got to know and maintain a good
long-term relationship with patients and family
5. To make sure that health care team could evaluate risks for health of
family and could find a way to reduce the risks such as convincing the family to change
their behaviors which might lead to illness
There were four types of home visit:
1. Patient home visit,
2. Nearly dead patient home visit,
3. Home visit for-evaluating health,
4. Home visit-after patient leave a hospital
Work system of primary service system focuses on building strong
community health system; therefore, these were the list of families that should be
visited first:
1. A family with patients who had chronic diseases such as diabetes and
hypertension.
2. A family with one who was disadvantaged such as poor people,
disabled people, mentally ill patient, and orphans
3. A family who need a close care for their each stage of life such as
pregnant women, newborn and postpartum care, bedridden, and end of life
4. A family with elderly

5. A family that need epidemic control such as hemorrhagic fever, SARS
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2.4 The Nurse-Family Partnership Home Visiting Program

The Nurse-Family Partnership (NFP) was a home visiting program of prenatal
and infancy by nurses for low-income first-time mothers. NFP nurses help parents
improve 1) the outcomes of pregnancy by helping women improve their prenatal health;
2) children health and development by helping parents provide competent infant and
toddler care; and 3) parents’ economic self-sufficiency by helping them complete their
educations, find work, and plan future pregnancies. The NFP was serving over 20,000
families in 20 states across the United States, and was likely to grow substantially with
the support of health care reform (Barnett & Haskins, 2010).

In 1977, David Olds, PH.D., began developing a nurse home-visitation model
designed to help young women. Olds had been thinking about a home visitation
program, he knew all the elements that had to be present to ensure a positive impact the
first the program had to work with fist-time parents, because this would provide the
best chance of promoting positive behaviors before negative ones had taken hold. The
second, the program had to be conducted in the home, because this was where the vast
majority of parenting occurs, and because it would not rely on parents traveling to a
program site. The third, the program would rely on nurses as in-home visitors, because
the mothers would trust them to know about pregnancy and the care of babies, and
prefer them to doctors, and because much of the necessary training for nurses would
already be in place. The last, the visits would begin during pregnancy, because negative
influences on the prenatal environment could have long-term and possibly irreversible
effects after birth. Starting at this point would also help build a bond between the
visiting nurse and the parents before all the pressure of caring for a newborn begins
(Robert Wood Johnson Foundation, 2006). The program involved nurses visiting young
mothers in their homes, starting prenatally and continuing until children were two years
old. Nurses were identified as the optimal home visitors with vulnerable families
because of their training and expertise in maternal and child health. In fact, when NFP
was tried using paraprofessional visitors instead of nurses, significantly more families
missed visits and withdrew from the program and significantly fewer children did well.
Currently, NFP home visitors must be registered nurses with at least a bachelor’s degree

in nursing. The developers of NFP designed the program to start in pregnancy, given



24

the importance of beginning primary prevention as early as was feasible. Consequently,
nurses started visiting young mothers during the second trimester of pregnancy. The
60- to 90-minute visits began weekly and eventually progress to monthly as children
approach two years of age. These frequencies were designed to facilitate nurses
establishing trusting relationships with the mothers and to assist with the more intense
needs that occur during pregnancy and early infancy. In total, mothers receive 64
planned home visits. During each visit, nurses follow detailed protocols for addressing
the challenges associated with particular stages of prenatal and early child development.
The program had strong theoretical underpinnings, based on knowledge of the risk and
protective factors, developmental pathways and mechanisms through which change
might be produced. Specifically it draws from Ecological theory ( Bronfenbrenner,
1977), Self-efficacy theory (Bandura, 1977) and Attachment theory (Bowlby, 1978).
Ecological theory holds that how parents care for their children was influenced by the
larger social context in which they live. This context includes relationships with other
family members, friendship networks, neighborhoods, communities and cultures. The
NFP model acknowledges the impact of these various elements while helping parents
negotiate and regulate their environments. The self-efficacy theory was rooted in the
notion that people were more likely to engage in a desirable behavior if they believe the
behavior would produce a desired outcome. They must also believe they could
successfully carry out that behavior to achieve the outcome. The NFP model helps
parents set realistic goals and bolsters parents” confidence in their ability to reach those
goals for examples avoiding or stopping risky behaviors, engaging in healthy behaviors
and/ or coping with challenging situation; and attachment theory proposes the
importance of both the mother- infant relationships and the NFP model promotes
nurturing parenting through a variety of direct teaching methods (Buckler, 2006;
Eckenrode et al., 2010; H. J. Kitzman et al., 2010; D. L. Olds, Holmberg, et al., 2014;

David L. Olds et al., 2007; D. L. Olds, Kitzman, et al., 2014).

Program Outcome

The US randomized control trials had identified evidence for a range of

positive effects. The effects with the strongest evidence were:
1. Improved pregnancy health and behavior, the program could improve
pregnancy outcomes by supporting mothers to be to make informed choices about
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healthy pregnancy behaviors such as Decreases in smoking during pregnancy, in terms
of number of cigarettes smoked and percentage who gave up completely (Mejdoubi et
al., 2014), improvements in prenatal diet (David L Olds, Henderson, Tatelbaum, &
Chamberlin, 1986), and fewer hypertensive disorders of pregnancy (H. Kitzman et al.,
1997).

2. Increase breastfeeding: Findings from the trial of NFP in Memphis
reported that mothers receiving the program initiated breastfeeding more often than
those who did not, although the effect was not sustained (H. Kitzman et al., 1997). The
effect was sustained in the trial conducted in the Netherlands, where the number of
mothers who were breastfeeding at 6 months receiving the intervention was double of
those receiving standard care (6% v 3%) (Mejdoubi et al., 2014)

3. Reduced abuse and neglect: some of the strongest evidence for NFP
was for preventing child abuse, neglect and reducing childhood injury.

4. Improved school readiness and academic achievement: The research
shown that mothers who received NFP have better cognitive and language development
and score higher on reading and math achievement tests than do their control group
counterparts such as 50% reduction in language delay at 21 months (David L Olds et
al., 2002), Better academic achievement in the first six years of elementary school (low
resource mothers) (H. J. Kitzman et al., 2010), and increased uptake of preschool, day
care, or government-supported family care (David L Olds, Robinson, et al., 2004).

5. Improved emotional and behavior development: Children who
received NFP also report improvements in emotional and behavioral development for
example 67% reduction in behavioral and emotional problems at age 6 (David L Olds,
Kitzman, et al., 2004), 67% reduction in 12 year olds use of cigarettes, alcohol and
marijuana (H. J. Kitzman et al., 2010)

6. Improved maternal life course: NFP research shows that maternal life
course was improved fewer subsequent pregnancies and births and greater intervals
between first and second births (David L Olds, Kitzman, et al., 2004) and reductions in
use of welfare and other state assistance (D. L. Olds et al., 1997).

The NFP Model Elements
The Nurse-Family Partnership National Services Office (2010) conducted
the NFP Model elements were supported by evidence of effectiveness based on
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research, expert opinion, field lessons and/or theoretical rationales.Summarized the 18
NFP Model Elements follow:

Element 1 -Client participates voluntarily in the Nurse- Family
Partnership program. VVoluntary enrollment promotes building trust between the client
and her nurse home visitor.

Element 2 -Client was a first-time mother.

Element 3 -Client met low-income criteria at intake.

Element 4 -Client was enrolled in the program early in her pregnancy
and receives her first home visit by no later than the end of the 28th week of pregnancy.

Element 5 -Client was visited one-to-one, one nurse home visitor to one
first-time mother/family.

Element 6 -Client was visited in her home.

Element 7 -Client was visited throughout her pregnancy and the first two
years of her child’s life in accordance with the current Nurse- Family Partnership
Guidelines.

Prenatal visits-occur once a week for the first four weeks, then every
other week until the baby was born. Postpartum visits occur weekly for the first six
weeks and then every other week until the baby was 21 months. From 21-24 months
visits were monthly. To meet the needs of the individual family, the nurse home visitor
might adjust the frequency of visits and visit in the evening or on weekends.

Element 8 -Nurse home visitors and nurse supervisors were registered
professional nurses with a minimum of a Baccalaureate degree in nursing.

Element 9 -Nurse home visitors and nurse supervisors complete core
educational sessions required by the Nurse-Family Partnership National Service Office
and deliver the intervention with fidelity to the NFP Model.

Element 10 - Nurse home - visitors, using professional knowledge,
judgment and skill, apply the Nurse- Family Partnership Visit Guidelines, the NFP
Guidelines were tools that guide nurse home visitors in the delivery of program content.
The domains included:

1) Personal Health ( health maintenance practices; nutrition and
exercise; substance use; mental health)

2) Environmental Health (home; work; school and neighborhood)
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3) Life Course (family planning; education and livelihood)

4) Maternal Role ( mothering role; physical care; behavioral and
emotional care of child)

5) Friends and Family (personal network relationships; assistance
with childcare)

6) Health and Human Services (linking families with needed referrals
and services)

Element 11 - Nurse home visitors applied the theoretical framework that
underpins the program, emphasizing Self- Efficacy, Human Ecology and Attachment
theories, through current clinical methods.

Element 12 - A full-time (40-hour work week) nurse home visitor
carries a caseload of no more than 25 active clients.

Element 13 - A full-time nurse supervisor provided supervision to no
more than eight individual nurse home visitors.

Element 14 - Nurse supervisors provided nurse home visitors clinical
supervision with reflection, demonstrate integration of the theories, and facilitate
professional development essential to the nurse home visitor role through specific
supervisory activities including one- to- one weekly clinical supervision, case
conferences twice a month for 1to 2 hours per case, team meetings and field
supervision.

Element 15 - Nurse home visitors and nurse supervisors collect data as
specified by the Nurse- Family Partnership National Service Office and used NFP
reports to guide their practice, assess and guide program implementation, inform
clinical supervision, enhance program quality and demonstrate program fidelity.

Element 16 - A Nurse- Family Partnership Implementing Agency was
located in and operated by an organization known in the community for being a
successful provider of prevention services to low-income families.

Element 17 -A Nurse- Family Partnership Implementing Agency
convenes a long-term Community Advisory Board that met at least quarterly to promote
a community support system for the program and to promote program quality and

sustainability.



28

Element 18 - Adequate support and structure should be in place to
support nurse home visitors and nurse supervisors to implement the program and to
assure that data were accurately entered into the database in a timely manner( Nurse-
Family Partnership National Service Office, 2010).

Conclusion

Nurse-Family Partnership (NFP) was a prenatal and infancy nurse home
visitation program developed by David Olds in USA since 1977. The aimed of NFP
program to improve the health, well-being, and self- sufficiency of low-income, first-
time parents and their children. NFP was founded on concepts of human ecology, self-
efficacy, and human attachment. Its program activities were designed to link families
with needed health and human services, promote good decision making about personal
development, assist families in making healthy choices during pregnancy and providing
proper care to their children, and help women built supportive relationships with
families and friends. Nurses follow a detailed, visit- by- visit guide that provided
information on tracking dietary intake; reducing cigarette, alcohol, and illegal drug use;
identifying symptoms of pregnancy complications and signs of children's illnesses;
communicating with health care professionals; promoting parent- child interactions;
creating safe households; and considering educational and career options. Nurse home
visits begin early in pregnancy and continue until the child's second birthday. The
frequency of home visits changes with the stages of pregnancy and infancy and was
adapted to the mother's needs, with a maximum of 13 visits occurring during pregnancy

and 47 occurring after the child's birth.

2.5 The Home Visit of Prenatal and Postnatal Program for Thai Adolescent
Mothers

The ‘researcher modified NFP home visit program and nursing process for
Thai adolescent mothers as follow table 3, then summarized program for Thai

adolescent mothers.
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Table 3 To modified NFP home visit program for Thai adolescent mother

NFP

Modified NFP

Reason

Element 1 -Client
participates voluntarily in
the Nurse-Family
Partnership program.
Voluntary enrollment
promotes building trust
between the client and her

nurse home visitor

Element 1 - Adolescent
pregnancy participates
voluntarily in the Nurse-
Family Partnership
program.

Voluntary enrollment
promotes building trust
between the adolescent
pregnancy and her nurse

home visitor

Teenagers are the
population sector most in
need of education,
because their behavior
would reflect the trend of
Thai human resources in
the future. Thai adolescent
pregnant had more
maternal and neonatal
complications than those
of pregnant adults
(Kovavisarach et al.,
2010) and risk of adverse
maternal and neonatal
outcomes; consequently,
they required clinical and
outreach interventions
from health care providers
(Thaithae & Thato, 2011).
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NFP

Modified NFP

Reason

Element 2 -Client was a

first-time mother.

Element 2 - Included all
a pregnant adolescent
not only a first- time.

Medical experts note that
health problems were more
likely if a girl became
pregnant within 2 years of
menarche or when her
pelvis and birth canal were
still growing. Then every
time of pregnant would

high risk in adolescent.

Element 3 -Client met
low-income criteria at

intake.

Element 3 - Client meets
low-income criteria at

intake.

For some Thai adolescents,
pregnancy were unplanned
and unwanted, more likely
in poor, uneducated and

rural communities.

Element 4 -Client was
enrolled in the program
early in her pregnancy
and receives her first
home visit by no later
than the end of the 28th

week of pregnancy.

Element 4 - Client was
enrolled in the program
early in her pregnancy
and receives her first
home visit by no later
than the end of the 18-

20" week of pregnancy.

18" week of pregnancy
show the mothers accept

her baby by quickening

Element 5 -Client was
visited one-to-one, one
nurse home visitor to one

first-time mother/family.

Element 5 -Client was
visited one-to-one, one
nurse-home visitor to

one mother/family

Pregnant adolescents were
vulnerable group. They
would like special care or

one-to-one Visit.
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NFP

Modified NFP

Reason

Element 6 -Client was

visited in her home.

Element 6 -Client was

visited in her home.

Home visit was a tool for
looking after humanized
holistic health care. When
"health system" was not
limited to only hospitals
or health centers, home
was the important area for

health care as well.

Element 7 -Client was
visited throughout her
pregnancy and the first
two years of her child’s
life in accordance with the
current Nurse-Family

Partnership Guidelines.

Element 7 -Client was
visited throughout her
pregnancy and the six
weeks of her child’s life
in‘accordance with the
current Nurse-Family

Partnership Guidelines.

In this study would like
measure two variables
such as number of
antenatal visit and
exclusive breastfeeding,
then apply visit from
18"weeks gestation until
six weeks of her child’s

life.

Prenatal visits occurred
once a week for the first
four weeks, then every
other week until the baby
was born. Postpartum
visits occurred weekly for
the first six weeks and
then every other week

until the

Prenatal visits occurred
five times until the baby
was born. Postpartum
visits occurred five times
until the baby was 6

weeks

Gomby et al (1999) cites
research which suggests
that at least 4 visits or 3-6
months of service were
required in order for

change to-occur.
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NFP

Modified NFP

Reason

baby was 21 months .
From 21-24 months visits
were monthly .To meet
the needs of the individual
family, the nurse home
visitor might adjust the
frequency of visits and
visit in the evening or on

weekends.

Element 8 -Nurse home
visitors and nurse
supervisors were
registered professional
nurses with a minimum of
a Baccalaureate degree in

nursing.

Element 8 Nurse home
visitors and nurse
supervisors were
registered professional
nurses with a minimum of
a Baccalaureate degree in

nursing.

In Thailand nurse who
work at local health center
were registered
professional nurses with a
minimum of a
Baccalaureate degree in

nursing.

Element 9 -Nurse home
visitors and nurse
supervisors completed
coreeducational sessions
required by the Nurse-
Family Partnership
National Service Office
and deliver the
intervention with fidelity
to the NFP Model.

Element 9 -Nurse home
visitors and nurse
supervisors completed
core educational sessions
required and deliver the
intervention with
modified NFP for Thai

adolescent mothers

It was an important for
doing program they
should complete core

education.
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Table 3 (Continue)

NFP Modified NFP Reason

Element 10 -Nurse home Element 10 -Nurse home It was a main concept of
visitors, using professional  visitors, using this program.
knowledge, judgment and professional knowledge,

skill, apply the Nurse- judgment and skill, apply

Family Partnership Visit the Nurse-Family

Guidelines, the NFP Partnership Visit

Guidelines were tools that Guidelines, the NFP

guide nurse home visitors in ~ Guidelines were tools

the delivery of program that guide nurse home
content .The domains visitors in the delivery of
include: program content . The

1 (Personal Health) health ~ domains include:
maintenance practices; 1. Personal Health)
nutrition and health maintenance

practices; nutrition and

exercise;
exercise; substance use; substance use; mental
mental health health

2 (Environmental Health) 2. Environmental Health

home; work; school and ; home; work; school and
neighborhood neighborhood

3 (Life Course) family 3. Life Course family
planning; education and planning; education and
livelihood livelihood

4 (Maternal Role) 4. Maternal Role
mothering role; physical mothering role; physical
care; behavioral and care; behavioral and

emotional care of child. emotional care of child
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NFP

Modified NFP

Reason

5 (Friends and Family)
personal network
relationships; assistance
with childcare

6 (Health and Human
Services) linking
families with needed

referrals and services

5. Friends and Family
personal network
relationships; assistance
with childcare

6. Health and Human
Services linking families
with needed referrals and

services

Element 11 -Nurse
home visitors applied the
theoretical framework
that underpins the
program, emphasizing
Self-Efficacy, Human
Ecology and Attachment
theories, through current

clinical methods.

Element 11 - Nurse home
visitors applied the
theoretical framework that
underpins the program,
emphasizing Self-
Efficacy, Human Ecology
and Attachment theories,
through current clinical

methods.

Ecological theory holds
that how parents care for
their children was
influenced by the larger
social context in which
they live. This context
included relationships
with other family
members, friendship
networks, neighborhoods,
communities and cultures.
The NFP model
acknowledges the impact
of these various elements
while helping parents
negotiate and regulate
their environments. The
self-efficacy theory was
rooted in the notion that
people are more likely to

engage in a desirable
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NFP

Modified NFP

Reason

behavior if they believe
the behavior would
produce a desired

outcome.

Element 12 A full-time
nurse home visitor
carried a caseload of no
more than 25 active

clients

Element 12 Thai nurse

work full time

Thai nurse work full time,
but the number of patients
who receive home visit

was not specified.

Element 13 -A full-time
nurse supervisor
provided supervision to
no more than eight
individual nurse home

visitors.

Element 13 -A full-time
nurse supervisor provided
supervision to no more
than eight individual nurse

home visitors

It was to specify the
number of times of
supervisor for giving
suggestions which was
good for nurse home

visitors

Element 14 -Nurse
supervisors provided
nurse home visitors
clinical supervision with
reflection, demonstrate
integration of the
theories, and facilitate
professional development
essential to the nurse
home visitor role through
specific supervisory
activities including one -

to-one weekly clinical

Element 14 -Nurse
supervisors provided nurse
home visitors clinical
supervision with
reflection, demonstrate
integration of the theories,
and facilitate professional
development essential to
the nurse home visitor role
through specific
supervisory activities
including one -to-one

monthly clinical

There was one time a
month for nurse home
visitors to ask for
suggestions about the case
which was related to the
numbers of home visit.
Moreover, there was a
meeting and discussion
every two months about
the case to solve any
problems that can happen.
The meeting took 1 %2 to2

hours.




Table 3 (Continue)

36

NFP

Modified NFP

Reason

supervision, case
conferences twice a month
for 1 1/2 to 2 hours per case,

supervision, case conferences

every two

team meetings and field

supervision.

month for 1 1/2 to 2 hours per
case, team meetings and field

supervision.

Element 15 -Nurse home
visitors and nurse
supervisors collect data as
specified by the Nurse-
Family Partnership National
Service Office and use NFP
reports to guide their
practice, assess and guide
program implementation,
inform clinical supervision,
enhance program quality
and demonstrate program
fidelity

Element 15 -Nurse home
visitors and nurse supervisors
collect data and reports to
guide their practice, assess
and guide program
implementation, inform
clinical supervision, enhance
program quality and
demonstrate program fidelity

Report data of home
visit was beneficial for

the continual cares.

Element 16 -A Nurse-
Family Partnership
Implementing Agency was
located in and operated by
an organization known in
the community for being a
successful provider of
prevention services to low-

income families.

Thailand had not a
Nurse-Family
Partnership
Implementing
Agency.
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NFP

Modified NFP Reason

Element 17 -A Nurse-
Family Partnership
Implementing Agency
convened a long-term
Community Advisory
Board that met at least
quarterly to promote a
community support
system for the program
and to promote program
quality and sustainability.

Not In this study because
in Thailand had not a
Nurse-Family Partnership

Implementing Agency.

Element 18 -Adequate
support and structure
should be in place to
support nurse home
visitors and nurse
supervisors to implement
the program and to assure
that data were accurately
entered into the database

in a timely manner

Element 18 -Adequate
support and structure
should be in place to
support nurse home
visitors and nurse
supervisors to implement
the program and to assure
that data are accurately
entered into the database

in a timely manner
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Summarized
After applied Nurse-Family partnership home visiting program, we would

like summarized the home visiting program in Thai adolescent follows in Table 4:

Table 4 Compared NFP and Modified for Thai Adolescent mothers

Modified Original NFP

Component 1: Client criteria Element 1,2,3,4

Component 2: Health provider criteria Element 8,9,12,13

Component 3 Preparing health Element 10,11

providers to use program

Component 4 Implementing Element 15,18 + applied the nursing
process

Component 5 Monitoring and Element 14

Evaluation

Component 1: Client Criteria
Client criteria who will participated in this program;
1. Pregnant adolescents who are under 20 years old
2. Volunteers in the program
3. Pregnant no more than 18 weeks gestation show the mothers accept
her baby by quickening
Component 2: Health Provider Criteria
Health providers in this program are divided into two groups
Group 1 nurses at a health promoting hospital that provides home visit
program need to graduated bachelor degree in nursing and receive training about home
visiting program.
Group 2 nurses working at prenatal clinic at general hospital or
community hospital who take action as supervisor needs to graduated bachelor degree

in nursing and have at least 3 years of work experiences in maternal and newborn
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nursing, or graduated master degree in maternal and newborn nursing or midwifery and
receive training about home visiting. program. A supervisor nurses who provide
suggestions need to supervise no more than 8 nurse home visitors.
Component 3: Preparing Health Providers to Use Program

Preparing health providers to use program by training program that
included overview of NFP program, theories related program, therapeutic relationship,
and six domain of NFP program. This training program used time 12 hours for trained.
The activities consisted lecture, seminar, share experience, and case analysis that

presented in Table 5

Table 5 Schedule training program for health provider

session Learning objective topic hours
1 Describe overview of NFP overview of NFP home visit 1
home visit program program
2 Describe theoretical theoretical framework that 3
framework that underpins underpins the program,

the program, emphasizing emphasizing Self-Efficacy,

Self-Efficacy, Human Human Ecology and
Ecology and Attachment Attachment theories
theories
3 Discuss the power of healthy  the power of healthy 2
therapeutic relationships, therapeutic relationships,

empowerment for adolescent  empowerment for adolescent

pregnancy and her family pregnancy and her family
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Table 5 (Continue)

session Learning objective topic hours
4 Discuss about six domain of = six domain of NFP program 4
NFP program 1) personal health
1) personal health 2) environmental health
2) environmental health 3) Maternal role
3) Maternal role 4) Friend and Family
4) Friend and Family 5) Health and Human service
5) Health and Human 6) Life course
service

6) Life course

5 Describe HVPPT The home visit of prenatal and
postnatal program for Thai 1
adolescent mothers (HVPPT)

6 Analytic & Discussion Analytic & Discussion 1

Component 4 In this stage the researcher applied the nursing process, the

nursing process was including five steps as follows:

Assessment Phase

The first step of the nursing process was assessment. During this phase,
the nurse gathers information about a pregnant adolescent’s psychological,
physiological, sociological, and spiritual status. This data could be collected in a variety
of ways. Generally, nurses would conduct a pregnant adolescent interview. Physical
examinations, referencing a pregnant adolescent’s health history, obtaining a pregnant
adolescent’s family history, and general observation could also be used to gather
assessment data. Pregnant adolescent interaction was generally the heaviest during this

evaluative phase.
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Diagnosing Phase
The diagnosing phase involved a nurse making an educated judgment
about a potential or actual health problem with a pregnant adolescent. These
assessments not only included an actual description of the problem (e.g. nutrition, drug
use, sleep) but also whether or not a pregnant adolescent was at risk of developing
further problems. These diagnoses are also used to determine a pregnant adolescent’s
readiness for health improvement and whether or not they may have developed a
syndrome. The diagnoses phase was a critical step as it is used to determine the course
of treatment.
Planning Phase
Once a pregnant adolescent and nurse agree on the diagnoses, a plan of
action can be developed. If multiple diagnoses need to be addressed, the nurse would
prioritize each assessment and devote attention to severe symptoms and high risk
factors. Each problem was assigned a clear, measurable goal for the expected beneficial
outcome. For this phase, nurses generally refer to the evidence-based Nursing Outcome
Classification, which was a set of standardized terms and measurements for tracking a
pregnant adolescent wellness. The Nursing Interventions Classification might also be
used as a resource for planning.
Implementing Phase
The implementing phase was where the nurse follows through on the
decided plan of action. This plan was specific to each pregnant adolescent and focuses
on achievable outcomes. Actions involved in a nursing care plan include monitoring
the pregnant adolescent for signs of change or improvement, directly caring for the
pregnant adolescent or performing necessary medical tasks, educating and instructing
the pregnant adolescent about further health management, and referring or contacting
pregnant adolescent for follow-up.
Evaluation Phase
Once all nursing intervention actions had taken place, the nurse
completes an evaluation to determine of the goals for pregnant adolescent wellness had
been met. If the wellness goals were not met, the nursing process begins again from the

first step.



42

According to, providing the home visit of prenatal and postnatal

program for Thai adolescent mothers (HVPPT) was three stage

Stage 1. Before home visit : When pregnant adolescents came to
prenatal clinic at a local hospital. Nurses at the clinic work as usual. After that, they
set an appointment and send information to sub-district health promoting hospital in
the areas the adolescents live. The adolescents were asked to sign a consent form to
participate in the program and they were also informed about the purposes, and the
basic information of the program.

Stage 2. While home visit: provided HVPPT included in Table 6



43

Table 6 The home visit of prenatal and postnatal program for Thai adolescent mothers

(HVPPT)
Antenatal Assessment Diagnosis Activities Evaluation
period And Planning
irstvisit roach -take time e diagnosin -providin -reflect
Fi isi Approach -take ti The diagnosing providing fl
(18-21wks  to build a involved a nurse educate activities and
i relationship making an educate prenatal hea plan for nex
with an attitude that  Judgment about a (nutrition, time.
was warm, open and ~ potential or actua! exercise,
non-judgmental health problem with  smoke etc.)
-use your body adprfgnant T -ad\_/iSE about
language reinforces 3. olescent. esT environmental
welcoming words 1agnoses Were also  health
. used to determine a build
- spend some time pregnant -ourl )
asking “open’ adolescent’s re_latlonshlp
questions and SNOW - jinecs for health V1t NeY
you were listening 10 o rovement husband, other
the answers Plannin member in
) 9 family,
-setting problem neighborhood)
Assessment (use and plan activities _adlisBBbout
simple checklist) for solve problem minor
-physical with adolescent discomfort
examination pregnant/her Referrals to
- husband/family. -
abdo_mer_l y other health
examlnatlon- and human
- psychosocial services as
screening needed.
-environment health
assessment (sanitary,
housing etc)
Second Assessment The diagnosing -providing Resolved
visit -physical involves a nurse educate problem from
(22-25 examination making an educated  prenatal health  previous visit
weeks _abdomen Judgmgnt about a (nutrl_tlon, -reflect
gestation examinallen potential or actual_ exercise, activities and
. health problem with ~ smoke etc.) plan for next
- psychosocial 2 nregnant . .
screening preg -advise about time.
adolescent. These prevent

diagnoses were also
used to determine a
pregnant
adolescent’s
readiness for health
improvement
Planning

-setting problem
and plan activities
for solve problem
with adolescent
pregnant/her
husband/family

obstetric risk

-Referrals to
other health
and human
services as
needed.
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Antenatal Assessment Diagnosis Activities Evaluation
period And Planning
Third visit Assessment The diagnosing involved  -providing educate Resolved
(26-29 wks - -physical anurse making an prenatal health problem from
gestation) examination educated judgment (nutrition, exercise, previous visit
_abdomen about a potential or smoke etc.) _reflect
examination aQttLrJ]fﬂ health prtoblem -educate maternal activities and
with a pregnan
- psychosocial adolest?entg These h : plan for next
screening diagnoses were also -coaching observe fme.
g . quickening of fetus
used to determine a
pregnant adolescent’s -Referrals to other
readiness for health health and human
improvement Planning services as needed.
-setting problem and
plan activities for solve
problem with adolescent
pregnant/her
husband/family
Fourth visit ~ Assessment The diagnosing involved  -providing educate Resolved
(30-33 -physical a nurse making an prenatal health problem from
weeks examination educated judgment (nutrition, exercise, previous visit
gestation) -abdomen about a potential or smoke etc.) _reflect
examination a?i?' health p;oblem -educate pregnant activities and
. with a pregnan for prepare plan for next
- psychosocial adolescent. These breastfeeding time.
screening F :
¢ adol v for prepare labor
o " (Lamage e
. . manage back labor
improvement Planning etc.)
i, Teleatoot
problem with adolescent healthighdgnan
P services as needed.
pregnant/her
husband/family
Fifth visit Assessment The diagnosing involved  -providing educate Resolved
(34-37 -physical a nurse making an prenatal health problem from
weeks examination educated judgment (nutrition, exercise, previous visit
gestation) -abdomen about a potential or smoke etc.) _reflect
examinaiidy ac_tL;aI health p:oblem - educate activities and
Y with a pregnan breastfeeding plan for next
- psychosocial adolescent. These -advise about time.
Screening diagnoses were also

-environment
health assessment

used to determine a
pregnant adolescent’s
readiness for health
improvement Planning
-setting problem and
plan activities for solve
problem with adolescent
pregnant/her
husband/family

maternal-infant
interaction

- Preparation for
labor and

delivery/childbirth -

Referrals to other
health-and human
services as needed.
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Antenatal Assessment _Diagnosis Activities Evaluation
period And Planning
Postnatal Sixth visit ~ Assessment The diagnosing -providing educate  Resolved
period (7 days -physical involved a nurse postnatal health problem from
after examination making an educated (nutrition, exercise  previous visit
childbirth)  _preast judgment about a etc.) -reflect
examination  Potential or actual -coaching activities and
. health problem with maternal infant plan for next
- psyehosocial g dojescent mother. bonding skills time.
screening These diagnoses were build relationshi
environment  also used to determine o0 relationship
i infant with her
health adolescent’s readiness
assessment for health improvement hustingagher
h p member in family,
Plan_nmg neighborhood)
-setifg problem and -coaching mother
plan act|V|t_|es for solve for infant care
problem with .
adolescent mother/her ~ -coaching mother
husband/family for breastfeeding
skill
-educate child
development
-Referrals to other
health and human
services as
needed.
Seventh Assessment The diagnosing -providing educate  Resolved
visit -physical involved a nurse postnatal care problem from
(14 days examination making an educated (nutrition, exercise  previous visit
after bralst judgment about a etc.) -reflect
childbirth)  examination  Potential or actual -build relationship  activities and
- psyegacial health problem with infant with her plan for next
screening adolescent mother. husband, other time.

These diagnoses were
also used to determine
adolescent’s readiness
for health improvement
Planning

=setting problem and
plan activities for solve
problem with
adolescent mother/her
husband/family

member in family,
neighborhood)

-coaching mother
for infant care

-coaching mother
for breastfeeding
skill

-educate child
development

-Referrals to other
health and human
services as
needed.
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Antenatal Assessment Diagnosis Activities Evaluation
period And Planning
Eighth Assessment The diagnosing -providing educate  Resolved
visit -physical involved a nurse postnatal care problem from
(21 days examination making an educated (nutrition, exercise  previous visit
after - psychosocial Judgm?nt about a etc.) -reflect
childbirth)  screening potential or actual -build relationship  activities and
olanning health problem with  jnfant with her plan for next
adolescent mother. husband, other time.
These diagnoses were  member in family,
also used to neighborhood)
determine , -coaching mother
afplescent’s for infant care
readiness for health .
improvement -coaching mot_her
Planning for b.reastfeedmg
-setting problem and _-adwse abo_ut .
plan activities for infant vaccination
solve prob|em with -advise about birth
adolescent mother/her ~ control
husband/family -educate child
development
-Referrals to other
health and human
services as
needed.
Ninth visit ~ Assessment The diagnosing -providing educate  Resolved
(28 days -physical involved a nurse postnatal care problem from
after examination making an educated (nutrition, exercise  previous visit
childbirth)  _ psychosocial judgment about a etc.) -reflect
screening potential or actual -build relationship  activities and
plannNy health problem with infant with her plan for next
. adolescent mother. husband, other time.
-setting problem " These diagnoses were  member in family,
and plan also used to neighborhood)
activities for determine

solve problem
with adolescent
mother/her
husband /family

adolescent’s
readiness for health
improvement
Planning

=setting problem and
plan activities for
solve problem with
adolescent mother/her
husband/family

-coaching mother
for infant care

-coaching mother
for breastfeeding

-educate child
development

-Referrals to other
health and human
services as
needed.
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Antenatal Assessment Diagnosis Activities Evaluation
period And Planning
Tenth visit ~ Assessment The diagnosing -providing educate  Resolved
(35 days -physical invo_lved anurse postn_a_tal care prob_lem frf)r_n
after examination _maklng an educated (nutrition, exercise  previous visit
childbirth)  _ psychosocial judgment about a etc.) -reflect
screening potential or actual -build relationship  activities and
lannin health problem with  jnfant with her stop activities
planning adolescent mother. husband, other
-setting problem - These diagnoses were  member in family,
and plan also used to neighborhood)
activities for determine

solve problem
with adolescent
mother/her
husband /family

adolescent’s
readiness for health
improvement
Planning

-setting problem and
plan activities for
solve problem with
adolescent mother/her
husband/family

-coaching mother
for infant care

-coaching mother
for breastfeeding

-assist parents to
set realistic goals
for education and
work

-educate child
development
-advise about
infant vaccination
-Referrals to other
health and human
services as
needed.

Stage 3 After home visit: There was always a record and evaluation for

each home visit by the material included:
The materials of the HVPPT consisted of the following:

1. The program manual for nurse to conduct the HVPPT. The
program manual would be developed for nurse to visit adolescent pregnancy at home.
This program manual also included: “The Assessment Plan for adolescent pregnancy”,
“The Activities Guideline for Prenatal and Postnatal Health Promotion”, and “The
Evaluation Qutcome of Activities”

2. The booklet. The Booklet named “Manual for adolescent
pregnancy” would be developed by the researcher would print with colorful drawing
for adolescent pregnancy. It contains information about: 1) Personal Health (health
maintenance practices; nutrition and exercise; substance use; mental health), 2)
Environmental Health (home; work; school and neighborhood), 3) Life Course (family

planning; education and livelihood) , 4) Maternal Role (mothering role; physical care;
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behavioral and emotional care of child), 5) Friends and Family (personal network
relationships; assistance with childcare), and 6) Health and Human Services (linking
families with needed referrals and services)
Component 5 Monitoring and Evaluation

Monitoring and evaluation was a process that helps nurse visitor
improving performance and achieving results. In this study had monitor and evaluation
by a supervisor and nurse visitor 1:8. Supervisor and nurse home visitors discussed and
analyzed problems, as well as find a way to solve the problems every two months.

The home visit of prenatal and postnatal
program for Thai adolescent mothers (HVPPT)

Component 1: Client criteria

Component 5 Monitoring and Component 2: Health
Evaluation provider criteria

Component 3 Preparing
health providersto use
program

Figure 3 Overview of The home visit of prenatal and postnatal program for Thai

adolescent mothers

2.6 Related Study

2.6.1 Research related to antenatal visit
Adolescent period was the transitional stage of physical and mental
development from childhood to adulthood. Pregnancy in teenage girls was generally
classified to have a higher risk than those in adults. In Thailand, there was a shorter

interval time from marriage to pregnancy in teen mothers than in adult mothers and a
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lower number of antenatal care visits with late antenatal care among the teenage
mothers too. The number of antenatal care in teenage mothers was less than in standard
pregnancy care ( Chotigeat & Sawasdiworn, 2011). In Thailand, Chirayus & Chandeying
(2012) found that the satisfactory antenatal visit of Thai adolescent pregnancy, at least four
visits, was achieved in the high proportion of 71.9-78.0% but the first antenatal visit in
the first trimester was quite low as 17.5-20.0%. Similar studied of Pattanapisalsak
(2011) found that the teenage group received less adequate antenatal care (<4 visits),
less education than the reproductive group, and increased risk of adverse obstetric
outcomes, especially, low birth weight and anemia so it related to studied of Gross,
Alba, Glass, Schellenberg, & Obrist (2012) found that factors including poor quality of
care, lack of awareness about the health benefit of antenatal care, late recognition of
pregnancy, and social and economic factors may influence timing of antenatal care.
According to Ren (2011) evaluated the antenatal care services and its quality so as to
improve the antenatal care in Ningxia Hui Autonomous Region in northwest China.
The result found 78.2% of the mathers had received antenatal care services, but only
12.9% had at least five antenatal visits and 35.2% had their initial visit in the first
trimester. Only 9.0% whose first antenatal visit took place during the first trimester had
at least five antenatal visits.
2.6.2 Research related to breastfeeding

Breastfeeding was known to be associated with numerous health benefits
for both mothers and their infants, but teenage mothers were less likely to breastfeed
than older mothers. Apostolakis-Kyrus et al (2013) studied the most influential factors
on breastfeeding initiation in high risk adolescent mothers focus on education and
support services. Adolescent mothers who - had the least social support and
socioeconomically disadvantaged were the least likely to breastfeed their newborn
infants. In addition, maternal perception, societal barriers, and a lack of prenatal
intervention contribute unique barriers to breastfeeding in adolescence. Additionally,
Leclair et al (2015) found that almost half adolescent women (48.8%) had exclusively
breastfed their infant at time of hospital discharge. Factors significantly associated with
breastfeeding included intention to breastfeed, prenatal classes attendance, living in a
higher- income neighborhood, having a spontaneous vaginal delivery, being a

nonsmoker, not using substances during pregnancy, and not having any preexisting
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health problems or obstetrical complications that related to H. L. Sipsma et al (2013)
found that approximately 71% initiated breastfeeding. Intending to breastfeed, having
had complications in labor and delivery, and lower social support were associated with
greater odds of breastfeeding initiation. Of the adolescent mothers who initiated
breastfeeding, 84% had stopped by 6 months postpartum; among those, average
breastfeeding duration was 5 weeks. Participants who exclusively breastfed had longer
breastfeeding duration and participants who had experienced intimate partner violence
had shorter breastfeeding duration. Obese women and women who had more difficulty
breastfeeding had lower odds of exclusive breastfeeding.
2.6.3 Research related to Nurse-Family Partnership home visiting program

The Nurse- Family Partnership (NFP) was a home visiting program of
prenatal and infancy by nurses for low-income first-time mothers. The studied of Miller
(2015) conducted the Nurse-Family Partnership (NFP) targets intensive prenatal and
postnatal home visitation by registered nurses to low-income first-time mothers and
found that NFP program reduce smoking during pregnancy, pregnancy complications,
childhood injuries, and use of subsidized child care; improve language development;
increase breast-feeding; and raise compliance with immunization schedules. Thus, NFP
appeared to be a sound investment. It saved money while enriching the lives of
participating low- income mothers and their offspring and benefiting society more
broadly by reducing crime and safety net demand. Similarly Holland et al (2014)
examined visit attendance patterns in the Memphis trial of the Nurse- Family
Partnership and associations between these patterns and family characteristics,
outcomes, and treatment- control differences in outcomes. Related to studied by Goyal
et al (2013) that evaluated the effect of home visiting dosage on preterm birth and small
for gestational age (SGA) infants. For this research found that 441 participants enrolled
by 26 weeks,10:9% delivered preterm; 17.9% of infants were born SGA. Mean
gestational age at enrollment was 18.9 weeks; mean number of prenatal home visits
was 8.2. Therefore, among at-risk;, first time mothers enrolled prenatally in home
visiting, higher dosage of intervention was associated with reduced likelihood of
adverse pregnancy outcomes. In pilot studied by Nguyen, Carson, Parris, & Place,
(2003) conducted a comparison of the Nurse- Family Partnership home visitation
program with traditional Public Health Field Nursing (PHFN) home visitation. Two
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hundred twenty- five Hispanic adolescent mothers and their infants. Participants in the
control group received the traditional PHFN services; the intervention group received
interventions from advanced trained public health nurses. The control group received a
minimum of three home visits: one initial client assessment and family profile, one ante
partum visit, and one postpartum visit, including newborn assessment. Participants in
the intervention group received weekly home visits for the first4 weeks, followed by
visits every other week until delivery, weekly visits for the next 6 weeks, visits every
other week until the child was 20 months, and monthly visits until the child was 24
months of age. Preliminary results indicate that home visitation by public health nurses
(PHNSs) positively affected the health of adolescents mothers and their infants. The
incidence of premature births to adolescent mothers in the intervention group was lower

than that found in the California population of adolescent mothers.



2.7 Conceptual Framework

Predisposing factor
Age
Education
Return to study
Health insurance
Marital status
Living arrangement

Supporter

Experimental group

The home visit of prenatal and
postnatal program for Thai
adolescent mothers (HVPPT) had
five components include:
Component 1 Client criteria
Component 2 Health provider
criteria

Component 3 Preparing health
providers to use program
Component 4 Providing
program

Component 5 Monitoring and

Evaluation
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Prenatal outcomes

Primary outcome

e Number of antenatal
Visit

Secondary outcome

e  Prenatal depression

Postnatal outcomes

Control group

Usual home visiting care

Figure 4 Conceptual framework

Primary outcome

e Exclusive
breastfeeding
Secondary outcomes

¢ Infant birth weight

e Postnatal depression

e Maternal-infant
relationship




CHAPTER 3

RESEARCH METHODOLOGY

This chapter presents the research design and research methodology
implemented in the study. This study was a cluster randomized controlled trial study
aiming to examine the effect of modification of the Nurse-Family Partnership home
visiting program on prenatal and postnatal health outcomes in Thai adolescent mothers.
This chapter presented the research design, setting, population and sample, research
procedure, data collection, and data analysis.

3.1 Research Design

A cluster randomized design was chosen for this study based on its decreased
risk of experimental contamination (the spread of information amongst groups) that
might have occurred if the participants were individually randomized. The unit of
randomization in cluster randomized trials was the community hospital (group of
individuals).

Setting

Maha Sarakham Province was chosen for this study because the rate of
adolescents giving birth was high. In 2015 the birth rate of pregnant adolescent was
30.9 per 1,000 girls.

3.2 Population and Sample

The population was community hospitals in Maha Sarakham Province,
Thailand.
Sample
Inclusion criteria: The community hospitals included had antenatal clinics
and pregnant adolescents aged <19 years old, pregnancy of <18weeks gestation
showing the mothers’ acceptance of their babies. The mothers gave their consent to

participate in the program.
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Exclusion criteria: Pregnant adolescents who refused to participate in
the program and those with severe obstetrics complication (i.e., severe hemorrhage,
hypertensive disease of pregnancy, severe infection, severe dystocia, stillbirth), those
planning to have their child adopted within 6 weeks, and those planning to leave their
hometown after delivery.

Sample Size Determination and Sampling Method

The population of pregnant adolescents from 13 districts in Maha
Sarakham per year was 253 (Source:http://mkm.hdc.moph.go.th/hdc/reports).
Therefore, the average number was 19 pregnant adolescents per hospital.

The sample size calculation was based on the test of the null hypothesis
that the number of antenatal visit in the two groups (experimental and control) were not
different.

The sample size was calculated by the following equation:

{(zor2 + 25) 2 [p201 + p202]}
A2

Source: Noordzij M, Tripepi G et al. 2010.

Where p1 = proportion of subject with number of antenatal visit (<5

visits during pregnancy) in the control group,

g. = proportion of subject without number of antenatal visit (<5 visits
during pregnancy) in the control group (1-p1),

p2=_proportion of subject with number of antenatal visit (=5 visits
during pregnancy) in the experimental group,

g2 = proportion of subject without number of antenatal visit (=5 visits
during pregnancy) in the experimental group (1-p2),

a= conventional multiplier for alpha =0.05 (Zw> = 1.96),

L= conventional multiplier for power = 0.80 (Z s =0.84),

a = statistical significance at 0.05

= the error of power

A = difference of the proportions of subjects between the two groups
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Calculation
In Thailand, the rate of antenatal visit (5 visits during pregnancy) was
reported at 48.78% (Source: =formated/format_1.php&cat_id).
The required sample size to detect difference of at least 20% in the rate of

antenatal visit (5 visits during pregnancy) was calculated as follows:

pl= 0.48; (1-pl) = 0.52 p2 = 0.68; (1-p2) = 0.32

= (1.96 + 0.84) 2 [(0.48)(0.52) + (0.68)(0.32)]
0.22

= 91.5712; approximately 92 per group.

If there was a drop-out of 20% was estimated, around 18 persons had to be
added, so the total participants were 110 pregnant adolescents in each group or 220
pregnant adolescents in this study.

The number of clusters was calculated using the design effect assumed to
be two. Then,

N cluster = N sample x Design effect

92 x 2 = 184 participants (19 pregnant adolescents per community
hospital)
Therefore, 5 community hospitals for intervention and 5 community
hospitals for control group were obtained.

Randomization and Allocation
The unit of randomization for this trial was the community hospital (cluster)
in which the subjects were enrolled. An investigator (statistician) who was not directly
associated with the execution of the trial utilized a simple randomization of each
community hospital as the experimental or the control group. Five community hospitals
were assigned to implement the HVPPT program as follows: Prayakkhaphumpisai
Hospital, Nachuak hospital, Borabu hospital, Kosumpisai hospital and Kudrung
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hospital, and five community hospitals were assigned to implement a standard home
visiting program as follows: Wapipatum hospital, Nadun hospital, Kaedum hospital,
Chiang Yun hospital, and Yangsisurach hospital.

A research assistant (RA) who was not associated with this trial recruited
participants at antenatal clinic in 10 community hospitals based on the criteria and asked
them to sign a consent form. The RA asked the participants to complete the base line
information and sent the participants to the nurse at the antenatal clinic for the primary
care. Following this, they were transferred to the nurse at the sub-district health
promoting hospital who planned the first home visiting intervention after one week.
The participants in the control group received standard prenatal and postnatal home

Visits.
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Community hospitals in
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Figure 5 flow of the study
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3.3 Research Procedures

After obtaining permission to conduct the study, the intervention procedures
were carried out in three phases: the preparation, implementation, and evaluation. The
details are as follow.

1. Preparation phase
1.1 Researcher preparation

The researcher received specific training in home visiting program
before conducting the intervention. The training included 1) enhancing knowledge
about personal health, environmental health, life course, maternal role, friends and
family, and health and human services; 2) practice skills for running activities.

1.2 Instrument preparation

All of the instruments and materials of the program were prepared for
research assistants to use during the data collection period. Permission was obtained
from the Maha Sarakham Health Ethic Committee and Research Ethics Committee of
Maha Sarakham University before data collection.

1.3 Place preparation

After obtaining permission to conduct the study from the Maha
Sarakham Public Health Office, the researcher collaborated with the head nurses and
staff nurses of the antenatal clinics and nurses at the ten community hospitals. The staff
nurses were informed of the objectives, procedures, and the approximate length of time
for data collection.

2. Implementation phase
2.1 Procedure for the control group

The participants.in the control group received the usual care offered
by the nurses in the antenatal clinic, postpartum department, family planning clinic, and
healthy baby clinic.

At the antenatal clinic, the participants in the control group were
approached and encouraged to continue prenatal care until six weeks after child birth.
The nurses were given education about prenatal health, breastfeeding, maternal- infant
attachment, and postpartum skill. All participants were informed of and scheduled for

their follow-up at the hospital.



59

2.2 Procedure for the experimental group

The participants in the experimental group participated in the

HVPPT. At the beginning, the research assistants signed their consent to join the

program at the respective antenatal clinics. The pregnant adolescents then received

routine care from the nurses at the antenatal clinic in five community hospitals. Then

the information was transferred to the nurses at the sub-district health promoting

hospital in the area where the participants lived. One week after this, the nurses

conducted 10 home visits on a one-to-one basis following the guideline, 5 times through

the pregnancy period and 5 times during the postnatal period, which was 6 weeks after
delivery.

Implementation of Intervention

In this study, the Home Visiting Prenatal and Postnatal Program for Thai

Adolescent Mothers (HVPPT) was modified from the Nurse-Family Partnership home

visiting program and five-step nursing process. This intervention program was as
follows:

1. District hospitals appointed the nurses to act as the supervisor for the
nurses at the sub-district health promoting hospital to perform home visits to pregnant
adolescents.

2. When pregnant adolescents came to the antenatal clinic at a
community hospital, the RA at the clinic asked pregnant adolescents if they would
participate in the program. Those who were willing to do so then signed the consent
form and were informed of the purposes. The RA referred the pregnant adolescents to
the antenatal clinic for normal antenatal care. Next, an appointment was set and the
information was sent to the nurse who worked at the sub-district health promoting
hospital in the area where each pregnant adolescent lived.

3. Home visits during pregnancy: Seven days after the first antenatal
care at the community hospital the nurse at the sub-district health promoting hospital
conducted the home visits to each pregnant adolescent. The visiting nurse assessed both
the physical and psychological health of the participants. The nurse and the adolescents
analyzed the problems and made plans together for health care according to the young
mothers’ needs. Evaluation was performed each time after the nursing care. There were

5 home visits during the 20, 24, 28, 32, and 36 weeks gestation of pregnancy. The nurse
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recorded the results every time, while the pregnant adolescents also recorded what they
received from the nurse and their satisfaction.

4. Postnatal home visits: One week after delivery, when the adolescent
mothers returned home, the nurse at sub-district health promoting hospital conducted
another 5 postnatal home visits at week 1, 2, 3, 4, and 5. The nurse assessed the mothers’
psychological and physical health. Both discussed the problems, planned for health care
according to the mothers’ needs, and evaluated the outcomes each time. The nurse
recorded the result of each visit, while the adolescent mothers recorded the information
obtained from the nurse and their satisfaction as well.

5. During the antenatal and postnatal home visits, the nurse at sub-
district health promoting hospital and the nurse at the community hospital made
appointment to meet every two months to follow-up the intervention program and used
the information to make adjustment for the next visit.

Usual Care for the Control Group
In the control group, Maha Sarakham Province has stipulated the following
standard implementations:

1. There will be only one home visit to pregnant women at any gestation
period.

2. Three postnatal visits are made by the nurse from the sub-district
health promoting hospital or the nurse from the sub-district hospital at 7, 30, and 45
days after delivery.

3. Evaluation phase

This phase was carried out four times for evaluation of the program
including: 1) at first < 18 weeks gestation when the participants firstly visited at the
antenatal clinic, 2) at 34-36 weeks of gestation, 3) at birth, and 4) 6 weeks after
childbirth.

Blinding

The study single blinded the research assistants in group allocation. They

were only responsible for collecting data using structured questionnaires and/or

checklists. There was no indication of group allocation in either data form.
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3.4 Research Instruments

In this study, the research instruments consisted of:
1) Questionnaire on participant’s characteristics
2) Form for recording antenatal visits and childbirth
3) The Edinburgh Depression Scale to assess depressive symptoms
4) The Postpartum Bonding Questionnaire to assess maternal and child
relationship
5) Questionnaire on breastfeeding, food intake of the child.

1 Participant’ s characteristics : Participant’ s characteristics included age,
marital status, education level, employment status, income, health insurance, and
arrangement of living

2 Antenatal visits and childbirth : Antenatal visits and childbirth in this study
included the number of antenatal visits, infant birth weight, and gestation at delivery.

3 The Edinburgh Postnatal Depression Scale (EPDS): EPDS was developed
by Cox et al (1987) and has been the most widely used scale worldwide for screening
depression during prenatal and postpartum period (Boyd et al, 2005; Eberhard-Gran et
al, 2008; Lee et al, 2001). It is a 10-item self-assessment questionnaire and the only
scale validated for screening depressive symptoms during prenatal period (Felice et al,
2006). The respondents choose one out of four responses that most closely describe
their feeling over the past seven days. Each response values between 0 and 3 and the
total score for all 10 items is between 0 and 30. In 2003, EPDS was translated to Thali
and validated by Pitanupong et al, (2007). Pregnant women with an EPDS score >11
were considered to have a risk for depression and in this study the score of 11 was
preferred with a sensitivity of 88.9% and a specificity of 91.2%.

4 The Postpartum Bonding Questionnaire (PBQ): The Postpartum Bonding
Questionnaire is a self-report questionnaire designed to provide an early indication of
disorders within mother—infant relationships (Brockington, 2001). The PBQ can be an
important tool for primary care professionals, as one of its features is its use in
community healthcare facilities. The PBQ has 25 items to be rated on a scale of 0-5.
It consists of the following four scales: scale 1 -impaired bonding (12 items), scale

2-rejection and anger (7 items), scale 3-anxiety about care (4 items) and scale 4-risk of
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abuse (2 items). The cut-off score for scale 1 is 12, for scale 2 is 17, for scale 3 is 10,
and for scale 4 is 4. In order to assess mother—infant bonding, the PBQ was translated
into Thai for use in the current study of our working group. The quality of this
translation was validated by a retranslation into English carried out by a native English
speaker. A self-rating questionnaire had been validated for calculating specificity,
sensitivity and positive predictive value of the four scale scores generated by the
questionnaire. Scale 1 (a general factor) had a sensitivity of 0.82 for all mother-infant
relationship disorders. Scale 2 (rejection and pathological anger) had a sensitivity of
0.88 for rejection of the infant, but only 0.67 for severe anger (Brockington, 2006).

5 A food frequency questionnaire: A food frequency questionnaire was
constructed that asked about the foods that their infant had consumed over the past
week. We classified the mothers into 2 groups 1) optimal feeders (breast milk, formula
milk, or water) and 2) less optimal feeders (complementary foods including cereal,
apple sauce, juice, fruit, vegetables, mashed potatoes, meat, and cow’s milk) (Black,
Siegel, Abel, & Bentley, 2001).

All of the instruments and materials in the program were proven for content
validity by three experts: a nurse professor with expertise in maternal and child care, a
hospital nurse with expertise in maternal and child care, a nurse with expertise in public
health. The instruments were tested for the reliability with 30 pregnant teenagers who
met the inclusion criteria and had the same characteristics as the subjects at districts
hospitals in Maha Sarakham. Cronbach’s alpha coefficient was computed to ascertain
internal consistency, which was found to be 0.76. Data collection using the above

instruments is shown in Table 7.
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Table 7 Data collection instruments and timing of administration

Outcome name of baseline 34-36 Birth 6 weeks
measurement weeks record after
childbirth
Socioeconomic
Age, marital status. participant’s X
education level, characteristics
employment status, data form

income, health insurance,

and arrangement living

Year in formal education X
In paid employment X
Type of employment X
In receipt of benefits X
Other financial support X
General health status X
Prenatal Depression EPDS X X
Postnatal depression X
Pregnancy and birth Antenatal
Gestational at delivery visit and X
childbirth
data form

Infant birth weight X




Table 7 (continue)

64

Outcome

name of

measurement

baseline 34-36 Birth
weeks record after
childbirth

Use of services

Antenatal care [check-
ups, planned/unplanned
attendances

Number of antenatal visit

Primary care or
secondary care

attendance/admission

Breastfeeding

Breastfeeding initiation,

duration
Exclusive breastfeeding*
Baby-diet

Maternal-child

relationship

Antenatal
visit and
childbirth

data form

A food
frequency

questionnaire

The
Postpartum
Bonding

Questionnaire
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Outcomes of the Intervention
Primary Outcomes

There were two variables in the primary outcomes: the number of
antenatal visit, which is referred to 5 modern antenatal care visits stipulated by the
Ministry of Public Health, counted from the pregnancy week of gestation, the 1% visit
before 12 weeks of gestation, the 2" visit at 20 weeks, the 3 visit at 26 weeks, the 41"
visit at 32 weeks, and the 5 visit at 38 weeks.

The percentage of exclusive breastfeeding refers to the percentage of
mothers who only breastfeeds, with no other foods or liquids, except for ORS,
medicines and vitamins and minerals to infant for the first six weeks after delivery.

Secondary outcomes

The variables included depression and maternal-child relationship
and infant birth weight.

e Pre-postnatal depression refers to a serious mental health
problem that occurs during pregnancy and within six weeks after childbirth. The
screening tool used was the Edinberg Postnatal Depression Scale (EPDS) and the cut-
off score at >11 for screening a depressive symptom.

e Maternal-child relationship refers to the mother’ s feelings
towards her child, which differentiates this process from observable attachment
behaviors. The PBQ was used as a tool with 4-scale ratings to detect impaired bonding:

e Infant birth weight refers to the weight of the child at birth
based on the weight criteria of 2500-4000 grams being considered normal.
A new-born weighing less than 2500 grams is classified as belonging to the small-
gestational age group and a child weighing more than 4000 grams is classified as

belonging to the large-gestational age group.
3.5 Data Collection

The data collection was carried out three times from July, 2017 until May,
2018. The participants were explained about the study purpose, procedures, the content
of the questionnaire, the participants’ rights, and the potential benefits from the study.
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Following their consent, the researcher asked eligible participants to complete the

questionnaire, which took 15-30 minutes.

Data collection
et e el e e e
2017 2018
recruitment
Experimental

group
Control group < S — S S N I .

Figure 6 Data collection

3.6 Data Analysis

The baseline characteristics of the two groups were presented using descriptive
analysis. Z test was performed to compare rate differences of antenatal visit and
exclusive breastfeeding between experimental and control groups. An independent
t-test was performed to compare differences of mean infant birth weight, pre-postnatal
depression, and maternal- infant relationship scores between experimental and control
groups. The statistical significance was set at p< 0.05 and 95% confidence interval of

the differences were presented.

Table 8 Statistic analysis & reasons

Variables Type of measure Statistic use
Number of antenatal visit Nominal scale Z test for proportion
Rate of Exclusive breastfeeding Nominal scale Z test for proportion
Infant birth weight Interval scale independent t-test
depression Interval scale independent t-test

Maternal-child relationship Interval scale independent t-test
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3.7 Ethical Consideration

Ethical clearance was granted by the Research Ethics Committee of Maha
Sarakham University. Informed written consent had to be obtained from the adolescent
mothers and their parents. Only adolescent mothers who gave consent were included in
this project.

The following ethical principles were observed by the researcher:

1. Explain to participants that participation was voluntary and they could
withdraw from the project at any time.

2. Confidentiality would be ensured during data collection and participants
would not be required to indicate their names on the questionnaire.

3. Participants would be treated with respect and their views and opinions
during the interview would not be disclosed.

4. This project posed no potential or additional risk or discomfort to
participants.

The Consent Form was prepared for:

1. Pregnant adolescent aged 19 years and below
2. Adolescent’s parents (for adolescents aged lower than 18 years old)

This study was approved by the Institutional Ethics Committee of

Mahasarakham University, Thailand. (Ref No. 054/2560; 21 July 2017).



CHAPTER 4

RESULTS AND DISCUSSION

The results of the study on the effects of a Home Visiting Prenatal and
Postnatal program for Thai Adolescent Mothers (HVPPT) are presented in this chapter

as follows:
4.1 Result

4.2 Discussion
4.1 Result

4.1.1 General characteristics of participants at baseline

There were a total of 220 participants (Experimental group n =110, Control
group n = 110) gathered for baseline data from July through September 2017. The
participants in the experimental and control group had similarities in terms of: 1) The
population in both groups were approximately equal. 2) The average age of participants
in the experimental and control groups were 17.0 (SD.=1.3) and 17.4 (SD. =1.4) years,
respectively. The result shows that most of the participants in both groups finished the
secondary school level, used Welfare Scheme or Universal Coverage Scheme in health
insurance, married and lived together with their husband, and lived with their family
(Table 9).
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Table 9 Characteristics in the Experimental and Control Groups at Baseline (n = 220)

Experimental Control
Variable group(n=110) group(n=110)
n(%) n(%)
Age(years)
Mean +S.D. 17.0+1.3 17.4+1.4
13 1(0.9) 0(0)
14 2(1.8) 1(0.9)
15 12(10.9) 19(17.3)
16 14(12.7) 18(16.4)
17 23(20.9) 29(26.4)
18 30(27.3) 26(23.6)
19 28(25.5) 17(15.5)
Education
not study 3(2.7) 0(0)
primary 13(11.8) 5(4.5)
secondary 85(77.3) 94(85.5)
diploma 9(8.2) 11(10.0)
Return to study
not return to study 64(58.2) 58(52.7)
return to study in formal 30(27.3) 32(28.2)
education
non-formal education 16(14.5) 21(9.1)
Health insurance
Welfare Scheme or Universal 106(96.4) 105(95.5)
Coverage Scheme
Social Security Scheme 2(1.8) 3(2.7)
Government Or State Enterprise 2(1.8) 2(1.8)
Office
Marital status
single mom 7(6.4) 5(4.5)
married and live together 58(52.7) 57(51.8)
no married but live together 45(40.9) 47(42.7)
married and separate 0(0) 1(0.9)
Living arrangement
husband/partner 12(10.9) 13(11.8)
husband/partner’s family 30(27.3) 24(21.8)
Their family 68(61.8) 73(66.4)
Supporter
Husband/partner 14(12.7) 16(14.5)
Husband/partner’s family 32(32.7) 4(3.6)

Their family 93(84.5) 90(81.8)
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4.1.2 The effectiveness of the participatory HVPPT program on primary
outcomes
4.1.2.1 Antenatal visit
The percentage of the number of antenatal visits in both the experimental
and control groups based on the standard criteria from the Ministry of Public Health of
Thailand (5 antenatal visits of pregnancy: 12, 18, 26, 32, and 38 weeks of gestation). It
was found that the percentage of all participants in the experimental group was higher
than that of the control group. The percentage difference was 19.0, which was
significantly different (p = 0.001) (Table 10).

Table 10 Comparison the percentage of adolescent pregnant attended at antenatal visit
between the experimental and the control group at post intervention

Experimen  Control

variable tal group group  %different 95%Cl Statistic
(n=110) (n=110) al value
n(%) n(%) lower  upper
Antenatal visit
5 times 99(90) 78(80)
. 19.0 8.9 29.3 - 0.0004
< Stimes 11(10) 32(29)

4.1.2.2 Exclusive breastfeeding
The percentage of exclusive breastfeeding was found that 86.4% in
experimental group while only 69.1% in control group. The difference was statistically
significant (p = 0.002) (Table 11). The quality data indicates that this program enabled
them to learn and acquire the accurate postnatal self-care and child care skills. More
importantly, they became aware of the value of breastfeeding and their skill in

breastfeeding was more efficient.



Table 11 Comparison of the percentages of adolescent exclusive breastfeeding

between the experimental and control groups at post intervention
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Experimental Control
Variable group group Y%different 95%Cl Statistica p
(n=110) (n=110) I value
n (%) n (%) lower . upper

exclusive
breastfeeding

<6 weeks
afterbirth 15(13.6) 34(30.9) 17.3 6.5 28.1 9.5 0.002

>6 weeks 95(86.4) 76(69.1)
afterbirth

4.1.3 The effectiveness of the participatory HVPPT program on secondary

outcome

4.1.3.1 Prenatal depression

The prenatal depression in the experimental group was lower than the

control group. In the experimental group, the mean scores of depression at 36th week

gestation age of pregnancy was 9.0 (SD = 2.3). For the control group, the result shows

the mean scores of depression of 9.8 (SD = 2.6). The depressive scores significantly

differed between the experimental and control groups (p= 0.019) (Table 12).

Table 12 Comparison of prenatal depression between the experimental and control

group at post intervention

Experimental Control group

Variable group (n=110) MD 95%Cl t p
(n=110)
Mean+SD Mean+SD lower upper
Prenatal 9.0£2.3 9.8+2.6 -0.7 -1.4 -1.1 -2.3 0.019

depression
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4.1.3.2 Infant birth weight
The mean scores of the infant birth weight in pregnant teenagers after
receiving the HVPPT program in the experimental group was 3,036.6 (SD=247.7) and
3,022.8 in the control group (SD = 274.7). There was no significant difference in terms
of infant birth weight (p=0.696) (Table 15).

Table 13 Comparison of the infant birth weight variable between experimental and

control groups at post intervention

Experimental  Control group

Variable group (n=110) MD 95%ClI t p
(n=110)
Mean+SD Mean+SD lower upper
Infant birth
weight 3,036.6+247.7 3,022.8+4274.7 13.8 -55.6 833 0.4 0.696
(grams)

4.1.3.3 Postnatal depression
The postnatal depression scores in pregnant teenagers after receiving the
HVPPT program in the experimental group was lower than the control group.
The difference was also significant in the reduction in depressive scores between the

experimental and control groups (p=0.001) (Table 14).

Table 14 Comparison of the postnatal depression variable between experimental and

control groups at 6 weeks afterbirth

Experimental Control

Variable group group MD 95%ClI t p
(n=110) (n=110)
Mean=SD Mean=SD lower upper

Postnatal 8.5+1.9 9.9+2.1 -14 -19 53 53 0.001

depression
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4.1.3.4 Maternal-infant interaction
In terms of the maternal-infant interaction in adolescent mothers after
receiving the HVPPT program, it was found that the mean scores of Scale 1 (impaired
bonding), Scale 3 (anxiety about care), and Scale 4 (risk of abuses) in the experimental
group were significantly lower than in the control group (p<0.05). The mean scores of
Scale 2 (rejection and angry) in the experimental group was also lower; however, this

was not significantly different (Table 15).

Table 15 Comparison of the maternal-infant relationship variable between

experimental and control groups at 6 weeks afterbirth

Experimental Control group

Variable group (n=110) MD 95%Cl t p
(n=110)
Mean+SD Mean+SD lower upper
Scale 1 9.5+1.0 10.2+1.4 -0.8 -1.1 -04 -46 <0.001
(Impaired
bonding)
Scale 2 5.9+1.8 6.4+2.2 -0.5 -1.0 00 -19 0.058
(Rejection and
angry)
Scale 3 9.1+0.7 9.5+1.2 0.4 -0.6 -0.1 -29  0.005
(anxiety about
care)
Scale 4 1.2+0.5 1.6+0.7 -0.4 -0.5 -0.2 -47 <0.001

(risk of abuse)

Moreover, the results from the focus group and in-depth interview show
that pregnant adolescents were very satisfied with receiving the HVPPT program from
professional nurses because the program gave them the opportunity to have the courage
to ask questions and practice their skills in taking care of themselves and their children,
and made them become aware of the importance and confident in receiving service at
the hospital’s antenatal care. This home visit program nurses teach them to take care of
themselves, better care of the healthy fetus. With frequent nurse visits, they are
encouraged to take care of themselves more, their stress is reduced, the families accept
their pregnancy, have more understanding and more loving. Most importantly, they are

being accepted and assisted by the community people.
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The following information was drawn from the interview:

Ms. A, aged 17 years, said “It is my first pregnancy and the problem of
my life is that my husband does not know | am pregnant and now he is in prison. | do
not know what to do in the future. When | decided to join this program | didn't know
what | would get until the nurse came to visit me at home. | feel there is hope in my life
and I’m ready to follow the advice of the nurse to make my life and my child better. |
want the nurse to take care of me like this because it makes me feel warm and
dependable.”

Ms. B, aged 16 years, said “I didn't intend to get pregnant. My parents
couldn't accept it. I had to live with the husband’s family and left school. I feel fortunate
to join this program because | have learned from the visiting nurse to take care of myself
and of my child since my pregnancy. The visit was helpful, especially during the
postpartum period, which is very difficult. | take care of the baby all night and | feel
depressed. The nurse who visited at home was very supportive and helped me and now
| and my child return to my family. My parents now accept me and my child. My life
is much better.”

4.1.4 Summary of results

This was the first study to evaluate a home visiting prenatal and postnatal
program in Thai adolescent mothers. The intervention was successful in increasing the
quality of antenatal care during prenatal period for the experimental group, and in
particular, significantly increased the exclusive breastfeeding during postnatal period
compared to the control group (both p<0.05). Pre-postnatal depression scores were
significantly lower in the intervention group, but there was no difference in mean infant
birth weight scores in either group. Lastly, the experimental group participants reported
the significantly lower mean scores of Scale 1 (impaired bonding), Scale 3 (anxiety
about care), and Scale 4 (risk of abuses) than in the control group (p<0.05). The mean
scores of Scale 2 (rejection and-angry) in the experimental group was also lower;
however, there was no significant difference. The HVPPT program can help the nurses
and adolescent mothers to understand each other more, communicate better because the

chances of getting closer are higher than the meetings at the hospital.
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4.2 Discussion

The research results are discussed in two sections. The first section is on the
effectiveness of the intervention program on the primary outcomes, and the
effectiveness of the intervention program on the secondary outcomes.

4.2.1 The effectiveness of the participatory HVPPT program on primary
outcomes

The participatory HVPPT program resulted in 5 antenatal visits (100%)
of pregnant adolescents according to the policy of the Ministry of Public Health. The
result also shows the difference between the experimental and the control groups.
HVPPT is an intensive home visit program that allows adequate time spent during each
visit, with suitable frequency of visits and activities performed between the visiting
nurse and the pregnant participant, who has become aware and sees the importance of
her own and her child’s health care. The health education and skill practices for self-
care during the visit made the participants understand, become interested, and keen to
receive continuous antenatal care at the hospital following the appointment.

The HVPPT program enables the participants to efficiently nurture their
child by breastfeeding. Significant difference could be seen between the experimental
and the control groups. The result shows that 86.4% of the experimental group provided
exclusive breastfeeding while only 69.1% of the control group exclusively breastfed
their infant for the same period.

Since the HVPPT program has been well planned with activities that
enhance the breastfeeding skill as of the pregnancy period, pregnant adolescents
received the knowledge and were able to breastfeed their child well at the postpartum
period. More importantly, the adolescent mothers clearly developed good attitude and
were able to ask the visiting nurse questions concerning breastfeeding and arising
problems. This is ‘consistent with the study of (Aksu, Kiiglk, & Diizgin, 2011) who
investigated the effects of breastfeeding education and support offered during a home
visit on day 3 postpartum on breastfeeding duration and knowledge of the mothers. The
result was associated with a significant increase in the percentage of exclusively
breastfed infants as well as the total breastfeeding duration. Likewise, Kronborg et al

(2007) found that when mothers received home visits within the first 5 weeks after
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birth, they tend to prolong the duration of exclusive breastfeeding. Both psychosocial
and practical aspects of breastfeeding should be the main focus of postnatal support and
there should be a special attention to mothers with no or little previous breastfeeding
experience. Suwannobol, Wacharasin, & Deoisres (2016) suggested that adjusting the
methods of providing knowledge at school and home visits and receiving care from
parents or a healthcare provider can help adolescent mothers develop positive attitudes
towards exclusive breastfeeding. Therefore, it can be seen that implementing the
participatory HVPPT program with pregnant girls to promote positive maternal
perceptions and maternal competence is essential for breastfeeding initiation and
continuation for the adolescent mother in the early postpartum period. Support from
partners and professionals also leads to positive attitudes towards breastfeeding
initiation and continuation (Kanhadilok, 2013).
4.2.2 The effectiveness of the participatory HVPPT program on secondary

outcomes

First, the participatory HVPPT program contributes to the lessening of
depressive symptom in pregnant adolescents during the prenatal as well as the postnatal
periods. Depressive symptoms were found at a significantly lower rate in the
experimental group compared to the control group. The HVPPT is a home visiting
program designed for the visiting nurse to tend to the clients in terms of physical, mental
and social aspects. It allows the participant and the nurse to become acquainted, and
hence good relationship is built between them. In this regard, the adolescent develops
trust in the nurse. For instance, an adolescent participant’s husband was in jail; she was
able to talk to the nurse about her problem and stress. It can be seen that the program
also reflects the arising problem, which can be solved through suitable planning by the
pregnant adolescent, her husband, and her family. This findings is similar to Tandon et
al (2011)’s study, in which investigation was made ~on cognitive-behavioral
intervention in preventing the onset of perinatal depression and reducing depressive
symptoms among low-income women in home visitation programs.

At the end of the participatory HVPPT program, the postnatal depression
scores in pregnant teenagers in the experimental group was lower than the control
group. The differences in a decrease in depressive scores between the experimental and

control groups were statistically significant. The findings is consistent with the study
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by Beeber et al (2004) who implemented Early Head Start (EHS) programs with 16
mothers randomly assigned for intervention and usual care/waiting list conditions. The
result shows that the intervention group indicated a significantly greater decrease from
baseline in depressive symptom severity at 8 and 16 weeks in contrast to the mothers
receiving usual care. Similarly, Armstrong et al (1999) assessed the impact of a nurse’s
home visiting program in women at 6 weeks postpartum period and found that women
receiving home visits had a significant decrease in postnatal depression screening
scores. Moreover, they also improved in terms of the parental role and the ability to
maintain their own identity. Obviously, home visits can reduce the possibility for
postnatal depression because adolescent mothers have opportunities to consult
problems about their own health and infants with professional nurse. Therefore, when
these adolescent mothers feel that their problems can be managed, they will feel less
stressful and anxious. In addition, home visit by family-nurse program also provide
opportunities to establish good relationship between family and adolescent mothers.

Second, outcome on secondary of this study was to examine the impact
of HVPPT program on infant birth weight. The results show that there was no
significant difference in terms of infant birth weight. This finding is similar to
Winklerprins & Weigel's (2016) who examined the effectiveness of nurse home visits
on several outcomes of teen pregnancy and found that those receiving home visits had
fewer preterm deliveries and had higher infant birth weights. However, the finding is
different from the study by Guo et al (2015) who assessed MOMS’s home visit program
and found that prenatal home visits significantly predicted an increase birth weight at
approximately 62 g. Similarly, Petcharapun & Wacharasin (2015) examined the effects
of nutritional promotion program from four times home visit in private clinic Chon-
Buri province. The results revealed that mean scores of infant birth weight in the
experimental group after the program were significantly higher than-in the control
group. Therefore, receiving supports and home visits from family-nurse can promote
mothers to be more aware of their own nutrition need, especially adolescent mothers
who are at risk for a low birth weight infant.

Finally, the effectiveness of the participatory HVPPT program on
relationship of mother and infant has an important influence on maternal mental health

and infant development (Pearson, Lightman, & Evans, 2011). In this study, the
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participatory HVPPT program was implemented intensively by providing care for these
adolescent mothers and their infant every week until 6 weeks after birth. With this
intensive program, nurses can track the progress and encourage better interaction
between mothers and infants. The finding is similar to the study by Sawyer et al (2013)
who found that routine home visits by community health nurses are supportive for the
development of better maternal—child relationships as well as helping mothers adjust to
their parental roles. It is clear that home visits program can promote mother-infant
relationship, reduce mothers’ anxiety by intensive care from nurses, develop a stronger
relationship with family, and decrease a risk for using violence to infants.
4.2.3 Summary of results

This was the first study to evaluate a home visiting prenatal and postnatal
program in Thai adolescent mothers. The intervention was successful in increasing the
quality of antenatal care during prenatal period for the experimental group, and in
particular, significantly increased the exclusive breastfeeding during postnatal period
compared to the control group (both p<0.05). Pre-postnatal depression scores were
significantly lower in the intervention group, but there was no difference in mean infant
birth weight scores in either group. Lastly, the experimental group participants reported
the significantly lower mean scores of Scale 1 (impaired bonding), Scale 3 (anxiety
about care), and Scale 4 (risk of abuses) than in the control group (p<0.05). The mean
scores of Scale 2 (rejection and angry) in the experimental group was also lower;
however, there was no significant difference. The HVPPT program can help the nurses
and adolescent mothers to understand each other more, communicate better because the

chances of getting closer are higher than the meetings at the hospital.



CHAPTER 5

CONCLUSION AND RECOMMENDATION

This chapter is divided into two sections consisting of the conclusions of the
study and recommendations for further study.

5.1 Conclusion of the Study

This study was a cluster randomized control trial aimed to examine the effect
of modified Nurse-Family Partnership home visiting program on prenatal and postnatal
health outcomes in Thai adolescent mothers in Maha Sarakham Province, Thailand.
Cluster random sampling was used to assign the intervention and the control groups.
Ten health centers from each district were randomly selected, and all pregnant
adolescents in antenatal care clinic were recruited to participate in this study. The total
number of participants was 220 (Intervention = 110; Control = 110). The intervention
began in July, 2017 and ended in May, 2018, with a follow-up of 36 weeks gestation,
at birth, and 6 weeks after childbirth. Nurses at sub-district health promoting hospitals
in 5 districts participated in the program and the sample was pregnant adolescents aged
< 19 years old, attended antenatal clinic, and agreed to participate in the HVPPT
program. There was a 12-hour training provided for nurses participating in the program.
The pregnant adolescents received 10 home visits during 20-36 week of gestational age.
5 visits were performed during prenatal period and the other 5 visits during postnatal
period. The nurse tracked the progress every week until 6 weeks after child birth. The
control group in 5 districts received usual care, but the progress was tracked twice at
week 36th of gestational age and week 6th after giving birth. Data was analyzed by
using descriptive statistic, Z test of proportion, and independent t-test.

Lastly, the participatory HVPPT intervention program was found to be
effective in the number of antenatal visit, exclusive breastfeeding, and prenatal-
postnatal depression. Research suggests that the participatory HVPPT intervention
program should be appropriate for preventing and improving prenatal-postnatal

outcomes among pregnant adolescents.
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5.2 Strength

5.2.1 The period of home visits in the participatory HVPPT program can be
adjusted to suit each adolescent and family.

5.2.2 Intensive home visit program can develop good relationship and reliance
between nurses and pregnant adolescents, provide opportunities to solve some
maternal-infant problems for example preventing psychological problem, screening
high risk of pregnancy, gaining knowledge of caring during pregnancy, and preparing
mothers to be ready for taking care of their own and infant’s health.

5.2.3 In this research, it was found that the experimental group did not drop
out or withdraw before the program completed.

5.3 Limitations of Study

5.3.1 There was only one registered nurse, usually with the heavy workload,
in each sub-district health promoting hospital. Therefore, this might affect the
continuity of home visit program.

5.3.2 The study was conducted only in Maha Sarakham province, thus

limiting of characteristics of pregnant adolescents.
5.4 Recommendations

This research focused on the effects of nurses’ home visiting program by
measuring the relative impact of prenatal and postnatal outcomes in adolescent
pregnant. The following recommendations are made:

For Practices

1. The program should be modified according to the context of pregnant
adolescents in each area before use.
2. Finding of outcomes should be in accordance with the problems of

each area.



81

For Policy level
Provincial level: the participatory HVPPT program can be implemented
to support pregnant adolescents in terms of prepare them to be able to effectively take
care of themselves and infant.
Country level: Developing special home visit program for pregnant
adolescent group can help to prevent high risks and problems and promote good health

and psychology and improve their quality of life.

5.5 Future Research

5.5.1 More studies should be conducted in other provinces throughout
Thailand.

5.5.2 Effects of the HVPPT program on other aspects such as repeated
pregnancy prevention or child abuse and neglect of prevention should be further
studied.

5.5.3 Modern technology should be implemented in home visiting process for
better health outcomes.
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eazdeavaslusunsunsiBeudiu (The home visit of prenatal and postnatal program
for Thai adolescent mothers : HVPPT)
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9.00 - 10.00

UNHILS84 NFP home visit

program

U338y

10.00-12.00

NTOULUIAA Self-Efficacy,
Human Ecology and

Attachment theories
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13.00-16.00
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gaving

9.00-12.00

29AUTENBUNANANUTENISUD

NFP program

1)personal health
2)environmental health
3)Maternal role

4)Friend and Family
5)Health and Human service

6)Life course
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13.00-15.00

The home visit of prenatal
and postnatal program for
Thai adolescent mothers

(HVPPT)
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The home visit of prenatal and postnatal program for Thai adolescent mothers

(HVPPT)
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3)Maternal role
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4)Friend and Family
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5)Health and Human

service
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AUFUNMLALETARNTS

ue

6)Life course
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NAME

DATE OF BIRTH

PLACE OF BIRTH

ADDRESS

POSITION

PLACE OF WORK

EDUCATION

BIOGRAPHY
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