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Abstract:

The first weeks after childbirth are a period of rapid learning, physical recovery, emotional
adjustment, and relationship building. For a first-time mother, everyday activities such as feeding,
holding, bathing, comforting, protecting warmth, interpreting crying, recognising illness, and
deciding when to seek professional help may feel unfamiliar even when the mother is highly
motivated to care for her baby. Postnatal education therefore needs to be viewed as an
empowerment intervention rather than a discharge lecture. Its purpose is to transform information
into practical competence, competence into confidence, and confidence into safe decision-
making. The World Health Organization describes a positive postnatal experience as one in which
women, newborns, partners, parents, caregivers, and families receive consistent information,
reassurance, and support from competent health workers within a responsive health system.

This narrative review synthesises evidence on postnatal education for first-time mothers with
emphasis on maternal self-efficacy, breastfeeding, skin-to-skin contact, newborn hygiene,
thermal care, safe sleep, recognition of danger signs, maternal recovery, mental health, family
participation, community follow-up, and digital reinforcement. Evidence from parenting
education research indicates that structured interventions can improve parental self-efficacy
among first-time parents, while research focused specifically on first-time mother’s links social
support and maternal self-efficacy with better postnatal psychological outcomes. Breastfeeding
guidance is most effective when it is skilled, repeated, person-centred, and available across the
continuum from pregnancy to the postnatal period.

The review also considers the Indian context, where cultural diversity, family decision-making,
variable health literacy, geographical barriers, and unequal access to postnatal support can
influence maternal and newborn practices. Recent Indian evidence is especially relevant: a 2025
cluster-randomized trial found that a mobile messaging service delivering WHO-aligned postnatal
advice improved several reported newborn and maternal care practices, while a 2026 systematic
review found evidence that a structured predischarge education and skills-building programme
followed by postdischarge support was associated with improved health outcomes, although the
overall Indian evidence base remained limited and relied heavily on nonrandomized studies. The
central conclusion is that postnatal education should be designed as a continuous partnership. It
should respect the mother as an active decision-maker, include opportunities for practice and
teach-back, involve family members with the mother’s consent, reinforce essential safety
messages after discharge, and connect education with competent clinical assessment and referral.
Empowering a first-time mother in this way may influence not only immediate newborn safety
and maternal recovery but also the quality of caregiving relationships and the foundations of child
development. The goal is not to produce a mother who never feels uncertain; it is to help her
recognise what is normal, know what requires attention, feel capable of seeking help, and develop
confidence through supported experience.
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1. Introduction:

The birth of a first child changes a woman’s daily life, responsibilities, relationships, expectations, and
perception of herself. The transition is accompanied by profound physiological changes as pregnancy ends and
postpartum recovery begins, but the social and psychological transition is equally important. A first-time
mother may be learning to feed, carry, settle, wash, dress, protect, and observe a newborn while simultaneously
coping with pain, sleep disruption, breastfeeding challenges, changing family expectations, and uncertainty
about her own recovery. These tasks are often undertaken with little prior practical experience. The result can
be a mismatch between the mother’s desire to provide good care and her confidence in knowing exactly how
to provide it.

The postnatal period is therefore more than a time for routine clinical checks. It is a critical learning window
in which mothers and families develop caregiving skills and establish patterns that can continue for months
and years. (WHO et al., 2022) emphasises that postnatal care should integrate essential clinical practices with
information, psychosocial support, emotional wellbeing, feeding support, and preparation for the transition
from facility to home. This broader concept is particularly important for first-time mothers because discharge
may otherwise occur before practical skills and confidence have been adequately developed.

Postnatal education is sometimes reduced to the distribution of printed instructions or a brief discharge talk.
Such approaches may communicate many facts but do not necessarily demonstrate whether the mother can
apply them. A woman may be able to repeat that exclusive breastfeeding is recommended but still struggle
with positioning and attachment. She may know that the umbilical cord should be kept clean yet remain unsure
what normal healing looks like. She may know that jaundice can occur but not recognise when the pattern
requires urgent assessment. Education is therefore most meaningful when it progresses from explanation to
demonstration, supervised practice, feedback, reinforcement, and independent performance.

Empowerment adds a second dimension. The aim is not to make the mother solely responsible for every
outcome or to imply that complications occur because she lacked knowledge. Maternal and newborn health
also depend on clinical care, social conditions, nutrition, transport, household resources, and service
availability. Empowerment means helping mothers acquire the information, skills, confidence, and support
needed to participate actively in decisions and to use professional services appropriately. (Mercer et al., 2004)
described becoming a mother as a dynamic process in which maternal identity develops as women acquire
skills and regain confidence while facing new challenges.

The importance of confidence is supported by self-efficacy theory. (Bandura et al., 1977) proposed that beliefs
about one’s ability to perform a behaviour are shaped by mastery experiences, observation, encouragement,
and emotional responses. In postnatal nursing, this suggests that the most powerful educational encounter may
be one in which a mother performs a skill herself, sees that she can succeed, receives supportive feedback, and
leaves with a realistic sense of what she can manage and when she should ask for assistance. This review
develops that idea across the major domains of early motherhood.

2. Review approach and scope:

This article uses a narrative review approach to integrate clinical guidelines, systematic reviews, meta-
analyses, nursing literature, and recent evidence relevant to postnatal education for first-time mothers. Priority
was given to WHO and UNICEF guidance, Cochrane reviews, peer-reviewed reviews and intervention studies,
and evidence directly relevant to India. The review focuses on the first six weeks after birth while recognising
that learning, breastfeeding support, infant development, and maternal adjustment continue beyond this period.
The evidence base is intentionally interpreted rather than presented as if all interventions have identical effects.
Some evidence concerns universal parent education programmes, some concerns breastfeeding support, some
concerns home visits, and some concerns digital messaging. These interventions differ in content, intensity,
duration, workforce, and outcomes. Consequently, claims about “postnatal education” should not be
understood as evidence that every educational programme will produce the same results. The strongest
conclusion across sources is that education works best when it is skilled, practical, repeated, individualised,
culturally responsive, and connected to continuing care.
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The review also distinguishes between education and clinical treatment. A mother can be well informed and
still develop postpartum haemorrhage, hypertensive complications, mastitis, depression, or a sick newborn.
Education supports prevention, recognition, coping, and timely help-seeking; it does not replace examination
or treatment. This distinction is central to safe nursing practice.

3. First-time motherhood as a major learning transition:

3.1. The learning load after birth:

A first-time mother is often expected to learn several unfamiliar tasks within a very short period. These tasks
include observing feeding cues, establishing breastfeeding, changing nappies, handling the newborn safely,
protecting the cord, maintaining warmth, interpreting crying, understanding normal elimination, attending
follow-up visits, and recognising danger signs. At the same time, the mother is expected to understand her own
bleeding, pain, wound healing, nutrition, hydration, rest needs, contraception, emotional changes, and warning
symptoms. When these subjects are delivered rapidly during a short hospital stay, cognitive overload can occur.
Education should therefore be prioritised according to clinical importance. Immediate safety messages deserve
repetition, particularly those concerning feeding, breathing, temperature, jaundice, infection, maternal
bleeding, blood pressure-related symptoms, and emergency referral. Less urgent information can be reinforced
later. The goal is not to maximise the number of instructions delivered but to maximise the mother’s ability to
use the most important information correctly.

3.2. Confidence grows through supported practice:

Confidence should not be treated as a personality trait that a mother either possesses or lacks. It is partly
constructed through experience. A mother who successfully performs a task with support begins to build a
personal history of mastery. This matters because fear can reduce participation: a mother who is frightened to
hold a fragile-looking newborn may allow others to perform every caregiving task, which limits her
opportunities to practise and can unintentionally delay the development of independence.

(Amin et al., 2018) synthesised randomised trials of universal parent-education interventions for first-time
parents and found a significant improvement in parental self-efficacy, with effects influenced by intervention
duration. The implication for postnatal education is not that every mother requires a lengthy programme, but
that repeated contact and adequate exposure to learning are preferable to a single information dump. (Leahy-
Warren,et al., 2012) similarly found that social support and maternal parental self-efficacy were related to
postnatal depression among first-time mothers, reinforcing the importance of supportive environments.

3.3. Normalising uncertainty without creating dependency:

An effective nurse does not promise that motherhood will feel easy. Instead, the nurse helps the mother
distinguish between normal uncertainty and situations requiring professional review. Statements such as “It
takes practice to learn your baby’s cues” can reduce shame, while statements such as “This sign should be
assessed today” establish appropriate urgency. The mother learns that asking for help is an element of
competent caregiving, not evidence of failure.

3.4. Empowerment, maternal self-efficacy, and maternal identity:

Empowerment in postnatal care can be conceptualised as the gradual development of knowledge, practical
skill, confidence, voice, and access to support. It means that the mother understands her options, participates
in decisions, knows which questions to ask, and can recognise when professional care is required. It does not
mean expecting her to manage serious illness without assistance. The distinction is clinically important because
maternal empowerment should reduce unsafe delay, not create unrealistic expectations of self-management.
(Mercer, et al., 2004) described becoming a mother as a dynamic transformation in which maternal identity
continues to develop as women acquire new skills and respond to new challenges. This perspective fits closely
with postnatal nursing because maternal competence is cumulative. The mother first observes a task, then
performs it with help, then performs it independently, and later adapts it to her baby’s changing needs.
Bandura’s self-efficacy theory provides a practical educational model. Mastery experiences should be created
through return demonstration. Vicarious experiences can be provided through nurse demonstration, peer
learning, or carefully designed videos. Verbal persuasion can be expressed through specific feedback such as
“Your baby’s head and neck are well supported” rather than general praise. Emotional states should also be
acknowledged because fatigue, pain, and anxiety may make ordinary tasks feel more difficult. When a mother
is overwhelmed, reducing the complexity of the task and providing stepwise guidance may improve learning
more effectively than adding more information (Bandura et al., 1977).
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(Dennis et al., 2003) demonstrated the usefulness of measuring breastfeeding self-efficacy and highlighted the
relevance of confidence to breastfeeding behaviour. In practice, the nurse can use the same logic without
necessarily applying a formal scale: Does the mother believe she can position her baby? Can she describe early
feeding cues? Does she know where to obtain help if pain or feeding difficulty persists? These questions turn
“confidence” into an observable educational outcome.

3.5. Breastfeeding education: from information to competence:

Breastfeeding is one of the most important postnatal educational domains because feeding is both a health
behaviour and an early mother-infant interaction. First-time mothers may have strong intentions to breastfeed
while still lacking practical skills. The common educational error is to focus on the benefits of breast milk
without providing enough assistance with the mechanics and problem-solving of breastfeeding.

(WHO and UNICEEF et al., 2018) recommend the Ten Steps to Successful Breastfeeding, which include staff
competence, counselling for pregnant women and families, early and uninterrupted skin-to-skin contact,
practical breastfeeding assistance, rooming-in, responsive feeding, and coordinated discharge support. (Pérez-
Escamilla et al., 2016) similarly found that greater implementation of the Baby-friendly Hospital Initiative was
associated with improved breastfeeding outcomes, supporting system-level rather than information-only
approaches. The guidance reflects the principle that breastfeeding support must be embedded in the health
system rather than left entirely to maternal effort.

(McFadden et al.,2017) found that breastfeeding support interventions can improve breastfeeding outcomes,
while also showing that the content and mode of support matter. WHO and UNICEF (2021) subsequently
emphasised counselling that begins antenatally, continues postnatally, is repeated several times, and addresses
both anticipated challenges and the development of maternal skills and confidence. These recommendations
support a longitudinal approach: a first-time mother should not have to wait until breastfeeding becomes
difficult before support is offered.

(Victora et al., 2016) summarised extensive evidence on the associations between breastfeeding and child and
maternal health. For nursing education, the practical lesson is that breastfeeding should be supported with the
same seriousness given to medication teaching or wound-care education: the mother needs correct information,
direct observation, troubleshooting, and follow-up.

The nurse should assess positioning, attachment, maternal comfort, feeding frequency, infant swallowing, and
the mother’s concerns. Education should include recognition of feeding cues and reassurance about the early
transitional feeding pattern when clinically appropriate. Mothers should be taught to seek assessment for
persistent nipple trauma, severe pain, ineffective feeding, poor infant responsiveness, or signs of dehydration
or illness. The goal is not to force a single feeding plan on every mother but to support safe, informed feeding
consistent with clinical circumstances and maternal preferences.

Breastfeeding Education for a First-Time Mother
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Figure. 1: Breastfeeding Education for a First-Time Mother

3.6. Immediate mother-newborn contact, bonding, and skin-to-skin care:

Postnatal education should begin with the mother-newborn relationship itself. Skin-to-skin contact supports
the transition after birth and provides an opportunity for warmth, early feeding, touch, and bonding. (Moore et
al., 2025), in the updated Cochrane review, concluded that immediate or early skin-to-skin contact supports
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breastfeeding and infant physiological adaptation, while noting that some maternal physiological outcomes
remain uncertain.

The educational message should be practical: when mother and newborn are clinically appropriate for skin-to-
skin care, the nurse explains why it is useful, demonstrates safe positioning, observes the airway and infant
colour, and clarifies circumstances in which additional monitoring or separation is medically required. The
message should not imply that a mother has failed if skin-to-skin contact is delayed because of emergency
care, operative birth, or newborn illness.

For the first-time mother, skin-to-skin care can also function as a confidence-building experience. The mother
learns how to support the baby, observe breathing, respond to feeding cues, and experience physical closeness.
In this way, a clinical intervention becomes a learning opportunity. Family members can be taught the
principles as well, particularly when the mother cannot provide continuous contact herself.

3.7. Special relevance for preterm and low-birth-weight infants:

Mothers of preterm or low-birth-weight babies often experience increased anxiety because the infant may
require special care, monitoring, or temporary separation. (WHO et al., 2022) recommends kangaroo mother
care for preterm or low-birth-weight infants and emphasises family involvement and early initiation according
to clinical status. This approach changes the role of the mother from observer to participant in care whenever
medically feasible.

Education for these mothers should include safe skin-to-skin positioning, recognition of feeding and breathing
cues, temperature protection, hand hygiene, and signs requiring immediate professional attention. Staff should
explain that neonatal intensive or special care is not a failure of the mother’s caregiving and that participation
remains valuable even when equipment is required.

4. Essential newborn care skills:

4.1. Hand hygiene and infection prevention:
Hand hygiene is a simple behaviour with major importance in newborn care. A first-time mother should
understand when to clean her hands, how to clean them effectively, and which caregiving activities require
particular attention. The educational session should involve demonstration rather than a verbal statement that
“wash your hands.” The mother should practise the sequence under observation and understand that other
caregivers need to follow the same precautions.

4.2. Cord care:

Umbilical cord care is often influenced by family tradition. Mothers may be advised to apply oils, powders,
ash, herbal substances, or household preparations even when these practices are not recommended. The nurse
should explain the reason for clean, dry cord care and clearly identify abnormal findings such as spreading
redness, pus, foul-smelling discharge, or associated fever or lethargy. The educational approach should avoid
ridicule because shame can push families toward concealment rather than discussion.

4.3. Bathing, skin care, and safe handling:

Bathing can be an intimidating experience for a first-time mother because the newborn appears fragile.
Demonstration with a model or supervised baby-care session is preferable to a lecture. The mother should learn
to support the infant’s head and neck, prepare all equipment before beginning, maintain warmth, check water
safely, and never leave the baby unattended. Skin care should favour gentle cleaning and avoidance of
unnecessary irritants. Education should be adapted for newborns with special clinical needs.

4.4. Thermal protection:

Newborns can lose heat quickly, particularly when wet, underdressed, or exposed to cool environments. The
mother should learn simple principles of thermal protection: dry the newborn promptly after birth or bathing,
maintain skin-to-skin contact when appropriate, use suitable clothing, avoid unnecessary exposure, and seek
assessment when the baby is unusually cold or lethargic. (WHO et al., 2022) integrates thermal care into the
wider postnatal package, recognising its importance for newborn adaptation.

4.5. Safe sleep:

Safe-sleep education is especially important because families may have strongly established practices
regarding bedding, cradles, pillows, blankets, or sharing beds. The American Academy of Pediatrics
recommends a supine sleep position, a firm, flat, non-inclined sleep surface, room sharing without bed sharing,
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and avoidance of soft objects and loose bedding (Moon et al., 2022). Nurses working in India and other settings
should communicate these principles respectfully and help families identify realistic arrangements that fit their
homes while reducing hazards.

Education should distinguish between sleep and awake activities. For example, supervised tummy time may
support development while the newborn is awake, but it is not a sleep position. The mother should also learn
basic injury-prevention behaviours such as never placing a newborn unattended on a bed, table, or other
elevated surface and never shaking a baby.

Essential Newborn Care Skills for a First-Time Mother
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4.6. Recognizing newborn danger signs and knowing when to seek help:

Newborn illness can progress rapidly, making recognition and care-seeking an important component of
empowerment. Education should move beyond the vague instruction to “watch the baby.” The mother needs
specific examples of changes that require urgent attention. These include difficulty breathing, severe chest
indrawing, poor or absent feeding, convulsions, unusual lethargy or reduced responsiveness, fever or
abnormally low temperature, severe or concerning jaundice, and signs of serious infection around the
umbilicus.

The nurse should use simple language and test understanding. Instead of asking whether the mother
understands danger signs, the nurse can provide a scenario and ask, “What would you do if your baby stopped
feeding and became unusually sleepy?”” The response reveals whether the mother knows the correct next step.
Teach-back is particularly important for first-time mothers because anxiety or politeness may otherwise lead
them to nod without understanding.

Home-based neonatal care evidence from South Asia reinforces the importance of linking education with
accessible services. (Gogia et al., 2010) reported that packages involving community health worker home visits
and community mobilisation were associated with improved neonatal practices and lower neonatal mortality
in the included South Asian trials. Similarly highlighted the potential role of community health workers in
home-based neonatal care in resource-limited settings. These findings do not mean education alone reduces
mortality; rather, they show the value of combining education, surveillance, appropriate treatment, referral,
and community mobilisation.

4.7. Maternal postnatal self-care: the mother must also be taught to care for herself:

A major weakness of newborn-focused discharge teaching is the assumption that the mother’s needs are
secondary once the baby is well. In reality, maternal wellbeing is closely connected with the mother’s ability
to provide care. A woman experiencing severe pain, heavy bleeding, infection, hypertensive symptoms,
anaemia, malnutrition, or serious emotional distress may have difficulty feeding, resting, travelling for follow-
up, or responding to the newborn’s needs.

(WHO et al., 2022) recommends assessment of maternal bleeding, temperature, blood pressure, pain, urinary
and bowel function, perineal or caesarean wound healing, breast health, emotional wellbeing, and other issues
according to individual need. Education should explain which symptoms are expected during recovery and
which require prompt medical assessment. This prevents two opposite problems: unnecessary fear about
normal changes and dangerous reassurance about abnormal findings.
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4.8. Postpartum bleeding and emergency awareness:

Mothers should understand that vaginal bleeding after childbirth is expected but that heavy or increasing
bleeding, especially with dizziness, fainting, weakness, or severe pain, can represent a medical emergency.
Teaching should always include where to go and whom to contact. A first-time mother should not be left to
interpret the severity of bleeding without a safety net.

4.9. Blood pressure and delayed maternal complications:

Postpartum hypertension and pre-eclampsia-related complications can occur after birth and may not be
recognised by a mother who assumes that pregnancy-related risks ended with delivery. Severe headache, visual
disturbance, severe upper abdominal pain, shortness of breath, chest pain, or convulsions require urgent
assessment. Education should be particularly clear for women with pregnancy hypertension or other risk
factors.

4.10. Wound, perineal, and infection-related care:

Women who have experienced a perineal tear, episiotomy, or caesarean birth require practical guidance on
hygiene, activity, prescribed medication, and signs of infection. Increasing pain, fever, wound redness, foul-
smelling discharge, wound opening, or severe swelling should prompt professional review. The nurse should
also consider the mother’s ability to reach the clinic, obtain medicines, and rest while caring for a newborn.

4.11. Nutrition, hydration, rest, and physical activity:

Postnatal nutrition should be presented as recovery support rather than a list of rigid cultural rules. A varied
diet, adequate fluids according to individual needs, appropriate supplementation when prescribed, and gradual
return to activity are fundamental. The family should understand that household work can interfere with
maternal recovery and that practical help may be more valuable than additional advice. A mother who is
expected to perform all household duties immediately after birth may receive excellent clinical education yet
still lack the conditions required to apply it.

4.12. Family planning and the transition beyond the newborn period:

Postnatal education also creates an opportunity to discuss postpartum contraception, birth spacing, sexual
health, and future reproductive plans. Counselling should be individualised and non-coercive, with attention
to breastfeeding status, medical conditions, preferences, and the couple’s reproductive intentions. The mother
should understand that fertility can return before the first menstrual period and that contraception needs to be
discussed rather than assumed.

4.13. Maternal Mental Health and Emotional Empowerment:

Postnatal education should explicitly include emotional wellbeing because the mother’s psychological state
influences how she experiences motherhood, interacts with her infant, and uses social support. (O’Hara, and
McCabe et al., 2013) described postpartum depression as a common and serious mental health problem
associated with maternal suffering and potential effects on offspring. (Stewart, and Vigod et al., 2016) likewise
emphasised that postpartum depression may require social support, psychological therapy, pharmacotherapy,
or combinations of these according to severity and circumstances.

Not every emotional change after childbirth indicates depression. Short-lived tearfulness or emotional
sensitivity can occur during early adjustment, while persistent low mood, loss of interest, overwhelming guilt,
severe anxiety, hopelessness, major functional impairment, or thoughts of self-harm warrant assessment.
(WHO et al., 2022) recommends screening for postpartum depression and anxiety using a validated instrument
when diagnostic and management services are available, and recommends asking about emotional wellbeing
across postnatal contacts.

The educational goal is to normalise help-seeking without normalising severe symptoms. A nurse can say that
emotional difficulties are treatable and that asking for support is compatible with being a caring mother. Family
members should be taught to recognise concerning changes rather than interpreting them as weakness or lack
of maternal attachment.

The evidence concerning first-time mothers is particularly important. (Leahy-Warren et al., 2012) found
relationships between social support, maternal parental self-efficacy, and postnatal depression in first-time
mothers. A later systematic review of psychoeducation among first-time mothers found evidence that
psychoeducational interventions can influence self-efficacy and social support and can reduce psychological
distress in some contexts, while also highlighting heterogeneity among interventions (Shorey et al., 2023). The
practical message is that emotional education should not be separated from practical skill teaching:
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reassurance, competence, social support, and mental health assessment should occur within the same care
pathway.

4.14. Nurturing care, attachment, and early development:

Postnatal education contributes to more than the prevention of illness. It also introduces families to nurturing
care, which encompasses health, nutrition, safety and security, responsive caregiving, and opportunities for
early learning. WHO, UNICEF, the World Bank Group, and partners emphasised that the period from
pregnancy through the early years is critical for brain development and that children need nutrition, health,
safety, responsive relationships, and opportunities to learn .

For a first-time mother, nurturing care can be explained through ordinary interactions rather than abstract
developmental terminology. Talking gently to the baby, holding the baby, noticing expressions and
movements, responding to hunger and discomfort, maintaining eye contact during calm periods, and creating
a safe environment are early learning experiences. These activities do not require expensive toys or special
devices. They require time, responsiveness, and emotional availability.

Education should avoid creating a perfectionistic model of parenting. A tired mother will not respond perfectly
to every cue, and infants will continue to cry despite good caregiving. The aim is a responsive relationship that
develops over time, not constant maternal performance without breaks. This is another reason that family
support and shared caregiving matter.

4.15. Family participation without losing maternal autonomy:

In many Indian families, newborn care is embedded within an extended household. Grandparents and other
relatives may provide practical assistance and strong cultural guidance. Such support can be protective when
it reduces workload, improves food access, provides transport, or gives the mother time to sleep. It can become
difficult when the mother receives conflicting instructions or feels unable to question unsafe advice.

(WHO et al., 2022) encourages involvement of fathers, partners, parents, caregivers, and families within
person-centred postnatal care. Family education should therefore be seen as an extension of maternal
empowerment, not a substitute for it. When the mother agrees, the nurse can teach the key family decision-
makers the same evidence-based messages, especially about breastfeeding, safe sleep, cord care, danger signs,
emergency plans, and maternal rest.

The educational conversation should be culturally respectful. Instead of saying that a traditional practice is
“wrong,” the nurse can ask what purpose the practice serves and then explain the evidence regarding safety.
Practices that are harmless may be retained. Practices that create risk can be modified. The mother and family
can be offered a safer alternative that still respects their values and desire to care for the baby.

Family members should also understand that maternal autonomy matters. The mother should be encouraged
to participate in decisions about feeding, healthcare, contraception, privacy, and follow-up. Empowerment is
weakened when education is directed entirely to relatives while the mother is treated as a passive recipient.

5. Teaching methods that build real-world confidence:

5.1. Demonstration and return demonstration:

The demonstration-return demonstration cycle is one of the most practical methods for nursing education. The
educator first explains the task in simple language, demonstrates it slowly, identifies safety points, and then
asks the mother to perform it. The nurse observes without taking over too quickly, corrects important errors,
and allows the mother to repeat the task until performance becomes comfortable. This method is particularly
useful for breastfeeding positioning, safe handling, nappy changing, cord care, and infant bathing.

5.2. Teach-back:

Teach-back tests understanding without blaming the learner. Instead of asking, “Do you understand?” the nurse
asks the mother to explain what she would do at home. This can reveal errors in understanding about
medication schedules, breastfeeding problems, danger signs, follow-up dates, or safe sleep. The technique
should be framed as a check on the clarity of the explanation, not as a test of intelligence.

5.3. Micro-teaching and spaced reinforcement:

Short teaching sessions delivered at several points are likely to fit the mother’s recovery better than a single
long lecture. Important messages can be repeated during routine care, before discharge, during follow-up visits,
and through digital reminders. The content should evolve as the mother gains experience. Early sessions may
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emphasise survival and safety; later sessions can focus on problem-solving, confidence, developmental needs,
contraception, and broader family health.

5.4. Visual and multilingual materials:

Pictorial teaching aids are useful when literacy is limited or when the mother is tired. The visual should show
the desired action clearly. For example, a picture of the newborn lying supine on a firm surface communicates
safe sleep more directly than a paragraph. Materials should be translated accurately, avoid crowded text, and
use examples that make sense in the family’s cultural setting.

5.5. Peer support:

Peer support can reduce the feeling that difficulties are unique to the individual mother. Carefully facilitated
mother-to-mother support can complement professional advice, especially for breastfeeding and adjustment.
However, peer support should not be allowed to substitute for clinical assessment when a mother or newborn
may be ill. The nurse’s role includes helping the mother distinguish experience-sharing from medical
diagnosis.

5.6. Digital and mobile health as reinforcement, not replacement:

Digital communication provides a practical way to continue education after discharge. Mobile phones can
deliver reminders, short videos, audio messages, visual demonstrations, appointment notifications, and
prompts to seek care when concerning symptoms occur. (Sondaal et al., 2016) reviewed mHealth interventions
in maternal and neonatal care in low- and middle-income countries and found an emerging evidence base
suggesting potential benefits, while also emphasising the need for stronger evaluation and integration within
health systems.

The strongest current Indian evidence is the 2025 cluster-randomized trial by (Johnston et al.,) The intervention
delivered concise WHO-aligned messages through a mobile platform from birth through six weeks postpartum
and was associated with improvements in several reported maternal and newborn practices, including
breastfeeding, recommended cord care, skin-to-skin care, and maternal dietary practices. The results support
the use of spaced digital reinforcement, especially when the same core messages have already been introduced
by health workers.

Digital programmes must be designed for the realities of the household. A mother may share a phone with
other family members, have limited data, speak a different language, or be unable to watch videos regularly.
Privacy also matters, particularly for maternal mental health and reproductive health information. The best
digital model is therefore complementary: face-to-face care establishes the relationship and assesses health,
while mobile messages reinforce learning between contacts.

5.7. Continuity of care, home visits, and community support:

Education delivered inside a hospital may not be enough because the mother’s real questions often emerge
after returning home. The newborn behaves differently at night, breastfeeding may become more demanding,
relatives may offer new advice, and the mother may discover that a practical instruction is difficult to
implement in her household. Continuity of care creates the opportunity to adapt education to these realities.
(Yonemoto et al., 2021) reviewed 16 randomised trials involving more than 12,000 women and found that
evidence about specific schedules of postnatal home visits was inconsistent and generally low certainty,
although more home visits may increase exclusive breastfeeding and decrease some infant healthcare
utilisation, while individualised care may improve some maternal outcomes. This is an important caution:
simply increasing the number of visits is not enough. What matters is the quality, content, timing, and
integration of each contact.

Community-based neonatal care may have stronger effects when education is linked with practical services.
(Gogia et al., 2010) reported improved neonatal practices and lower neonatal mortality in South Asian
intervention packages involving community health worker home visits and community mobilization. Similarly
concluded that home-based neonatal care by community health workers can contribute to neonatal health in
resource-limited settings when appropriately organised.

The postnatal contact should therefore have a defined purpose. A nurse or community health worker might
reassess feeding, maternal recovery, emotional wellbeing, cord care, safe sleep, danger signs, immunisation,
and referral needs. The mother should be encouraged to bring her own questions. Education is most effective
when it responds to lived experience rather than delivering an identical script during every contact.
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5.8. The Indian context: opportunities and implementation considerations:

India’s maternal and newborn health system provides multiple points for postnatal education, from tertiary
hospitals to district hospitals, primary health centres, community health workers, and home-based services.
The India Newborn Action Plan established a national framework to accelerate progress in preventing newborn
deaths and stillbirths and to strengthen care across the continuum from pregnancy and childbirth through
newborn survival and beyond (Ministry of Health and Family Welfare et al., 2014). The diversity of the Indian
population means that postnatal education cannot be completely standardised in language or delivery. Health
literacy, household structure, family decision-making, transport, socioeconomic circumstances, food
traditions, work responsibilities, and access to digital devices vary considerably. A high-quality programme
should therefore standardise the safety-critical content while allowing flexibility in language, examples,
teaching method, and follow-up.

Recent evidence highlights both the promise and the limitations of the Indian evidence base. (Abraham et al.,
2026) reviewed postnatal interventions following institutional deliveries in India and identified only two
nonrandomized interventional studies meeting their inclusion criteria, despite screening more than 1,200
records. The review reported encouraging associations for a structured predischarge education and skills-
building programme followed by postdischarge support, but the authors also noted uncertainty around some
outcomes, particularly exclusive breastfeeding. This is important for nursing scholarship because it suggests
that structured education is promising but that further well-designed studies are still required.

A practical Indian model can therefore combine four layers: bedside education before discharge, family-
inclusive sessions when appropriate, community follow-up through existing maternal and child health workers,
and digital reinforcement where technology is available. This layered approach reduces dependence on any
single contact and allows mothers to receive the same safety messages in different forms.

5.9. The nurse and midwife as educator, coach, advocate, and safety net:

Nurses and midwives occupy a uniquely important position because they observe mothers and newborns
repeatedly and can integrate assessment with education. Their role should begin with learning-needs
assessment. They should ask what the mother already knows, what she is worried about, which skills she wants
to practise, what language is easiest for her, and who is available to help at home.

The educator role involves translating evidence into understandable language. The nurse explains why the
behaviour matters, demonstrates it, observes the mother’s practice, provides feedback, and evaluates
understanding. The coach role is visible when the mother becomes anxious or frustrated. Rather than taking
over, the nurse breaks the task into smaller steps and supports successful completion. The advocate role appears
when family or system barriers threaten safe care for example, when the mother lacks transport for follow-up
or needs additional lactation support.

The nurse also functions as a safety net. Education must always include referral instructions. A mother should
leave knowing not only how to care for her baby but also where to go when care at home is no longer enough.
This is especially important for first-time mothers who may overestimate or underestimate the seriousness of
a change.

Documentation should record important education, maternal participation, return demonstration where
applicable, unresolved concerns, referrals, and follow-up arrangements. Documentation creates continuity
between staff members and helps prevent repetition without progression. It can also support quality
improvement by identifying common topics that mothers continue to find difficult.

5.10. A practical framework for an empowering postnatal education programme:

A useful programme can be organised as a progression from readiness to independence. The sequence should
begin by establishing a respectful relationship, assessing the mother’s immediate condition, and identifying
the most important learning priorities. Essential information should then be introduced in short, understandable
segments. Practical skills should be demonstrated, followed by mother-led practice. Understanding should be
confirmed with teach-back and return demonstration. Before discharge, the nurse should review warning signs
and the follow-up plan. After discharge, education should be reinforced and adapted to the mother’s real
experiences.

The following domains can serve as a core educational package. The exact timing should depend on the
mother’s clinical condition, the newborn’s status, and local protocols.

Table. 1: Empowering Postnatal Education Programme

‘ Education domain ‘ Core learning content ‘ Practical outcome ‘
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Maternal recovery

Bleeding, pain, wound/perineal
care, blood pressure symptoms,
hygiene, nutrition, hydration, rest,
activity, contraception

Mother can describe expected
recovery and urgent symptoms;
knows follow-up plan

Breastfeeding and feeding

Positioning, attachment, feeding
cues, feeding frequency, common
difficulties, referral support

Mother demonstrates comfortable
feeding technique or understands
her individual feeding plan

Newborn hygiene

Hand hygiene, cord care, nappy

Mother demonstrates key hygiene

care, skin care, bathing and safe | and handling skills
handling

Thermal and skin-to-skin care Warmth, skin-to-skin contact, | Mother demonstrates safe skin-to-
kangaroo mother care when | skin positioning or describes
indicated when help is needed

Safe sleep and injury prevention

Supine sleep, firm flat surface,
avoiding soft bedding, fall and
shaking prevention

Mother describes a safe sleep
arrangement and basic injury-
prevention actions

Danger signs and referral

Breathing difficulty, poor feeding,

Mother states what action to take

convulsions, temperature | and where to seek urgent care
concerns, severe  jaundice,
infection, maternal emergencies
Mental and emotional wellbeing | Mood changes, anxiety, | Mother identifies support persons
depression, support systems, | and symptoms that should be
emergency help discussed with a professional
Continuity and prevention Immunisation, screening, | Mother knows dates, locations,
appointments, community | and how to maintain contact with

contacts, digital support

the health system

This framework illustrates an important principle: every educational topic should have an observable outcome.
“Education given” is not enough. A better question is whether the mother can explain the action, demonstrate
it, or state how she would obtain help. This shift from information delivery to competence assessment is central
to empowerment.

6. Barriers that can undermine postnatal education:

6.1. Maternal fatigue, pain, and information overload:

A mother who has slept poorly, undergone surgery, or experienced a difficult labour may not be ready for long
educational sessions. The solution is not simply to repeat the same lecture louder or provide more leaflets.
Teaching should be broken into manageable encounters, with high-priority messages reinforced when the
mother is alert and comfortable.

Staffing, time, and service pressures: High patient volumes may encourage task-oriented care in which
education is rushed. Standardised checklists can improve consistency, but staff still require time and
competence to demonstrate skills, observe performance, and respond to concerns. Training programmes for
nurses and midwives should include adult education, communication, teach-back, lactation support, and
postnatal mental health.

Cultural conflict and misinformation: The existence of a family tradition does not automatically mean that
the practice is harmful. The educational challenge is to distinguish supportive customs from practices that
increase risk. Social media can add another layer of confusion, especially when short videos or influencers
present health advice without clinical context. Nurses should encourage mothers to discuss uncertain
information rather than silently follow or reject it.

Inequity in access: Postnatal education can reproduce health inequities when it assumes that every mother
owns a smartphone, reads fluently, can travel easily to a clinic, or has a supportive family. Programmes should
provide alternatives: printed pictorial materials, telephone support, community health worker follow-up,
multilingual counselling, and referral assistance. Digital innovation should widen access rather than become a
new barrier.

Family dynamics and maternal autonomy: Family participation may improve care but can also reduce the
mother’s voice when relatives dominate decisions. Nurses should seek the mother’s consent before involving
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others and should maintain opportunities for private assessment when clinically appropriate. The mother
should remain informed about her own condition and the newborn’s health.

Quality Improvement and Evaluation of Postnatal Education

A postnatal education programme should be evaluated using outcomes that reflect knowledge, competence,
confidence, care practices, and service use. Knowledge can be assessed using structured questions, while
competence can be assessed through return demonstration. Confidence can be measured with validated scales
where appropriate, including breastfeeding self-efficacy measures. Emotional wellbeing can be assessed using
validated instruments linked to appropriate diagnostic and management pathways.

Quality improvement should also examine process indicators. Facilities can monitor the proportion of mothers
who receive structured breastfeeding support, the proportion who demonstrate a key newborn-care skill,
whether discharge teaching includes danger signs and referral information, and whether follow-up
arrangements are clearly documented. Feedback from mothers can identify topics that are technically correct
but difficult to apply in real life.

(Johnston et al., 2025) demonstrate why evaluation should go beyond satisfaction. Their cluster-randomized
trial measured specific maternal and newborn practices and showed that some behaviours improved with
mobile reinforcement while others did not. This illustrates the value of measuring separate outcomes rather
than assuming that an educational package automatically changes every behaviour.

7. Research gaps and future directions:

The literature supports postnatal education as an important component of maternal and newborn care, but
several questions remain. Future trials should distinguish which elements of education create the greatest
benefit: practical skills training, home visits, family involvement, digital reinforcement, continuity of the same
educator, or combinations of these. Studies should also report outcomes separately for first-time mothers
because the learning needs of primiparous women may differ from those of women with previous children.
More evidence is needed from diverse Indian settings, including rural areas, urban low-income communities,
tribal populations, and facilities with different staffing levels. The 2026 Indian systematic review by Abraham
et al. found a limited eligible evidence base and highlighted the need for stronger intervention studies. This
should encourage researchers to develop pragmatic trials that can be integrated into routine public-sector
services instead of testing programmes that cannot be sustained outside research conditions.

Digital research should also move beyond simple message delivery. Future studies can compare language,
frequency, interactive functions, voice messages, visual content, family enrolment, and links to professional
support. Privacy, shared phones, misinformation, and unequal internet access should be treated as
implementation variables rather than afterthoughts. The goal should be a digital extension of person-centred
care rather than an automated substitute for healthcare professionals.

Research should additionally consider long-term outcomes. Improved maternal confidence during the first six
weeks may influence breastfeeding continuation, use of healthcare services, parenting stress, and engagement
with preventive child health over subsequent months. Measuring these pathways could clarify how a short
postnatal educational intervention may contribute to outcomes that extend beyond the immediate postpartum
period.
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8. Implications for nursing and midwifery practice:

For nursing and midwifery practice, the major implication is that education should be treated as a clinical
intervention with measurable outcomes. The nurse is not simply transmitting instructions but creating
opportunities for mothers to practise safe behaviours, understand warning signs, and develop confidence. This
requires deliberate use of demonstration, teach-back, return demonstration, respectful communication, and
planned follow-up.

Education should start early enough for learning to occur gradually. When possible, antenatal teaching can
introduce breastfeeding, newborn safety, and family roles so that the postnatal period is used for practical
reinforcement. After birth, teaching should be linked to the mother’s actual situation. A mother with a well-
feeding newborn may need less general explanation and more advanced support around positioning or family
concerns. A mother whose infant is preterm or low birth weight requires additional education and coordinated
specialist support.

Documentation and teamwork are also important. Nurses, midwives, paediatric providers, lactation
professionals, mental health professionals, and community workers should share core messages and know the
referral pathway. Contradictory advice from different professionals can reduce maternal confidence even when
each individual instruction seems reasonable.

The nurse should also model respect. A mother’s question should never be treated as evidence that she is
careless. Her uncertainty often indicates exactly where education is needed. Respectful communication
protects the therapeutic relationship and increases the likelihood that she will disclose difficulties later,
including breastfeeding problems, intimate concerns, depressive symptoms, and unsafe practices at home.

9. Discussion:

The evidence reviewed in this article supports a shift from a narrow information-delivery model to a continuous
empowerment model. The difference is substantial. Information answers the question, “What should the
mother know?” Empowerment asks additional questions: “Can she do it? Does she believe she can do it? Can
she explain when to seek help? Does her family support safe practice? Can she access the service when a
problem occurs?”

This broader model is consistent with WHO’s concept of the positive postnatal experience, which combines
clinical care, information, reassurance, psychosocial support, and family preparation. It is also consistent with
evidence showing that parent education can improve self-efficacy, that breastfeeding support is more effective
when skilled and repeated, and that continuity through home or digital channels may reinforce important care
practices (Amin et al., 2018; McFadden et al., 2017; Johnston et al., 2025).

At the same time, the evidence should not be overstated. The effectiveness of postnatal education depends on
the quality of the intervention and the context in which it is delivered. The Cochrane review of postnatal home
visits found inconsistent results across schedules and outcomes, while the recent Indian systematic review
identified a relatively small and methodologically limited intervention evidence base. Education must therefore
be embedded within a functioning health system that can provide clinical assessment, referral, medicines,
transport support where needed, and ongoing professional assistance.

The phrase “building a healthier future for generations” is therefore best understood as a pathway rather than
a guaranteed outcome. A mother who becomes more confident may be better able to establish feeding,
recognise illness, seek timely care, and create responsive interactions. Early nurturing care may support
development, while positive health behaviours can influence the wider family environment. These are plausible
and evidence-informed pathways, but they do not mean that a single teaching session determines the future
health of a child. Long-term outcomes remain shaped by social conditions, genetics, environment, health
services, and many other factors.

10. Conclusion:

Empowering a first-time mother through postnatal education is much more than teaching a list of newborn-
care procedures. It is a process of helping a woman move from uncertainty toward informed confidence while
protecting both her own health and that of her newborn. The mother needs to know how to feed, handle, warm,
clean, settle, and protect her baby, but she also needs to know how to recognise danger, when to seek
professional help, how to care for herself, how to protect her mental health, and how to use family and
community support.

The strongest educational approach combines respectful communication with demonstration, return
demonstration, teach-back, repetition, individualisation, and continuity. Breastfeeding support should be
practical and sustained; newborn safety teaching should be specific; maternal danger signs and mental health
should be discussed openly; family members should be involved with the mother’s consent; and digital tools
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should reinforce rather than replace human care. In India, these strategies can be connected with existing
facility and community health services and strengthened through multilingual, culturally responsive materials
and structured follow-up.

Ultimately, the purpose of postnatal education is not to create a mother who never needs help. It is to create a
mother who recognises her strengths, understands essential safety behaviours, notices when something is
changing, asks questions without fear, and knows where to turn for support. When education builds knowledge
together with competence, confidence, and access to care, it protects a precious life in the present while
contributing to healthier caregiving relationships and stronger foundations for child and family wellbeing in
the future.

11. Practical summary for clinical use:

An empowering postnatal education encounter can be remembered as a sequence: assess the mother’s needs;
explain the priority message in simple language; demonstrate the skill; allow the mother to practise; correct
gently; use teach-back; reinforce safety points; document unresolved concerns; and confirm follow-up. This
sequence can be adapted to breastfeeding, cord care, safe sleep, skin-to-skin contact, maternal self-care, and
danger-sign recognition.

For first-time mothers, the educational endpoint should be functional. Before discharge, the mother should be
able to demonstrate or explain the essential behaviours relevant to her situation and should have a realistic plan
for help at home. She should know how to contact the healthcare system, when routine follow-up occurs, and
which maternal or newborn symptoms require urgent assessment. The family should understand how to support
her without replacing her voice. Postnatal education is therefore best viewed as a bridge connecting hospital
care, family caregiving, community services, and the mother’s growing confidence.
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