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[. INTRODUCTION

The proportion of older primiparous women aged 235 years
has rapidly increased in Japan from 3.3% in 2001 to 9.8% of all
live births in 2019 V. Advanced maternal age is associated with
a greater risk for pregnancy complications, caesarean section,
preterm birth, and adverse infant outcomes?*. According to
previous studies describing postpartum maternal outcomes,
both advanced maternal age and primiparity were risk factors
for postpartum fatigue®> © and depression” ®. In addition,
Japanese older primiparas had lower maternal confidence and
satisfaction than multiparas and younger primiparas aged <34
years at 1 month postpartum?’.

Mercer? described the postpartum process for establishing
a maternal identity with increasing attachment to the infant
and learning how to care for the infant as well as physical
restoration following birth. Older primiparous women often

experience special challenges when adjusting to motherhood,
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including both physical and psychosocial challenges such as lack
of sleep, awareness of physical limitations, anxiety about healthy
growth of their baby, concern associated with breastfeeding,
and managing changes in roles and responsibilities of infant
care'? 1V A challenge for nurses is to meet the needs of older
primiparas to prevent accumulated fatigue and depressive
symptoms and offer support for establishing a maternal
identity while achieving a balance between physical restoration
and infant care.

As evidence-based guidelines to care for older primiparas,
“Nursing Guidelines for Childrearing Support in Older
Primiparas (NGCSOP) in the First Month Postpartum”'?
were established and have been available on the website of the
Medical Information Network Distribution Service (Minds)
in Japan'¥. However, there is little evidence on the assessment
of the impact of the NGCSOP when implemented with older
primiparas during hospital-based postpartum care under
existing standard care settings.

Overview of the NGCSOP
The NGCSOP aims to help older primiparas adapt
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physically and psychologically to the childrearing stage
of life and experience pleasure with childrearing. These
guidelines comprise a set of 35 recommendations for older
primiparas mothers and their families to prevent accumulated
fatigue, mitigate postpartum physical symptoms, help reduce
postpartum depressive symptoms, encourage establishing
feeding styles, and boost maternal confidence and satisfaction
during the postpartum period. The NGCSOP have been
formally evaluated and disseminated by the Minds'?"1%.
Purpose

This study aimed to evaluate the effectiveness of multiple
interventions based on the NGCSOP to improve maternal
physical and psychosocial adaptation during postpartum among
older primiparas. We hypothesized that older primiparas in
the intervention group have lower accumulated fatigue, lower
prevalence of postpartum depressive symptoms, and greater
maternal confidence and satisfaction than those in the control

group at 1 month and 2 months postpartum.

I. METHODS
Research design

A two-group pre-post quasi-experimental design was
employed. In the pre-implementation phase, the control group
received standard care. After imparting training to nurses in
the participating hospitals, the NGCSOP was implemented in
their postpartum care settings. In the implementation phase,
the intervention group received multiple interventions based
on the NGCSOP that were incorporated into the standard care
in each hospital.
Participants

This study was conducted with a convenience sample of
four hospitals (two perinatal medical centers, one university
hospital, and one general hospital) in Japan. The inclusion
criteria were primiparas who 1) were aged 235 years; 2) had a
normal singleton pregnancy; and 3) were able to communicate
in Japanese. The exclusion criteria were 1) high-risk pregnancy;
2) planned cesarean section; and 3) intention to exclusively use
formula feeding. Eligible pregnant women were recruited by
nurses/midwives in each participating hospital, and those who
provided written informed consent were enrolled. Subsequently,
if the mother or newborn had 1) serious health problems after
birth, 2) premature birth, or 3) declined to participate, they
were excluded from the study.

The estimated sample size was 64 with .80 power and

two-sided #tests with an alpha level of .05 and an effect size of
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.50. We recruited >100 participants in each group, considering
a dropout rate of 30% at 2 months postpartum.
Standard care

In the pre-implementation phase, participants in the
control group received standard care only. Standard care in the
participating hospitals involved postpartum support by nurses/
midwives during the postpartum hospital stay and follow-up
outpatient appointments with the doctors/midwives until 2-4
weeks postpartum. Care involved early skin-to-skin contact,
rooming-in, education on baby care tasks, support for successful
breastfeeding, and guidance for postpartum life changes and
self-care for families.

The postpartum hospital stay was typically 5-6 days after
vaginal delivery and 7-9 days after cesarean section. After
discharge, follow-up support, such as feeding advice and a
physical check-up, was available until 1 month postpartum.
There were no specific care guidelines for older primiparas.
The standard care was provided flexibly depending on the
individual care needs of the mother and infant.
Intervention

In the implementation phase, participants in the intervention
group received standard care plus the interventions based on
the NGCSOP™. The NGCSOP covered five target areas with
35 recommendations: prevention of accumulated fatigue, relief
of physical symptoms, prevention of postpartum depressive
symptoms, encouragement of breastfeeding, and promotion
of maternal confidence and satisfaction. Nurses incorporated
multiple interventions based on the NGCSOP in association
with standard care in the hospital setting.

Interventions based on the NGCSOP were provided to
participants by nurses/midwives immediately after childbirth
to 1 month postpartum in each hospital. Specific additional
care comprised a) one-on-one discussion sessions using the
educational booklet for older primiparas, b) a nursing interview
based on the Edinburgh Postnatal Depression Scale (EPDS)
during postpartum hospital stay,and ¢) telephone or outpatient
follow-ups approximately 1-2 weeks after discharge.
Implementation strategies

We provided the NGCSOP intervention manual and
a 1-day training session for expert nurses/midwives in each
participating hospital. Nurses/midwives were also trained
in nursing interview skills through video guidance and role
playing™. We also developed the original educational booklet
for older primiparas as an intervention tool that intended

to provide self-care information related to five target areas.



To ensure intervention success in clinical settings, nurses/
midwives and researchers discussed the feasibility of success
and flexibility in each hospital. The trained expert nurses/
midwives were expected to disseminate the training session to
all staff nurses/midwives.

Data collection procedure

In the pre-implementation phase, participants in the
control group only were recruited, and data collection was
performed. To prevent cross-group contamination, the
intervention group was recruited in the implementation phase
one month after in-hospital data collection for the control
group was completed.

Data were collected between February 2015 and
December 2016. Research nurses identified pregnant
women who were potentially meeting the eligibility criteria
in the participating hospitals during their third trimester
(230 weeks of pregnancy). Pregnant women were informed
regarding the study and invited to participate during regular
check-up in the outpatient department. Women who agreed to
participate received a letter, consent form, and questionnaires
with return envelopes. Participants were asked to return the
written informed consent and an antenatal questionnaire
before childbirth. For participants in the intervention group,
the interventions based on the NGCSOP were initiated
immediately after childbirth.

Data were collected at five points: the third trimester of
pregnancy (during pregnancy; T0) , within 24 h after birth, at 1
day before discharge (during postpartum hospital stay; T1), at
1 month postpartum (T2), and at 2 months postpartum (T3).
Participants were asked to respond to each questionnaire by
mail at TO, T1, T2, and T3.

Outcome measures

We evaluated the following outcomes representing
physical and psychosocial aspects of nursing interventions for
older primiparas.

Physical outcome: fatigue

Fatigue was measured using the Postnatal Accumulated
Fatigue Scale (PAFS)!", which comprised 13 items related to
fatigue symptoms. The total possible score ranged from 0 to 39.
A higher score indicated greater fatigue. Cronbach’s alpha in
the present study was .82-.87.

Because a mother’'s accumulated fatigue could be
influenced by labor and delivery, research nurses/midwives
collected the baseline data PAFS scores for participants within
24 h after birth. Next, participants were asked to respond to the

PAFS questionnaires by mail at T1, T2, and T3.
Psychological outcome: depressive symptoms

Depressive symptoms were measured with the Japanese
version of the EPDS!®. The EPDS comprised 10 items and
the total possible score ranged from 0 to 30'”. A higher score
indicated more depressive symptomatology. For Japanese
postpartum women, a cutoff point of 8/9 was considered to
be optimal for screening for depression with 75% sensitivity
and 93% specificity'®. Cronbach’s alpha in the present study
was .81-.86.

Participants were asked to respond to the EPDS
questionnaires at T0, T1, T2, and T3. The EPDS scores at TO
were used as baseline data.

Social outcome: maternal confidence and maternal
satisfaction

Maternal confidence was measured with the 20 item
Postpartum Maternal Confidence Scale (PMCS)'®. The
total possible score on the PMCS ranged from 20 to 80. A
higher score indicated higher confidence in the maternal role.
Cronbach’s alpha in the present study was .90-.92. Maternal
satisfaction was measured using the 9-item Postpartum
Maternal Satisfaction Scale (PMSS)'®. The total possible
score ranged from 9 to 36. A higher score indicated greater
maternal satisfaction. Cronbach’s alpha in the present study
was .86-.89.

Because neither the PMCS nor the PMSS was applicable
forwomen during pregnancy, the baseline responses to questions
on maternal confidence were rated on a 4-point Likert scale to
the question, “Do you feel confident in becoming a mother?”.
Participants were asked to respond to the PMCS and PMSS
questionnaires by mail at T1, T2, and T3.

Demographics

Demographic and obstetric data were collected via
self-reported questionnaires. Questions on age, marital status,
employment, education, family income, method of conception,
mode of delivery, sex of infant, infant birth weight, and feeding
methods were included.

Data analysis

Descriptive statistics (M and SD) were obtained.
Chi-squared tests or independent sample ttests were used
to compare the differences in the demographic variables
and outcome variables during pregnancy (T0) between the
intervention and control groups. A repeated-measure two-way
analysis of variance with two independent variables (ANOVA)

was performed to examine differences in the changes in PAFS
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scores, PMICS scores, and PMSS scores between groups over
time. Baseline analysis of PAFS scores was set within 24 h
after birth. Cochran Q and chi-squared tests were used to
examine the proportion of women with EPDS scores of 29.
The significance level was set at p < .05. The effect sizes were
also calculated. The statistical analyses were performed using
IBM SPSS Statistics 25 (IBM Corp., Armonk, NY, USA).
Ethical considerations

This study was approved by the Ethics Committee of
Graduate School of Nursing, Chiba University (No. 26-20,
26-97) and participating hospitals. It was conducted in
accordance with the Declaration of Helsinki. Written informed
consent was obtained from each participant before the start of

the data collection.

. RESULTS

Figure 1 shows the flow diagram of participation. A total
of 381 women were enrolled (control group: 181; intervention
group: 200) . Of these, 26 dropped out owing to either mother
or infant health issues (e.g., premature birth). At 2 months
postpartum, 337 women returned the questionnaires (control
group: 162; intervention group: 175). After exclusion for
various reasons (e.g., missing data, maternal/infant health
problems, lost to follow-up), analysis was conducted on data
from 199 participants (control group: 91; intervention group:
108; valid response rate 52.2%). The dropout rates did not
significantly differ between the groups (49.7% vs. 46.0%,
Z =73, p = A7). There were no significant differences in
maternal age [M = 38.3, SD = 2.5 vs. M = 38.2, SD = 2.5,
t(344) = 42, p= .67], pregnancy after infertility treatment,
(51.5% vs. 50.3%, x*= .05, p = .83), antenatal EPDS score
[M=38,SD=38vs. M =39, SD =36, t(351) = .91],
financial insecurity, (26.8% vs. 23.0%, x* = .64, p = .46), or
A4, p = 56) between
analyzed participants (n=199) and dropout participants (n =

cesarean section (30.7% vs. 34.0%, y2 =

156). There was no significant difference in the proportion
allocated to the control group or the intervention group in each
participating hospital [x?(3) =5.05, p=.17].

There were no significant differences in demographics
such as maternal age, mode of delivery, or infant birth weight
between the groups (Table 1). No significant differences
were found for baseline data of the PAFS scores (5.4, SD =
5.1; 6.6, SD = 6.5; t = 1.35, p = .18), antenatal EPDS scores
(4.3, 8D = 4.0, 3.4, SD = 3.5; t = -1.68, p = .09) and level of

confidence in becoming a mother during pregnancy (x*=2.43,
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p = .49) between the intervention and control group. There
were no significant differences between the intervention group
and control group in exclusive breastfeeding rates during the
postpartum hospital stay (T1; 14.2% vs. 22.5%, x*= 2.28, p =
14).

[ Pre-implementation Phase | [ Implementation Phase

Control Group Intervention Group

Enrollement (n =181) Enrollement (n = 200)

Excluded
(n=1)
Returned During Returned
questionnaire pregnancy questionnaire
(n=181) (TO) (n =199)

Excluded . Excluded
(n=15) Birth (n=10)
During
Returned 5 Returned

) N postpartum |= ) N
questionnaire hospital sta 5 questionnaire
(n=166) P Y3 (n=189)
(T1) 3
Excluded [ | S Excluded
(n=4) (n=10)
Returned 1-month Returned
questionnaire postpartum questionnaire
(n=162) (T2) (n=179)
— »|Excluded
(n=4)
Returned 2-month Returned
questionnaire postpartum questionnaire
(n=162) (T3) (n=175)
Excluded Excluded
from e L »|from
analysis analysis
(n=67) (n=66)
Analyzed (n = 95) Analysis Analyzed (n = 109)

Figure 1. Flow diagram of the phases of the quasi-experiment

Table 1. Participants’ demographics (N =199)

Intervention Control
Demographics (n =108) (n=91)

MDY MGSD) & ¢ p

Age at time of birth (years) 381(25) 386(25 195 130 .19
n (%) n (%) a7 p
Married 107 (100) 91 (100)
Annual family income (yen) 2 109 579
<5,000,000 1(198) 22 (242)
5,000,000 — 9,999,999 66 (62 3) 0 (54.9)
>10,000,000 19 (17.9) 19 (20.9)
Infertility treatment: Yes 4 (50.5) 8 (52.7) 1 0.10 .777
Pregnancy complications: Yes 52 (48 1) 0 (44.0) 1 03 571
Mode of delivery 1 092 .358
Vaginal 78 (72.2) 60 (65.9)
Caesarean section 30 (27.8) 31 (34.1)
NICU hospitalization: Yes 20 (18.5) 19 (20.9) 1 018 .722
M (SD) M (SD) df t P
Infant birth weight (g) 3017.3 3036.6 197 0.38 .708

(362.1) (358.0)

Note.NICU = neonatal intensive care unit

Fatigue
The repeated ANOVA of the PAFS scores showed neither
significant interaction effect (intervention X time) [F (2.7,

531.0) = 1.38, p = .25, partial 7* = .007] nor significant group



effect [F(1,197) = 2.18, p = .14, partial 7 = .011]. However,
the mean PAFS scores at 1 (T2) and 2 months postpartum
(T3) were slightly lower in the intervention group (9.3,
8D =6.7,7.2, 5D =5.9) than in the control group (10.9, SD =
7.5, 8.7, SD =5.9), and the differences between the groups
were not statistically significant.
Depressive symptoms

Figure 2 shows the proportion of women with EPDS
scores of 29 in both groups during pregnancy (T0) and at T1,
T2, and T3. The proportion of women with EPDS scores of
29 significantly increased from TO to T2 and decreased from
T2 to T3 in the control group [Cochran Q(3) = 18.44, p
<.001]; however, the proportion had not significantly changed

40

«+0-+ Control
35

== |ntervention

30

25

20

15

10

Proportion of women with EPDS score 29

5

0

TO ™ T2 T3

Figure 2. Proportion of women with EPDS score 29 by groups
Proportion of women with EPDS score 29 during pregnancy (T0), during
postpartum hospital stay (T1), 1 month (T2), and 2 months postpartum
(T3) are presented for the intervention (n =108) and control (n =91)

groups.
EPDS = the Edinburgh Postnatal Depression Scale.

in the intervention group [Cochran @ (3) = 5.47, p = .14].
At 1 month postpartum (T2), the proportion of women with
EPDS scores of 29 in the intervention group was significantly
lower than those in the control group (x> = 5.75, p = .02,
Cramer's V'=.170).
Maternal confidence and satisfaction

The repeated ANOVA of PMCS scores showed a
significant interaction effect (intervention X time) [F (1.6,
315.3) = 3.30, p = .049, partial p* = .016]. The mean PMCS
scores increased significantly in both groups from the time of
the postpartum hospital stay (T1) to 1 month (T2) and from
T2 to 2 months postpartum (T3). However, the simple main
effects between groups were not significant at T1, T2, and
T3. The repeated ANOVA of PMSS scores showed neither
interaction effect (intervention X time) [F (2, 394) = 43,
p = .65, partial p? = .002] nor significant group effect [F (1,
197) =1.28, p = .26, partial p*=.006]. (Table 2)

V. DISCUSSION

The implementation of the NGCSOP showed partly
significant improvements in postpartum outcomes for
older primiparous mothers. Our findings showed multiple
interventions based on NGCSOP in-hospital settings were
effective in reducing the postpartum depressive symptoms,
whereas no significant difference was found in the accumulated
fatigue, maternal confidence, or satisfaction scores during 2
months postpartum.
Postpartum depressive symptoms

Our findings showed that the intervention group

reported significantly fewer depressive symptoms (cutoff

Table 2. Mean scores of the postpartum maternal confidence scale and the postpartum maternal satisfaction scale by groups

Intervention ~ Mean difference Control Mean difference Group mean difference® Interaction effect between
(n =108) Fy 0 ()1 (n=91) Fy 106 (p) 1 Fy 106 (), group and time
Mean SD Mean  SD t (p*),d* F (p), partial p°
t (pb> from T1 t (pb) from T1
t (pb> from T2 t (pb) from T2
PMCS 61.25 (<.001), .49 99.45 (<.001), .58 2.30 (.10), .11 3.30 (.049), .016
T1 46.3 9.9 474 99 0.79 (43), .11
T2 53.1 9.3 6.79 (<.001) 51.7 9.7 4.24 (<.001) 1.06 (.29), .15
T3 588 10.2 5.70 (<.001) 574 93 5.70 (<.001) 1.03 (.30), .07
PMSS 11.14 (< .001), .23 8.23 (<.001), .20 1.30 (.26), .08 0.43 (.649), .002
T1 30.2 4.0 20.8 48 0.36 (.56), .09
T2 29.8 48  —0.39 (.86) 290 54 —0.79 (.40) 0.77 (.29), .16
T3 314 4.3 1.63 (<.001) 306 4.3 1.57 (<.001) 0.82 (.18), .19

Note. T1 = during postpartum hospital stay; T2 = 1 month postpartum; T3 = 2 months postpartum.
PMCS = the Postpartum Maternal Confidence Scale; PMSS = the Postpartum Maternal Satisfaction Scale.

‘Repeated two-way analysis of variance, "Bonferroni adjustment

r = effect size; .20 (small), .30 (medium), .50 (large), 4d = effect size; .20 (small), .50 (medium), .80 (large)
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score of 29: 13.0%) than the control group (26.4%) at 1 month
postpartum. The reported prevalence rate of 13.0% in the
intervention group was lower than that in other older primiparas
(20.8%) reported in a previous study”. This positive finding
could be explained by EPDS screening for early identification
of depressive symptoms and follow-up consultation on concerns
being effective. Although the EPDS questionnaire is commonly
used in Japan, our findings indicated that an individual nursing
interview incorporating screening with the EPDS during
postpartum hospital stays may be beneficial for older primiparas.
It was similar to the evidence revealed by a systematic review '’
that professionally based home visits and flexible postpartum
care provided by nurses/midwives, postpartum telephone-based
peer support, and interpersonal psychotherapy appear to show
promise in the prevention of postpartum depression. The present
study highlighted nursing interviews for older primiparas
performed before hospital discharge. Our finding showed that
there was no difference in the proportion of women at risk for
developing depression (EPDS scores of 29) between groups
at 2 months postpartum. The intervention could be provided
particularly during the first month postpartum as a vulnerable
period, and nurses should be aware of listening to new mothers
and empathizing with their feelings.

Postpartum fatigue

Intervention based on the NGCSOP did not contribute
to a significant reduction in accumulated fatigue at 1 month
or 2 months postpartum. In the participating hospitals, older
primiparas are no longer uncommon. Standard care may
have already included tailored care to prioritize mother’s rest
considering the advanced maternal age before implementation
of the guidelines.

In the intervention group, participants were given a
discussion session using the educational booklet during the
postpartum hospital stay that addressed information required
to prevent and cope with postpartum fatigue; however, older
primiparas could have required to arrange social support in their
circumstance before childbirth. Postpartum fatigue peaks at 4-6
weeks?. A follow-up may also be needed after discharge. A
previous study showed that use of the Tiredness Management
Guide as self-care intervention to manage postpartum fatigue
was effective in reducing fatigue from the second week to the
4th week postpartum but not at the 6th week postpartum?".
According to a randomized controlled study using a workbook

22)

on coping with postpartum fatigue®”, mothers who received the

workbook, home visit, and three professionally led telephone
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support sessions had fewer fatigue symptoms at 6-weeks post-
intervention. The possible explanation for decreased response
rates at 1 month or 2 months postpartum in the present study
is that women who were struggling with daily routines or with
issues in both groups dropped out. Currently, a check-up for
mothers and infants at 2 weeks or 1 month postpartum are
available with public subsidies in Japan. Nurses/midwives can
take this opportunity to provide follow-up support based on
the NGCSOP.
Maternal confidence and satisfaction

Our findings showed that no significant difference in
PMCS or PMSS scores were found between the groups,
although maternal confidenceincreased over timeinboth groups.
A previous study showed that a postnatal psychoeducation
program comprising a home visit, an educational booklet,
and three follow-up telephone sessions improved maternal
parental self-efficacy in a randomized controlled trial®.
In the present study, the amount of intervention could have
been insufficient to boost maternal confidence, with only one
additional educational session conducted using the booklet
during early postpartum. Furthermore, maternal confidence
may be influenced by various factors such as social support
and communication with their partner about parenting roles.?*
An individual educational session for the intervention group
covered issues on preparing their postpartum routine and social
support for older primiparas. However, opportunities involving
the husband/partner were limited. Further improvement in
interventions would be useful to encourage the collaboration of
new fathers and other family members.
Limitations and implications

There was selection bias owing to dropouts. Although
participants were recruited during their pregnancy, older
primiparas had possible risks of adverse consequences at
birth and they did not meet the inclusion criteria after birth.
Several participants from both groups missed the cutoff date
or had missing data; therefore, the valid response rate was
52.2%. Women who were struggling with daily routines after
discharge may have dropped out before responding to the
questionnaires. However, there were no significant differences
in demographics between the dropouts and nondropouts, and
no significant differences in dropout rates between the control
and intervention groups. Thus, participants in both groups may
represent healthy mothers and infants who could complete
data collection during the postpartum period. That could be

one possible explanation for the only measurable effect being



a small reduction in depressive symptoms. In Japan, older
primiparas are at high risk during pregnancy and childbirth;
hence, the generalizability of these findings is limited.
Furthermore, the implementation of the guidelines was
conducted at four convenient hospitals; hence, external validity
should be confirmed. Our positive finding could be explained
by the close involvement of nurses/midwives to implement
the NGCSOP to supplement standard care in their own
hospitals. Nurses/midwives provided additional interventions
during postpartum hospital stays. It was challenging to manage
balanced care for both mother’s rest and parenting education
within 4-7 days postpartum. To improve the time barrier to
provide information for mothers after childbirth, providing
anticipatory guidance on postpartum life changes to older
primiparas and their partners through antenatal education
should be considered. Testing multiple interventions based on
the guidelines in a real clinical setting is challenging owing
to various contextual factors. Further studies that collect
qualitative data would be beneficial to identify implementation

effects more accurately.

V. CONCLUSIONS

We evaluated the effectiveness of the NGCSOP for
maternal physical and psychosocial well-being among older
primiparas during the postpartum period. Implementation of
the NGCSOP in-hospital-based postpartum care contributed
to a significant reduction in postpartum depressive symptoms
at 1 month postpartum in the intervention group. Further
studies are needed to improve the guidelines to make them
more effective and feasible in clinical care settings.
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EFFECTIVENESS OF NURSING GUIDELINES WHEN IMPLEMENTING POSTPARTUM CARE
FOR OLDER PRIMIPARAS:
A QUASI-EXPERIMENTAL INTERVENTION STUDY

Kunie Maehara, Hiroko Iwata, Emi Mori
Graduate School of Nursing, Chiba University
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Aim: The “Nursing Guidelines for Childrearing Support in Older Primiparas in the First Month Postpartum
(NGCSOP)" targeted older primiparous women to help them physically and psychosocially adapt to childrearing.
This study aimed to evaluate the effectiveness of multiple interventions based on nursing guidelines implemented in
hospital-based postpartum care for older primiparas during the postpartum period.

Methods: A pre-post quasi-experimental design was employed. The nursing guidelines comprised a set of 35 recommen-
dations for postpartum care settings that were implemented in four hospitals in Japan. Primiparous women aged 235 years
were enrolled in the control group before implementation of the guidelines (n = 91) or in the intervention group after
implementation of the guidelines (n = 108). Outcomes were assessed using questionnaires for fatigue, depressive
symptoms, maternal confidence, and maternal satisfaction at early postpartum and at 1 month and 2 months postpartum.
Results: At 1 month postpartum, the proportion of women with an Edinburgh Postnatal Depression Scale score of 29
in the intervention group was significantly lower than that in the control group [ 7*(1) =5.75, p =.019]. No significant
differences were found between the two groups in fatigue, maternal confidence, and satisfaction during 2 months
postpartum.

Conclusions: Implementation of the NGCSOP in hospital-based postpartum care contributed to a significant
reduction in postpartum depressive symptoms at 1 month postpartum in the intervention group. Further studies are
needed to improve the guidelines by making them more effective and feasible in clinical care settings.
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