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Abstract
Background: Quality of life is low among mothers of premature infants; therefore, developing a postdischarge care program can be effective.
Aim: This study aimed to investigate the effect of implementing a discharge program on the quality
of life of mothers with premature infants.
Method: This randomized, controlled, clinical trial was conducted on 60 mothers with premature
infants in the neonatal intensive care unit (NICU) of BentolHoda Hospital, Bojnord, Iran, during
2015-2016. The participants were divided into two groups of intervention (four training sessions on
caring for premature infant, screening, and four-week telephone counseling post-discharge) and
control (routine care in NICU). Maternal quality of life was evaluated using the short form of the
World Health Organization Quality of Life Questionnaire at the onset of the study, at discharge, and
four weeks after discharge. The data was analyzed in SPSS, version 16, using repeated measures
analysis of variance (ANOVA).
Results: The mean ages of the intervention and control groups were 26.8±5.1 and 29.5±5.3 years,
respectively. According to the findings of independent t-test, the total mean score for maternal quality
of life before the intervention showed no significant differences between the intervention and control
groups (P=0.48). However, the results of repeated measures ANOVA revealed statistically significant
differences between the scores of quality of life at three-time measurements within both study groups
(P<0.001).
Implications for Practice: The designed premature infant discharge program can improve quality of
life of mothers. Thus, we suggest it as an effective method for promoting quality of life among
mothers of preterm infants.
Keywords: Discharge program, Premature infants, Quality of life
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Introduction
The birth of premature infants can impose considerable stress on families owing to no physical,
emotional, and mental preparation among parents to have a premature infant, as well as the numerous
requirements that arise in this situation (1). In this regard, Leigh et al. (2003) in their study on mothers
of premature newborns concluded that such mothers suffer from much more mental tensions and
show symptoms of depression more frequently than mothers of full-term infants (2). In addition,
Barimnejad et al. demonstrated that apnea, sudden color change, pain, frailty, as well as abnormal
respiratory patterns among infants with mechanical ventilation were considered the main stressful
factors affecting mothers (3).
Besides, Borhani (2012) in a study on the experiences of mothers with premature infants admitted to
neonatal intensive care units (NICUs) argued that mothers were exposed to three main themes of a)
encountering unfamiliar conditions (i.e., unfamiliarity with NICU and no information about
prematurity), b) need for understanding (i.e., support from family and healthcare team), and c) limited
participation in care of neonates and unpredictability of neonate’s conditions (4).
Moreover, Arzani (2015) analyzed interviews conducted with mothers of premature infants and
reported somatic symptom disorder caused by commutes, no opportunity for rest and enough sleep,
lack of appetite, lack of self-care, difficulty and pain in taking care of premature infants due to their
special needs, mental stress, decreased tolerance threshold, sensitivity, irritability, destroyed wishes
for a full-term and healthy baby, insufficient time to maintain relationships with friends and relatives,
no control over time, confinement to such infants and their care, lack of autonomy in performing
duties, as well as overnight care (5).
Other studies similarly suggested that mothers of premature infants have lower levels of quality of life
from physical and mental aspects compared to mothers of normal neonates (6). According to the
World Health Organization (WHO), quality of life is defined as the feelings of an individual towards
her/his life conditions consisting of physical, mental, and social dimensions (7). Furthermore, quality
of life in medical investigations is considered as an indicator of quality of healthcare (8). In this
respect, Frans mentioned that quality of life of families is affected by factors such as socioeconomic
status, mental and psychological state, as well as health and disease conditions. In addition,
educational level of women and their husbands, number of children, and marital relationship were
considered as the factors influencing quality of life among women (9, 10).
Hill et al. (2007) in a study on maternal lifestyle after premature birth concluded that mental aspect
of quality of life among mothers of preterm newborns was at a lower level compared to mothers of
full-term or near-term infants (11). It should be noted that the majority of such infants are
discharged from hospital when they are in dire need of care and precise monitoring; thus, these
newborns are often affected with complications, management of which at home requires the
knowledge acquired during NICU stay (12). Accordingly, transferring an infant to home raises
parental anxiety and fear (13, 14). High levels of tension can change mother-infant interactions and
disturb mother’s relationship with the healthcare personnel. Tension is correlated with decreased
affectionate and responsible behaviors among mothers; thus, maternal anxiety is associated with
impaired parenting behaviors (1). It is also obvious that survival and health promotion among
infants is heavily dependent on maternal health (15).
Furthermore, the survival and health status of premature infants is directly related to quality of care
and its maintenance even after hospital discharge. Thus, there is a need to grant special importance
to mothers as the ones playing the leading role in infant care. Since the burden caused by
prematurity (physical, mental, and emotional) is mostly carried by mothers, health systems are
required to design and implement intervention programs to support mothers to reduce care pressures
in the long term (not just limited to the length of hospital stay) (13). Preparation for discharge and
transfer of infants from hospital to home is a process that should be initiated since the admission
time (16).
In a study by Mok et al. (2006) entitled as supports by nurses for mothers of premature neonates, such
mothers were inclined to obtain continuous information in this respect (17).
In an investigation by Malakooti et al. (2013), sense of exclusion among mothers was related to lack
of receiving enough information about infant’s condition. Such mothers were willing to receive exact
information about their infants, their medications and neonate recovery time, reasons for tests, as well
as disease complications (18).

Downloaded from http://ebcj.mums.ac.ir/ at Mashhad University of Medical Sciences on April 01, 2017

Neyestani et al. Effect of Premature Infant Discharge Program on Maternal Quality of Life

62

The results of a study by Jackson (2003) showed that mothers of infants admitted to NICUs needed
more involvement and control on neonatal care (19). In addition, some researchers believed that
support measures taken after childbirth could improve maternal quality of life, whereas other
investigations revealed that postpartum support could only affect spiritual-mental aspects of quality of
life among women (6). Furthermore, a group of scholars concluded that postnatal interventions did
not have a positive impact on physical and mental health status (20).
A study by Aaeen et al. (2009) demonstrated that lack of time and high volume of tasks due to no
balance between human resources and needs, insufficient skills of nurses to communicate, and the
nature of physician-nurse interactions could marginalize relationship with parents (21). Furthermore,
Namnabati et al. (2014) stated that efforts are made to discharge infants from NICU to enable mothers
take care of the newborn at home; however, hospital discharge programs are not fully implemented in
this regard. Therefore, there is a need to develop and implement standard programs to reach favorable
outcomes (22).
Researchers indicate that caring for premature infants admitted to NICU is infant-oriented and caring
for parents of these infants, especially mothers facing numerous tensions, is less considered and even
sometimes overlooked (18). On the other hand, few interventions were conducted in Iran on quality of
life of mothers with premature infants. Therefore, the purpose of the present study was to determine
the effect a hospital discharge program on quality of life of mothers of preterm infants.
Methods
This clinical trial was performed on 60 mothers with premature infants (30-35 weeks of gestation).
The newborns were admitted to the NICU of BentolHoda Hospital of Bojnord, Iran, during December
2015-May 2016. The participants were chosen through convenience sampling and randomly assigned
to two groups through coin flipping. Before initiating the study, written informed consent was
obtained from the subjects.
The sample size was determined using the formula of comparison of two population means. Variance
was obtained from a study on quality of life of postpartum women after cesarean section and normal
delivery (that study had a similar population to that used in the current one) (23). The confidence
interval and test power were equal to 90% and 80%, respectively. The expected value of difference
was put in the formula according to the views of the researchers. The sample size was calculated to be
27 in each group. Considering 10% probability of attrition, the total number of 30 mothers was
assigned to each group (60 individuals in total).
The inclusion criteria for the infants were 30-35 weeks of gestation, weight over 1200 g, five-minute
Apgar score of 7 or higher, no need to use mechanical ventilation, lack of any obvious abnormalities
or genetic disorders (malformation of the gastrointestinal tract, cardiac, as well as urinary, nervous,
and trisomy of 21, 13, 18), and single birth. Moreover, the inclusion criteria for the mothers consisted
of age range 18-35 years, no addiction, no smoking or tobacco use, no severe stressful events over the
past six months, no history of mental illnesses, depression, or chronic anxiety (according to mothers’
statement), Iranian nationality, ability to speak Persian, having at least primary school education,
access to telephone, living with husband, monogamy, no education in the field of Medical Sciences,
no history of medical problems (cardiovascular problems, renal diseases, epilepsy, and psychiatric
disorders), no disabilities or debilitating illnesses among family members (husband and children),
completion of informed consent form, no loss of parents before the age of 11 years, wanted
pregnancy, satisfaction with infant’s gender, as well as presence at infant’s beside during the first 48
hours of NICU admission.
The exclusion criteria for the infants were infection or diagnosis of any disorder leading to
hospitalization for less than one week and more than one month, and neonatal death.
Furthermore, the exclusion criteria for the mothers were somatic or mental problems (severe
postpartum depression, as well as acute respiratory, renal, cardiovascular, infectious, and
psychiatric problems), Edinburgh postnatal depression score of 13 or higher, mother’s willingness
to withdraw from the study, absence from the infant’s bedside for a maximum of seven
consecutive days, lack of cooperation and attendance in the training sessions (maximum of two
consecutive sessions), refusal to participate in telephone counseling or unavailability, lack of
referral by mothers four weeks after discharge to complete the questionnaire, occurrence of
anxiety-causing events during the study (e.g., mental and financial crises or divorce), disabilities
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or debilitating diseases among family members (husband and children), as well as transfer of the
infant to other healthcare centers.
The data collection instruments included a demographic information form, the World Health
Organization Quality of Life Questionnaire-Short Form (WHOQOLQ-BREF), the Edinburgh
Postnatal Depression Scale (EPDS), and the Multidimensional Scale of Perceived Social Support
(MSPSS). The demographic information form comprised of items on characteristics of mother,
husband, and children, marital life, obstetric information, as well as type of delivery. Content
validity of the form was established by professors of Department of Nursing and Midwifery at
Mashhad University of Medical Sciences, Mashhad, Iran.
The WHOQOL-BREF consisted of 26 items in four sub-scales of somatic (7 items),
psychological (6 items), social (3 items), and life status (8 items). The first two items are not
associated with the given domains and they just evaluate health status and quality of life in
general. The items are rated using a five-point Likert scale (1 to 5 including never, low, medium,
or high, as well as completely dissatisfied, no satisfaction, moderately dissatisfied, satisfied, and
completely satisfied and the like). The higher scores obtained from this questionnaire indicate
higher level of quality of life (23, 25).
The EPDS also contains 10 items rated using a four-point Likert scale based on the severity of
symptoms with the minimum and maximum possible scores of 0 and 30. Lower scores show better
status of a person and score 13 or higher suggest possible signs of postnatal depression (23).
MSPSS was developed by Zimet et al. in 1988 and includes 12 items measuring perceived support
from family, friends, and others (individuals other than family members and friends). Each item is
scored using a Likert-type scale ranging from 1 (completely disagree) to 7 (completely agree). The
minimum and maximum scores obtained from this questionnaire are 12 and 84, respectively, with
higher scores indicating more perceived social support (26, 27).
All the given questionnaires were employed several times in various studies in Iran, and their validity
was confirmed. To determine the reliability of these questionnaires, Cronbach’s alpha coefficient was
employed which was equal to 0.82, 0.72, 0.68, and 0.70 for WHOQOL in the domains of physical,
psychological, social, and environmental health, respectively. Furthermore, Cronbach’s alpha
coefficients were 0.73 and 0.83 for EPDS and MSPSS, respectively.
To prevent data transfer within groups, time block was used. For this purpose, the researcher
conducted simple random sampling (convenience sampling) to select the mothers meeting the
inclusion criteria, and then placed these individuals in the intervention group. Following the
completion of the number of samples in this group, sampling was stopped until the last mother
participating in the study was discharged. Afterwards, the subjects of the control group were selected
in the same way and it continued until completion of the number of samples.
To collect data, infants meeting the study inclusion criteria were initially identified, then their
mothers’ medical records were reviewed; these mothers were subsequently interviewed. Provided that
the mothers met the inclusion criteria, as well, the researchers introduced themselves to the mothers
and explained the study procedure in accordance with their level of knowledge. In case of mothers’
consent to participate in the study, the demographic information form was completed by the
researcher via interviews with mothers.
In the intervention group, maternal quality of life was measured though WHOQOL-BREF before the
intervention. Afterwards, the discharge program was implemented for the intervention group in the
form of four training sessions for the mothers (two 35 to 40-minute sessions per week) based on
premature infant discharge program in the maternal break room bedside infants through direct and
face-to-face training during the first 48 hours lasting from the time of mothers’ attendance to NICU to
the discharge time.
The first training session was associated with the characteristics of premature infants and the
causes of hospitalization. The second session was related to maintaining and controlling body
temperature, position of the neonate, method of feeding and using medications, and infection
prevention. The third session was concerned with skin irritation, apnea, safe sleeping
environment, and kangaroo care. Finally, the fourth session was about the growth and
development of infants, vaccination, and the necessity of screening (in terms of hearing and
vision), as well as medical ultrasound (sonography).
Moreover, a booklet on the given training course was provided to the participants. The first visit
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The first 48 hours after mother’s attendance at infant’s bedside
Completing the demographic information form, WHOQOL-BREF, EPDS, MSPSS, and Enrich Marital
Satisfaction Scale
The first training session was on the characteristics of premature infants and causes for infant hospitalization

The second session
Training on maintaining body temperature and its control, position of the infant, method of feeding and using
medications, as well as infection prevention

The third session
Training on skin irritation, apnea, safe sleeping environment, and kangaroo care

1-2 days before discharge
The fourth training session on the growth and development of premature infants, vaccination, necessity of
screening for hearing and vision, and cranial ultrasound
Completing the WHOQOL-BREF, MSPSS, and EPDS

1-4 weeks after discharge
Weekly telephone counseling for 5-10 minutes

Four weeks after discharge
Telephone contact and coordination for the presence of mother and infant in physician’s office or clinic
Along with face-to-face counseling and examination of infant, WHOQOL-BREF, MSPSS, and EPDS were
completed.
Figure 1. Steps of the study procedure for the intervention group

was made within the first presence at beside of the preterm infant within 48 hours, and then
appointments were set for subsequent visits to provide the necessary training. The last face -toface meeting was 1-2 days before hospital discharge. Furthermore, the mothers were ensured that,
if required, they could call nurses at any time of day and receive telephone counseling.
After discharge, telephone counseling was conducted (lasting for 5 to 10 minutes) once a week
for four weeks in order to continue the training process and perform follow-up screening. At
discharge and four weeks after neonatal discharge, quality of life and postpartum depression were
evaluated using WHOQOL-BREF and EPDS, respectively. By the end of the data collection
procedure, two subjects from the intervention group were excluded due to length of stay more
than one month, obtaining a score higher than 13 from the EPDS, and not responding to
telephone counseling. In the control group, two participants were excluded due to obtaining a
score higher than 13 from the EPDS and two mothers due to not completing the questionnaire
four weeks after delivery. The participants were assured of confidentiality of the data and they
were allowed to withdraw from the study at anytime. Furthermore, the study participants were
ensured that the intervention does not have any physical or mental harm for them and their
infants.
To analyze the data, normal distribution of the quantitative variables was first determined by
Kolmogorov-Smirnov test. To describe the demographic information and the personal characteristics,
mean, standard deviation, and frequency distribution tables were used. Homogeneity of the study
groups was examined through Chi-square test and independent t-test. To compare the mean scores in
both groups, t-test was employed. Since the data was obtain at different stages (before the
intervention, at discharge, and four weeks post-discharge) using the same instruments, repeated
measures analysis of variance (ANOVA) was run to determine the differences in total scores of
quality of life (before discharge and four weeks after discharge) in the intervention and control

Downloaded from http://ebcj.mums.ac.ir/ at Mashhad University of Medical Sciences on April 01, 2017

65

Evidence Based Care Journal, 7 (1): 60-71

groups. Data was analyzed in SPSS, version 16. P-values less than 0.05 were considered statistically
significant.
Results
The mean age of the mothers in the present study was 28.2±5.3 years and the majority of them were
housewives with primary school and junior high school education. The mean age of the fathers was
32.9±6.2 years and most of them were had associate’s degree or higher with enough level of income
and their own houses.
Most of the infants were male with the mean gestational age of 32.7±1.7 weeks and the mean weight,
height, and head circumference at birth of 2008.6±576 g, 44.2±4.4 cm, and 30.7±1.7 cm, respectively.
Most of the infants were hospitalized due to respiratory system distress at birth and they were
breastfed. The two groups were not significantly different in terms of demographic characteristics
(Table 1).
Table 1. Comparison of demographic characteristics of the intervention and control groups
Group
Test
Variable
results
Intervention
Control
Maternal age (year) mean±standard deviation
Employed number (percentage)
Maternal
occupation
Housewife number (percentage)
Primary school number (percentage)
Maternal
Junior high school number (percentage)
level of
High school number (percentage)
education
Associate’s degree or higher number (percentage)
More than enough number (percentage)
Level of
income
Less than enough number (percentage)
Husband’s age (year) mean±standard deviation
Male number (percentage)
Infant’s
gender
Female number (percentage)
Gestational age (week) (mean±standard deviation)
Infant weight (g) (mean±standard deviation)
Infant length (cm) (mean±standard deviation)
Infant head circumference (cm) (mean±standard deviation)
Natural vaginal delivery number (percentage)
Type of
delivery
Cesarean section number (percentage)
One number (percentage)
Number of
Two number (percentage)
children
Three and more number (percentage)
Rupture of membranes number (percentage)
Hypertension number (percentage)
Causes of
preterm
Diabetes number (percentage)
delivery
Fetal and gestational cause number (percentage)
Others number (percentage)
*Independent t-test
**Chi-square test
***Fisher’s exact test

26.8±5.1
4 (15.4)
22 (84.6)
7 (26.9)
6 (23.1)
7 (26.9)
6 (23.1)
6 (23.1)
20 (76.1)
31.8±5.9
14(53.8)
12(46.2)
32.1±1.8
1941.1±580
43.9±4.6
30.4±2.7
13 (50)
13 (50)
12 (46.2)
6 (23.1)
8 (30.7)
16 (61.5)
3 (11.5)
1 (3.8)
5 (19.2)
1 (3.8)

29.5±5.3
3 (11.5)
23 (88.5)
7 (26.9)
7 (26.9)
6 (23.1)
6 (23.1)
5 (19.2)
21 (80.8)
33.9±6.5
15 (57.7)
11 (42.3)
32.7±1.7
2076.1±567
44.5±4.3
31.05±2.2
15 (57.7)
11 (42.3)
10 (38.5)
7 (26.9)
9 (34.6)
18 (69.3)
2 (7.7)
2 (7.7)
3 (11.5)
1 (3.8)

*0.85
**0.68

**0.98

**0.73
*0.93
**0.78
*0.28
*0.40
*0.063
*0.36
**.57

**0.85

***0.92

Comparison of quality of life before the intervention, at discharge, and four weeks after hospital
discharge revealed that mean scores of the physical domain of quality of life at discharge increased
from 17.4±2.7 to 25.4±4.0. These mean scores increased four weeks after discharge (from 17.2±2.2
to 26.7±4.3; P˂0.001). At discharge, the mean scores of the psychological domain of quality of life
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Table 2. Comparing changes in different dimensions of quality of life in both study groups before the
intervention, at discharge, and four weeks after discharge
Quality of life
dimensions

Physical

Condition

The control
group
Mean±standar
d deviation

The intervention
group
Mean±standard
deviation

Before the
intervention

19.7±4.3

20.2±4.8

At discharge

17.4±2.7

25.4±4.0

17.2±2.2

26.7±4.3

18.5±2.9

19±3.1

15.8±2.3

22.5±3.2

14.8±1.9

23.1±2.7

8.8±1.7

9.4±2.1

7.0±1.1

10.9±2.2

7.3±1.0

11.7±1.8

22.6±3.5

23.2±4.0

At discharge

18.3±2.6

27.3±4.0

Four weeks
after discharge

16.9±2.4

29.3±3.6

Four weeks
after discharge
Before the
intervention
Psychological

Social

Environmental

At discharge
Four weeks
after discharge
Before the
intervention
At discharge
Four weeks
after discharge
Before the
intervention

Hunh-Fedlt

Greenhouse
Geisser

Mauchly’s
W

P˂0.001

P˂0.0001

P=0.0001

P=0.45

P˂0.0001

P=0.113

P=0.60

P˂0.0001

P=0.10

P=076

P˂0.0001

P=0.34

similarly raised from 15.8±2.3 to 22.5±3.2, and it had an upward trend four weeks after discharge
(from 14.8±1.9 to 23.1±2.7; P˂0.001). In the social domain, mean score of quality of life at
discharge increased from 7.0±1.1 to 10.9±2.2, which was also on a rising trend four weeks after
discharge (from 7.3±1.0 to 11.7±1.8; P˂0.001). In the environmental domain, the mean scores of
quality of life at discharge raised from 18.3±2.6 to 27.3±4.0, which further increased four weeks
after discharge (from 16.9±2.4 to 29.3±3.6; P˂0.001; Table 2). Moreover, the results of repeated
measurement ANOVA suggested a significant difference between the three-time measurements of
quality of life in physical, psychological, social, and environmental domains within both groups
(P˂0.0001).
The mean scores of quality of life before the intervention, at discharge, and four weeks after discharge
in the control group were respectively 69.7±11.08, 58.6±6.9, and 56.4±6.1, while these values in the
intervention group were respectively 72.07±12.8, 86.1±11.4, and 90.9±9.9, indicating an increase in
quality of life scores within the intervention group at discharge and four weeks after it (Table 2).
The results of repeated measures ANOVA showed a significant difference between the scores of
quality of life at three-time measurements (before discharge, at discharge, and four weeks after
hospital discharge; P˂0.001; Table 3).
The results of repeated measures ANOVA revealed statistically significant differences between the
scores of quality of life at three-time measurements within both study groups (P˂0.0001).
Table 3. Comparison of changes in total score of quality of life in the intervention and control groups
The control
The intervention
group
group
Independent
Repeated
Quality of life
No.
t-test result
measures
Mean±standard
Mean±standard
deviation
deviation
Before the intervention
26
69.7±11.1
72.0±12.8
P=0.48
At discharge
26
58.6±6.9
86.1±11.4
P˂0.001
P˂0.001
Four weeks after hospital
26
90.9±9.9
90.9±9.9
P˂0.001
discharge
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Discussion
We aimed to determine the effect of implementing the designed hospital discharge program on
maternal quality of life. The dependent variable in this study was maternal quality of life (we
considered its physical, psychological, social, and environmental domains). Following the
intervention, the mean scores of quality of life at discharge and four weeks after discharge showed
significant differences in all the dimensions of quality of life between the intervention and control
groups.
Moreover, the results showed that the given program had a positive impact on the quality of life of
mothers with premature infants and could enhance quality of life in all dimensions (physical,
psychological, social, and environmental) in the intervention group.
In this regard, a study by Adolalizadeh et al. (2015) entitled “the impact of a support program for
health promotion on quality of life of mothers with premature babies” conducted on mothers of
premature newborns admitted to NICU revealed significant differences between the two groups
regarding the mean scores of all dimensions of quality of life, except for the physical dimension
(P=0.4), one and three months after intervention (6). In the investigation by Abdolalizadeh, the
emotional, training, and counseling support program influenced mental, social, physical, and
environmental dimensions of mothers’ lives in both groups in a comprehensive manner and there was
no significant difference between the groups in this respect. In the present study, all the life
dimensions of mothers with premature infants were different from those of the control group and there
was a statistically significant difference. This issue could be due to mere consideration of preterm
infants in this study. Although special physical care for mothers was not highlighted and only care for
premature infants was considered in this study, all the dimensions of quality of life among mothers
were affected, which could be due to enhanced ability of mothers to care for their premature infants.
The study by Khakbazan et al. (2008) examining the impact of telephone counseling on women’s
quality of life after parturition revealed that telephone counseling could influence physical and mental
dimensions of quality of life, but it had no effect on social and environmental dimensions (9). Given
that telephone counseling is a part of the designed hospital discharge program, the effect of the
present study on social and environmental dimensions along with physical and mental aspects could
be the result of the type of interventions from the admission time to the discharge time and its fourweek phone follow-up as well as the use of educational CDs and booklets.
The results of Willis (2008) also indicated that family-oriented educational programs in the form of
support, training, and telephone counseling after NICU discharge could promote satisfaction and
confidence regarding neonatal care (28).
A study by Ghodsbin et al. (2013) entitled “the effects of training health-promotion behaviors during
the first six weeks after delivery on quality of life among primiparous women” revealed a significant
difference in mean scores of quality of life in both control and intervention groups before and after
intervention. Such changes in the intervention group were 6.5 times stronger than those in the control
group, showing that health-promotion behaviors could effectively improve quality of life among these
women (29).
Furthermore, the results of a study by Payman and Shishegar (2006) suggested that postpartum
training could increase awareness and quality of life among mothers (30). Sadeghi et al. (2013)
conducted a study on the effect of a discharge program on quality of life among school-age children
suffering from congenital heart disease and undergoing surgery. The study population comprised of
60 individuals divided into control and intervention groups. That study revealed a significant
difference in the mean scores of quality of life between the two groups (31).
The study by Mirmolaie (2012) conducted on the effect of providing postnatal care at home on quality
of life of low-risk women yielded discrepant results. That study was carried out on 200 parturient
women selected through convenience sampling method and randomly divided into two groups of
control and intervention. The control group received care at healthcare centers, while the intervention
group received these care services at home. According to the results of that study, none of the
dimensions of quality of life, including physical, mental-psychological, general health, social
performance, and the total score postpartum, showed significant differences between the intervention
and control groups (20). This finding was inconsistent with the present results. Their study was
conducted on low-risk mothers while the present one evaluated mothers of premature infants who are
among high-risk mothers and require more care and support.
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The reason for the effect of the present study on all the dimensions of quality of life could be the
nature of the designed program; the program was initiated at admission and continued until discharge,
and it included telephone follow-up four weeks after discharge. Additionally, the mothers were in dire
need of educational, social, and emotional support, which was provided during the designed hospital
discharge program for the participants.
Payamani, Foroughi et al. (2008) performed a study entitled “comparing quality of life in normal and
high-risk pregnancies” on 120 pregnant women, who were referred to healthcare centers in the city of
Aligoudarz, Iran, for prenatal care. They concluded that the total scores of quality of life and the mean
scores of its psychological and social dimensions in the high-risk group were lower than those of
women experiencing normal pregnancy (32). It should be noted that mothers of premature infants are
included among high-risk women. The quality of life measurement instrument in that study was
different from that used in the present investigation.
Moreover, the results of a study by Karbandi et al. (2016) on the impact of maternal empowerment
program strategies to cope with stress and boost mother-infant attachment demonstrated that
implementation of maternal empowerment program could increase attachment between mothers and
premature newborns (33).
Besides, the study by Melnyk (2006) showed that implementation of empowerment programs for
parents of premature infants in the form of educational-behavioral intervention at NICU admission
could improve mental health of parents and reduce length of hospital stay (34).
Results of the study by Mohamaddoost et al. (2016) on the effect of an empowerment program for
mothers to prepare them for caring for their premature infants at the time of hospital discharge
revealed that the training program based on maternal empowerment was an effective strategy to
improve the ability of these mothers in the care of preterm newborns (35).
The findings of the study by Balantyne (2007) also demonstrated that the implementation of training
programs on physical and behavioral characteristics of premature newborns through videotapes and
notes could lower parental stress in NICU, increase the quality of relationship with infant, and
improve beliefs about parenting roles (36).
Likewise, the results of the study by Khajeh et al. (2014) on the impact of parental empowerment
program on beliefs about parenting roles, as well as behaviors and characteristics of premature infants
admitted to NICU demonstrated that this program could enhance beliefs about parenting role, as well
as behaviors and characteristics of preterm infants (37).
Furthermore, Bahadoran, Abbasi et al. (2006) in a study entitled “evaluating the effect of physical
exercise on maternal quality of life post-delivery” concluded that the differences in all the dimensions
of general health, as well as social and mental health status within both groups were statistically
significant. However, no significant differences were reported among the study groups in terms of
physical health (38).
Although there was no focus on maternal physical care in the present study, all the dimensions of
quality of life among mothers, including the physical dimension, increased, indicating the importance
of attention to infant care and the special needs of mothers to receive training regarding premature
infant care.
Therefore, comparison of the above-mentioned results with the present ones revealed that improved
quality of life in all dimensions could be due to the characteristics of the designed discharge program.
Ultimately, it can be argued that quality of life is a mental concept expressed by a person; thus, the
accuracy and precision of responses by the participants is considered as one of the limitations of the
present study. In addition, individual differences among the study participants, emotional
characteristics, and different interests among mothers with premature infants, likelihood to be affected
by somatic diseases or mild or hidden mental health problems, and the difference in the length of
hospital stay among infants were the limitations of the present study.
Implications for Practice
The results of this study showed that the designed hospital discharge program was effective in
promoting the quality of life of mothers with premature infants. Therefore, it is suggested to use the
given program as an effective method for mothers of premature newborns. In this respect, its
implementation through holding training sessions and distributing educational CDs and booklets
could lead to the empowerment of mothers with premature infants admitted to NICU. Furthermore,
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providing hospitals with the designed discharge program for infants, their results, the implementation
method for such programs, and more emphasis on its advantages could result in increased levels of
satisfaction among parents of premature infants. Moreover, it is recommended to examine the impact
of implementing the designed discharge program on quality of life, anxiety, and tension among
fathers of premature infants, as well as depression, anxiety, and stress among mothers of preterm
newborns.
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