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1.1 INTRODUCTION TO THE STUDY

Childbirth is a physical process which is vulnerable to psycho-
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are some conditions in which psychogenic factors are suggested. (Blau
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1974; Beck, 1972; Ferreira, 1965; Ferreira, 1960).

The most widely studied psychological variable has been maternal
anxiety level during pregnancy. Anxiety has been measured directly,
indirectly, and projectively, by Davids et al. (1961), McDonald et al.
(1963), Grimm (1961), and Zemlick and Watson (1953), and related to
labour complications, abnormalities of the infant, and postpartum
maternal adjustment. The consisteﬁcy of results obtained by various
researchers and methods indicates the importance of maternal anxiety

level during pregnancy, and the desirability of reducing it.

Major sources of anxiety during pregnancy are external conditions

fear of childbirth (including condition of the infant),
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A current controversy in obstetric practice is the use of routine

0l

induction of labour under epidural anaesthesia. Labour is induced soon

before labour would begin spontaneously, and epidural anaesthesia is
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fully. The obstetrician offering routine epidural anaesthesia does

T at any time

so during pregnancy, and the woman may accept the offer

during her pregnancy. A painless labour is thus virtually guaranteed.

The major psychological argument put forward by the proponents of
this procedure is that maternal anxiety level is substantially reduced

during pregnancy, since there is no need for the woman to fear pain

or loss of self-control during childbirth.

The aim of the present study is to subject this argument to empirical

Lrernntdontdas &
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CEBT,

groups of women. It is planned to administer the IPAT anxiety scale,

offer. A supplementary questionnaire will be administered simultaneously.

1.2 DEFINITION OF TERMS

The subject's general level of anxiety, as measured by the IPAT

anxiety scale, on one occasion during the final three weeks of pregnancy.
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Local anaesthesia of the pelvic area, obtained via a tube inserted

(4

into the epidural space in the lower spine.

1.23 Childbirth With Epidural Anaesthesia:

Childbirth undergone while the mother is anaesthetized as above.




The present study deals with a variable (the offer of routine

epidural anaesthesia in labour) likely to be important to pregnant

women, and with the emotional and attitudinal responses of such women.

of reference may be obtained by examining empirical data regarding preg-

nant women as well as theoretical formulations offered by various authors.

There is some controversy over the issue of whether or not there is
a 'psychology of pregnancy'. Various authors have approached the question
in different ways, stressing the psychosomatic, intra-psychic, inter-
personal, cultural or psycho-social aspects of pregnancy. There is clear
agreement that women react to pregnancy in a variety of ways, differing

markedly in their physiological, cognitive, emotional and behavioural

responses.

This might lead to the conclusion that no generalizations are
possible, and pregnancy should be viewed in terms of its unique meaning
to each individual. While the idiosyncratic significance of pregnancy

h woman, and her unique responses to it should be borne in mind,

(ad
Q
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there are indications that some general views on pregnancy (e,g., as a

and may yield useful insights in
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specific cases. Certain authors propose specific universal factors in

pregnancy (e.g., Rheingold's '"mutilation complex" -- see later) and

provide enough supportive evidence to compel serious consideration of

their theses.

Thus the picture emerges that each pregnancy is a unique experience

for each woman, which might usefully be analysed in terms of some general

conceptions and may also involve some specific universal factor or factors.

2.12 Changes in Pregnancy

To begin, there are clear indications thét pregnant women differ

from non-pregnant women on measured psychological variables.

Hooke and Marks (1962) obtained MMPI data from a consecutive sample
of twenty-four women in their last month of pregnancy. Significant

differences between the sample and the normative group were found on

ten of the seventeen scales used.

Chapple and Furneaux (1964) report alterations in neuroticism and

introversion/extraversion measures, and their relationship, during

pregnancy.

Meares et al. (1972) report a study involving two hund
pregnant women, whose neuroticism and anxiety levels were found to be
an 1 ~anaseen Py Y SR S
L

~ontrol group O

mothers. Davids et al. (1961) and Levy and McGee (1975), also found

women to be more anxious during pregnancy tha
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McConnell and Daston (1961) found significant body-image changes
in pregnancy using the Rorschach test in a test/retest design. Authors
presentiﬁg therapeutic reports on individual women also comment on the
far-reaching psychological changes observed during pregnancy, in line.
with the empirical work (e.g., Squier and Dunbar, 1946; Caplan, 1960,

Caplan, 1961).

Thus it is apparent that changes are found during pregnancy, pre-

sumably in response to real or perceived changes in the woman's sitvation.

Williams et al. (1975),in studying pregnancy and life change, reported
that their subjects could be regarded as experiencing major life crisis
during pregnancy. One might usefully examine the changed conditions

in the pregnant woman's situation to pinpoint and understand the concomi-

tant psychological changes observed. Hodge and Johnson's (1970) conceptual

picture of the organization may be adapted for the pregnant woman.

2.2 THE ENVIRONMENT OF THE PREGNANT WOMAN

The pregnant woman is portrayed as existing in a micro-environment,

an intermediate environment and a macro-environment.

macro-environment

////:::;/””—‘-.b-\\\\\\\ \\\ intermediate environment

micro-

environment

N

Figure 2.1 The environment of the pregnant woman
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The macro-environment is the cultural, political, economic and social

o 3 .

e sy 1e€ey .
environment represents her intimate world - her home, relationships with
her family and friends, etc. The micro-environment consists of her body

and all the physiological and biochemical processes therein, the internal

physical world.

ample literature supporting the view that emotional changes accompany

hormonal changes in women, e.g., the condition of premenstrual tension.

Benedek (1952) reports a detailed analysis (supported by an empirical
study) of the emotional changes correlated with hormonal changes in the
woman's monthly cycle., She regards the psychology of pregnancy as

easily understandable in the light of the psychodynamic processes which
accompany the progestin phase of the cycle. The enhanced metébolic
processes which maintain pregnancy produce an increase of vital energies,
resulting in increased pfimary narcissism. The woman becomes involved

in her body, withdrawing from the world. This may appear regressive on
the ego level, but represents a growth of the integrative span of the

personality on the biological level, since she is integrating her

foetus.

Benedek's pregnant woman is in a continued passive and introverted

state, with increased primary narcissism and receptive tendencies
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originating in increased libidinal energy due to physiological changes.

Others (e.g., Caplan, 1960, 1961) partly support this picture.

Benedek (1952, 1955) regards environmental factors as the cause of
other emotional states in pregnant women, but there is evidence implica-

ting biochemical processes.

Firstly, evidence of emotional imbalance in other periods o

monal change_(Rheingold,.1964), such as puberty and menopéuse, imply.

as well.

Emotional lability dis an oft-mentioned feature of pregnancy
(Caplan, 1961; Robin, 1962). This ties in with the so-called 'jukebox'
theory of emotion (James, 1892 ; Lange, 1888) which is widely accepted.
This theory maintains that emotion is physiologically based; certain
physiological and chemical changes occur in the body which are then
interpreted cognitively in the light of situational factors and past
experiences. Thus the pregnant woman is aware of hormonal changes in
her body, and interprets them as emotional changes depending on her

situation and past emotional experiences.

n interesting addition to the evidence on

the role of biochemical changes in the psychology of pregnancy. Both

vidence that the fantasy life of pregnant

o
o=V =¥ =12

women is similar to that of schizophrénics. 'Blind! analyses of the

or fantasy material of pregnant women led to a diagnosis

=
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of schizophrenia or borderline schizophrenia in many cases.



According to Caplan, the Medical School of New Orleans have isolated

certain biochemical products from the blood and urine of schizophrenic

ormal people; and which, when injected
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patients which do not occur in

into normal volunteers, produce schizophrenia-~like psychotic symptoms.,
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One of these chemical products has als

pregnant women.

Finally, physiological changes (e.g., nausea) and the growth of the

foetus may cause the pregnant woman increasing discomfort, and her

resultant irritability is understandable.

To sum up, there is compelling evidence that changes in the micro-
environment of the pregnant woman may account for some of the altered

psychological states observed in pregnancy.

Benedek's psychoanalytically-based theory gives some insight into
the passive and introverted state of the pregnant woman, which is main-

tained by 1libidinal energy arising from metabolic changes.

The-gravida's emotional lability is explicable in terms of the
jukebox theory of emotions, noting the continual hormonal and physical
changes being experienced during pregnancy. The schizophrenic-like
fantasy life of the pregnant woman may be biochemically based, which
would explain the puzzling situation reported by Caplan (1961) and
Bibring (1959) wherein the pregnant woman'; projective material leads to

a diagnosis of psychosis, but there is no evidence of impaired reality

testing as there is in schizophrenia.



10

2.22 The Intermediate Environment

The above discussion of changes in the micro-environment of the
pregnant womén yields a picture of an emotionally labile woman, becoming
more introverted and withdrawn from her environment and‘involved in a
possibly disturbing fantasynlife. Other authors support aépects of this

description (e.g., Rheingold, 1964; Baker, 1967) whether or not they

- subscribe to physiologically based theories.

Following on from this probably physiologically-based emotional

change, the pregnant woman makes new demands on her intermediate envi;on-
ment. Specially, she demands tolerance and understanding of her emotional
lability from those intimately involvéd'with her, while she is less able
to provide them with empathy and emotional support due to her increasing
passivity and introversion. At the same time, a woman's pregnancy is
likely to involve difficulties for her intimates as well; new responéibil-
ities for the father, a new threat for the children. They in turn need
emotional support from her as wife or mother. Thus intimate emotional

relationships become morevdemanding for the pregnant woman and her family.

A _an. &Ll o

for the baby - this may involve moving to a
She may have to leave her job or retire from other involvements, possibly

resulting in reduced income,
intimates, or interruption of a career. These changes and the need to
cope with them in her

woman to feel resentful and irritable. If the baby is unplanned, this

is even more likely.
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On the other hand, pregnancy involves favourable change in the

man is often given

special consideration by others and pampered by her intimates.

In favourable circumstances her pregnancy represents fulfilment

n; a fulfilment shared with her husband and

eagerly anticipated by the future grandparents.

_ pregnancy may involve increased status in her circle of friends,

and may give the gravida a sense of involvement in life and creation.

_ Prankl (1963) emphasized the importance of finding meaning in one's

life, and pregnancy may provide a woman's life with such meaning.

These intermediate environmental changes do have a significant
effect on the emotional state of the pregnant woman, as indicated by the
research of the Gordons (1959). They were able to predict emotional
reaction to pregnancy from social history data (e.g., suburban migration,

religious intermarriage) at a high level of statistical significance.

Thus the picture emerges that the pregnant woman becomes more
dependent on her intermediate environment, due to her reduced physical,
emotional, and economic sufficiency, and her physiologically-based and
circumstantially-imposed withdrawal from the external world. Pregnancy
involves both positive and negative changes in the intermediate environ-
ment, which affect the gravida's emotional state, leading to a unique

emotional reaction to pregnancy, which probably involves ambivalent

feelings. She now depends largely on her intermediate environment to

fulfil her urgent and sometimes contradictory needs as a person and

aAn a
ad a

pregnant woman, and this environment may be more or less adequate to the

task.
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One may then conclude that idiosyncraticresponse to pregnancy is
largely a function of the unique intermediate envirommental changes

brought about by pregnancy and the adequacy of the intermediate environ-

of pregnancy (Rheingold, 1964; Deutch, 1945; Hollender and McGehee, 1974;
Straker, 1954), which are explicable in terms of the contradictory feelings
evoked by intermediate eévironmental changes, the numﬁer and importance

of these changes, and the increased dependency of the pregnant woman on

this changing environment for need satisfaction.

2.23 The Macro-environment

While the intermediate environment assumes greater and changing

importance for the pregnant woman, she is subject to the fairly unchanging

influence of the macro-enviromment. For a primigravida, this is a new

influence on her life, for a multigravida it is one of the stable influ-

ences apparent during pregnancy.

Macro-environmental influences on the pregnant woman comprise the
cultural stereotypes relating to pregnancy, labour and motherhood held

up by her society.

The prevailing cultural stereotype of .'pregnancy behaviour' is likely
to aéfect the behaviour of the gravida, as indicated by Mead (1949). She
states that where morning sickness is culturally stylized as appropriate
for any period of pregnancy or order of pregnancy (such as first preg-

nancy only), a large majority of women will show this behaviour, where

it is not, only a few will (pg. 220).
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woman's expectations of her immediate future. Much anxiety is commonly

e A an

pregnancy. These stereotypes are likely to be reinforced by personal
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women of different cultures experience childbirth differently, although

Societal pressure is also eierted on the pregnant woman to 'cope
well' with childbirth and childrearing in terms of prevailing criteria;
she is expected to assume the culturally determined roles of graviha?
parturient and mother. For a primigravida these roles may be very
different in their demands from her previous familiar roles of wife,

socialite, career woman, student, etc. in which she has achieved some

competence.

Tnterdenendence of Environments
Interdependence of knvironments

[
[
R

Thus, there are real and perceived changes to which the pregnant
woman reacts; changes in her micro~intermediate and macro-environments.
One must bear in mind the mutual influence these environments have on

one another, rather than consider them as separate entities in fact,

The physical changes of pregnancy lead to new behayiours of the

woman which affect her intimate world (as discussed), However,

ical factors are also influenced by intermediate environmental
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factors; nausea and vomiting during pregnancy, spontaneous abortion and

(Blau et al., 1963), many of them dependent on the intermediate environ-

ment (e.g., anxiety due to unwanted pregnancy, etc.). Macro-environmental
influences are represented to the pregnant woman via the intermediate
environment (e.g., family and friends uphold the cultural stereotypes);

so the macro- and intermediate environments exert a mutual influence.

2.3 'SYSTEMS VIEW OF THE PREGNANT WOMAN

It seems most economical to undeérstand the complexities of the

psychology of pregnancy by means of the concept of a system. The woman

and her world (micro - intermediate and macro-environments) comprise the
system, with all parts interdependent. Change in one part of the system
provokes reactions in other parts, and the system is in a congtantistate
‘of internal flux. The internal organization of the system is unique for
each woman, dependent on her past history and personality structure. In
spite of the internal motion and the interdependence of all parts of her
system, one may ascribe certain general characteristics to the system

itself, e.g., the system adapts quickly or slowly to changes, it is

gtable or unstable.

Maintaining the concept of a woman and her world as comprising a

system, one may describe the psychology of pregnancy in terms of changes

in the system. It is still useful to conceive of pregnancy as a unique

experience for each wbman, which may usefully be analysed in terms of

some general conceptions and may also involve some specific universal

factors (see page 5).
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m is unique, each

pregnancy is unique. This view is supported by Furneaux and Chapple (1964)

with the varying responses

to it being related to each woman's initial personélity.

However, general charaéteristics of the system change during preg-

nancy (see below) and specific universal factors are introduced into the

ges of pregnancy.

(a) Physiological changes

The biochemical and physiological changes of pregnancy aré
universal. Pregnancy involves growth of the foetus and
hormonal change for all women. This factor introduces‘;ﬁe_
first change in the woman and world system, the effect of which
is a tendency to emotional lability and introversion in the
pregnant woman. This tendency interacts with the rest of the

system, and the extent of a particular woman's introyersion

or emotional lability depends on this interaction.

(b) Knowledge of pregnancy

Aside from the purely physiological state of pregnancy, a
knowledge of her condition is a universal factor activating
many of the cognitiﬁe and emdtionél changes in pregnancy.
Rheingold (1964) points out that in»unrecognized pregnancy
(e.g., due to irtegular menstrual cycle) women are usually
unaffected psychologically, whereas in pseudocyesis (Fried

" et al., 1951) emotional and psychosomatic symptoms of pregnancy
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Joseph Rheingold (1964) proposed a startlingly different view

based on his theory of maternal destructiveness.

in the child.

The mother's sexual rivalry with her daughter is the prime
reason for the 'mutilation complex', a deeply embedded fear
in the girl of mutilation of her sexual organs, originating
in her mother's destructive desires. The female child feels
threatened specifically because she is female like her mother.
This fear is acquired at a very early age as the defenceless
infant perceives the maternal ambivalence and conflict between
destruciive and nurturant impulses.

Rheingold regardedthe hostility in the mother~-daughter relation-
ship, which is the response to the maternal threat, as central
to the understanding of pregnancy.

The pregnant woman's hostility to her mother is accompanied

by feelings of guilt and/or fear of retaliation. Thus he sces
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the fear and anxiety which pervade pregnancy as related to the
mutilation complex and the fear of maternal vengeance. He
also implicates the 'wish-fear' complex, whereby the desire
for motherhood is in conflict with the fear of the conse-

quences (maternal vengeance).

While one may not be inclined to accept Rheingold's theory

in toto, a number of aspects may indeed be universal or wide~

spread, and are supported by other authors. The pregnant

woman's relationship with her mother is mentioned by many
authors as central to her adjustment to pregnancy (Deutch,
1945; Haas, 1952; Nilsson et al., 1971). Ambivalence regarding
pregnancy is also widely acknowledged, and may be regarded as
a specific universal factor in pregnancy (Caplan, 1961; Deutch,
1945). Anxiety and fear are also reported to be common

to most pregnant women (see Chapter Four).

2.32 Unique Factors

The intermediate enviromment of each woman is unique, and the effect

of pregnancy on that environment is different in each case.

For example, even if one accepts Rheingold's general views on the
effect of the mother-daughter relationship in pregnancy, each such
relationship is different in degree of destructive and nurturant aspects.
Similarly, pregnancy affects all important intimate relationships in a

specific and unique manner, as it impinges on all aspects of the inter-

mediate environment.
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Even in studying a relatively well-defined group (pregnant adoles-

cents), Balzerman et al. (1974) report the importance of unique factors.

The idiosyncratic organization of each woman's self and world system

before pregnancy is the other major source of idiosyncratic response to

pPregnancy.

2.4 A GENERAL VIEW

In general, it is clear that many parts of the woman-and-world
system are affected when a woman becomes pregnant. Since all parts are
interdependent, the entire system is subject to great upheaval. This

leads to a threefold general view of the psychology of pregnancy.

2.41 Reorganization of the System

Fundamentally, pregnancy is a period of disturbance and reorganiza-

tion of the entire woman-and-world system.

This disintegration of the old order and creation of a new order
is indicated by a number of authors (Bibring, 1959; Deutch, 1945; Pines,
1972), who note that old and partially-resolved conflicts reappear-.during

pregnancy, e.g., oedipal confiicts with both parents.

Also, pregnant women are particularly amenable to psychotherapy
(Destounis, 1962; Tupper and Weil, 1962), with significant material

becoming available more easily and quickly than usual (Caplan, 1961).

It is also noted that the behaviour of a pregnant woman may appear
10624)Y a+ orm
LIV aiL oviu

as a whole 1is progressive for that woman.
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These factors support the view of pregnancy as a period of breaking
down and reorganizing of the entire system. Affonso (1971) also supports

the view of pregnancy as a maturational crisis in this sense.

2.42 Vulnerability to Crisis

Since the system of the pregnant women is in a state of abnormal

flux, any additional crisis or change during pregnancy may tax the

stability of the system intolerably. That is to say, the pregnant woman

is particularly vulnerable to additional burdens.

Blitzer (1964),Robin (1962),Kiernan (1964), and McDonald (1965)
concur with this view of pregnancy as'a period of transient ego vul~
nerability and regressive change. Bibring (1959) and others regard
pregnancy as a crisis; however, the present conception of pregnancy

rather supports the view of Gerald Caplan (1960, 1961) that pregnancy

is a period of vulnerability to crisis.

2.43 Testing Ground of Mental Health

Pregnancy is also a testing ground of mental health, since it

taxes the ability of the system to adapt to massive change.

Many studies support this view by indicating that a large propor-
tion of emotional disorders in women are related to childbearing

CAsséel et al., 1972; Baker, 1967; Brew and Seidenberg, 1950; Jansson,
1964; Mandelbrote and Muro, 1964; Meares et al., 1972; Melges, 1968;

McNeil and Kaij, 1973; Ostwald and Regan, 1957; Tetlow, 1955).

If the system is fairly stable and can assimilate change to form
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a new equilibrium fairly rapidly, pregnancy is minimally threatening to
the mental health of the woman. In fact, a more complex and adaptable

system will result, and pregnancy will have been a maturing and fulfil-

ling experience for the woman.

=
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of inescapable change. Mental illness may be precipitated by pregnancy

equilibrium,
quilibrium.

This may result in a more flexible and stable system, and may be
regarded as a progressive and self-actualizing experience for the woman.
Alternately, a more rigid system may result, ﬁaintaining a fragile
equilibrium, or the system may be unable to regain equilibrium, resulting
in a regressive experience for the woman or even severe mental disorder.
This depends on the prepregnancy system of the woman and the specific

changes brought about by this particular pregnancy.
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2.5 DMPLICATIONS FOR THE PRESENT STUDY

2.51 Generalitz

The uniqueness of each individual pregnancy has been adequately

accounted for in the preceding discussion; the present study is con-

cerned with discovering generally applicable information on pregnancy.

In attempting to discover generally applicable information the

researcher aims to acquire knowledge which is applicable to many, théugh
not all, pregnant women. Such generalities focus on the similaritieé
found among pregnant women, and the conditions frequently encountered
during pregnancy. The introversion, emotional lability and heightened
anxiety level commonly found among pregnant women (as discussed in this
chapter) are examples of such generalities, which are widely applicable

but not necessarily true in each case.

Within the proposed systems view of pregnancy, it is apparent that
some important factors have more effect on the total system than other

factors. For example, whether or not the pregnant woman is married has

far-reaching implications during pregnancy; whether or not she can drive

a car has fewer implications, and thus has less effect on the total

system.

Thus any factor which has much effect on the system can profitably

women. Empirically this assumption

theoretical grounds (discussed belo
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thus worthy of empirical test. The design of the present study allows

for disconfirmation of the assumption.

2.52 Anxiety

An important factor in the system is one which affects many aspects

of the system and/or affects other factors proven to be of importance.

Anxiety level, as discussed in Chapter Three, is an important factor

during pregnancy, and fear of childbirth an important source of anxiety

during pregnancy (Hamilton, 1955; Assael et al., 1972; Robin, 1962).

The offer of routine epidural anaesthesia during childbirth is an
offer of painless childbirth, which could reduce anxiety level by eliminat-
ing one major source of anxiety during pregnancy. The gravida need fear
neither pain nor loss of control during labour, and she can ﬁe reassured
by the doctor of the safety to herself and her baby of the procedure,

For the primigravida the fear of the unknown may be reduced, and the

possibly frightening cultural stereotype of labour may be rejected as

inapplicaBle.

The present study is therefore concerned with the effects of the
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and the proposed view of the psychology of pregnancy provides a frame-
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'In this view, the main effect is to reduce the anxiety-provoking
aspects of the macro-environment, by changing the stereotype of labour
from painful to painless, and eliminating the pressure to cope well with

the pain of childbirth. Since all parts of the system interact, these
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direct effects may be reinforced by anxiety—reducing changes in other

parts of the system (e.g., the gravida may have fewer psychosomatic

complaints, or a less stressful relationship with her husband).

. One possible anxiety-increasing effect of the offer may be the

need to make a decision; anxiety socres of the group of subjects

undecided about the offer should give some indication of the importance

of this variable. The expense of the procedure might be another source

of anxiety, but it is unlikely to affect subjects in the present study,

who are all of relatively high socio-economic status.



CHAPTER THREE: "ANXIETY

3.1 INTRODUCTION

Anxiety, the major dependent variable in the present inquiry, has
been examined from many different viewpoints, Various theories have
1 rulated. f hicl 1 {rical Kk 1 lted. I
attempt to integrate the hypotheses abounding in this field, certain
| 1 feat £ ety t] {111 1 i 1 thei 1

to the present study assessed.

An integrated definition of anxiety is developed in this chapter.
Anxiety is regarded as an emotional state, experienced as a feeling of
apprehension, in which the body is physiologically aroused. It is rooted
in the avoidance of sensory overstimulation (primary or basic anxiety)
and the fundamental threat that the individual's psychological system
will be inadequate to cope with the external world. Anxiety is experienced

in situations of uncertainty and response unavailability.

3.2 PHYSIOLOGICAL ASPECTS

3.21 Overstimulation

Primary overstimulation is regarded by Freud (1936, 1959), Pavlov

to anxiety.

Freud (1959) regarded sensory overload as equivalent to what he

termed 'primary or basic anxiety'. That is, the organism can withstand

24
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only a limited amount of stimulation (referring particularly to stimula-
tion of the cerebral corteﬁ). Various forms of neurological defence
have been developed to provide a barrier against excessive stimulation,
but when this barrier is broken 'traumatic neurosis' ensues. The experi-
ence of birth, as the initial exposure to overwhelming stimulation, is

the prototype from which other kinds of anxiety are derived (Rank, 1929),

Pavlov (1927, 1928, 1941) agreed that the cerebral cortex is

susceptible to damage from intense stimulation. He produced excessive
excitation, which he termed experimental neurosis, in dogs by intense

primary stimulation using loud noises and shocks.

Neobehaviourists such as Mowrer (1939) and Miller (1951) proposed
that fear or anxiety are conditioned responses to pain, which may be
regarded as an example of overstimulation. Anxiety is elicited by

stimuli which were present when the organism experienced pain.

Thus according to Freud and ?avlov, one fundamental form of anxiety
results from sensory overload, and other types of anxiety are derived.

For the neobehaviourists anxiety is derived from the experience of pain,

which is an example of overstimulation.

3.22 Arousal

The physiological component of anxiety is widely recognised, and
all theorists acknowledge the presence of physiological arousal in the
anxious state.

a prolongment of
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the 'vigilance response', an adaptive state of arousal in response to
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changes in stimulation, which leaves the organism ready for 'fight or
flight'. Spielberger (1972) conceived of anxiety as an emotional state,
with the components of physiological arousal and socially-determined
cognitions common to all emotional states, as described by Schachter .

(1964). Epstein (1972) defined anxiety as 'a state of undirected

ar £ i t!

3.23 Summary

To sum up, physiological overstimulation is regarded by some
theorists as resulting in one type of anxiety, and by others as a con-
dition from which anxiety is derived. Most writers concur that physio-

logical arousal is an integral component of anxiety.

Anxiety is usually regarded as arousal in a situation (discussed

below) of uncertainty and response unavailability, and is thus not

synonymous with arousal. It is also differentiated from fear by the
ambiguity of the situation (particularly where the source of threat is

uncertain) and the inability to respond with appropriate direct action.

3.3 PSYCHOLOGICAL THREAT

3.31 Freudian Theory

Freud (1936) described the fear of abandonment as deriving from the

excessive stimulation the child is likely to experience when the mother

is not available to take care of him, which extends to the fear of loss

of love. This further extends to the fear of his own unacceptable id

- | NN

impulses which are likely to elicit disapproval, and thus

4em smmannl
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anxiety due to the demands of the superego. As these internal threats
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are vague and disturbing, their origin is repressed leading to anxiety
rather than fear. Freudian anxiety ig thus engendered by the demands
of the id and superego which threaten to overwhelm the ego and disrupt
the psychological organization of the individual. Further, signal
anxiety develops, where the symptoms of anxiety act as a signal for

the defensive process of repression to begin.

3.32 Other Theories

Other theorists also discuss anxiety as the threat of a breakdown

of the individual's psychological system, in cognitive or existential

terms.

Maslow (1968) regarded anything that blocks self-actualization
(that is, prevents the system from progressing) as stimulating anxiety.
Anxiety has been described by Rogers (1951) as a threat to the self-
concept, and by May (1950) as a threat to the existence of the personality.
Goldstein (1939), in discussing anxiety as dread of the 'catastrophic
reaction' (total disorganization and disorientation), and McReynolds (1960),
in equating anxiety with unassimilated percepts, reinforce the idea that
anxiety is a response to the threat that the individual's system-will be

inadequate to organize, predict, and respond appropriately to the

outside world.

Mandler's (1972) theory of anxiety as helplessness, and
Lazarus and Averill's (1972) discussion of anxiety as involv
to ideas, concepts and values to which the

=TT a4 e AL e e cnTeamd ~ >
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to the adequacy of the person's psychological system.
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3.33 The Threat to the Adequacy of the System

The threat to the adequacy of the system may be seen as being
derived from basic anxiety, in that an insufficient psychological system,
which fails to organize, predict and respond appropriately to the outside

world, leaves the individual vulnerable to intense primary stimulation,

This generalized view of anxiety as a response to the threat that

one's psychological system will not be able to cope with the environment,

allows examination of the type of situation likely to elicit such a

response. The major characteristics of such anxiety-producing situations

are uncertainty and response unavailability.

3.4 CONDITIONS FOR ANXIETY

3.41 Uncertainty

Uncertainty appearsito be a key factor in the literature regarding

anxiety.

Cattell (1966) proposed that 'anxiety is an experience suil generis,

which is generated directly by the experience of motivational uncertainty
«..' (pg. 50).

Pavlov (1927, 1928, 1941) produced experimental neuroses in his

between excitatory and inhibitory tendencies; that is, by presenting an

ambiguous situation.

Lazarus and Averill (1972) regard an uncertain 'primary appraisal'

as leading to anxiety; that is, the subject is cognitively unable to
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appraise the threat because it is not clearly defined or it relates to

the future.

Since the function of the psychological system is to organize
the world in accordance with reality, uncertainty or ambiguity pose a
threat. A perception cannot be integrated into the system until it is

defined. Anxiety results from this threat since the system cannot even

begin its process of organizing, predicting and responding appropriately.

Similarly, if the threat is defined but its occurrencé is unpredictable,

the system is prevented from completing its process. Experiments by’

Epstein (1972), Epstein and Clarke (1970), and Epstein and Roupenian (1970)

demonstrated that anxiety results under both the undefined and the

unpredictable conditions.

3.42 Response Unavailability

The final stage of the process is responding appropriately,

Inability to do so results in anxiety, as expounded by Epstein (1972),

Mandler (1972) and Lazarus and Averill (1972). This has been

empirically confirmed by Pavlov (1941), who produced experimental neurosis
in his dogs by delaying thé conditioned stimuli for long periods, and by

the neobehaviourists (Mowrer, 1939, 1950; Miller, 1951) who prevented

their subjects from performing the learned avoidance response,

It is apparent that expectancies and anticipation a woly
this stage, and these have been discussed by a number of theorists

(Lazarus and Averill, 1972; Epstein, 19

Responding appropriately to an actual or anticipated threatening

[ S

situation means doing something that
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. the threat. One may integrate the concepts of anticipation and expecta-

tion into that of response unavailability in this way, since it is the
inability to respond in a way that is perceived as appropriate, for

whatever reason; that presents the threat to the psychological system.

3.43 Summary

It is useful to summarize in te f Mandler a atson's (1966

theory that the interruption of a behavioural sequence results in

anxiety. Interruption of the process of organizing, predicting and

responding appropriately to the world threatens the psychological

system of the individual and results in anxiety.

3.5 A GENERAL OVERVIEW OF ANXIETY THEORY

The general picture emerges that anxiety has physiological and
psychological components (Barrat, 1972; Board et al., 1956) and may be

regarded as an emotional state (Schachter, 1964, 1966).

Overstimulation, particularly of the cerebral cortex, leads to

basic anxiety. In protecting itself from overstimulation, the organism

develops other forms of anxiety. This process is explained in various

ways by psychoanalysts, cognitive theorists, existentialists and

behaviourists, with general agreement that learning and generalization

are involved in the process.

Fundamental to anxiety is the threat that the individual's psycho-

logical system is inadequate to organize, predic
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to the environment.
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Change in stimulation results in physiological arousal which pre-
pares the organism to respond adaptively. In an uncertain or ambiguous
situation, or if the organism is unable for any other reason to respond
appropriately, the prolonged physiological arousal and the perceived .

threat to the psychological system result in anxiety.

3.6 RELEVANCE TO THE PRESENT STUDY

3.61 Theoretical View of Anxiety in Pregnancy

The above general view of anxiety, when applied to the picture of

the pregnant woman presented in Chapter Two, leads to a prediction of

increased anxiety level during pregnancy.

Theoretically, the experience of labour is clearly connected to
basic anxiety. That is, childbirth involves extraordinary sensory
stimulation for the mother, and the threat of physiological overloading.
In addition, the mother's imminent involvement in childbirth is very
likely to activate her own repressed primary anxiety, since, in the

psychoanalytic view, one's own birth is the archetypal experience of

anxiety.

In terms of our definition, general anxiety is rooted im t
avoidance of basic anxiety. Labour involves a double threat of primary
anxiety, from sensory overstimulation and from t
basic anxiety. Thus one would predict an increased anxiety level when
childbirth is imminent.

The other major element of the definition of anxiety, ‘the fundamental

threat that the individual's psychological system will be inadequate to
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cope with the external world' is apparent during pregnancy. As described

ant woman is undergoing a funda-

=}

in Chapter Two, the system of tha preg

mental disturbance and reorganization, and is particularly vulnerable

the woman is particularly sensitive to any

o Al OIS wb) 23 i

threat to the psychological system and hence more prone to anxiety,

while her situation involves many of the conditions for anxiety.

These conditions are, in general, uncertainty and response unavail-
ability. 1In behaviourist terms, labour is anticipated as a painful '
experience, and the woman in late pregnancy is in the classical avoidance-
conditioning situation over an extended time-period, unable to make any
appropriate response to avoid the painful stimulation, which may begin at
any time. In addition, the intensity of the experience is unpredictable,
and the threat that she may not be able to cope with the labour (gr
motherhood) is present. Her situation includes the threat of Goldstein's
(1939) catastrophic reaction, a threat to her self-concept (Rogers, 1951)

of dignity during labour, and certainly helplessness (Mandler, 1972)
is imminent.

Thus many of the conditions for anxiety are present during late
pregnancy. Anxiety theorists distinguish between anxiety as a state

and as a trait. State anxiety refers to the anxiety experienced in a

particular situation at a particular moment. Trait anxiety refers to
the particular individual's susceptibility to state anxiety, that is,

how prone the person is to become anxious in different situations.

In predicting an increased level of anxiety during pregnancy,

an increase in trait anxiety is implied. O

is more prone to become anxious in a variety of situations during
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She interprets various situations as threatening the integrity of her

2 elie that the

environment is generally dangerous and threatening to self-estcem are
significantly related to trait anxiety. Thus in finding many situations
threatening in this way, tﬁe pregnant woman is likely to reflect a changed
trait anxiety level. In thinking about or anticipating labour, or when

it begins, the conditions of uncertainty, response unavailability and

the threat of basic anxiety become operative, and an increased state of

anxiety is likely.

A study by Gorsuch (1969) indicates that measurement of trait
anxiety is relatively constant over a time period, but that changes in
trait anxiety are preceded by recent changes in state anxiety. This is
consistent with the view that measuring trait anxiety in pregnant women

reflects their vulnerability to state anxiety over the recent period

of pregnancy.

In the present study using the IPAT anxiety scale, the woman's
susceptibility to become anxious in the testing situation is included
in the assessment of trait anxiety, as the test largely measures trait

anxiety, but is susceptible to state anxiety (see page 67).

3.62 Research

As predicted theoretically, an increased level of anxiety during
pregnancy has been reported in the experimental literature by
et al. (1961), Meares et al. (1972), Levy and McGee (1975), and

A Y

McDonald and Christakos (1963). Grimm(1961) reporte
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enic factors have been implicated in réproductive

Pseudocyesis, hyperemesis gravidum (gkcessive nausea and vomiting
during pregnancy), habitual abortion, labour and deli&ery difficultiés,
prematurity and toxaemia of pregnancy have all been found to have
psychogenic components (Guze et al., 1960; Fried et al., 1951;

Rosen, 1955; Chertok et al., 1963; Harvey and Sherfy, 1954; Weil and Tupper,
1960; Mann, 19563 Grimm, 1967; Klein et al., 1950; McDonald et al., 1963;

Kapp et al., 1963; Watson, 1959; Blau et al., 1963; Ringrose, 1961;

Salerno, 1958).

Anxiety and stress factors are the most significant in this area,
and anxiety level during pregnancy has been investigated by a number of
researchers, and has been found to be related to medical and psychological

complications during pregnancy and childbirth, abnormalities of the infant

and postpartum maternal adjustment.

McDonald and Christakos (1963) compared women who had experienced

complications during pregnancy and childbirth with women whose pregnancies,

deliveries and infants were normal. The abnormal group had a significantly

higher level of anxiety when tested during pregnancy (before classi

tion) than the normal group. McDonald and Parham (1964) replicated these

results with a different sample.
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Similar findings were reported by Davids et al. (1961) using a

test-retest design, and these were replicated using a different sample

(1962).

Grimm (1961) reported a higher degree of psychological 'tension'

during pregnancy in subjects who had an excessive weight gain, and in

multiparae who subsequently had a prolonged second stage of labour.
Zemlick and Watson (1953) found anxiety level during pregnancy to be a

good predictor of the woman's adjustment to pregnancy and delivery.

Thus a large number of subjects were tested by different researchers
using direct, indirect and projective measures of anxiety, and their
findings all support the view that anxiety level during pregnancy is
related toparanatal complications. The above studies were all prospective,

in that measurement of anxiety level preceded classification of subjects

into normal and abnormal groups.

Early retrospective studies by Stott (1957, 1958) associated

illness or stress during pregnancy with early ill health, mental retarda-

tion and congenital malformation of the child. This supports the con-

clusion of Turner (1956) who found that mothers who had been under undue

. e

stress during pregnancy tended to have more *difficult' infants. Similar

findings have also been reported by Lilienfeld and Parkhurst (1951) and

Lilienfeld . and Pasamick (1955).

More recent work by Lubin et al, (1975) substantiates the relation~

ship between anxiety level during pregnancy and somatic symptoms.

s o1 nxiety during pregnancy are

The finding that high levels of

associated with paranatal complications is understandable, since anxiety



involves both physiological and psychological components.

Anxiety involves biochemical changes in epinephrine-norepinephrine
balance and adrenocortical and thyroid functions (Swartz et al,, 1963;
Wingett and Kapp, 1972; Board et al., 1956)., These biochemical changés
are transmitted to the foetus to some eitent via the circulatory system,

thus it is likely that chronic anxiety in the mother may affect the

development and functioning of the foetus (Levi, 1965; Stone et al,,

1960; Fishman et al., 1962).

Biochemical changes also affect uterine function (Fessel, 1962),
and the high level of anxiety during labour of the woman who is particu-
larly prone to anxiety reduces the efficiency of uterine action (Kelly,

1962), leading to prolonged labour or other complications.

In summary, pregnancy and childbirth are vulnerable to psychosomatic
complications. Anxiety, particularly, is implicated in paranatal medical
and psychological malfunctioning, probably due to the interrelationship

of the physiological and psychological components of anxiety.

Thus any factor which reduces anxiety level during pregnancy lessens

the risk of paranatal complications. In addition to easing the emotional
state of the pregnant woman, any factor which lessens the threat to the

woman's system would help her to reorganize it adaptively, and thus

contribute to her mental health during pregnancy.

3.63 Routine Epidural Anaesthesia

Major sources of anxiety reported are fear of childbirth, lack of

emotional support during pregnancy and external conditions such as
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poverty (Hamilton, 1955; Assael et al., 1972; Robin, 1962).

idural block focus on the fear of childbirth,

Proponen picu < u 1 1

and propose that this major source of anxiety may be alleviated by rouﬁine

pts to control for the other

major sources of anxiety as far as possible. Pleshette e;'al. (1956)

ut 60% of their cample of pregnant women reported genuine

fear of pain, but almost all their subjects wanted pain relief. However,

ority of those wanting pain relief still wanted to remain

conscious. Epidural block provides an effective means of pain relief

Theoretically, routine epidural anaesthesia alleviates a number of

the anxiety-producing features discussed in this chapter,

The fundamental source of primary anxiety, physiological overloading,

a LaiQalle it

is eliminated. The psychological threat to the adequacy of the woman's

-ate with the doctor, she is no longer helpless (Mandler,

to coope

1972).

In terms of the avoidance-conditioning paradigm, she is given the

opportunity to pefform an appropriate response to avoid the painful

stimulation. The woman anticipating labour under epidural block can

form a predictive model of the experience, since the uncertainties of

1N
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how painful it will be, how she will cope, what to do and how t
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& i rgely be discugssed in

advance, and factors such as how long the labour will be, become

RBadia et al. (1967), Epstein and

Clarke (1970), Jonea et al. (1966) and Staub et al, (1971) show that the

LA ey O L

o]

adaptive instrumental response is available to escape the stimulation,

In short, the offer of routine epidural anaesthesia may reduce
anxiety in a number of ways. However, other sources of anxiety remain,
namely the pain of administration of the anaesthetic and the fear that it
may not be effective or safe. There is also a possible threat to'her
self-image if the woman sees herself as 'taking the easy way out' and

anticipates social disapproval or feels guilty.

Kierkegaard (1944) maintained that the need to decide leads to
anxiety, which is only eliminated when the individual acts or commits
himself to actién. Thus it is possible that the offer of routing
epidural anaesthesia may increase anxiety level until a decision is
taken. The present study is designed to include an assessment of these

factors.

3.64 Summary

To summarize, the pregnant woman is particularly vulnerable to
anxiety, and increased levels of anxiety during pregnancy have been

reported. High levels of anxiety during pregnancy have been implicated
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in various paranatal complications of childbirth,and the desirability of

reducing anxiety level during pregnancy is widely accepted. The offer
of routine epidural anaesthesia during pregnancy is likely to reduce

anxiety level from a number of theoretical viewpoints, and the present

study aims to investigate these effects,
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(Glossary, page 51)

4.1 INTRODUCTION

It is necessary to be aware of the procedures and effects of

— PPN P, ~ =~
n order to assess tne s
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epidural anaesthesi

subjects in the present study.

This chapter provides a description of epidural anaestheéia in
relation to other methods of obstetric pain relief, and indicates thé
effects of the procedure on mother and foetus. Information from the
literature is presented as it applies to the specific methods being used

by the anaesthetists in Johannesburg at the time of testing the subjects,

since tebhniques vary from place to place.

Effects on the mother and foetus are presented in some detail to

e decision facing subjects who are offered

The questionnaire deals with the subjects' perceptions of the effects
of the anaesthetic. These perceptions are based on opinions and informa-
tion obtained from her doctor, antenatal therapist, family and friends,
since few subjects are likely to understand the medical complexities
involved. Percéptions of such an ill-defined situgtion for the subject
are likely to be influenced by personal needs, desires and attitudes,
in accordance with theories of cognitive consistency (Festinger, 1957;

Osgood and Tannenbaum, 1955). Thus the questionnaire data is most

40
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presented in the present chapter.

4.2 PAIN RELIEF IN LABOUR

Various methods of pain relief are used in obstetrics.

The 'natural childbirth' methods of Read (1955) and Lamaze (1956),
and adaptations of these methods, are widely used. ‘The pregnant woman
is taught what to expect during childbirth and is instructed in methods
of breathing, relaxation, massage and attention-focussing which help to

alleviate pain during labour (Buxton, 1962; Chertok, 1969;‘Earn5 1962

Pion, 1962).

including self-hypnosis, may be used for pain relief

(Abramson and Heron, 1950; Barber, 1963), as well as audio-analgesia,

h involves the use of music (Conn, 1961).

4.22 1Inhalation Techniques

Nitrous oxide and oxygen, often self ~administered, are used for

pain relief. Penthrane and Trilene are usually used in South Africa

(Blecher, 1972).

4.23 Oral and Intravenous Medication

Drugs widely used are

a. Analgesics, which reduce pain, e.g., Morphine, Pethidine.

b. Amnesics, where the patient is afterwards unaware of what went

on during labour, e.g., Valium.



42

c. Sedatives, which afford the woman some Trest duringa long

labour, e.g;, Seconal.

d. Gamma-oh-butyric acid, which puts i -

out labour (Blecher, 1972).

All of these drugs reduce the woman's awareness during labour and
her ability to take part in the process of childbirth. A !
intravenous medication crosses the placental barrier and affects the

-

foetus to some extent (Dancis, 1962; Moya and

4.24 Block Techniques

These include spinal, paraceryical, paravertebral, pudendal,caudal

and epidural (also known as iumbar epidural, peri

blocks (Blecher, 1972). These involve blocking the nerve pathways which

1

transmit painful stimuli during childbirth. t blocks inter—

fere with nerve pathways at different points between the site of pain

o
ne cen

(uterus, cervix, perineum) and t

Blocks administered nearer the source of pain (e.g., paracervical

block administered near the cervix) affect the foetus more than blocks

administered away from vascular areas (e.g., the epidural block).

4.3 EPIDURAL BLOCK (OR ANAESTHESIA)

ace is a potential cavity between the dura mater,

a thick membrane enclosing the spinal cord and cerebrospinal fluid,

1 of the vertebral canal, which consists of bone and

ligaments. (See Figure 4.1.)
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Figure 4.1 The epidural space

To reach the epidural space, the anaesthetist pushes his needie
‘into the patient's back between two vertebrae,.pierces skin and ligaments,
but stops before piercing the thick dura mater: The anaesthetic fluid
is injected into this epidural (‘outside the dura‘) space, anaesthetizing

all nerves which enter and leave the spinal cord near that level.

4.32 Procedure for Routine Epidural Block

In general, the anaesthetic is not administered until

in established labour, either spontaneously or by induction.

She lies on her side or sits up while the anaesthetist introduces
a large-bore needle into the epidural space. A fine plastic tube, called

an epidural cannula, is passed through the needle, and the needle is

withdrawn. The tip of the cannula remains in the epidural space through-

out the labour, and local anaesthetic solution is introduced via this



cannula, and readministered as necessary.

Bupivacaine is usually used in Johannesburg, each dose providing
analgesia for two to four hours. The anaesthetic is effective after

approximately fifteen minutes, blocking pain from the cervix, uterus

44

and perineum. Some loss of sensory input and motor power in the legs

is also common.

4.4 EVALUATION OF EPIDURAL BLOCK

4.41 Pain Relief

The foetus is contained in the expanded uterus, which is a muscle,
with a small neck, called the cervix, opening into the vagina, During
labour the uterus contracts rhythmically, causing the cervix to dilate

in order to allow the foetus to descend through the vagina and be born.

7\
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Figure 4.2 The uterus in pregnancy




The pain of labour is twofold; during the first stage pain is
experienced from the uterine contractions and cervical dilation
pain during the second stage originates in the stretching of the vagina

as the foetus descends.

Local anaesthetic solution injected into the epidural space blocks

pain tr i e
nerves transmitting pain during the first stage enter the spinal cord
in the thoracic area at T11l and T12, while those transmitting pain
during the second stage enter in the sacral region at S2, 3 and 4.

(See Figure 4.3.)
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For a lumbar epidural block, anaesthetic solution is administered
in the lumbar area between L2 and L3, diffuses up and down the epidural

space and thus anaesthetizes the required thoracic and sacral roots.

Crawford (1971) reported that 81%

his 930 patients who had had

N
()]

o

<

routine epidural blocks during labour were fully satisfied with the pain

relief obtained. Twelve per cent felt they had been helped, and 6%

reported no benefit. The remaining 1%, while satisfied with the pain
relief, reported feeling deprived of the sensory experience of childbirth,
The efficiency of the epidural block in relieving pain is supported by

others (Doughty, 1971), including Sinton (1972),

Failure of the block may relate to anatomical abnormalities which
prevent the proper diffusion of the anaesthetic solution, Unilateral

block is sometimes reported, where the block is effective only on

one side of the body.

4.42 Effect on the Mother

The pain relief obtained by epidural block allows the mother to
keep her strength throughout a long labour, and usually obviates the
need for oral or intravenous medication. She can cooperate with the

obstetrician and be involved in the birth.

A drop in blood pressure usually accompanies the epidurgl block,
due to blocking of the sympathetic nerves by the anaesthetic solution
and subsequent vasodilation. This is valuable in the case of patients
with high blood pressure, and epidural analgesia is indicated for
patients with pre-eclamptic toxaemia (Moir, 1971). For most other

patients the drop in blood pressure may be dangerous to the mother
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and foetus, and must be prevented or treated by postural change or

drugs.

The most commonly used anaesthetic agent, Bupivacaine, actually

has vasoconstrictor properties of its own (Reynolds, 1971) and counters

the vasodilation to some extent.

One effect of epidural block on the woman in labour is the loss of
the 'bearing-down' reflex in the second stage (Pearson, 1971; Crawfo;d,
1971). Half to three-quarters of Crawford's (1971).sample did not
experience the urge to bear down, an& this effect was dependent on the

concentration of the anaesthetic solution used rather than the volume.

Thus epidural block is medically indicated for patients suffering
from rheumatic or congenital heart disease, migraine or other conditions
which may be aggravated by bearing down during the second stage. Diffi-
cult deliveries, e.g., breech deliveries, are sometimes aided by the

patient being able to push or stop pushing on the doctor's instructions.

Epidural block often leads to a longer second stage due to loss

of the pushing reflex, and a higher incidence of forceps delivery

(see below).

The most commonly reported complication arising from epidural block

P T T

is dura tap; that is, the needle or cannula punctures the dur
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and the anaesthetic solution is injected into the cerebrospinal fluid

contained within the dura mater. Total spi
in this way. Post-spinal headache is a common after-effect of dura

as also been

a1\ emm et Aea

tap (Doughty, 1971). Transient or permanent p

reported following epidural block in a small percentage of cases

(Dawkins, 1969).
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Systemic toxicity, leading to convulsions in severe cases, is a
possible complication of anaesthesia. Bupivacaine is the preferred anaes-

thetic agent for epidural block in South Africa since the risk of systemic

toxicity in mother and foetus is lower using Bupivacaine than using

Lignocaine or Mepivacaine (Reynolds, 1971). It has a longer duration of

P P | ~an
to be used, and

action, requiring a smaller volume and lower concentratio

has a lower cumulative tendency.

Direct needle damage to nerve roots, or contamination of the epidural
space may occur (Edmonds, 1971). fhe analgesia provided by the epidural
block may mask the warning pain of other compiications due to various
causes. The reported incidence.of complications following epidural
block is low (Doughty, 1971; Dawkins, 1969) but indicates the skill

required to perform the block and the necessity of monitoring the patient.

To sum up, epidural block is superior to other forms of pain relief

in labour in a number of aspects,
Common effects of the block on the mother are a fall in blood pressure
and a loss of t vantageous or

detrimental to her welfare. It is generally an efficient and safe form

for the mother, but requires skilled medical
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of obstetric analges

attention.

4.43 Effect on the Foetus
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ubstance affecting the maternal blood supply affects the
extent, since the maternal and foetal circulatory systenms

he placenta, which acts as a selective filter (Dancis,
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1962; Moya and Thorndike, 1962; Page, 1957). Intravenous and oral
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medication usually cross the placenta, and large amounts are associated

with depressed babies.

The epidural block is administered in an area meagrely supplied

with blood vessels, thus the anaesthetic agent is found in relatively

low concentrations in the mother's blood, and in even lower concentrations

in the foetal circulation, particularly when Bupivacaine is used (Reynolds,
1971). However, Gordon (1968) has shown that large amounts of local anal-
gesic drugs have a depressant effect on foetal circulation, and this:

potential hazard remains, particularly if large amounts of the anaesthetic

solution are necessary. Depression of the foetal system may be fatal

for babies at risk (Wilsomn, 1962).

Maternal hypotension (discussed above) and the methods of treating
it, also affect the foetal circulation, and may be beneficial or detri-

mental to the welfare of the baby.

A higher incidencelof forceps delivery is reported with epidural
block (Crawford, 1971; Sinton, 1972), and is probably due to loss of
the bearing-down reflex in the mother. Crawford (1971) reports that the
increase in the forceps rate in Birmingham appears in conjunction with
a fall in the rate of emergency Caesarian section. That is, forceps
delivery, with its increased risk to the foetus, is more frequent with
the block, but in some cases epidural anaesthesia may obviate the need

for Caesarian section, an even more dangerous procedure for the baby
and mother.

One sign of foetal

base balance of the blood is disturbed. Foetal acidosis is related to
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maternal acidosis, and can be affected by maternal breathing and
muscular exertion. Maternal hyperventilation is a response to pain
which is reduced with epidural block, hence the foetus is less acidotic
during the first stage of labour (Pearson, 1971). During the second
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more acidotic, and hence the increased duration of the second stage

"""44444reporte&4with—epidﬂralgbieekgmay—begdetrimentalgtogrhegwelfare of the

baby. Thus epidural block is beneficial to the foetus with respect to

acid-base balance if the duration of the second stage is limited.

there is some risk of the anaesthetic agent affecting

the foetus directly, but this risk is far lower with epidural block than
h most other medical methods of pain relief. Loss of the maternal
bearing-down reflex leads to an increased rate of forceps delivery and
er second stage of labour, both of which may be hazardous fo% the

baby. On the other hand, the pain relief and total pelvic relaxation

attained, and t

Lo aaTls

e reduction in maternal acidosis, have advantages for

the foetus.

4.5 IMPLICATIONS FOR THE PRESENT STUDY

Epidural anaesthesia is a relatively safe and efficient procedure
when indicated. Routine use of the procedure. is more problematic, since
it may be beneficial or detrimental in different aspects, and must be
assessed in relation to other methods of obstetric pain relief and on

the basis of the woman's perception of labour and her ability to cope

with it.

The situation is ambiguous, since no one can predict the experience
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or physical course of any specific labour, the coincidence of circum-
stances that w s
the epidu;él block in a particular case. In such undefined circumstances,
perceptio& of thé situation is influenced by the needs, fears, attitudes
and désires of the person concerned (Pepitone, 1950), and a decision

/

made on the basis of this assessment. In line with psychological

theories of cognitive consistency (Festinger, 1957, 1964; Abelson and

influenced by, and assimilated into, the person's cognitive and emotional

structure in a way that optimizes equilibrium, which often involves

reducing anxiety or tension.

The information presented in this chapter suggests that routine

3

rceived and assessed in various ways. Psycho-

logical variables such as attitudes and needs are likely to influence

routine epidural anaesthesia, and the decision is likely

+tn An~AdaodtAan AN
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to influence attitudes and feelings, including anxiety level,

4.6 GLOSSARY

ACIDOSIS acid condition of the blood (rather than neutral condition).

-
~ « - LIL

ANAESTHESIA: absence of feeling.

ANALCESTA: absence of pain.

F2 S\ P S P00 vl B

BEARING-DOWN REFLEX: urge to push which helps to expel the baby from

the vagina.

BREECH DELIVERY: the baby's body is borm first rather than the head first.

CERVIX: neck of the uterus, opening into the vagina.
DEPRESSED BABY: lethargic baby with slowed down metabolism.
FPORCEPS DELIVERY: the baby's head is eased out of the vagina by means of

a special instrument, similar to pincers.
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HYPERVENTILATION: overbreathing.
HYPOTENSIONf low blood pressure.
INTRAVENOU?: injected directly into the vein.

PLACEN&A vascular organ through which the foetus is nourished.

Vi

o high blood

pressure, excessive weight gain and retention

of fluid.
SYMPATHETIC NERVES: nervous system controlling physiological response
to emotion.
SYSTEMIC TOXICITY: poisoning of the system,
VASCULAR: containing blood vessels. |
VASOCONSTRICTION: constriction of the blood vessels.
VASODILATION: dilation of the blood vessels.

VERTEBRAE: bones of the spine.



CHAPTER FIVE: HYPOTHESES, DESIGN AND METHOD

5.1 AIM

A current controvers:

£ = ~
in obstetric prac

epidural anaesthesia in labour. Proponents of offering routine epidural

block to pregnant women claim t

during pregnancy. The present study aims to provide some empirical

.

7 by maternal anxiety level during

evidence in the controversy by investiga

pregnancy and its relation to routine epidural anaesthesia in labour.

5.2 HYPOTHESES

The pregnant woman, as described in Chapter Two, finds herself in
a situation of flux. Her world is changing in many ways, she faces new
‘threats and opportunities emotionally and physically, and is incorporat-
ing these into her psychological system. This system is thus being

reorganized and becomes particularly vulnerable.

Anxiety, as discussed in Chapter Four, is primarily a response to
the threat that the individual's psychological system will be inadequate
to cope with the world. The pregnant woman's particularly vulnerable
system must contend with many threatening changes. The actual birth

of her child, in particular, is anxiety provoking in many aspects.

Routine epidural anaesthesia eliminates or reduces many ©

anxiety-producing features of labour, as discussed in Chapter Four, and

proponents of the method claim that it lessens maternal anxie

during pregnancy. This is desirable not only to ease the emotional state

. 53
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of the pregnant woman, but to aid the reorganization of her system and

reduce the risk of paranatal complications.

J

However, aspects of the offer of routine epidural anaesthesia may be
anxiety producing in themselves to the pregnant woman. Thus, in investi-

gating the effects of the offer on anxiety level, a nondirectional

hypothesis is proposed.
/

H
T

5.22 ijotheses

1. The major hypothesis to be tested is that women deciding to
undergo labour with routine epidural anaesthesia will differ
in general anxiety level during pregnancy from women deciding
not to have routine epidural anaesthesia, women undecided whether
‘or not to have routine epidural anaesthesia, and women not offered

routine epidural anaesthesia.

2. Further analysis of the results will be undertaken to investi-

gate whether women deciding on routine use of the anaestheti

differ during pregnancy from women deciding against routine use
of the anaesthetic, wom

anaesthetic and women not offered routine epidural anaesthesia in

a. self-sentiment development
b. ego strength

c. ergic tension

d. paranoid trend

e eness
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These are the component factors of the composite anxiety score

and this further analysis is intended as a supplementary, more

detailed contribution to the testing of the major hypothesis.

3. A secondary analysis will be undertaken to see whether women
deciding to undergo labour with routine epidural block will
differ in their responses to a questionnaire on pregnancy

and labour, from women deciding not to have routine epidural

block, women undecided whether or not to have routine epidural

block, and women not offered routine epidural block.

5.3 SUBJECTS

Subjects were white, married, pregnant women being treated privately

by specialist obstetrician/gynaecologists in Johannesburg.

5.31 Control

1. It was planned to use married women to eliminate the added
anxieties experienced by unmarried mothers.

2. It was decided to use subjects who were being treated privately

by specialist obstretrician/gynaecologists.

This would ensure that each woman had at least one ongoing,
important supportive relationship during her pregnancy, with
her doctor. Hamilton (1955) reporfed that lack of emotional
support is a major source of anxiety during pregnancy, and
this selection of subjects in the present study was made in an
attempt to control for this factor as far as possible, The

doctors chosen to participate maintain personal supportive
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relationships with all their patients.

Patients able to afford private treatment are generally above

a minimdm socio-economic level., By deciding to use such patients
as subjects, an attempt was made to control for another major
source of anxiety, viz. difficult socio-economic conditions

(Hamilton, 1955; Robin, 1962). Questions 4, 5, and 6 of the

4.

questionnaire indicated socio-economic status of subjects, to
allow verification of this assumption and to ensure that ali
subjects included in the anélysis were of similar socio-economic
level. The assumption is that subjects of similar socio-economic

status share a similar macro—environment.

.Subjects were planned to fall within a restricted age range.

Preliminary statistical tests verified that age means and

variances were similar in all groups (see Chapter Six).

Subjects were also required to fall within a restricted educa-

tional range, based on their responses to Q3 of the questionnaire.

subjects included in the analysis (see Chapter Six).

Only subjects who were fluent in English were required, to

ensure that they understood the instructions and items of the

anxiety scale and questionnaire,
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All subjects were required to be of the same race; white

subjects were to be used.

A similar distribution of primiparae and multiparae was required
in all groups. Preliminary statistical tests (see Chapter Six)
indicated that the difference in the distribution of primiparae

and multiparae among the groups was not statistically significant,

10.

11.

but the factor of parity was taken into account in subsequent

analysis of the results as a precautionary measure.

A similar distribution of subjects attending antenatal classes
was required for all groups and this was confirmed by preliminary

statistical analysis (see Chapter Six), This was necessary in

. the light of the literature indicating that attendance at ante-

natal classes reduces anxiety level in pregnancy (Biskind, 1958;

Pleshette et al., 1956; Klusman, 1975).

The distribution of women having had prior unsuccessful preg-
nancies was required to be similar for all groups. This was
verified by preliminary statistical analysis (see Chapter Six),

and was again felt to be a factor which might influence anxiety

level in pregnancy.

It was necessary to ensure, as far as possible, that subjects

Foanmen -
410 u

The two doctors offering routine epidural block to their
patients are in partnership, and there appears no reason to
believe that the patients of one doctor differ systematically

from those of the other doctor, or that the doctors differ in
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their attitude toward routine epidural block or in their hand-

ling of patients in any major relevant way. All eligible

patients of both doctors were to be recruited. Thus it was

felt that subjects in Groups 1, 2 and 3 would indeed be com-

parable, irrespective of which doctor they consulted.

Control subjects were to be recruited from the patients of
three different doctors who practise independently of one
another. 1In an attempt to ensure that the control group would
be comparable to the experimental grou%s, doctors of similar
status and reputation to those offering routine epidural block
were chosen. Patients of thrée independent doctors were to be
used to minimize any systematic differences between patients of

the doctors providing the control subjects and those providing

the experimental subjects.

b

o
23
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5.32 Summary of Subjects

Four groups of married,pregnant women attending specialist obstetrician/

gynaecologists in Johannesburg served as subjects. The groups were similar

in age, race, fluency in English, socio-economic status, attendance at
antenatal classes, educational standard, prior unsuccessful pregnancies,

and the factor of parity was included in analysis of the results obtained.

GROUP 1 comprised women who had decided to accept the offer of routine

epidural anaesthesia.
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GROUP 2 comprised women who had decided to decline the offer of routine

epidural anaesthesia.

!

GROUP 3 cqﬁprised women who were undecided whether to accept or decline

the offei/of routine epidural anaesthesia.

/

I
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GROUP 4 comprised women who

anaesthesia, and served as a control group.

1. membership o

2. general anxiety score on the IPAT anxiety scale.

5.4 PROCEDURE AND SUBJECT SELECTION

Five obstetrician/gynaecologists in Johannesburg participated in

tudy. Over the period of testing (October, 1973 to August, 1974)

the doctors offered all their patients routine epidural anaesthesia,
unless medically contraindicated. These patients became subjects in
1, 2, and 3, depending on whether they had accepted, declined

or had not decided on the offer at the date of testing. Three other

doctors did not offer their patients routine epidural anaesthesia, and

Each subject was interviewed, without prior arrangement, 1

doctor's waiting room at a scheduled appointment in the final three

weeks of her pregnancy. At this stage labour may begin at any moment.
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The interviewer was either the author or the doctor's receptionist,

who had previously been briefed.

r doctor was collaborating in a study

of the attitudes, experiences and feelings of pregnant women by giving

to be interviewed. Each woman was asked to

complete the 'self analysis form' (IPAT anxiety scale) and thereafter

ect and interviewer then discussed the

contents of the forms briefly to the subject's satisfaction. Only one

erate on the grounds of tiredness, but subsequently

o}
peLiastc LI 22%

consented on her next visit to the doctor.

This procedure was followed as married women in their final three
weeks of pregnancy became available in the rooms of the five participating
doctors, until one hundred and one subjects had been interviewed over a
period of ten months. Subjects in Groups 1, 2, and 3 were interviewed
over the entire period, while control subjects were interviewed over a

slightly shorter period due to the larger number of them available.

5.5 MEASUREMENT OF VARTABLES

5.51 Anxiety Scale

5.511 Description

The South African adaptation of the IPAT anxiety scale (Institute

for Personality and Ability Testing, Illinois, U

'Self Analysis Form', it is a soundly-based, objectively-scored question-

naire, comprising'forty items, each wit

A total anxiety score is obtained, as well as an overt anxiety
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score, a covert anxiety score, and scores on each of five distinct
manifest, conscious anxiety and contribute to the overt anxiety score;
the other twenty items refer to more indirect expressions of anxiety
and contribute to the covert anxiety score. Scores on each of the five

anxiety factors are made up of both overt and covert items.

1. Self-sentiment development: degree of motivation to integrate
behaviour about approved, conscious, and socially—approved

standards.

2. Ego strength: the capacity to control and express ergic tensions

"

in a suitably realistic way.

3. Ergic tension: the degree to which anxiety is generated by

excited drives and unsatisfied needs.

4. Paranoid trend.

e 2

5. Guilt proneness: feelings of unworthiness, anxiety and

depression.

The number of items included in the scale for each factor is
dependent on the loading of that factor on the second-order factor of

general anxiety. That is, each factor makes a weighted contribution

to the total anxiety score.

5.512 Development

R. B. Cattell developed the IPAT anxiety scale on an empirical

basis rather than from a rigid theoretical approach to anxiety. All
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known questionnaire responses in personality testing yielded sixteen

major personality dimensions (using the technique of factor analysis),

and led to the development of the 16PF personality battery (Cattell,

1956; Cattell, 1957; Cattell and Stice, 1957).

Six of these dimensions seemed on face value to be concerned with

anxiety as clinically defined by psychiatrists. Using the statistical

methods of correlation and factor analysis (Cattell, 1952) these dimen-

sions were shown to cluster together statistically (Cattell, 19573 Cattell
and Scheier, 1961) and this clustering has been confirmed by testing
involving many subjects (Cattell and Gruen, 1955; Cattell, Dubin and
Saunders, 1954; Cattell and Scheier, 1961; Karson and Pool, 1958;

Rosenthal, 1955; Scheier and Cattell, 1958).

ical techniques. The forty items included in the anxiety scale were
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culled from a few thousand possible items a

testing (Cattell and Stice, 1957; Cattell, 1956) .

5.513 Validity and reliability

o~ m e wT IV YT AY T vy

CONSTRUCT VALIDITY © as been supported by various

£ %
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experiments since its appearance.

IPAT anxiety scores tend to rank subjects in the same order as good

diagnosticians (Cattell and Scheier, 1961); the scale differentiates
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neurotic, but not psychotic, subjects from normal subjects (Epstein,

of change in general anxiety level in various experiments (Levitt and

Persky, 1962).

The IPAT anxiety scale also correlates highly with other widely-

used indices of anxiety74beth—ebjeetive—and—questionnaireJmﬂnnux§L44444444444444447
(Cattell and Scheier, 1959; Cattell and Scheier, 1961; Levitt and

Persky, 1962).

nd internal consistency measures of

MYT TADTYTY TV
RELIABILITY: t

reliability reported have been satisfactorily high (Cattell and Scheier,

11 s
texls, Scheie
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The handbook of the South African adaptation of the scale reports
reliability coefficients of .76 to .87 and similarly high validity

coefficients. Validity and reliability coefficients are naturally

lower for part—scores.

5.52 Choice of the IPAT Anxiety Scale

Several practical and theoretical considerations led to the choice

of the IPAT anxiety scale for the present study.

5.521 Practical considerations

The scale is in questionnaire form, with the subject required to

£ 3
f the scale is

check one of three responses provided, Administration o

easy and convenient, since it is handed to the subject who fills it in
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herself, generally in five to ten minutes. The instructions are printed

are standard for all subjects. Scoring is also objective and standardized,

using a scoring key, and can be reliably scored by any scorer, whether

psychologically trained or not.

The scale is labelled 'Self Analysis Form' rather than 'Anxiety
Scale', and the questions are generally nonstressful. The first half

of the scale comprises covert anxiety items, and subjects were allowed to

fill in the forms anonymously if desired. Only four subjects did so.
Thus the anxiety-assessment situation using the IPAT scale is as non-
threatening as possible for the éubject, and the privacy and impersonality

of the situation are conducive to frankness in responding.

In addition to the convenience, standardization and lack of tﬁreat
fo the subject, use of the questionnaire was felt to be preferable to
an interview since it is less susceptible to distortion and influence by
suggestion or interviewer bias, and may thus be administered by different

testers without affecting the anxiety assessment.

The South African adaptation of the IPAT anxiety scale is applicable
to subjects in the present study in regard to age and educational level,
és well as language and race, and particularly since it has been standard-~
ized in South Africa.

Research has demonstrated that it can be reapplied at intervals and
is sensitive to changes over time and conditions (Cattell and Scheier,

1961; Cattell, Scheier and Madge, 1968), thus it is likely to be sensitive

to the experimental conditions of the present study and may be used in

further followup research if indicated,
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Reliability and validity are key considerations in the choice of

i urposes, and the reliability and Validity

of the scale are known (see pg. 63) and are satisfactorily high. The
IPAT scale measures general, free-floating, manifest anxiety level with

highly reliable test-retest results and a good internal consistency

among the items.

The reliability of ratings made by clinicians, working to the same

definition of anxiety, in an interview situation, is reported by Cattell
and Scheier (1961) to be .2 to .3, while reliability coefficients for

the IPAT anxiety scale are reported to be .7 and above. Yet the IPAT
scale tends to rank subjects in the same way as the central tendency of
diagnosticians (Cattell and Scheier, 1961), leading to the inference that
the scalé measures general anxiety level as defined clinically, but with
greater reliability than clinical interviews. Obviously clinical inter-
views are preferable in obtaining a full picture of a specific patient,
but the IPAT anxiety scale seems preferable for use in research due to

its high degree of standardization and reliability.

However, the limitations of any brief questionnaire must be borne

in mind, and the need to supplement the in

anxiety scale is apparent. Items of the scale may be incorrectly per-

ceived or understood, or other artefacts o cale itself may influence

the subject's responses. The IPAT scale is constructed so that left-right

and the items are verbally

undemanding. Although high-score responses are more frequently acquiescent,

this may in fact add to t ralidity of the score, as the tendency to

admit defects in oneself is part of the anxiety syndrome (Bendig, 1959;
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Cattell and Scheier, 1958; Cattell and Scheier, 1961; Couch and Keniston,

1960). Nevertheless, such factors as social desirability, and possibly

others, may influence the anxiety scores in unknown ways, and these
limitations must be borne in mind when interpreting results. In the
present study a further questionnaire was administered to subjects in

which certain questions regarding anxiety were included, to supplement

the IPAT scores.

Thus the main practical reasons for choosing the IPAT anxiety
scale in the present study were its ease and objectivity of administra-
tion and scoring, its lack of threat and its applicability to the sub-
jects in the present study, its sound construction, and the large body

of literature supporting its reliability and validity as a measure of

general aniiety level.

5.522 Theoretical considerations

One advantage of the IPAT scale for the present study is that it is
empirically based rather than bound to a particular theoretical model of

anxiety, since such models abound and none is generally accepted. However,

the component factors of the scale lend themselves to theoretical inter-

pretation and include many of the major aspects of anxiety theory dis-

cussed in Chapter Three, which are applicable to the present study.

Trait anxiety, that is, the susceptibility of the pregnant woman to

state anxiety, is the concern © e present study. Cattell (1966)

regards the IPAT scale as measuring trait rather than state anxiety.

1 studies he reported that the same factors

~__

contribute to state anxiety, but in different proportions from trait
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Thus if overall IPAT scores do not differ among the groups of

subjects in e present s , bU i

certain factor scores, one may rearrange the scale statistically,
according to Cattell's weightings, and investigate whether the groups

of subjects actually differ in state anxiety at the time of testing.

However, the discussions in Chapter Two and Three indicate expected

differences in trait anxiety among the groups, and t

routine epidural anaesthesia is likely to affect the woman's general
anxiety level (i.e., her sensitivity

or trait anxiety) which is measured by the IPAT scale. Levitt and

the type of anxiety with which the proponents of routine epidural

ncluded on the basis of experimental

data using a number of anxiety measures, that "the IPAT scale is sensitive

as distinct from anxiety

level itself" (where anxiety level refers to the state of anxiety).

In studying the component factors of the IPAT scale as well as the
individual items, the relevance of the scale to our working definition of

anxiety (Chapter Three), as well as to other major anxiety theories, is

apparent.

In terms of Freudian anxiety theory, ergic tension (factor Q&)

corresponds to id-generated anxiety. Ego weakness (factor C) corresponds

to anxiety generated by the threat to the ego, and guilt proneness

(factor 0) to anxiety due to the demands of the superego (Freud's

'moral anxiety').
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The integrated definition of anxiety presented in Chapter Three

includes aspects of other major theories as discussed, and most of the

important features of that definition are represented in the IPAT scale.

Anxiety is regarded as an emotional state, reflected in items such as

No. 17 "I feel restless ...". The body is physiologically aroused,
tapped in questions such as No. 21 "I use more energy than most people
in getting things done". The fundamental threat that the individual's
system will be inadequate to cope with the world is involved in the
factors of ego weakness (factor C) and lack of self-sentiment development
(factor Q3). Suspiciousness or paranoid trend (factor L) incorporates
the concept of threat in anxiety, since the paranoid person is prone to

perceive many situations as threatening.

Thus the IPAT scale corresponds to the theoretical v

on which the present study is based.

It also lends itself to further followup research in that any
differences found in the component factors of the scale can be studied
in greater depth by using the 16PF factor items as described by Cattell

(1956). (For any particular factor, the full 16PF form is more reliable

and valid than any IPAT part-score.)

Wita 4o W Sacs
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5.53 Questionnaire

A questionnaire was devised to augment the information obtained

from subjects. After filling in the IPAT form each subject was asked

to complete this questionnaire, anonymously if desired (only four

subjects did not wish to supply their names) .

5.531 Aims of the questionnaire

1. To provide data for subsidiary analyses, e.g., primiparae

Pre————

vs. multiparae.

2. To verify assumptions implicit in the experimental design,

~~ 22 cmmda_nananamis 1ovsl
S N oh

e.g., subjects are all above a minimum sOCiO-economic

3. To eliminate subjects out of the range of the study, e.g.,

.out of the required age or educational range.
4. To provide supportive evidence for the main results obtained

I s ~n a r\d t

with the IPAT anxiet

5.532 Description of the gquestionnaire

The questionnaire comprises four sections.

SECTION 1: GENERAL This consists of fourteen items; ten open—ended

questions and four items with alternative responses provided. It deals

with general information which provides a picture of the subject (e.g.,

schooling), and classifies subjects into subgroups (e.g., number of

children), eliminates unsuitable subjects (e.g., age) and verifies

assumptions (e.g., socio-economic status). Questions 10, 11 and 12 check
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on the subject's history of knowledge of the availability of routine

epidural anaesthesia to her, and the time of her decision.

SECTION 2: YOUR OPINIONS This consists of sixteen questions, each with

four alternative responses. The items were aimed at investigating atti-
tudes and opinions on childbirth and epidural anaesthesia, with the
intention of exploring which attitudes and opinions most influence the

decision on whether or not to have routine epidural anaesthesia.

SECTION 3: YOUR OWN EXPERIENCES This section consists of fifteen

questions, each with four alternative responses. These items were mainly-

intended to augment the main results obtained with the IPAT scale.

Physical symptoms which may be affected by anxiety level are
investigated, as an indirect indication of anxiety le
were obtained from the literature on anxiety and from discussions with
doctors and paramedicals in the field. Questio

about directly-experienced anxiety.

Questions 7 and 11 deal with perceptions which may be interpreted
projectively as indications of anxiety level. Projective measures have
previously been found useful in this regard in studying pregnant women
(Davids and de Vault, 1960; McConnel and Daston, 1961; Klatskin and
Eron, 1970; McDonald, 1965; Uddenberg and Hakanson, 1972). Question 15

is a general summing-up opinion of the offer of routine epidural

anaesthesia.

SECTION & This section is designed to find out some of the social

pressures exerted on the pregnant woman who is offered routine epidural

anaesthesia, and possibly to discover which of these pressures is

influential in her decision making.



to say what she thinks each person on the list would feel regarding her

A shortened form of the questionnaire was devised for subjects in
Group 4 (control group) in which all questions pertaining to epidural
block are eliminated, including the entire Section 4. It was planned
to compare the responses of all subjects on items included in the shorter
questionnaire and to compare the responses of subjects in Groups 1, 2 and

3 on the additional questions relating to epidural anaesthesia.

pment of the questionnaire

The questionnaire was devised in order to augment, in a standardized
way, the results obtained from the IPAT anxiety scale, to aid in tﬁe
interpretation of these results. After reviewing the literature and
extensive discussions with anaesthetists, obstetrician/gynaecologists,
psychologists, antenatal therapists and pregnant women, items which
seemed significant were included in the questionnaire. Since the
questionnaire is exploratory and subsidiary to the main investigation

no other item-selection procedures were employed.

Aside from the open-ended questions, each item consists of an

unfinished statement with four alternative finishing responses. These

consist of two extreme and two moderate directed answers. The alternative
responses were randomized using a random numbers table to eliminate the
possibility of position preference affecting the subjects' answers.

The subject is required to check the one response most applicable to

herself, or to fill in her own answer or comment, if desired. This
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5.534 Scoring

Prior to administration of the questionnaire to any subjects,

ned scores of 1, 2, 3 or 4 on the basis

b dar o AT

discussed below.

SECTION 1: GENERAL These responses are used for classification of

subjects in terms of age, socio-economic level, number of pregnancies,

etc.

DA alay HALI1LIUVUDLY

14, 15 and 16 deal with various aspects of labour, either "normal' or

with epidural anaesthesia. Replies indicating a 'favourable impression'

(of normal labour or labour under epidural anaesthesia, whichever is
the subject of the question) receive a low score (1 or 2), while
responses indicating an ‘unfavourable impression' score high (3 or 4).
Questions 7, 11 and 13 are scored according to intensity, a strong
response being scoreé high, a weak response receiving a low score.
Responses to question 12 are regarded as nominal data, although one
might regard the responses as being on a scale from modern to sensible,

to weak to neurotic. However, the connotations of the words are too

varied to support such ranking of the responses.

SECTION 3 As the aim of this section is to obtain 1

directly, indirectly and projectively, 'high anxiety responses' receive

13, direct anxiety

a.

higher scores. Questions 12 an
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for responses indicating more anxiety. Questions 1, 2, 3, 4, 5, 8, 9,

10, the indirect items dealing with psychosomatic symptoms, receive

high scores for 'more frequent' responses. Questions 7 and 11, the

projective items, have high scores for 'less favourable perceptions'
of foetal movements and the physical appearance of pregnant women.
Excessive weight gain has been associated with high levels of anxiety
during pregnancy (Grimm, 1961), and Question 6 gives higher scores to

subjects reporting greater weight gain.
SECTION 4 The position of each response was noted.

NOTE: For all subjects, scoring of questionnaire responses was
done by the author. As the scoring s&étem was fixed before use of the
questionnaire, the scored responses could not be affected by scorer bias.
In the c;se where a subject did not tick one of the alternative responses
but supplied her own, the response was not included in the statistical

analysis of that item, but was noted, as were additional comments.



CHAPTER SIX: RESULTS

6.1 INTRODUCTION

b=) ’ )

required standard for acceptance or rejection of the null hypothesis.

6.11 Data Obtained

characterised by

1. Membership of Group 1, 2, 3 or 4.

c. overt anxiety score

self-sentiment development

(=W
»
n

e. ego strength
f. paranoid trend
g. ergic tension

h. guilt proneness

3. Responses to the questionnaire (the full questionnaire for

subjects in Groups 1, 2 and 3; the abbreviated questionnaire

for subjects in Group 4).

6.12 Control of Variables

Lo =~
e a

1. Subjects not qualifying for inclusion in t
eliminated. These were:

74
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a. Subjects with
by the epidural block. For these subjects, the doctor made
the decision concerning the anaesthetic on medical grounds.

Three subjects were eliminated in this way.
ware at the time of testing
that their babies were likely to be delivered by Caesarian

csection for medical reasons. Two subjects fell into this

ects who fell below the specified educational standard;
the criterion for inclusion was that subjects responded to
Q3 Section 1 by tiéking (a) or (d). That is, all subjects
included in the analysis had trained or studied further
after matriculating (or equivalent). This relatively high
educational standard was attained by all subjects in
Group 1 and was thus applied to all subjects in Groups 2,
3 and 4 in order to control, to some eﬁtent, any effect of
educational level on anxiety level or on understanding of,
or response to, the offer of routine epidural anaesthesia.
Fifteen subjects were eliminated on the basis of this
requirement.

Subjects who fell below the minimum socio-economic level.
Most subjects attending private specialists were in the
middle or upper socio-economic groups; one subject of

the lower socio-economic group who was being treated

privately was eliminated. Estimation of socio-economic status

was based on responses to questions 4, 5 and 6 of Section 1,

Group 3 consisted of only four subjects qualifying for
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inclusion in the analysis. This group was thus eliminated from

the analysis and is discussed in Chapter Seven.

2. All subjects were expecting their first, second, third or
fourth child. Women expecting fifth or subsequent children

were not tested.

3. All subjects were married.

4. Age: All subjects were in the age range 21 to 37 years. The
mean age for each group was calculated. The Cochran test for
homogeneity of variance showed no significant differences among
the variances of the g;oups (see Table 6.1), and a subsequent
one

-way analysis of variance showed no significant differences

among the mean ages of the groups (see Table 6.2).

Table 6.1 - Age: Means, Variances and Test of Homogeneity of Variance
(Winer, 1971)

Group 1 Group 2 Group 4
Mean 27.10 26.39 28.19
Variance 17.50 18.27 17.46

N

Cochran C: s2 largest/Zs, = .3432 (3,36) nonsignificant
L4748

e Lad

required value for signi
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Table 6.2: Analysis of Variance for Ages (Ferguson, 1966)

———————————————4kﬂﬂ%ﬁffﬁ%4knﬁhﬁEBnT44444444444{ﬁF444444B¥44444Meaﬁ43qpafe4324444—————————————

Between groups 48 2 24.0

Within groups 1363 77 17.7
2,2 e e

F = sb/sw = 1.36 nonsignificant

required value for significance at the .05 level, 3.12

5. Parity: Each group was divided into primiparae and multiparae.
A chi-squared test was applied to ascertain whether the distri-
butions of primi- and multiparae were significantly different
'among Groups 1, 2 and 4 (see Table 6.3). The obtained chi-
squared value of 4.73 did not reach the required .05 significance
level, but did approach it. As a precautionary measure the sub-
sequent analysis of the IPAT anxiety scores was expanded to take
account of the factor of parity. A 3 x 2 analysis of variance

was performed rather than a one-way analysis of variance.

Table 6.3: Parity: Chi-squared Test (Expected frequencies in

brackets after observed frequencies.)

Group 1 Croup 2 ‘Group 4 Total
Primiparae 4(8,14) 11(8.41) 16(13.95) 31
Multiparae 17(12.86) 12(14.09) 20(22.05) 49

chi-squared = (obs - exp)z/exp. = 4,73 nonsignificant

required value for significance at the .05 level, 5.99 (Ferguson, 1966)
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6. Attendance at antenatal classes: .There are indications that

attendance a i ing

pregnancy (Biskind, 1958). Groups 1 and 2 were compared in the

number o i 4

included as one of the doctors involved insisted on such attend-

ance and thus this group (drawn from the patients‘of three

different doctors) was not comparable to Groups 1 and 2.

Since the data did not meet the requirements of the chi-squared

ding expected cell frequencies (Ferguson, 1966) when
primi- and multiparae in the two groups were compared, primi-
mpared to multiparae preliminary to a

comparison of the groups. The reasoning and criteria applied

e same as for the questionnaire data (see page 88).

Table 6.4: Attendance at Antenatal Classes: Chi-squared Test

(Expected frequencies in brackets after observed frequencies.)

1. Parity Primiparae Multiparae Total
Classes 15(9.55) 13(18.45) 28
No classes 0(5.45) 16(10.55) 16

Chi-squared corrected 10.73 significant at the .05 level,
Groups 1 and 2 were compared separately for primiparae and multi-

parae since significant differences were found due to pa

2. Primiparae Group 1 Group 2 Total
Classes 4(4) 11(11) 15
No classes 0(0) 0(0) 0

No statistical comparison is possible since there are no subjects

in the 'mo classes' category. All primiparae attended antenatal

classes.
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3. Multiparae ' - Group 1 ‘Group 2 Total
Classes 5(7.62) 8(5.38) 13
No classes 12(9.38) 4(6.62) 16
2
X corrected 2.58 nonsignificant
Thus the distribution of subjects attending and not attending
antenatal classes did not differ significantly in Groups 1 and
2 but did differ significantly between primi- and multiparae.
7. Prior unsuccessful pregnancies: Responses on Section 1 Q8

(number of children) and Q9 (number of pregnancies) were noted,
and women reporting a greater number of prior pregnancies than

children were regarded as having had prior unsuccessful preg-

nancies.

This was done in an effort to determine whether the groups
differed in the distribution of women who had had prior preg-
nancies which were presumably unsuccessful due to abortion,
miscarriage, foetal death, etc. The question was not posed

more directly since the questionnaire was designed to be as

nonthreatening for the respondents as possible.

While it is possible that some women had lost children due to
death in childhood, it is likely that repo

of pregnancies than children more generally reflects prior un-

------- d v\tR

assumption.
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Table 6.5: Prior Unsuccessful Pregnancies: Chi-squared Test

Group 1 — Group 2— Group 4 Total
prior unsuccessful
pregnancies 2{4.2) 6(4.6) 8(7.2) 16
no prior unsuccessful
pregnancies 19(16.8) 17(18.4) 28(28.8) 64

2
X 2.08 nonsignificant

Thus the groups do not differ on this variable.

8. Prior Epidural Block: The number of women in each group who

ly experienced epidural block was noted,

Thaod nraurdinite
1l PLCV-LUUD J
Table 6.6: Prior Epidural Block: Chi-squared Test
Group 1 Group 2 Group 4 Total
prior epidural block 4(1.35) 0(1.47) 1(2.18) 5
no prior epidural
block 17(19.65) 23(21.53) 33(31.82) 73

These data do not meet the criteria for the chi-squared test

(see page 89) and can only be analysed statistically by further

collapsing.

(a) Combining Groups 1 and 2 to compare women offered routine

epidural block to the control group.

Groups 1 and 2 Group 4 Total

prior epidural
block 4(2.82) 1(2.18) 5

no prior epidural
block 40(41.18) 33(31.82) 73

o [4 s ™ 2 o
x° corrected = 0.40 nonsigniticant
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Thus women offered epidural block do not differ in prior experience

of the anaesthetic from those in the control groups who were not

offered.

(b) Comparing only Groups 1 and 2, to assess whether women accepting
routine epidural block differ from those declining.

Group 1 © Group 2 " "Total

prior epidural block 4(1.91) 0:2.09) 4

no prior epidural
block 17({19.09) 23(20.91) 40

(=}

Fisher exact probability = 0.04 significant at the .05 level

This indicates that women who have had prior experience of epidural

idural block when offered

.1 - o~
to accep utin du 1

anaesthesia are likely

during pregnancy. Further discussion on page 132,

6.2 ANALYSIS OF ANXIETY SCORES

V4 m a2 -
6.21 Total IPAT Anxiet

Total IPAT anxiety scores were analysed, using a 3 x 2 design

(Winer, 1971, unequal cell frequencies).

Table 6.7: Mean Total Anxiety Scores

Group 1 Group 2 Group 4
Primiparae 31.50 30.09 _ 30.19
Multiparae 32.12 30.00 28.55

In this case rather than the Cochran test used previously, Bartlett's

test of homogeneity of variance was applied to the data (see Table 6.8).
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This test was chogcn due to the uncqual frqquencies in the cells, from
four primiparae Group 1, to twenty multipa?ae Group 4.

Unequal frequencies in the groups for larger numbers of subjects, as in
Table 6.1 are acceptable (Winer, 1971) but for small numbers of subjects

(four in the present analysis in one cell) the Cochran test is inapplicable,

Table 6.8: Bartlett's Test for Anxiety Scores (Winer, 1971)

. 55 DF MEAN SQUARE
Group 1 Primiparae 197.00, 3 65.67
Group 1 Multiparae 2613.69 16 163.36
Croup 2 Primiparae 1010.93 10 101.09
Group 2 Multiparae 1610.00 ' 11 ‘ 146.36
Group 4 Primiparae 1460.58 15 97.37
Group 4 Multiparae 958.90 19 50.97

7851.02 74 106.09

error

2 2
X = (2.303/c)(f log MS error fj log sj) = 6.36 nonsignificant

required value for significance at the .05 level, 1l.1

Thus there are no significant differences in variance among the groups.

3 2 analysis of variance showed no significant differences among

the three groups, between primi- and multiparae, nor any significant

interaction effect (see Table 6.9).

————————————— N
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Varia
Group
Parit
Inter

Error

Table 6.9: Analysis of Variance for Anxiety Scores (Winer, 1971)
tion ss DF MEAN SQUARE F
s 114.88 2 57.44 5414
y 16.29 1 16.29 .1535
action 8.83 2 4.42 . 0417
7851.,06 74 106,10

All obtained values of F are nonsignificant.

All required values for significance are greater than 1.

A frequency polygon showing total énxiety scores in Groups 1, 2

and 4 is found in Figure 6.1, page 84.

Thus the proposed null hypothesis is accepted, that women deciding

to have routine epidural anaesthesia, women deciding not to have routine

epidural anaesthesia and women not offered routine epidural anaesthesia

do not differ in general anxiety level during pregnancy.

z nn

0./

[« JP P,

IPAT Part-Scores

Part-scores of the IPAT anxiety scale are summarized in Table 6,10.

Table 6.10: Mean IPAT Part Scores
Group 1 Group 2
Covert anxiety 14.90 14.70
Oyert anxiety 17,00 15.35
Self-sentiment
development Q3 6.95 7.00
Ego strength C 3.33 3,48
Paranoid trend L 3.38 3.52
Guilt proneness O 10.71 9.13
7.62 6.91

Ergic tension Q4

Group 4
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9.50
7.31
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the variance of each group

for each part-score was calculated, as shown in Table 6.11, aund the

eneity of variance was applied, as shown in

Table 6.12 (Winer, 1971).

Table 6.11: Variances of IPAT Part Scores

Covert Overt

Anxiety Anxiety Q3 c L (] Q4
Group 1 32.24 61.60 14.08  3.36 . 3.25  11.41 23.33
Group 2 36.63 31.80 "8.09 6.61  3.91  14.95 14.58
Group 4 16.27 | 29.62 9.07 3.77 3.28 5.94 11.24

Table 6.12: Cochran C Test of Homogeneity of Variance for IPAT Part Scores

Covert Anxiety .4302 nonsignificant
Overt Anxiety .5007 significant at the .05 level
Q3 .4507 nonsignificant
C .4811 significant at the .05 level
L .3745 nonsignificant
0 .4628 nonsignificant
Q4 4747 nonsignificant

The required value for significance in each case is .4

cr
Fh

The Cochran test indicates that the data do mo

ment of homogeneity of variance for the parametric analysis of variance

(Ferguson, 1966). Thus the nonparametric KruslaelWallis one-way analysis of

variance by ranks was applied to all IPAT part scores (Siegel, 1956),

d the correction factor for

see Table 6.13. The formula used i

ties (Siegel, 1956, pg. 188).
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Table 6.13: Kruskal - Wallis Oné—Way Analysis of

Variance for IPAT Part Scores

Factor H

Covert Anxiety 0.06 Nonsignificant
Overt Anxiety 0.21 Nonsignificant
Q3 }.05 Nonsignificant
C 0.74 Nonsignificant
L 0.36 Nonsignificant
0 2.45 Nonsignificant
Q4 | 0.25 Nonsignificant

The required value for significance at the .05 level is

5.99 in each case.

£omcamnnnan ~ "
I

Thus there were no significant differences ame

4 on any of the IPAT scores.

6.3 ANALYSIS OF THE QUESTIONNATRE

6.31 Collapsing of Data

The questionnaire providing subsidiary data was analysed item by

jtem. 1In order to comply with the requirements of the chi-squared test

regarding expected frequencies in each cell (Siegel, 1956), it was

necessary to collapse the data. Scoring categories were collapsed from

four to two, and subject groupings from six to 3.
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Scoring Categories

Excepting questions 6, 14 and 15 (section 2), each item offered a
choice of four responses, a moderate and an extreme answer in each
direction. The responses were collapsed into two categories by comhining
the moderate and extreme responses into one directed answer, in order to
have a consistent, logical and objective method of collapsing. For
example, question 1 of section 2:

For the baby, labour under epidural is

(a) very safe

(b) very dangerous
(c) risky
(d) fairly safe
Responses (a) and (d) were combined into a ‘safe! answer, responses (b)

and (c) into an 'unsafe' answer. In section 3, questions 6, 14 and 15

were collapsed as described later (see pgs. 96, 98).

Subject Groupings

These were collapsed from six (primi- and multiparae for each group)
into three (Groups 1, 2 and 4), since differences between groups are more

germane to the present study than differences based on parity,

ultiparae in the

However, the distributioans o©
groups could have influenced the analysis, and the data were still
unsuitable (in ter frequencies) for the partitioned chi-squared

analysis suggested by Castellan (1965), which would have taken parity

4 &~
1ILU dCLOUlLlIG.

The factor of parity was dealt with by means of a preliminary analysis

(see Appendix 1). For each item, the collapsed scoring system was main-

tained, but the subjects were divided into primiparae and multiparae,
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irrespective of groups. Each item was analysed by means of the chi-

squared test or Fisher exact probabilities test, as appropriate (see
pg. 89). Where items showed no significant differences between primi-
and multiparae, the analysis of the items for the three groups proceeded

as usual, since parity would not affect the result.

Two items yielded significant differences at the .05 level, between
primi- and multiparae, viz. Q12 and Ql5 in section 2. Tables by Wilkinson
(1950) indicate that in such a 'blind' analysis of items, the probability

of obtaining by chance a significant difference at the .05 level on two

items is greater than .3576 (and thus greater than .05) and the obtained
significant differences due to ﬁarity are unlikely to reflect real differ-

ences. The factor of parity may be ignored in comparing Groups 1, 2 and 4.

However, as a precautionary measure, Groups 1, 2 and 4 were compared

as usual on these three items and then reanalysed for primiparae and

multiparae separately, to ensure that the factor of parity would not

confound the comparison of the groups.

6.32 Criteria for Statistical Analysis

The following criteria were applied in the analysis:

1. Items with two degrees of freedom in which all the expected

cell frequencies were five or more were analysed by means of

a chi-squared test (Siegel, 1956).

2. Ttems involving two degrees of freedom in which no expected

less than two were also analysed by means

of the chi-squared test, since no alternative nonparametric

i{s available, and Ferguson (1966) states that "an

S avVasaiceliss 5
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expectation of not less than two in each cell will permit the

estimation of roughly approximate probabilities" (pg. 207).

Items involving two degrees of freedom in which any expected
cell frequency was less than two were further collapsed into
contingency tables with one degree of freedom, and analysed
according to criteria four and five. Such collapsing involved
comparing the experimental group (Group 1) to Groups 2 and 4

combined, or comparing the control group (Group 4) to Groups 1

7.

and 2 combined. Both alternatives were performed.

Items involving one degree of freedom in which all the expected
cell frequencies were five or more were analysed by means of a
chi-squared test which included Yates' correction for continuity

(Ferguson, 1966).

Items involving one degree of freedom in which any expected
cell frequency was less than five were analysed by means of the

Fisher exact probabilities test (Siegel, 1956).

Some subjects did not respond to all items, or supplied their

own response category to certain items. In such a case that

subject was not included in the analysis of that item,

These omissions usually referred to questions regarding epidural

anaesthesia, and involved a relatively small proportion of the
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than assign them to one or other category, since, in most
instances, these subjects genuinely had no opinion on the
matter, owing to insufficient information. Where subjects
supplied their own responses, these were noted for inclusion

in the discussion section.

6.33 Item by Item Analysis of the Questionnaire

. d in an order which facilitates comparison

of the subjects' opinions of normal labour and labour under
epidural anaesthesia. The items were presented in a randomised
order in the questionnaire (with the aid of random numbers

_tables) in order not to make subjects aware of this comparison.

Expected frequencies are given in brackets after observed

N
o

frequencies.

3. The required chi-squared values for significance at the .05

level are 5.99 for items involving two degrees of freedom,

and 3.84 for items involving one degree of freedom {(Ferguson,
1966).
Section 2
Q1 safety for the baby of labour under epidural block
Growp 1~ Group 2  Growp 4 Total
o £ o4 2 2 &
Safe 20 (20) 20 (20) - - 40
Unsafe 1 (1) 1 (1) - - 2

No significant difference by inspection
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Group 1 Group 2 - Group 4 Total

Q3 Safety for the baby of normal labour
Safe 17 (17.45) 20 (18.29) 27 (28.26) 64
Unsafe 4  (3.55) 2 (3.71) 7 (5.74) 13

x‘ 1.2 nonsignificant

Q6 Safety for the mother of labour under epidural anaesthesia

Safe 19 (19.02) 20 (19.98) - - 39

N

Uncafe 1 (0.98) 1 (1.02) - =

Fisher exact probability 0.74 nonsignificant

Q10 Safety for the mother of normal labou
Safe 20 (19.91) 21 (20.86) 32 (32.23) 73

77
i

N’
B~

= AnN

Unsafe 1 (1.09) 1 {1.14) 2 (1

(a) Collapsing to compare Group 1 with Groups 2 and 4 combined,

v of O , which is not

significant.
(b) Recollapsing to compare GIOUpPS 1 and 2 combined, with Group 4,

Q8 Painfulness of labour under epidural anaesthesia

Less Painful 19(19) 22(22) - 41

More Painful 0(0) 0(0) - 0

No statistical comparison possible, since no subjects fall into the

'more painful' category. C -
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- browpl  Growp 2 = Group 4  Total

Q2 Painfulness of normal labour

Less Painful 2(4.64) 6(4.86) 9(7.51) 17
More Painful 19(16.36) 16(17.14) 25(26.49) 60

x‘ 2.42 nonsignificant

Q5 Painfulness of administration of epidural anaesthesia

Less Painful 16(13.60) 12(14.40) - 28

More Painful 1(3.40) 6(3.60) - 7

Fisher exact probability .05 significént at the .05 level

Q16 The experience of normal labour

Good 13(17.37) 21(19.11) 32(29.53) 66
Bad 7(2.63) 1(2.89) 2(4.47) 10

x2 11.35 significant at the .05 level

Q4 The experience of labour under epidural anaesthesia
Good 20(19.02) 19(19.98) - 39
Bad 0(0.98) 2(1.02) .- 2

Fisher exact probability 0.26 nonsignificant

Ql2 The image of the woman choosing routine epidural anaesthesia
Favourable 17(15.69) 17(18.31) - 34
Unfavourable 1(2.31) 4(2.69) - 5
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(h) —analuadio Far nriminaran only Tdalimwm awont meanl 1 0.

\Ls AtTallalyols LU prifiapatlaqae Oliy, risuerl €XaCi provanpriily
.65 nonsignificant

() Ro—analvaeic Far mizledmarns anly Tlicebon ovmed mrahaL 10

-/ ATTalalySLS 1VI mddidpdiale Oilly, risin€l €X4Cu probapiiity
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Q9 Cost of the epidural anaesthetic
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Expensive 17(17.97) 18(17.03) - 35

Q15 The necessity of suffering normal labour when epidural
anaesthesia is available

Positive 0(6.83) 13(6.18) -~ 13

Negative 21(14.18) 6(12.83) - 27

(a) xz corrected 18.28 significant at the .05 level

(b) Re-analysis for primiparae only, Fisher exact probability
.006 significant at the .05 level.

(c) Re-analysis for multiparae only, Fisher exact probability

.003 significant at the .05 level

Q7 The influence of the mother's experience of labour on her baby
Much 18(13.64) 11(14.29) 21(22.08) 50
Little 3(7.36) 11(7.71) 13(11.92) 27

x2 6.28 significant at the .05 level
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Q13 The influence of the mother's experience of labour on her life

Much 18(16.10) 16(17.71) 28(28.18) 62
Little 2(3.90) 6(4.29) 7(6.82) 15

Qll Pain tolerance
Low 6(1.88) 1(1.97) 0(3.14) 7
. High  15(19.12)  21(20.03) 35(31.86) 71
(a) Collapsing to compare Group 1 with Groups 2 and 4, Fisher
exact probability .OOi sign?ficant at the .05 level
(b) Collapsing to compare Groups 1 and 2 with Group 4, Fisher
exact probability .012, significant at the .05 level.

Comparing the groups two at a time:

1. For Groups 1 and 2, Fisher exact probability .04 significant

at the .05 level

2. For Groups 1 and 4, Figher exact probability .00l significant

at the .05 level

3. For Groups 2 and 4, Fisher exact probability .39 nonsignificant

Ql4 Ability to cope with normal labour
Good 11(17.77) 22(18.62) 33(29.62) 66

Poor 10(3.23) 0(3.38) 2(5.38) 12

x2 23.27 significant at the .05 level
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Group 1 Group 2 Group 4 Total
Section 3
01 Hondarhac
Y acaaaciiies
Infrequent 16(14.54) 13(15.23) 25(24.23) 54
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X 1.61 nonsignificant

Q2 Constipation and Diarrhea

Infrequent — 10(10.77) 9(11.28) — 21(17.95)— 40—
b Saad 0

Frequent 11(10.23) 13(10.72) 14(17.05) 38
xz 2.12 nonsignificant

Q3 -Dizziness or fainting spells

Infrequent 17(16.69) 17(17.49) 28(27.82) 62
Frequent 4(4.31) 5(4.51) 7(7.18) 16
x2 .09 nonsignificant

Q4 General Health

Good 19(20.19) 22(21.15) 34(33.65) 75
Poor 2(0.81) 0(0.85) 1(1.35) 3

(a) Collapsing to compare Group 1 with Groups 2 and 4, Fisher

exact probability .17 nonsignificant

(b) Collapsing to compare Groups 1 and 2 with Group 4, Fisher

exact probability .58 nonsignificant
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Group 1 Group 2 Group 4 Tatal
Q5 Palpitations
Infrequent 16(15.62) 16(16.36) 26(26.03) 58
Frequent 5(5.35%) €(5.64) 9(8.97) 20

2

x~ .05 nonsignificant

Q6 Weight gain

Expected weight gain for physiological changes during pregnancy is

about seventeen pounds. Doctors regard a normal weight gain as

to twenty-five pounds (Alexander and Downs, 1953).

The scoring

up

categories for this item are collapsed into normal (up to twenty-

five pounds) and excessive (over twenty-five pounds).

Normal 10(12.12) 13(13.27) 22(19.62) 45
Excessive 11(8.88) 10(9.73) 12(14,38) 33
x2 4.48 nonsignificant

Q7 Perception of foetal movements

Favourablie 18(17.50) 21{18.33) 26(29.17) 65
Unfavourable 3(3.50) 1(3.67) 9(5.83) 13
x2 4.48 nonsignificant

Q8 Nausea

Infrequent 19(14.81) 12(15.51) 24(24,68) 55
Frequent 2(6.19) 10(6.49) 11(10.32) 23
X2 6.77 significant at the .05 level
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Q9 Tiredness

Infrequent 4(2.69) 2(2.8%) L4 10Y 1n

o | \ R _—j eV I \TeTIy AU
Frequent 17(18.31) 20(19.18) 31{30.51) 68
2
X 1.06 nonsignificant

Q10 Sleeping problems
Infrequent 14(15.88) 19(16.64) 26(26.47) . 59

Frequent 2(5*l2)444444444H3£5+36)444444—————49(8f53)44;44444419———4—44444

2
X 2.32 nonsignificant

Q11 Perception of pregnant women
Favourable 11(14.81) 15(15.51) 29(24.68) 55

Unfavourable 10(6.19) 7(56.49) 6(10.32) 23

XZ 5.95 nonsignificant

Q12 Emotional state during pregnancy

Less anxious  8(9.42) 9(9.87) 18(15.71) 35
More anxious 13(11.58) 13(12.13) 17(19.29) 43
x2 0.71 nonsignificant |

Q13 Emotional state normally

Less anxious 12(11.85) 11(12,41) 21(19.74) 44
More anxious  9(9.15) 11(9.59) 14(15.26) 34

X2 0.55 nonsignificant




98

Questiong 14 and 15

These items were constructed differently from the majori

which gave subjects a choice between a moderate and extreme answer

in each direction. For questions 14 and 15 subjects were given

choice between four alternative responses. The scoring categories
were collapsed in the following manner, which was felt to be most

=4

logical.

Q14 The present study investigates the anxiety - reducing effect of
the offer of routine epidural anaesthesia on the pregnant woman.
Thus the scoring categories were collapsed into response ¢ ("it
made me generally less anxious") and 'other responses' (indicating

no effect, increased anxiety oxr other responses).

Q15 No subjects in either group fell into category d. Since all
subjects fell into categories a, b, and c and no further collapsing
would be needed to apply a chi-squared analysis to the data if
category d were omitted, this was done. In this way no meaningful
data was lost by combining scoring categories in an arbitrary manner,

as no clear logical combination was apparent.

Group 1 Group 2 Group 4 Total

Q14 Effect of the offer of routine epidural anaesthesia on emotional
state during pregnancy

Lessened anxiety 7(3.5) 0(3.5) - 7
Other 14(17.5) 21(17.5) - 35

Fisher exact probability .004 significant at the .05 level




Group 1 Group 2 Group 4 Total

—

Ql5 Opinion on the offer of routine epidural anaesthesia

a 2(3.00) 4(2.86) - 6

b 14(12.50) 11(11.90) - 25

c 5(5.50) 6(5.24) - 11
2

X 1.19 nonsignificant

Tables by Wilkinson (1.950) indicate that the probability, in such a

"p1ind" analysis, of obtaining seven significant items at the .05 level,
by chance alone, is less than .05. Thus the obtained significant differ-

ences amongst Croups 1, 2 and 4 may be regarded as reflecting acceptably

significant differences among the groups.

Section 4

Of the forty~three subjects in Groups 1 and 2, only six completed
section 4 adequately. Many subjects did not respond to this section at
all, indicated mostly 'don't know' responses, responded to only a few
items or filled in their own comments. It was thus apparent that this

section was poorly constructed and could yield little information. It

was therefore not analysed further.

6.34 Summary of Results

Section 2

Question ‘Result

1. Results unsuitable for analysis
3. Chi-squared 1.2 nonsignificant

6. Fisher probability .74 nonsignificant



Result

1i0. (a) Comparing Group 1 with Groups 2 and 4, Fisher probability
.70 nonsignificant
(b) Comparing Group 4 with Groups 1 and 2, Fisher probability
.60 nonsignificant
8. No significant difference by inspection
2. Chi-squared 2.42 nonsignificant
5. Fisher probability .05, significant at the .05 level
4 Fisher probability .26 nonsignificant
16. Chi-squared 11.35 significant at the .05 level
12. Fisher probability .22 nonsignificant
(a) For primiparae only, Fisher probability .65 nonsignificant
(b) For multiparae only, Fisher probability .46 nonsignificant
9. Fisher probability .26 nonsignificant
15. Chi-squared (corrected) 18.28, significant at the .05 level.
(a) For primiparae only, Fisher probability .006, significant
at the .05 level.
(b) For multiparae only, Fisher probability .003, significant
at the .05 level.
7. Chi-squared 6.28, significant at the .05 level
13. Chi-squared 2.00, nonsignificant
11. (a) Comparing Group 1 with Groups 2 and 4, Fisher probability
.001, significant at the .05 level.
(b) Comparing Group 4 with Groups 1 and 2, Fisher probability
.012, significant at the .05 level
14. Chi-squared 23.27, significant at the .05 level.



Section 3
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1. Chi-squared 1.61 nonsignificant
2. Chi-squared 2.12 nonsignificant
3. Chi-squared 0.09 nonsignificant
4. (a) Comparing Group 1 with Groups 2 and 4, Fisher probability
.17, nonsignificant
(b) Comparing Group 4 with Groups 1 and 2, Fisher probabiliity
.58, nonsignificant
5. Chi-squared .05 nonsignificant
6. Chi-squared 4.48 nonsignificant
7. Chi-squared 4.48 30331é§ificant
8. Chi-squared 6.77, significant at the .05 level
9.  Chi~squared 1.06 nonsignificant
10. Chi~squared 2.32 nonsignificant
11. Chi-squared 5.95 nonsignificant
12. Chi-squared 0.71 nonsignificant
13. Chi-squared 0.55 nonsignificant
14. Fisher probability 0.004, significant at the .05 level.
15. Chi-squared 1.19 nonsignificant

6.35 Additional Analysis of Questionnaire Items

For reasons to be discussed in Chapter Seven the following additional

analyses were performed.

These are presented in the order in which they

are referred to in Chapter Seven.

1.

Ql4 (section 3)

Effect of offer of routine epidural block

on emotional state in pregnancy
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(a) Primiparae Multipara Total
no effect 13(9.00) 14(18.00) 27
other response 1(5.00) 14(10,0 15
x2 corrected = 5.72 sigunificant .05 level

(b) Primiparae only

Group 1 Group 2 Total
no effect 3(3.71) 10(9.29) 13
other
response 1(0.29) 0(0.71) 1
Fisher exact probability = .29 nonsignificant

(c) Multiparae only

Group 1 Group 2 Total
no effect 5(8.50) 9(5.50) 14
other 12(8.50) 2(5.50) 14
xz corrected = 5.39 significant at the .05 level

2. Q16 (section 2) The experience of normal labour
Group 1 Group 2 Group 4 Total

Fulfilling 5(12.11) 18(13.32) 23(20.58) 46

Bearable 8(5.26) 3(5.79) 9(8.95) 20

Unpleasant  4(1.84) 1(2.03) 2(3.13) 7

Unbearable 3(0.79) 0(0.87) 0(1.34) 3

(a) 'Good' responses

Fulfilling 5(9.06) 18(14.64) 23(22.30) 46

Bearable 8(3.94) 3(6.36) 9(9.70) 20
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Q14 (section 3) Effect of the offer of routinre epidural block

> on emotional state in pregnancy
(a) Primiparae = Multiparae  Total
more anxious ‘ 0(1) 3(2) 3
other response 14(13) 25(26) 39
Fisher exact probability .29 nonsignificant
(b) Group 1 Group 2 Total
more anxious 3(1.50) 0(1.50) 3
other response 18(19.505- 21(19.50) 39
Fisher exact prébability .12 nonsignificant
4. When the final decision on routine epidural block was taken

(a) Primiparae Multiparae Total
before six months 10(10) 18(18) 28"
after six months 5(5) 9(9) 14

no significant difference by inspection.

(b) Group 1 Group 2 Total
before six months 0(14) 19(14) 28

after six months 12(7) 2(7) 14

x2 corrected = 8.68 significant .05 level



CHAPTER SEVEN: DISCUSSION

7.1 INTRODUCTION

The major hypothesis of this study, that women accepting
yp s y, that women accepting
of routine epidural anaesthesia, those declining it and those not offered,

would differ in anxiety level during pregnancy, was not confirmed. No

significant differences among the groups in total IPAT anxiety scores

were found, nor in any of the IPAT part-scores.

The acceptability of this finding, and an interpretation thereof,

will be considered in the present chapter, and the implications will be

discussed in Chapter Eight.

7.2 ACCEPTABILITY OF FINDINGS

7.21 Subjects and Procedure

All patients of the five participating doctors who qualified for
inclusion in the study were tested over a period of approximately a year,
Subjects were tested consecutively as they became available, and are

likely to be a representative cross-section of these doctors' patients.

The doctors were all well-known specia

in Johannesburg and there is no reason to suppose that their patients are

not comparable, particularly since certain varia

status) were controlled. It is, however, possible that particular ethnic

LCRatkias aaLLUL ¢

This cultural factor is

important, even among women of the same age, race, etc. since cultural

to childbirth affect the individual's perceptions and

behaviour (Mead, 1949)
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Since the sample in this study was relatively homogeneous, one must
be aware that the findings are of limited generalizébility, and are
applicable to a middle-to-upper class group of relatively highiy-

educated white women.

Bearing this in mind, there seems no reason to suppose that the

obtained findings are inaccurate due to some systematic error in subject

selection, and the results are probably a fairly accurate reflection of

this particular sub-group of women.

In addition, procedure was standardized.

All subjects were tested in the final stages of pregnancy (within
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7.22 Control of Variables

The experimental design included control of variables reported in

the literature which may affect subjects' anxiety scores. Age, race,

attendance at antenatal classes, educational standard, socio-economic
status, marital status, number of children and fluency in English were

similar for all groups. The factor of parity was included in the

analysis of the results.

However, other factors were not controlled for, nor examined in

the questionnaire. These include religion, whether the pregnancy was

planned or wanted, relationship with husband and relationship with

mother.
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Subjects were all attending specialist obstetrician/gynaecologists

who provided a continuing supportive relationship throughout the pregnancy,
thus providing at least minimal emotional suppert during gestation for
all subjecis. Nevertheless, the amount of support a woman received from

her husband or mother may have affected the results obtained.

Knowledge of other aspects of the husband-wife relationship (e.g.,

sexual), or mother-woman relationship (e.g., developmental) may be of
importance in assessing the findings, although no prior reason exists
for supposing the groups differed in these respects, since selection

of subjects was sequential and not according to any specific criteria.

In general, certain aspects of the subjects' enviromment could not
T mma . 1 ] - e . N 1 ret . o - .
veé controiled in the present study. These are the ‘unique factors'

discussed in Chapter Two. The major relevant variables were controlled
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analysis. However, the possibility of an unknown factor influencing the

7.23 Assumptions

1. It was assumed that the doctors offered all subjects in Groups 1

and 2 routine epidural block. This was confirmed by both doctors

and subjects in these groups.

2. A further assumption was that subjects who were offered epidural
block understood that it implied relatively painless labour.

This was confirmed by the subjects' responses to Q8 (section 2)

of the questionnaire. All subjects, except three, responded

that labour under epidural block was painless. Two subjects
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on the grounds that they did not know for sure, never having
experienced it. One responded that it was 'uncomfortable';
this category was later amalgamated with ‘painless’ into
'less painful'. 1In comparison, normal labour was rated 'more
painful' by thirty-five subjects and 'less painful' by eight

subjects.

Thus the practical assumptions of the study were confirmed,

7.24 Experimenter Bias

There is obviously the danger of experimenter bias in gathering
and processing data. Tests were administered by the author or the
doctor's recceptionists, who were told only that the study concerned
the attitudes, feelings and experiences of pregnant women and (for
subjects in Groups 1 and 2) their ideas on epidural block. The author
took the same approach with subjects and did not systematically test

any particular group of subjects, but a proportion of subjects from all

groups. It is, therefore, unlikely that administration of the IPAT scale

or questionnaire was subject to experimenter bias.

e

Scoring of the IP

but according to strictly pre-arranged criteria. The IPAT scale was

and standardized. A scoring system for the questionnaire was worked

any subjects, and was strictly

adhered to. The interview was held after completion of the forms, was

not standard for all subjects, and interview data played no part in the
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statistical analysis. Any relevant interview data were regarded as

additional explanatory comments only.

Thus the objectivity of scoring procedures seems acceptable, and

is unlikely to reflect experimenter bias, particularly for the main

Tesults (IPAT scale).

When it became necessary to collapse the scoring categories for

recollapsing of the data was undertaken as a precautionary measure where

Statistical procedures were appropriate to the data according to
recognized authorities, and alteration in statistical procedures was

according to the criteria provided by these authorities (see page 88).

7.25 Summary

Thus the findings appear to be an acceptably accurate reflection

of the sample, but are generalizable only to a similarly limited

population.

7.3 INTERPRETATION OF MAIN RESULTS

7.31 Introduction

Before interpreting the results in terms of the theory provided
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in Chapters Two and Three, it is necessary to examine the theoretical

foundation of the proposed hypothesis.

A fundamental assumption in the theoretical development of the
maj i the offer of routine epidural block is an
important factor to pregnant women. An important factor was defined

as a factor that most pregnant women perceived as highly significant
during pregnancy, or one that affected many parts of the system
simultaneously. This general assumption has not been supported, It.
has become apparent that the offer of routine epidural block is an
important factor to some pregnant women, but to others it is of minor
importance. This conclusion is.based on a subsidiary re-anaslysis of Qlé4

(section 3) of the questionnaire regarding the effect of the offer of

routine epidural anaesthesia on emotional state during pregnancy.

The scoring categories were collapsed into 'no effect' and 'other

response' (see page 101, no. 1). A significant difference between

primi- and multiparae was found, with almost all primiparae indicating

no effect.

Therefore, comparison of the groups was performed separately

for primi- and muitiparae.

No significant difference between groups was found for primiparae,

but a significant difference was found for'multiparae.

he offer of epidural anaesthesia was not a

major factor for the primiparae in this sample, but it was for the

Interpretation

of this finding is discussed more fully later, but its major importance
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in contributing to an understanding of the main results of this study is
that the assumption that thé offer of routine epidural block is an
important factor to pregnant women is too simplistic, and that other

factors may be more important to different women.

7.32 Main Recults

At first glance it might be reasonable to conclude that the major
Plays no part in alleviating anxiety -during pregnancy, since the anxiety
scores of the groups do not differ significantly. lHowever, this is
countered by the fact that a significant proportion (one-third) of sub-
jects planning to have their babies under epidural block do report that

the offer lessened their anxiety level during pregnancy (Ql4, section 3

of questionnaire).

McDonald (1968), after reviewing the literature, concluded that

"self report of anxiety is, to date, the most discriminating behavioural

measure for presaging complications." Since the effect of the offer

of routine epidural block on anxiety level is being studied in terms
of the literature relating anxiety level to complications, this self-

reported reduction in anxiety level for some Group 1 subjects must be

given serious consideration. The inconsistency between the self~

reports of these subjects and the main finding of this study implies

that the issue is more complex that at first conceived,

One must also bear in mind that an additional source of anxiety may

epidural block. This is that they

ve the anaesthetic for practical reasons,
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such as, e.g., going intc labour spontaneously in the middle of the night
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a relatively quick labour which will be over before the epidural block

can be administered and take effect, etc. In short, the woman planning

to undergo childbirth with epidural block is relying on someone other

than herself, and may fear being let down for unavoidable practical

reasons. If this should occur, one might imagine that normal labour

would be more traumatic for such a woman, who has not prepared herself

psychologically for the event.

Unfortunately, the questionnaire did not deal with this factor,

commented upon it spontaneously, but it is a possibility

The hypothesized link between routine epidural block and anxiety
level was based on the literature connecting anxiety level during
pregnancy to paranatal complications, and on a theoretical proposal

of the effect of routine epidural block on anxiety level. The greater

complexity of the issue probably lies in other effects of the offer of

routine epidural block on the pregnant woman.

7.33 Expansion of Theory

In proposing a more complex interpretation of the results,

psychological theories of needs will be iancorpora 1 e

and cognitive aspects of the theory expanded.

Theories of needs had previously been considered for inclusion

in the study but had been omitted due to their apparent irrelevance

to the issues.
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The basic issue was whether or not offering routine epidural block

to pregnant women would reduce anxiety level during pregrancy. This

was a valid concern in the light of the literature linking anxiety level
during pregnancy to paranatal complications. The factor of needs appeared
irrelevant to the main thrust of the research, since the literature dealt
with anxiety level irrespective of other considerations such as needs.

In other words, need level appeared to be a minor factor compared to
anxiety level, particularly since anxiety theories indicated that anxiety

reduction is a fundamental and pervasive human motivation. And, in

general, most theories of motivation stress tension relief in one or
her form (pain reduction, hunger reduction, anxiety reduction). In

addition, since pregnancy is associated with increased anxiety level,

)

emed even more likely to be a prime motivator during
Pregnancy.

However, the issue of routine epidurzl block may be better and more
fully explained in the light of other motivational theories, particularly
by considering the motivation to self-actualization,which is regarded by

contemporary existentialist and humanistic psychologists as equally

fundamental and pervasive.

Since subjects in the present study were offered routine epidural
block and a substantial proportion declined the offer, it is apparent
that the anxiety-reducing motivation alone cannot best accountfor the
results, particularly since no differences in the assessments of pain-

fulness and safety of normal labour were found among the groups.

Since the most fruitful interpretation of the findings resulted
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it was decided to expand the theoretical framework of the present study,

in fact, provides support for the concept of self-actualization and its

reievance to an understanding of human motivation. This is particularly
interesting in that pregnant women face imminent life and possibly death,
the fundamental existentialist concerns, and it is thus not surprising

that existentialist theory contributes to an understanding of the present

issues.

ive consistency theory was recognised and alluded
to in the initial development of the theory (see pages 40, 51). However
arger part in the interpretation of the findings than
anticipated. It was thus decided to expand this aspect of the theory
in the discussion of results, by providing a more detailed review of
cognitive theories and their relevance to the present study. That this
became necessary indicates that the link between anxiety and paranatal
complications involves cognitive mediation at some point, and that the

study of the cognitive aspects of pregnancy may be a fruitful field for

further research.

7.34 Difference in Needs

The systems view of pregnancy propocsed in Chapter Two provides a

picture of the pregnant woman undergoing a fundamental psychological

reorganization in which change is inevitable. Her particularly vulnerable

psychological system may be strained beyond its adaptive capacity, leading

to emotional disorder, or it may successfully integrate the many changes
of pregnancy, leading to a more flexible and mature mode of coping with

the world.
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It was hypothesized that the offer of routine epidural block could
provide the pregnant woman with a means of reducing many of the anxiety-
provoking aspects of imminent childbirth, thus lessening the strain on
the system. This proposal is logically tenable on the assumption that
the woman needs to alleviate anxiety. Theory and empirical studies

confirm that people are motivated to reduce their general anxiety level

in the face of threat.

————However; this assumption must be more fully investigated since the —

hypothesis based upon it has been disconfirmed. It is necessary to

investigate whether other needs in the pregnant woman may supersede the

need to alleviate anxiety. The behaviour and questionnaire responses

of a sizeable number of women accepting routine epidural biock do

confirm the line of reasoning on which this study was based. That'is,
they accepted the offer, significantly more Group 1l subjects said it
reduced their anxiety level during pregnancy, perceived the experience
of normal childbirth as threatening (Ql6, section 2), felt it was
unnecessary to suffer labour if routine epidural block was available

(Q15, section 2), perceived their pain tolerance as low (Qll, section 2)

and felt unable to cope with normal childbirth (Ql4, section 2).

This indicates that it is not necessary to reject the basic line
of reasoning that pregnant women perceive labour as anxiety provoking,
are anxious about their ability to cope with it, choose to accept routine

epidural block as a means of reducing this anxiety, which they are

motivated to do. It rather implies the need to examine more closely

those who decline the offer, and where they depart from this sequence.

A combination of four factors 1s suggestive; that women in Group 2



115

declined the offer, more of them perceived normal childbirth as fulfill-
ing, felt they could cope with it and reported no effect of the cffer of
routine epidural block on their emotional state during pregnancy. The
fact that they declined the offer and reported it not affecting their
emotional state during pregnancy will be examined further. But, returning
to the question of needs, the perception of labour as fulfilling, and of
oneself as being able to cope with it, clearly suggests different needs

between subjects in Groups 1 and 2.

In terms of the systems view of pregnancy, one may readily conceive
that the pregnant woman whose system is being strained by the adaptive
demands of pregnancy is strongly motivated to ease this strain and maintain

the integrity of the system. However, the woman who is more easily inte-

grating these demands into her more flexible system is not experiencing

the fundamental threat of disintegration of the system, and at this point

one must consider what her primary motivation may be. A framework in

which to do this is provided by the motivational theory of Abraham Maslow

(1970).

7.35 Maslow's Theory of Needs

Maslow (1970) proposed a hierarchy of basic human needs. The

physiological neceds (e.g., food, sex) are the most fundamental, and are

the needs most frequently dealt with in motivation theory and human and

animal experiments. Maslow's theory is based on the idea that, when

one level of needs is sated, other higher levels of needs emerge and

press for satisfaction. Thus, once physiological needs are met, the

safety needs become prepotent,
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structure, freedom from chaos and anxiety. Thereafter what he termed

a . » are the motivations to

social and interpersonal relatiomships. Esteem needs are the next level

in the hierarchy, including the desire to gain the respect of others as

well as to have a stable, relatively high evaluation of oneself. Maslow's

highest category of basic needs is termed self-actualization, which he
conceives of as the need to fulfil one's potential, to become what one

is capable of becoming. The term was first coined by Goldstein (1939)

and has proliferated in humanistic and existential psychology (Maslow,

1970; Rogers, 1951; May, 1961).

In considering the general conception of anxiety presented in
Chapter Three, it is apparent that the theories of anxiety refer to

lower need levels. They are based on the physiological need to avoid

pain and are developed on the needs for safety, love and esteem. The

need for self-actualizationwhich motivates people to reach out for new

and challenging experiences, to grow, is not included.

Maslow regards this need as existing to s

ual, no matter which need level is prepotent at that time for that person.

hat in £ 1lowe the individual

And it is this motivation to growth that im

to develop from one level in the hierarchy to the next. A lower need

1 he next, high ne becomes pre-

is not completely satiated before the next,

]
o]
o]

potent, it is only largely fulfilled.

Considering anxiety again, the pregnant woman whose physiological,

love and esteem needs are largely fulfilled, is motivated primarily by

the self-actualizationneed in Maslow's view. Thus even when these lower
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needs are threatened, as in pregnancy, the relatively secure woman will

be able to cope with the anxiety generated and still be motivated by the

propotent drive to self-actualization,

rms of our systems theory of pregnancy, the woman whose system

In t

=

is relatively flexible and is not being dangerously strained by the

cy can cope with her heightened anxiety level

during gestation and behave in a way that she perceives as fulfilling her

Thus the primary motivational difference to be considered among the

subjects in the present study is between rgrowth seekers”, as Maslow

terms people with prepotent self-actualization needs, and ‘'security

seekers', as he terms those with any of the lower needs prepotent. In

terms of our framework, these would correspond to women perceiving no

catastrophic threat to their system and those who are dangerously

threatened.

7.36 Maslow's Theory and Data from the Present Study

In the present study this growth-oriented

of declining the offer of routine epidural block if the woman regards

tualizing.
e

= r
—aleuaLsL s

the experience of normal childbirth as sel

In analysing subjects' responses to Q4 and Q16 (section 2) of the

questionnaire, no difference is found in the subjects' evaluation of

the experience of labour under epidural anaesthesia, but a significant

difference is found among the groups in the evaluation of normal labour.

More subjects accepting routine epidural block regard normal labour as

unpleasant or unbearable, while all subjects but one who declined the
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offer rated normal labour as bearable or fulfilling. Unfortunately,
responses had to be collapsed into two categories rather than the four

offered, due to statistical demands, but one may examine the raw data

obtained (see pg. 102, number 2).

('ful-

H

t t
g a 'good’ response

that normal labour is fulfilling, and those regarding it as

bearable (see pg. 102, number 2(a). Subjects responding "fulfilling'

arded as those to whom the experience represents an opportunity

o £
o < LUk

g

for self-actualization as discussed above. Those responding 'bearable'

may be regarded as perceiving labour in terms of lower needs, but not

as a major threat to those needs. The theory must account for both

Thus, even in analysing only those responses classed as 'good'
in the statistical analysis, a significant difference is found among
the groups between subjects regarding labour as a potentially self-actual-

izing experience and those simply regarding it as a lesser threat to the

system, with which they can cope.

Inspecting item 2, pg. 102, it is apparent that the major differences

are between subjects accepting and declining routine epidural block, since

the expected frequencies differ a relatively large amount from the

observed frequencies, whereas for the control group the expected and

observed frequencies are fairly close.

. . . .. —— 4 [ ' -
Considering subjects in the bad' response category, one notes that

no subjects in Groups 2 and 4 responded that normal labour was 'unbearable',
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the extreme response, while three subjects in Group 1 aid so.

One may conclude that these differences in perception of normal

labour support the theory cof a difference in need level among subjects

accepting and declining routine epidural block. The majority of subjects

not offered epidural block see normal childbirth as potentially fulfilling,

while the remainder see it as a threatening experience but not a catastrophic

one. A similar pattern is found among subjects declining the offer. How-

ever, few subjects accepting the offer describe normal labour as fulfilling;

the majority regard it as threatening, and some regard it as unbearable,

i.e., a potentially catastrophic experience.

To summarize this far, interpretation of the main result is aided by

Haslow'sitheory of needs. The anxiety theory on which the hypothesis was

based concerned security-seeking motivation, while the concept of growth-

seeking motivation helps to explain why the motivational foundations of

the hypothesis were partly supported and partly invalidated.
The concept of self-actualization ht on the motivation

to decline the offer of routine epidural block for some of the women,

e motivation of some subjects to

A LV avat LULls

while the anxiety theory explains

accept it. However, the interpretation of the main results must also

take account of the less extreme cases

not follow the consistent patterns suggested so far, and must also

******* t £ aal result of no significant differences in anxiety

altlCouilL

level among the groups when tested,

To further investigate the role of needs in this interpretation

further features of the questionnaire and interview data are of some

significance.
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Needs in Accepting or Declining

Tk PN { ~
<

Continuing to apply Maslow's theory, women with physiological

needs prepotent would accept routine epidural block to avoid the over-

1.1

whelming physiological stimulation of child

birth. Th

safety needs would be motivated towards routine epidural block to avoid
the chaotic experience of labour by assuming some con
situation. However, it is unlikely that most women would be operatiqg
but ¥

UL

on a prepotent physiological or safety level,

of love and esteem needs. At this point the attitudes of husbands, mothers

idural block would play a sig-

n1
pPAasLas 2 <

and other important people towa
nificant role, as well as the woman's self-image, and her image of women

accepting the anaesthetic.

Remembering also that lower physiological and safety necds are in

fact threatened by childbirth, as discussed, and that lower needs still

operate even when higher needs are prepotent, it is likely that women

at this level will experience ambivalent motivations. The strength of

these conflicting drives will depend largely on the woman's perceptions

of the reactjons of important people in her 1ife, her own self~image

and the extent to which she perceives normal childbirth threatening

physiological and safety needs.

Houston et al. (1972) support this yiew by noting that the extent

to which a woman is apprehensive about physical injury is different

from her beliefs about the extent of the physical danger. That is, her

feelings are not solely determined by her cognitions regarding physical

danger. Thus it is suggested that ambivalent feelings result from many

different needs pressing for satisfaction and the woman's perceptions

of many important environmental factors.




as very threatening
physiologically, perceives herself as unlikely to cope (threat to safety
and self-esteem) and her husband as disapproving of routine epidural block
(threat to esteem need) she may choose to accept the offer and attempt
in other ways to retain her husband's respect by, for instance, trying
to persuade him to change his opinion. Alternately, if childbirth is

perceived as less threatening, she may attend antenatal classes in an

effort to perceive herself as more likely to be able to cope, decline

444444444444J3Ihhn2£L—bl9ek4aad4{#a&k%x}4ﬁ}Le4t94£ul£ilghef—pfeﬁeteﬁt—ﬂeedsffﬁf—self-k——————————f

esteem and her husband's respect by perceiving herself as brave and being

reinforced in this by her husband.

It ig apparent that there are many different ways for the woman to

resolve the conflicting demands of her needs. Her final behaviour and
attitude will depend on her unique circumstances, the extent to which

each of her needs in the hierarchy presses for satisfaction and the

extent to which each is threatened in the situation.

In considering self-actualizationneeds, Maslow proposed that this

drive to growth is present to some extent in each person, Thus eyven a

woman who perceives normal childbirth as a potentially self -actualizing
experience but is extremely threatened by the pain and feels she isu

uniikely to cope (i.e., for her, it is unlikely to be a self ~actualizing
experience) may accept routine epidural block. Alternately; a woman

perceiving normal labour as threatening who feels she will be able to
cope may decline the offer.

To sum up, the importance of considering the woman's need system

in assessing the effect of offering routine epidural block is apparent,
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and the main results of the present study may be more meaningfully

interpreted with the aid of Maslow's hierarchical theory of needs. The
factors of the pregnant woman's perceptions of labour with or without
the epidural tlock, her self -image and her prepotent needs are dealt
with in the questionnaire, and fuller discussion of the relative import-
ance and interplay of these factors will be found in discussion of the

questionnaire results. The theoretical discussion so far proposes the

view that women with prepotent physiological and safety needs would

Pt routine epidural block, the ‘'growth-seekers’ would decline the

anna
u\.bcll

anaesthetic and that most women would be operating on the intermediate

nee evels, and are likely to experience

ambivalence in considering the offer.

7.38 Intepration with the Systems View of the Psychology of Pregnancy

at once the decision is made,

integrated into the system. The theory being developed is thus that

a priori differences in needs, attitudes and environment exist among the

e

Pregnant women being studied, and that these influence the decision on

routine epidural block. This decision in turn affects the woman's sub-

sequent behaviour, attitudes and experiences, due to the interdependence

of components in a system.

In considering women with prepotent physiological and safety needs,

the picture that emerges is consistent with the clinical impressions of

the doctors offering routine epidural anaesthesia. That is, such women
accept the offer and are dramatically relieved by it. (In order to test



assessment of need an

epidural block is necessary.)

In considering the women with other needs prepotent, ambivalence is
indicated by the theory. Once the decision is made, theories of cogni-

tive change are relevant in understanding the subsequent changes in the

system.

7.39 Cognitive Change

Krech, Crutchfield and Ballachey (1962) give an overview of theories

of cognition, which fits in with the systems view of pregnancy. Key

concepts are as follows:

1, The cognitions of the individual are selectively organized,

This implies selective perception (Dearborn, DeWitt and Simon,

1958) and meaningful translation of external stimuli. 1In the

present study, different aspects of the offer of routine epidural

block would be perceived, and translated into terms that are

meaningful for the individual. This process 1is usually unconscious,

and distortion in translation is in line with the emotions and

wants of the individual (Pepitone, 1950).

rdance with the principles

- Yelolo)
avuww -

2. Cognitions develop into systems i

of learning and stimulus organization. The implication for the

present study is that past experience also influences the inte-

gration of the changes of pregnancy into the woman's system.

3. The properties of a cognition are influenced by the system of

which it is a part.
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4. Cognitive change is typically initiated by changes in the

individual's information and wants, The ambivalent woman in

the present study fulfils the requirements of certain needs in
making her decision, and cognitive change is likely to occur

as a means of satisfying the remaining needs.

5. Cognitive change is in part governed by the characteristics

of pre-existing cognitive systems; that is, the complexity

of the system, the extent to which its elements are harmonious

with one another, and the degree to which elements are inter-~

dependent.

The relevance of cognitive theory for the present study is that a

translated perception of external events enters the woman's system.
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needs and attitudes, and expectations of the future. Cognitive change

These theories propose that the individual is motivated to achieve

homeostasis in the cognitive system by optimising harmony among its

various elements. One would, therefore, propose that the woman would
decide on routine epidural block and subsequently change her attitudes

in a direction that promotes cognitive consistency among her needs,

opinions, emotions and behaviour.
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Particularly in the woman who feels ambivalent, cognitive consistency

theory would predict changes in the system that reinforce her decision.

For instance, women accepting routine epidural block may perceive normal

labour in even more threatening terms after the decision. Alternatively,

women declining the offer may perceive normal labour as less threatening

than before, or may reinforce their opinions of themselves as brave or

sensible by declining.

Since attitude theorists consider three componengs viz. affective,
cognitive and behavioural components (Allport, 1968), one would expect
changes in all or any of these areas. That is, the woman may become
less anxious (affective component), change her opinion of herself

(cognitive component) or attend antenatal classes (behavioural component).

Y
o
'’

Prenatal measures of adaptation. That is, women who had adapted to the

the pain during labour. In other words, emotional and cognitive factors

were related to behaviour.

It is necessary to bear in mind that characteristics of the pre-

existing cognitive system will affect the extent to which a harmonious

pattern of responses will occur. That is, some women may be able to

cope with more inconsistencies than other women, possibly by not
perceiving contradictory elements as incomnsistent, or by experiencing

less tension due to disharmony than other women.



7.4 INTEGRATION OF THEORY INTO AN INTERPRETATION
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The pregnant woman is involved in major reorganisation of her
system (Chapter Two) incorporating the many changes of pregnancy, and
experiencing heightened anxiety level (Chapter Three) due to the
increased vulnerability of her system, Perceptions of internal and

external events are integrated into the system in line with her past

experiences, present needs and attitudes, and expectations of the future.

Her perception of the offer of routine epidural block is similarly trans-

lated.

It is proposed that tne

operating is a major determinant of her decision to accept or decline

the offer. Maslow's
leads to a conception of the woman having

for assessing these needs, and

operating on lower need levels are strongly

motivated to reduce the anxiety which reflects the strain that the system

to pregnancy. This resolution may be accomplished

in different ways, depending on the prepotent need level and the woman's

epidural block, normal childbirth and herself.

For women offered routine epidural block, the decision to accept or

r in resolving conflicting needs.
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After the decision is made, it is integrated into the system. This

initiates attitudinal change in emotions, cognitions and

line with theories of cognitive consistency.

The net effect is to reduce internal tension to proportions with

which the system can copeé, by reinforcing the decision, Key factors
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are the woman's percept + .1 or

system to cope with anxiety.

Women operating on a prepotent need for self-actualization are

conceived of as xiety arising from the threat

of normal labour, and more able to cope with it in search of seclf-fulfilment

ose that such women will still be motivated

T 1 su
to reduce cognitive inconsistency and anxiety level, but would probably

lock in favour of what Maslow terms

e
(oW
[n]
n
[
ot

a 'peak experience’'.

Davenport-Slack and Boylan (1974) conclude that the "underlying

factor contributing to a positive childbirth experience appears to be the

woman's desire to be an active participant in her labour and delivery."

Thus the woman who declines routine epidural block to satisfy this desire

is in fact more likely to have a positive experience of childbirth and to

have had prior positive childbirth experiences if a multipara.

The main result of the present study is that the groups did not

differ significantly in anxiety jevel. In terms of the interpretation

suggested above, one may propose that the subjects in the different

groups found different ways of dealing with the adaptive demands of

pregnancy.

Women accepting routine epidural anaestnes ncorporated this

into their system adaptively, while those declining did not regard it as

a major factor, either before deciding (due to the need level on which

they were working) or after deciding (due to cognitive change) .

Different perceptions and expectations of normal labour may account



128

for this difference to some extent. For the multipara, her prior cxperi-

experience, while the information available to the primipara weculd be

r mother and other important women in her life. In

addition, self-image is an important variable since the woman's assessment

e with childbirth depends not only on her perception

of the event, but also of her coping capacity in the situation.
e frame-

Analysis of the questionnaire data will be undertaken in th

work of the interpretation developed this far.

7.5 INTERPRETATION OF QUESTIONNAIRE DATA

7.51 Parity Distributions

It is interesting to note that no significant difference in anxiety

level was found between primi- and multiparae. This indicates that a first

pregnancy is no more anxiety provoking than a subsequent pregnancy, and

cgupports the view that pregnancy involves major reorganization of the

system for all women.

However, the different distribution of primi- and multiparae in

Groups 1 and 2 is interesting. It seems worthwhile to consider this

difference as a suggestive factor even though it did not reach statistical

t few primiparae (four out of fifteen

CR. |

significance, since it ind
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offered) chose to accept routine epidural block. This is surprising in

view of the more pervasive e in lifestyle to be expected for primi-
parae, as well as the unknown nature of the experience of childbirth.
erview and written on the questionnaire indicate

that many women (primi- and multiparae) felt one should experience normal
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These comments implied that childbirth is recognised as a potentially

maturing experience by many women, is regardec¢ possibly as a test or

challenge of some sort (as discussed by Deutch, 1945; Kitzinger, 1975)
and that a prevalent social norm is that one should experience labour at
least once. In these terms it is understandable that curiosity, ox the
self-actualizing potential inherent in each individual, or the need to

conform might motivate primiparae to decline routine epidural block.

That many women do regard normal childbirth as potentially fulfilling,
even when they accept routine epidural block, is substantiated by the fact
that the overall majority of subjects regarded labour as "fulfilling'

in responding to Ql6 (section 2) (forty-six out of seventy-six),

One might surmise that the multipara, having undergene the experience,

is freed of the curiosity and social p nd is more likely to follow

her own inclinations when offered routine epidural block. 1f her past

unnecessarily painful or

experience of
nonself-actualizing, she would be inclined to accept the offer unless other

lternately if she had previously had a ‘\peak

(Maslow, 1968, 1970) during childbirth or increased her self-

experience'
esteem by coping well, she may be likely to decline it. That many women

do, in fact, have such 'peak experiences' during childbirth is substanti-

7.52 Attendance at Antenatal Classes

It is also interesting to note the distributions of women attending

antenatal classes (see page 78). All primiparae attended such classes,

whether accepting or declining routine epidural block. Among multiparae,



=
W
[

approximately two-thirds in Group 1 did not attend classes, while two-

thirds in Group 2 did attend classes.

The difference between primi- and multiparae was statistically

——significant, and supports the view that pregnancy doesinvolve more
T ; \ x s :

pervasive life change for the primipara, and more unknown factors,

multiparae attending
antenatal classes between Groups 1 and 2 is not statistically significant,

< & - 1. S D o
1L may bc regau.ucd as
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accepting routine epidural block felt the need to attend antenatal classes,

ggests that routine epidural block is per-
accepting it as satsifying the need which inclines
tend such classes. Since antenatal programs of many

different kinds, even the purely informative type, have been shown to

level during pregnancy (Biskind, 1958; Pleshette et al.,

1956; Klusman, 1975), one may suppose that they provide a means of anxiety

reduction for pregnant women. The fact that even programs which are

————————————— ) 2

purely informative fulfil this function may be understood in terms of

Janis's (1958) theory of anxiety.

In studying surgical patients, he found that those with either

particularly high or particularly low anxiéty

adapted with more difficulty postoperatively (Janis, 1958) than subjects

retation was that moderately

112

showing moderate levels of anxiety. His i

anxious subjects were impelled to seek information and do part of the

'work of worrying' preoperat vely, and were thus more able to cope with

T
w &%

the postoperative situation, High anxiety levels prevented subjects
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vented subjects from anticipating the postoperative experieénce rea
and preparing themselves for it adequately. A study by Levy and McGee

119N . - . L P ]
(15975) supports Janis's theory

Thus one might interpret the data on antenatal class attendance as
indicating that multiparae accepting routine epidural block were less

needful of the information-providing function of antenatal classes, as well

i ! : t nversely, a

larger proportion of multiparae declining the offer were inclined to make

use of the anxiety-reducing features of antenatal preparation, even though

they had previously experienced childbirth. Primiparae, who had no experi-

ence of normal childbirth or epidural block, were more in need of information

and anxiety-reduction opportunities.

It is interesting, in the light of Janis's theory, to note that
the highest anxiety scores among all subjects were from subjects in

Group 1 (see Figure 6.1) while the iowest were from subjects in Group 2.

That is, the most highly anxious subjects in the sample accepted routine

epidural block (anxiety scores far higher than any in Groups 2 and 4),

supporting the view that the need for anxiety reduction may motivate

some subjects to accept the offer; the subjects with the lowest anxiety

scores declined the offer, indicating that they experienced no need of

the anxiety-reducing features of routine epidural block (whether this was

due to defensive denial or not).
It is also noteworthy that accepting routine epidural block as a

means of anxiety reduction places the responsibility upon the doctor,
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woman's responsibility for her own behaviour in labour. In Maslow's
terms, people with a greater need for self-actualization accept responsi-

bility for themselves to a greater extent.

7.53 Prior Experience of Epidural Anaesthesia

There was no difference in the distribution of women who had
previously experienced epidural anaesthesia, between subjects who were

of fered routine epidural block and those who were not offered. However,

in considering only those who were offered, all the women with prior

experience of the anaesthetic accepted the offer.

Epidural anaesthesia is employed in normal obstetric practice where

medically indicated, so the fact that some women had previously experi-

enced it is not surprising.

That all the women with such prior experience accepted the offer

indicates that they found it effective and safe.

7.54 Section 2 of the Questionnaire

7.541 Preliminary analysis: parity differences

In this section, significant differences between primi- and multiparae

were found on Q12 (social image of the woman choosing routine epidural

block) and Ql5 (necessity of suffering normal labour if routine epidural

block is available). Although the tables by Wilkinson (1950) indicate

the high probability that these significant differences were due to

chance, it is interesting to note the pattern indicated by these responses.
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he women indicated a favourable image. This supports the view

rev i
prevalent cultural norm is less favourable to primiparae choosing routine

1 2 ~F
i

epid indi i
pidural block, but also indicates that the general social opinion ©
WO i i

men choosing the anaesthetic is not unfavourable. This interpretation
is reinforced by the fact that no significant diffe

between Groups 1 and 2 for either primi- or multiparae, that is, parity

seem 1 i t fact i 1
s to be a more important ractor 1in this case ¢

subjects chose routine epidural block.

Responses to Q15 partly support the above view, with a majority of

primiparae indicating that it is necessary to suffer normal labour even
if routine epidural block is available, while the majority of multiparae

responded in the opposite direction. However, in this case the parity

factor is confounded by the fact that most primiparae declined routine
epidural block, and a signficant difference between women accepting

and declining was found for both primi- and multiparae.

+ing the offer felt it was unnecessary to suffer

normal labour, while the majority who declined felt it was necessary.

terpreting this finding it is likely that this sharply polarized

A

response indicates not only prior attitudinal differences between women who

accept and those who decline, but the effect of cognitive change in line

with consistency theory after the decision is made. This is particularly

true for subjects accepting the anaesthetic, since it would be very

difficult to reconcile one's behaviour with the opinion that it is

necessary to suffer normal labour. For those declining, however, such
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teconciliation is possible by feeling that it is unnecessary to suffer normal

labour but it is desirable in terms of the self-actualizing potential of

For the other items in this section, in which no significant differences
wvere found between primi- and multiparae, this lack of difference requires
interpretation, since it indicates that parity is not an important factor

in perceiving epidural anaesthesia, normal labour nor its effect on other

aspects of the woman's 1life.

In considering questions relating to epidﬁral anaesthesia, one may

assume that it indicates that wh 1

has been fairly uniform and has been confirmed by the experiences of women

who have already un e ch with ur

For questions relating to normal labour and its effects, one may
interpret that the data indicate that other factors are more important

than parity per se. Since primiparae base their perceptions on information
from divergent sources, and multiparae have had different experiences

of childbirth, one would expect the variety of perceptions to be balanced

in any sample of primiparae or multiparae. That is, parity itself is

likely to influence perceptions less than the women's own prior experiences

or those of their mothers and/or friends. One must bear in mind also that

the statistical procedures are designed to reduce type 1 errors, rather
nificant difference

than type 2 errors (Ferguson, 1966), and thus a nonsigni

has a higher probability of being due to chance alone than a significant

difference.

7.542 Group differences

Questions yielding significant differences among th grqups wgrg Q5
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(painfulness of administration of the epidural block), Q16 (the experience

of normal labour), Q15 (necessity of suffering normal labour when routine

epidural block is available), Q7 (the influence of the mother's experience

of labour on her baby), Qll (pain tolerance), and Ql4 (ability to cope with

normal labour).

Q15 has been discussed in the preceding section, since significant

parity differences were also observed.

Q5 indicates that a greater proportion of women declining the offer
rated the administration of epidural block as 'more painful® than women

accepting. This would, in fact, appear to be a significant factor for

some of the women in Group 2, who indicated on the questionnaire or in the

interview that a fear of injections was their major reason for refusing

routine epidural block. For such women this fear of the administration

of epidural anaesthesia superseded their fear of the pain of normal child-

birth, and is partly irrational in that women undergoing normal labour

are fairly likely to receive other injections of analgesic drugs, and

the administration involves only one injection. However, it would appear

that these women could not bring themselves actively to choose to undergo

the injection of epidural anaesthesia, possibly in the hope that they

could avoid any other injections. In some of these cases, it is likely
that the woman's anxiety level would be increased by accepting routine
epidural block, since the strong fear of the inevitable self-chosen injection

indicates a possible neurotic anxiety in this regard, and choosing it would

occasion cognitive inconsistency.

On the whole, the subjects rated painfulness of administration of

epidural block as 'less painful'. The one subject accepting the anaesthetic
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who rated the administration thereof in the 'more painful' direction rated

normal labour as even more painful than the administration of the anaesthetic.

Q7 and Q13, dealing with the perceived influence of the mother's
experience of labour on her baby and on the rest of her life, bear com—
parison. For both items, the majority of subjects responded ‘much
influence'. However, no significant difference was found among the groups

in perceiving the influence on the rest of her life, while a significant

difference was found in perceiving the influence on her baby.

Of women in Group 1, more subjects than expected responded 'much —— —

influence', while more subjects than expected in Group 2 responded 'little

influence'. 1In interpreting these reéults, it is obviously useful to know

what type of influence the subjects had in mind.

) From additional comments provided by subjects responding 'more

routine epidural block

influence', it appears that many women

regard a bad experience of normal labour as detrimental to their subse-

quent relationship w due to resentment, while women

declining the offer largely felt that experiencing the pain of labour
e of the infant, particularly if they had

might make them more appreciativ
a 'peak experience' during labour. The observed and expected frequencies
of control subjects responding ‘much influence' were fairly close.

These comments support the previous theory that 'security-seekers'

are more likely to accept, and tgrowth-seekers' more iikely to decline

and that they perceive subsequent events in

routine epidural block,
different terms.

Some subjects may have been referring only to the mother's physical
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In future research, a more thorough investigation of this factor

13 t N . . » .
used in the present

study dealt only with how much influence, and questions on what kind of

s aby, are necessary for

fuller understanding of the issue.

Ql6, the experience of normal labour, has been discussed previously

pports the motivational theory developed. One inter-

esting factor is that the pattern of responses in the control group is

similar to that of the group declining routine epidural block, rather

than an intermediate pattern between Groups 1 and 2. That is, more sub-

jects than expected in the control group regarded normal labour as a

'good' rather than a 'bad' experience.

One may interpret this finding largely in the light

consistency theory developed earlier. That is, the security seekers who

~F »m
or 1

accept routine epidural block due to their perception

as threatening, subsequently reinforce their decision by maintaining or

iy sha docline the

women wne cecrllilie Ll

even reinforcing this perception. Ambivalen

anaesthetic resolve their ambivalence partly by cognitive change in the

direction of perceiving normal la

ing. Control subjects who are not offered routine epidural block similarly

must come to terms with the imevitability of experiencing normal labour

and may do this partly through cognitive change in the same direction.

At this point it is informative to assess the responses to Q2,

ness of normal labour. No

Q3 and Q6 dealing with the safety and painful
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significant differences among the groups were found in rating the painful-

ness of normal labour nor its degree of safety for mother or baby. Most

subjects rated normal labour as 'more painful » 'safe for the baby' and

'safe for the mother'.

In terms of the preceding theory one might expect differences in

rating these important facets of labour, in the same direction as those
d

for Q16 in rating the experience of labour. However, the lack of

foun
such significant differences may be integrated into the theory in the

following way.

Firstly, these factors do not allow rating of the self-actualizing
potential of normal labour, as Ql6 doeé. This supports the proposed view
that the degree to which the self-actualization needs of the individual
Press for satisfaction is an important determinant of the pregnant woman's

pPerception 6f normal labour and her decision regarding routine epidural

block.

In addition, these findings support the view that the objective

and safety of normal labour are translated into

an attitude towards the experience in line with cognitive consistency

theory, that is, in line with the woman's needs, attitudes and behaviour,

The large majority of women concurred in rating labour under epidural

anaesthesia as painless, and safe for mother and baby; and in rating normal

labour as painful, and safe for mother and baby.

Consideration of the women's perceptions of their own pain tolerance

and ability to cope with normal labour (Q11 and Ql4) reveals a highly

significant difference among the groups. A larger proportion of subjects
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accepting the anaesthetic describe themselves as having low pain tolerance
and feel that thev woitld cnno nanrTs

those declining or not offered routine epidural block. The significance
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of these differencea fall

Studies by Hall and Stride (1954) and Conn (1961) haye shown that
more anxious individuals have a lower pain tolerance than Tess aniious

People,and a recent work by Klusman (1975) concludes that pain perception

is enhanced by high anxiety. One might then interpret that more anxious

subjects have probably discovered that they have a fairly low pain toler-

ance in the past and have built up a self-perception of themselves as

having low pain tolerance. Normal labour would then present a particularly

threatening situation for such women, and they would be more inclined to

accept routine epidural block.

Once again, this decision is likely to be followed by cognitive

change which would reinforce the self-perceptionand decision.

Cognitive rehearsal has been shown by Folkins et al. (1968) and
Egbert et al. (1964) to be an effective means of increasing pain tolerance,
and the cognitive change of subjects declining the anaesthetic is likely

to include cognitive rehearsal, and thus, in fact, increase pain tolerance

dufing labour. Clarr and Bindra (1956) also concluded that the affective

labour not only reduces cognitive inconsistency and

but is, in fact, an effective anticipatory mechanism for coping with pain.

appraisal of the threat of pain.
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As discussed previously, the cognitive consistency theory would explain

the similar patterns found in Groups 2 an

analysed two at a time (see pg. 94) significant differences were found

between Group 1 and both other groups, but not between G

control group, indicating that the most meaningful way of interpreting this
item is to compare subjects accepting routine epidural ¢ with

subjects, who anticipate undergoing normal labour.

Ratings of epidural block and normal labour are relatively objective

assessments, while perception of one's own pain tolerance is more related

to self -image and past experience. One's overall assessment of one's

ability to cope with normal labour relates directly to these two factors.

A significant difference among the groups in rating their own perceived
ability to cope with normal labour is found, with a high proportion of

subjects in Group 1 perceiving themselves as likely to cope poorly. Few

subjects in the other two groups perceived themselves in this way, and once

again the control group shows a similar pattern to the group declining

the anaesthetic.

It is interesting that no subjects declining routine epidural block

felt they were likely to cope poorly, whereas some in the control group

did feel this. This is understandable, since women actively declining

the offer are likely to experience more cognitive change in assessing
their ability to cope than those who have no choice.

Since this assessment must tion of the situation
! -
and of one's own pain tolerance, it becomes clear that the woman's self

Admase Lo an  a<bas 1. contributing far more to an
~“lage 18 an extremely &

understanding of the results than the more objective assessments of



childbirth. This finding supports the proposed theoretical model which

concerned; their husbands, antenatal therap

have different attitudes and needs in the situation.

=== The final question, Q9, deals with the cost of epidural block, which

was rated as expensive by all subjects except two, who were both in Group 1.
This finding supports the assumption that subjects were all of a relatively

high socio-economic status and that financial concerns were unlikely to be

a major factor in deciding on routine epidural block.

In summary, the results are explicable in terms of the theory presented
Previously. It was found that the items which discriminated among the
groups were those relating UDself—perceptioﬁrather than perceptions of the
external events of labour and epidural block, indicating the important role
of needs and attitudes in deciding to accept or decline routine epidural

block. Support was also found for the theoretical application of cognitive

theory to an interpretation of the results.

7.55 Section 3 of the Questionnaire

No items in this section yielded significant differences between primi-
and multiparae.

Most items dealing with possibly psychosomatic symptoms of pregnancy
These items included

revealed no sign nt differences among the groups.

those dealing with headaches, constipation and diarrhea, dizziness and
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fainting spells, weight gain, assessment of general health, palpitations,

I S S - PR e S
tiredness and sleeping problems.

Q8, dealing with nausea, was the only item of this group to indicate

significant differences among the groups, with far fewer subjects in

Group 1 reporting frequent nausea than those in Groups 2 and 4.

Since nausea in pregnancy is a consistently important factor in other

interpreted as indirect evidence that accepting the offer of routine

ty level during pregnancy, since responses

included in the 'frequent' category dealt with nausea experienced 'most

the tinfrequent' category dealt with no nausea

Physiological changes are associated with

nausea in late pregnancy is more generally

regarded as psychogenic (Uddenberg et al., 1971) and has been shown to

be significantly associated with unmarried status and negative attitudes

to pregnancy. Although this interpretation is tenuous, it is suggestive.

Items 7 and 11 were intended to be exploratory projective items,

since projective measures have proved useful in studying attitudes and

~_ - £
e e found

feelings during pregnancy. However, no significant differences wer

among the groups on these items.

Self-report of anxiety, according to McDonald (1968) is the most

discriminating behavioural measure for presaging complications. No
significant differences were found among the groups on Q12 and Q13, which
were self-reports of emotional state during pregnancy and 'normally".

This reflects the main finding of no significant differences on the IPAT

anxiety scale.
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It is interesting, however, that the majority of subjects report
their emotional state during pregnancy as ‘anxious', and normally as

' :
calm'. This supports the widely-accepted view of heightened anxiety

block on emotional state during pregnancy, which is the main concern of
the present study. A significant difference between Groups
found, which was well within the required 57 confidence interval (Fisher

exact probability .004).

No subjects declining the offer reported lessened anxiety level,
while one-third of those accepting the offer felt it reduced their anxiety
level. .The majority of subjects not reporting lessened anxiefy level
indicated that the offer had no effect on their emotional state (see
discussion, pz. 109). This finding supports the proposed theoretical
view that the offer of routine epidural block does reduce anxiety level
for women who accept it, for reasons which are allied to their need to
accept it. That is, it is probable that many of the more anxious women

accept routine epidural block, which then reduces their anxiety level during

Pregnancy, and helps to explain why no significant difference in anxiety

level among the groups was found in the present study.

One may also understand that other squects of low or moderate anxiety
level in Group i; particularly multiparae with more than one previous
successful experience of childbirth, would be less threatened by labour,
feel they had already 'proved' themselves and had experienced childbirth,

might take a more pragmatic and less emotionally charged attitude to
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’ €r and report that it no effect

on their emotional state during pregnancy.

Three multiparae in Group 1 reported an increase in anxiety level
dne tn +ha ~AFf€ 121 . .1 a . - A 2o e P, - - -
toc the off ile no supjects in Group Z did so. Although further

analysis of this item by recollapsing the scoring categories into 'more

P S

Provoking.

The fact that no subjects who declined the offer reported increased
anxiety due to being faced with the decision is understandable in terms

of the theory and the data on when the decision was taken.

Theoretically, one may conceive that ambivalent women who accepted
the offer were motivated by lower needs which were stronger (i.e., less

sated) than those of ambivalent women who declined, even though both

groups were operating at a higher prepotent need level. Maslow (1968,

1970) stated that fulfilment of a higher need is preferred to fulfilment

of a lower one by people who have experienced both. Thus ambivalent

o

women who fulfil their lower needs by accepting routine epidural block

may feel more anxious, having previously experienced fulfilment of prepotent

higher needs, than ambivalent women who fulfil higher needs by declining

the anaesthetic.

™Nn_a _ I at 1 _ .. ).
vdta on tne gecisaiovun maxiil

Subjects were divided into those who reported finally deciding bgfore and



145

after six months of pregnancy (see pg. 103).

Subjects who accepted the offer generally made their decision later
in pregnancy, which indicates that the decision was harder to make, and
was made as childbirth became imminent. This is when the threat to lower

needs becomes evident even to women who may defensively deny or repress it

in early pregnancy.

It is also tenable that the less ambivalent subjects in Group 1 were

those who decided before six months, and these would include the highly

anxious subjects operating on lower need levels as well as the least

The majority of subjects declining the offer decided earlier, suggest-

ing that the decision was easier to make and explaining why most of them

reported it not affecting their emotional state during pregnancy. In

addition, in terms of Janis's theory, this behaviour would allow more time
to”’prepare constructively for the experience by attending antenatal classes,

effecting cognitive change and doing 'the work of worry' well in advance.

As discussed above for subjects in Group 1, it is probably the few

most ambivalent women in Group 2 who decided later. This is supported by

the comments of the late-deciders in Group 2 in the after-test interview,

both of whom expressed that they still felt a bit tentative about their

decision. None of the many late-deciders in Group 1 expressed such feelings,

supporting the idea that as childbirth becomes imminent the threatened lower
needs press more urgently for satisfaction,

The final item in section 3 offered a choice of opinions on the use

~ N . < - R o a . o . fa\
Or routine epidural anaesthesia. ©Since no women checked response {d),
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every woman should have an epidural", this was omitted from the

statistical analysis (see pg. 98). No significant differences were
found between the groups on this item, with the majority of subjects in
both groups responding that "every woman should be offered an epidural.
Most of the remaining subjects felt that "the doctor should decide who
should be offered an epidural", while the smallest number of subjects

responded that "the doctor should decide who must have an epidural".

The majority of women were thus in favour of being offered routine

epidural block, whether or not they accepted it. This ties inwith- the ———

finding that a significant proportion of those accepting the offer felt

it reduced their anxiety level, while mbst other women in both groups

reported no effect on their emotional state. Even among women who felt

that the doctor should exercise some discretion, most felt it should be

limited to deciding who should be offered routine epidural block rather

than who should have it.

7.56 Section 4 of the Questionnaire

Although this section was found to be unsuitable for statistical

analysis, one general observation is noteworthy.

In considering column 1 (subject perceiving the person mentioned

as being in favour of her having routiné epidural block) and column 2

(subject perceivi he person mentioned as being against her having
routine epidural block), subjects gave most responses in the category

eir decision. Whether this indicated behavioural con-

formity with the attitudes of important people in the enviromment, selective

many subjects did not complete the section fully) or
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ion which reinforced the subject's decision, is unclear. The

Proposed theory would suggest that it is a combination of these factors

cognitive consistency aspects of the theory.

7.6 GROUP 3: 'UNDECIDED SUBJECTS

This group was omitted from the statistical analysis owing to the

small number of subjects qualifying for inclusion (four) who were encountered

o L Vi LTotaiilge

Thus most women who were offered routine epidural block had made a

decision by the time of testing, which was within three weeks of due date,

at which time labour might begin at any moment.

Considering the total IPAT anxiety scores of the few undecided women

it is noteworthy that one scored forty-six, an exceptionally high score,
and one scored six, the lowest score obtained by any subject in the sample.

The other two scores of thirty-one and thirty-two were average for the

sample.

Such'extreme scores in such a small sample are interesting in the
light of Janis's (1958) theory, which would regard the high score of
forty-six as indicating debilitating anxiety, while the low score of six

would indicate a defensive denial or repression of anxiety.

This interpretation is partly borne out by the fact that subject C
(anxiety score six) was the only subject in this group who did not attend

antenatal classes, i.e., did not seek information, and scored most anxiety-

points on items dealing with covert rather than overt anxiety on the IPAT

scale.
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i i s articularly those

yielding significant differences among the groups, all the undecided
subjects rated mormal labour as 'fulfilling' and labour with epidural block
as 'bearable'. In terms of prior discussion, these subjects regarded normal

childbirth as a potentiallyself~actualizing experience.

then, propose that the source of ambivalence would be the

conflict between the self-actualizing needs and lower needs.

jety subject, rated normal labour as unbearably
painful, labour with epidural block as painless, her own pain tolerance as

low and felt she would cope poorly with normal labour. This is the general

pattern for subjects accepting routine epidural block and this subject did

subsequently decide to accept the offer.

The other subjects in this group all rated their own pain tolerance

as low, but felt they could cope adequately with normal labour, and it

may be this inconsistency that reveals their ambivalence. None of these

subjects subsequently had epidural block in labour.

s found in the IPAT

— -y

No consistent revealing pattern of responses W

or questionnaire responses of this group of supjects, and they were unable

~terview. Three of the subjects

+a
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to be contacted subsequently for further i

were tested twenty-one, twenty and nineteen days before due date and may

have made a decision if tested later, but many subjects in the other groups

were also tested at this stage of pregnancy, and had made a decision. One
d

ays before her due date, so the undecided

d four

undecided subject was

teste
subjects were not simply tested at an earlier stage than others.

Thus it is not possible to draw any general conclusions about Group 3



subjects, and further investigation of undecided subjects is indicate

in future research.

7.7 SUMMARY OF DISCUSSION

The major hypothesis of the study predicted a difference in anxiety

level in late pregnancy among women accepting, those declining, those
undecided and those not offered routine epidural block in labour. No

such difference was found.

The findings seemed to be an acceptable reflection of the sample
tested, and are likely to be generalizable to a comparably limited
Population.

The hypothesis was based on the literature connecting anxiety level
in pregnancy to paranatal complications, a systems view of the psychology

of pregnancy, an integrated general theory of anxiety and a proposed

theoretical view of the effect of an offer of routine epidural block on

anxiety level in pregnancy.

The hypothesis was partially supported by the questionnaire responses

e 2 o mmaen sl o~
dlld 4L dppearcu tiiiaiL a
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conception of the effect of offering routine epidural block to pregnant

A more complex theoretical view was developed in interpreting the
findings, which was consistent with the systems view of the psychology

of pregnancy, the proposed anxiety theory and the data obtained.

The major theoretical additions were a consideration of needs, in

terms of Maslow's (1970) hierarchical theory, and the further application
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of theories of cognition, particularly theories of cognitive consistency.

The anxiety theory on which the hypothesis was based referred to
lower need levels in terms of Maslow's (1970) hierarchical structure,

and the concept of higher self-actualization needs was fruitful in inter-

Preting the data.

1t is proposed that the prepotent need level of the woman offered

Toutine epidural block determines whether or not she accepts the offer.

The anxiety-provoking features of imminent labour tﬁreaten lower
needs and ‘'security-seeking' women are likely to accept the offer. These
'86curity—seeking' women are conceptualized, in terms of the systems view
of pregngncy, as those whose psychological systems are being severely
Strained by the adaptive demands of pregnancy and they are thus strongly
motivated to maintain the integrity of the system.

'"Growth-seeking' women are conceptualized as having a more flexible

system which is integrating the changes of pregnancy adaptively. Their

Primary motivation is self-fulfilment, and labour is a potentially self-
actualizing, rather than disastrous, experience for these women. Hence,
although they also experience heightened anxiety level during pregnancy,
it is 'facilitating', rather than 'debilitating' anxiety, and contributes

to an adaptive re-organization of the system during pregnancy.

Most women are conceived of as operating on the intermediate prepotent
need levels, and experience conflict in trying to satisfy threatened lower

needs, prepotent love and esteem needs, and the growth needs.
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This conflict may be resolved in many different ways, and the unique
way in which each woman does so depends on her particulaf envirommental

and emotional circumstances, her perceptions, attitudes, personality and

need system.,

For women offered routine epidurai block, deciding to accept or

derlina +
=<lalilie ¢

it is also integrated into the system.

Since all components of a system are interdependent, this decision

affects other components in being incorporated into the system.

It is proposed that once the decision is made, cognitive change

the woman's attitudes, perceptions,
feelingg and behaviour. These tend to change in a direction that reinforces

the woman's decigion.

Optimal harmony in the system means that "the threat that the
individual's psychological system is inadequatebto organize, predict and
respond aﬁpropriately to the environment" (Chapter Three) is reduced,

that is, anxiety is reduced by adaptive changes in the system.

Interpreting the main findings of no difference in anxiety level

among the groups in the framework of this theory, all subjects cope with

the demands of pregnancy differently, in whichever way leads to optimal

harmony in the system. For women who are offered routine epidural block,

the offer is perceived, accepted or declined, and integrated into the system

in a way that is optimally harmonious with needs, attitudes and experiences.

Thus an a_priori difference is proposed between women who accept and those

who decline, as well as a difference in the manner in which they integrate
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the offer into the system. The net result is no difference in anxiety
level among the groups, since all women have coped with the heightened

anxiety level in pregnancy in different ways, using the resources at their

—————disposal. Routine epidural block is regarded as one resource, which may

be used by women to whom it is offered in different ways.

For all women, sources of aniiety remain, since not all needs can
fully met in resolving the situation optimaiiyf For women choosing
routine epidural block there is the possibility of being unable to have
hetic for some unavoidable reason, for other women the threat

of pain is still operative, and for all women fears for the safety of the

The aim of the questionnaire was to aid in interpreting the main
results and to indicate directions for further research. Support for

the proposed theory was provided by questionnaire responses.

The majority of subjects rated the experience of normal labour as

‘fulfilling', supporting the view that self-actualization needs are relevant

[ 3R 3

to the present issues, and group differences on this item indicated that

need level is a consideration in whether or not women accept routine
epidural block.

The groups did not differ in their evaluations of normal labour or

labour with epidural block, but differed significantly in their assessments
of their own pain tolerance and ability to cope with normal labour. This

provided some support for the idea that external events are translated

PN DY I 1 t the

3 e nd indicate
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before being integrated into the cognitive system, a a

woman's self-perception is a more important predictive variable than her
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relatively objective evaluations of external factors,

Support for the inclusion of cognitive consistency theory was
indicated in group differences on certain items and in the similarities

found in the responses of subjects declining the offer and control

subjects.

Conclusions, implications of the interpretation and directions for

c.--l— Py — - 4 e _ . a
further research are discussed in t
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level. This conclusion is generalizable only to a comparable group 6f

white, middle-to-high socio-economic status, well~educated, married

women.

The limited generalizability of the findings is important, since it

have yielded different results. It may still be fruitful for further

research to be conducted on a

Pregnant women, particularly if changes in the experimental design are

made which take cognisance of the proposed interpretation of the results.

This interpretation suggests that need levels prior to the offer of
routine epidural block are an essential consideration, as well as anxiety
level, and that changes in anxiety level over the period of pregnancy

are more germane to the issue than simply anxiety level in the final

stages of pregnancy.

8.12 Subsidiary Data

Analysis of the questionnaire data leads to the furt

that the woman's self-image is an important variable in predicting whether

or not she will accept routine epidural block. Aspec

154
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i indi woman's .perceptions of her own

pain tolerance and her ability to cope with labour,

In addition, the relative importance of the woman's perception of
th OV -~ - £ S - - - ) e - - < . — . ~
che erience of normal labour, rather than her opinions of its painful-
ness and safety, lead to the conclusion that a holistic approach to the

focusses on the woman rather than external

factors,
8.21 Offorine Danbima Patdusal Blanl
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The aim of the present study was to provide some empirical data
relevant to the current controversy on routine epidural block in cﬁildbirth.
The medical assessment of the procedure presented in Chapter Four showed the
complexity of the issue, and the present study focussed on the psychological

implications of offering routine epidural block to pregnant women.

The findings do not conclusively support the views of either pro-
Ponents or opponents of routine use of the procedure, but the proposed

interpretation aids in understanding the issue and has implications for

its constructive application.

Since approximately half the women who were offered routine epidural

block accepted and half declined the offer over the period of testing,

one may conclude that routine epidural block is degirable to some women
and not to others.

This implies that it is valuable to offer it to pregnant women, SO

that those who desire may accept, but that routine epidural anaesthesia
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should not be imposed on women who wish to decline the offer, Doing so

could deprive these women of a peak experience and deny them the oppor-

tunity to mature in adapting to the demands of pregnancy.

On the other hand, making routine

who desire it may be beneficial in reducing psychiatric problems of

Pregnancy. This follows from the conception tha

One may conclude then that it is advisable to offer routine epi-

dural block to pregnant women, but that this should be done with caution

at the present stage of knowledge.

At the very least, doctors making the offer to all their patients

(unless medically contraindicated) should discuss the issue fully with

the woman concerned. Pleshette et al. (1956), in a broad study of pregnant

women, similarly concluded that "the medication and anaesthetics available,

with the indications for their use, should be discussed with the patient"

This may most conveniently be done by preparing a small pamphlet
In this way,

(pg‘ 445) L
and subsequently discussing questions raised by the patient.

the decision making may be aided and ambivalence reduced, particularly if

the doctor is sensitive enough to be able to reinforce the decision the
pPatient wishes to make, whether in favour or against the procedure.

Alternately, if the doctor is able to have a preliminary discussion
. | the lines indicated in



187
Fay

Chapter Seven, he may prefer to use his own discretion in deciding which

patients might benefit from the offer and discuss it only with these

Patients and with those who specifically request it,
The 'caution' required obviously demands of the doctor both time

and patient would probably be derived from bringing the psychologist

into the picture, who would work in conjunction with the doctor. This

suggestion is further discussed below.

8.22 A Team Approach to Antenatal Care

As presented in this study, childbirth is not only a medical concern,

but a normal maturational crisis for women, It is a psychosomatic situa~

tion par excellence with psychogenic factors being implicated in medical

complications. In view of this interrelationship of physical and psycho-

logical aspects of pregnancy, an alliance of the medical and psychological

professions is indicated in working with pregnant women.

tha natdamta 2~ damd I 4 dactnr ich natients
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may benefit from being offered routine epidural block. The feelings

with psycho-

and ambivalences inh 1 1 th

The doctor has

therapeutically, thereby optimizing their resolution.

little time or training for this function, which is best dealt with by

a trained psychologist, leaving the doctor free to concentrate on medical
care,

Most women could probably benefit from minimal psychological care,
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since the literature indicates that they are particularly amenable to

psychotherapy during pregnancy. Change during pregnancy is inevitable,

motivation to cope with it is strong and the system is undergoing major

reorganization in any event. Thus it is likely that even minimal psycho-

therapeutic intervention during pregnancy-may be effective and beneficial

to the woman, and aid the adaptive reorganization of her system. A recent

study by Pines (1972) supports this view.

Since the issue of routine epidural block is complex, such medical-
psychological teamwork is indica g optimal use of the procedure.

Aside from the immediate issue of routine epidural block, it is pro-

posed that a team approach to antenatal care in general would be advan-

tageous.
Psychogenic factors are implicated in conditions such as hyperemis
gravidum, toxaemia of pregnancy, excessive weight gain, psychosomatic

symptoms during gestation, a history of spontaneous abortion, etc., and

these are medically at risk. ‘Referral of such women

to a psychologist may reduce the incidence or severity of these conditions

nd hence improve the outcome of these pregnancies.

Psychological help in preparing women emotionally for childbirth

who are more ¢

would also provide the doctor with patients

less demanding during labour, and maximize the opportunity for the woman

Hh
Q
e
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herself to have a positive experience o

Participation in a programme of antenatal care would provide the
t incipient emotional illness,

psychologist with the opportunity to trea
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refer patients who are psychiatrically at risk for further treatment and

promote psychological growth in mothers-to-be.

To sum up, a medical-psychological team approach to antenatal care

would best cope with the medical and emotional needs of the pregn

ant

woman, reduce the risk of psychosomatic and psychiatric complications of

the

childbirth, facilitate the work of the obstetrician and maximize

opportunity for childbirth to be a maturing experience for the woman.

8.23 Community Mental Health

the community. Aside from the issues discussed above, pregnancy provides

A first pregnancy, particularly, affects marital relationships,

and may be a destructive or strengthening turning point in a marriage.

Impending parenthood is an important event for both husband and wife,

and the woman's increased need for support during pregnancy, particularly

from her husband, makes a harmonious marital relationship during pregnancy

even more important.

factor is supported by a recent study by

Henneborn and Cogan (1975) who found that wives whose husbands attended

gnificantly lower probabil-

ty of receiving medication. These husbands and wives also reported more

oS

about the total birth experience. Wenner et al. (1969)

also highlight the importance‘of harmonious supportive marital relation-

ships during pregnancye.
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guidance. Psychological help in stimulating self-and interpersonal

awareness, and in resolving the normal P

Pregnancy is also the starting point of parent-child relationships,
and, as such, is the starting point for preventive parent-child care.

Particularly for a first pregnancy, the couple face the imminent problems

of childrearing.

Childrearing practices are largely influenced by macro-enviromnmental

norms and the parents' own childhood experiences. The psychologist can

Promote good parenting by providing up-to-date information on childrearing,
specific information on the developmental needs of children, and various

ways of handling these, as well as by stimulating self-awareness in the parents-

to-be and an awareness of interpersonal processes. Thus in making use of

Pregnancy as an opportunity for preventive parent-child care, the psychologist

may promote family harmony before problems have arisen and parents have become
defensive.

In short, pregnancy is a period of change for women and their husbands,

health may be served

ing this opportunity for preventive psychological care, particularly

g the foundations for good parent-child relation-

in marital guidance and layin
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8-24 Pragf,i(‘21 Acgnects of an Antenatral Team Annyasch
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In developing the concept of an antenatal team, it is proposed that
the medical and psychological professions form an alliance in treating

Pregnant women, and make use of other community resources.

Pregnant women consulting an obstetrician might be introduced to a

Psychologist at the same time, who would work in njun
doctor and be available to the women when desired. 1In considering pro-
cedures such as routine epidural block, a joint decision on who might

benefit from such an offer could be made, and the patient could subse-

quently discuss her decision with the psychologist after obtaining the

medical information from her doctor.

Patients requesting or needing psychological care could be referred
by the doctor to the psychologist, who would ideally be available to

the husbands as well, for individual or joint therapy with their wives.

The psychologist could run a group, or groups, for pregnant women,

their husbands, or both together, in which their experiences and feelings

could be discussed. In this way the people concerned could become aware

of the psychodynamic and interpersonal changes they are experiencing,
learn different ways of coping with these and meet other people undergoing
similar experiences, to mutual advantage. The major aim of these groups

would be to help people anticipate and cope adaptively with the demands

of pregnancy, childbirth and parenthood.

Other community resources should also form part of this integrated

approach, where relevant. For instance, the psychologist may refer women

or couples for psychiatric care or marriage guidance if necessary, or to
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antenatal therapists who provide information and childbirth preparation,

ete. The aimwould be to

or to nurses running courses on childcare;

make resources available to people who need or desire them, rather than

to overlook the non-medical needs of pregnant women.

oy

8.25 Summary

The theory developed in the present study leads to the conclusion

that the issue of routine epidural block should be seen in the light of a

holistic view of pregnancy. This implies focussing on the woman herself,

———in her environment, and considering external factors, such as routine

epidural block, as components of a larger system.

A major implication of this view is that the woman makes not only

nal demands on her environment. It is proposed that

~
s p1it=22d

these are best met by an alliance of the medical and psychological

can provide the woman with antenatal care and access

to other community resources. Pregnancy is regarded as a period of

change and openness to learning as the system undergoes major reorgani-

b=t oY 1

zation. It is an opportunity to promote personal growth and community

mental health via a team approach to antenatal care.

8.3 IMPLICATIONS FOR FURTHER RESEARCH

8.31 Methodological Issues and Relevant Variables

Since a more complex theoretical view was needed to interpret the
findings, this implies that a more complex experimental design is required

to examine the issues more fruit

The main implication of the theory is that psychological factors
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(e.g., needs, anxiety level, attitudes) play a part in the decision on

routine epidural block, and are also affected by the decision.

This implies that pretesting of variables b

epidural block would be a valuable and valid empirical study. The aim

would be to discover which variables, assessed before offering routine

epidural block,discriminate between women who subsequently accept, decline

or do not make any decision themselves on the offer.

The study could be carried out by testing women soon after pregnancy
is confirmed on an anxiety scale, a need scale, a questionnaire on per-

ceptions and attitudes towards pregnancy and labour, and a self-image

assessment (e.g., a Q-sort). It might also be of value in such explora-

tory research to administer a comprehensive personality battery (e.g.,
the MMPI or 16PF) to investigate which personality variables are relevant,
aside from the ones suggested by the present research. An in-depth inter-

view and/or projective tests might accompany the objective testing, to

be rated on the same variables by trained personnel. Thereafter the

Amcmt . __ a3 -y P Y B B 1
¥VLiiLorL would OIrer routine epidaurals

into groups, as in the present study, according to their decision in the

finn1 antanna ~f awacrmann
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To further this area of study by investigating the effects of the

offer of routine epidural block, a test-retest design is indicated. Once
the discriminating variables contributing to the decision are disc:vered,
assessment of these before making the offer and then reassessment after

the woman has made a decision allows investigation of changes in the

variables, i.e., allows assessment of the effects of the offer. In the

present study, there is no way of separating which variables contributed
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to the decision, and which were the result of the decision. Only a

before-after design can separate thase factors.

The design of such an experiment might be relatively simple, and

deal only with one important variable, e.g., anxiety level. One would
Measure anxiety level before offering routine epidural block and then again

in the final stages of pregnancy. However, a multifactor approach would

be more in keeping with the complexity of the issue, and would contribute

to an understanding of the interplay of factors involved. A number of

major factors (defined theoretically or derived from previous research)

could be assessed before making the offer and then reassessed in the

final stages of pregnancy. The present study indicates that anxiety

level, need level, self-image and attitudes to pregnancy and labour might

be such major variables.

8.32

Summary
Thus the present study was methodologically inadequate to the com-~

Plexity of the issue, since it did not deal with variables contributing

to the decision. However, it was necessary to perform this study to learn

that the offer of routine epidural block is not an important enough factor

in itself to have a general effect on anxiety level in pregnancy, and to

learn where the greater complexity of the issue lies.

It appears to be in the systems nature of the psychology of pregnancy,

and the issue of routine epidural block can be more fruitfully studied as
a component of the system.
The focus of research then changes from attempting to discover what

'the effect' of offering routine epidural block is, to discovering what
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its effect is in different circumstances.

Circumstances worth investigating that emerge from the present

nd perceptions of pregnancy and

Study are need loveale = ot Tawvala omd
J =< ReeC .ieveus, anxiely ieveus, ana

labour. The next step is to study the interplay of these factors with

the offer of routine esi
rorr iine epi

8.4 FURTHER AREAS OF INVESTIGATION

The view of the psychology of pregnancy developed in the present
Study indicates further areas

Studied. While the psychology of pregnancy is a valid and interesting

field of study in itself, various characteristics of the pregnancy period

make this an opportunity to further other general areas of theoretical

interest as well.

8.41 Maturational Crises

Pregnancy is a period of life change and thus a normal maturational
crisis for women as postulated by Rapoport (1963) and Pines (1972). The
g8eneral field of maturational crises may thus be investigated by studying

Pregnancy as a maturational crisis, comparable to other such crises as

adolescence, menopause, old age, etc.

The researcher who

crises could attempt to

erm by discovering which conditions are necessary and

perience a 'maturational crisis'. Similarly,

what are the conditions that lead to adaptive and maladaptive resolutions
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of maturational crises. Thus by studying pregnancy from this viewpoint

more generally applicable psychological principles may be developed

which refer to other specific areas (e.g., adolescence), and the

literature on these other areas may, in turn, further the study of

Pregnancy itself.

Along the same lines, the role of psychotherapeutic intervention

in maturational crises may be studied.

By providing programmes of psyébological help for pregnant women
and/or other people experiencing various maturational crises, and com-

Paring these groups to control groups, the effectiveness of psychothera-

Peutic intervention in different forms may be investigated.

~

Fatherhood may be regarded as a maturational crisis for men
(Ginat 1974) and could similarly be studied. A contribution to the
Study of sex differences could also be made by investigating the difference

in the way that men and women cope with impending parent

Thus on a more general level, pregnancy provides an opportunity
for further research on maturational crises, and may benefit from, and

contribute towards, an understanding of other specific areas of investi-

gation.

8.42 Change

Pregnancy provides an opportunity for the study of the process

of change per se. Since it 1is a well~defined time period in which change

is inevitable, the process of change in the cognitive, affective and

behavioural aspects may be studied,
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Psychotherapy is ¢

oncerned with change, and, since pregnancy allows

observation of the process of change, this type of

ol
iC © V

research may contribute to the development of theorie

be cross-checked by subsequently ap

8.43 Anxiety

Pregnancy

increases, and

level could pro

s of psychotherapy

r its application. These theories and techniques may

plying them to pregnant women and

nd assessing their effect on the process of change.

provides an excellent opportunity for the study of anxiety

a well~defined time period during which anxiety usually

the external factors contributing to a change in anxiety

well as their interrelationships

fitably be studied, as

and how they change over time.

State and trait anxiety could be examined, as well as the relation-
tuational anxiety (i.e.,

ship between then,
anxiety which occurs in response to

pregnancy) as well as a change in

(i.e.,

The motivational aspect

pregnancy, since most W

this period.

leads to emotional problems. This al

between facilitating and debilit

8.44

For some it leads to greater ma

since pregnancy involves si

changes during

general free f£loating anxiety level

vulnerability to anxiety).

s of anxiety may also be studied during

omen experience heightened anxiety level during

turity while for others it

lows research on the difference

ating anxiety.

Self-actualization

Preg

nancy is a period which ofte

rowth in women,

----- nal
-

n leads to persona
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and childbirth is a self-actualizing or peak experience for many of them.

Thus the need for self-actualization may be investigated during pregnancy,
as well as the process of psychological growth, the conditions for a
peak experience, and its impact on the individual, Shostrom (1964) has

developed an inventory for the measurement of self-actualization which

would allow empirical studies in this area,

8.45 Psychosomatic Medicine

Pregnancy has physiological and psychological aspects and the study

of their interrelationship contributes to psychosomatic medicine in

general.

However, this area offers better research opportunities than those

which necessitate retrospective study of an already defined sample with

psychosomatic complaints. This is due to the well-defined and limited

time period of pregnancy which allows controlled prospective studies.
Prospective studies have the advantage of involving subjects who do not,

as well as those who do, later develop psychosomatic complaints and

complications. In addition, dbjective assessments of variables may be

made during the time period, and criteria may be chosen in advance.

One specific area of interest that may be developed in studying

pPregnant women who are offered routine epidural block is that of

decision making.

It has become apparent during the present study that making the

decision on routine epidural block is a complex process involving a number



of related factors. These women are required to make a decison of

making may conveniently be studied in this situation, since the researcher

the decision is relevant to the woman herself, rather than a relatively

unimportant experimen ] u ’

Process is likely to reflect the gamut of emotional and cognitive needs

involved in 'real-life' decision making.

8.47 Summary

While the study of pregnancy is of interest in itself, it also

Provides opportunities for research in other fields. Pregnancy involves

major physiological, psychodynamic, interpersonal and environmental

changes over a well~defined and limited time period. This allows well-

controlled prospective studies in a number of areas of theoretical and

Practical interest, some of which are discussed above.



CHAPTER NINE: ABSTRACT

The aim of the study was to provide some empirical evidence in the

current controversy regarding offering routine epidural block to pregnant

women.

A survey of the literature indicated a correlation between high

anxiety level during pregnancy and paranatal complications. Proponents

of offering routine epidural block claim that it reduces anxiety level

during pregnancy, and theoretical support for this proposal was presented.

The proposition was empirically tested by comparing the IPAT anxiety

scores, obtained in the final stages of pregnancy, of four groups of

Pregnant women. Three of the groups had been offered routine epidural

block before six months pregnancy - subjects in Group 1 had accepted,
those in Group 2 had declined and those in Group 3 had not yet decided

upon the offer. A comparable group of women who had not been offered
routine epidural anaesthesia served as a control group.

No differences in anxiety scores of the groups were found. This
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Item by item analysis of the questionnaire for primi- and multiparae
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Section 2
Q1 Safety for the baby of labour under epidural anaesthesia
Primiparae Multiparae Total
5 e 9 e
Safe 13 (13.33) 27 (26.67) 40
Ungafe 1 {0.67) 1 (1.33) 2

Fisher exact probability o.46 nonsignificant

Q3 Safety for the baby of normal labour
X VOUUL

Safe 26 (23.27) 38 (40.73) 64
Unsafe 2 (4.73) 11 (8.27) 13

Fisher exact probability 0.08 nonsignificant

Q6 Ssafety for the mother of labour under epidural anaesthesia

Safe 13 (13.32) 26 (25.68) 39
Unsafe 1 . (0.68) 1 (1.32) 2
Fisher exact probability 0.57 nonsignificant

Q10 Safety for the mother of normal labour
Safe 27 (26.55) 46 (46.45) 73
Unsafe 1 (1.45) 3 (2.55) 4
Fisher exact probability 0.35 nonsignificant

Q8 Painfulness of labour under epidural gnaesthesia
Less painful 14 (14) 27 (27) 41
More painful 0 (0) 0 0) 0

No statistical comparison possible since no subjects in the ‘more

painful' category.
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Section 2
e t————

Q1 Safety for the baby of labour under epidural anaesthesia

Primiparae Multiparae Total
0 e 9 e
Safe 13 (13.33) 27 (26.67) 40
Unsafe 1 (0.67) 1 (1.33) 2
Fisher exact probability 0.46 nonsignificant
Q3 Safety for the baby of normal labour
Safe 26  (23.27) 38 {(40.73) 64
Unsafe 2 (4.73) 11 (8.27) 13

Q6 Safety for the mother of labour under epidural anaesthesia

Safe 13 (13.32) 26 (25.68) 39

Ungafe 1 - (0.68) 1 (1.32) 2

Fisher exact probability 0.57 nonsignificant

Q10 Safety for the mother of normal labour

Safe 27  (26.55) 46 (46.45) 73

Unsafe 1 (1.45) 3 (2.55) 4

Fisher exact probability 0.35 nonsignificant

Q8 Painfulness of labour under epidural anaesthesia

Less painful 14 (14) 27 (27) 41
More painful 0 {0) o (0) 0

No statistical comparison possible since no subjects in the ‘more
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————————Q2Painfulness of normal Iabour

Q5

Q4

Q16

Q12

Primiparae Multiparae

Q_e.' 0 e
Less painful 4  (6.18) 13  (10.82)
More painful 24 (21.82) 36  (38.18)

Chi~squared corrected 0.92 nonsignificant

Painfulness of administration of epidural anaesthesia

Less painful 9 {10.40) 19 (17.60)
4 (2.60) 3 (4.40)

The experience of labour under epidural anaesthesia

13 (13.32) 26 (25.68)
(0.68) 1 (1.32)

Good

Bad 1
Fisher exact probability 0.57 nonsignificant

The experience of normal labour

Good 26 (24.32) 40  (41.68)

Bad 2 (3.68) 8 (6.32)

Fisher exact probability 0.22 nonsignificant

Image of the woman choosing routine epidural anaesthesia

Favourable 9 (11.33) 25 (22.67)
Unfavourable 4 (1.67) 1 (3.33)

Total

17

60

N
™

39

66

10

34

e
J

Fisher exact probability 0.03 significant at the .05 level
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Q9 Cost of the epidural anaesthetic
Primiparae Multiparae Total
Y 0 e

Inexpensive 0 (0.70) 2 (1.29) 2
Expensive 13 (12.29) 22 (22.70) 35
Fisher exact probability 0.41 nonsignificant

Q15 Necessity of suffering normal labour if epidural anaesthesia is
available
Positive 8 (4.23) 5 (8.78) 13
Negative 5 (8.78) 22 (18.23) 27
Fisher exact probability 0.002 gignificant at the .05 level

Q7 The influence of the mother's experience of labour on her baby
Much 16 (18.88) 34 (31.82) 50
Little 12 (9.82) 15 (17.18) - 27
Chi-gquared corrected 0.69 nonsignificant

Ql3 The influence of the mother's experience of labour on her life
Much 23 (22.55) 39 (39.45) 62
Little 5 (5.45) 10 (9.55) 15
Chi~squared corrected 0.00 nonsignificant

Qll Pain tolerance
Low 2 (2.60) 5 (4.40) 7
High 27 (26.40) 44 (44.60) 71

Fisher exact probability 0.48 nonsignificant
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QL4 Abilit " 1 1ai

Primiparae =~ Multiparae =~ Iotal
0= 8—=
Good 26 (24.54) 40  (41.46) 66
Poor 3 (4.46) 9 (7.54) 12

Fisher exact probability 0.53 nonsignificant

Section 3

Q1 Headaches
Infrequent 20 (20.08) 34 (33.92) 54
Frequent 9 (8.92) 15 (15.08) 24
Chi-squared corrected 0.05 nonsignificant
Q2 Constipation and Diarrhea
Infrequent 15 (14.87) 25  (25.13) .40
Frequent 14 (14.13) 24 (23.87) 38
Chi-squared corrected 0.13 nonsignificant
Q3 Dizziness or fainting spells )
Infrequent 23 (23.05) 39 (38.95) 62
Frequent 6 (5.95) 10 (10.05) 16
Chi-squared corrected 0.07 nonsignificant
Q4 General health
Good 29  (27.88) 46  (47.12) 75
Poor 0 (1.12) 3 (1.88) 3

Fisher exact probability 0.38 nonsignificant
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Q5  Palpitations
Primiparae Multiparae ~ Total
0 e 0 e
Infrequent 23 (21.56) 35 (36.44) 58
Frequent 6 | (7.44) 14 (12.56) 20

Chi-squared corrected 0.25 nonsignificant

Q6 Weight gain

Normal 20 (17.69) ' 26 (28.31) 46
SV\S & LIKA A =] \J—II\IJ/ e N A A AL A
Excessive 10 (12.31) 22 (19.69) 32
Chi-gsquared corrected 0.73 nonsignificant

Q7 Perception of foetal movement

Favourable 24 (24.48) 41 (40.52) 65

Unfavourable 5  (4.52) 7 (7.48) 12

Fisher probability greater than 0.24 nonsignificant

Q8 Nausea
Infrequent 21 (20.45) 34 (34.55) 55
Frequent 8 (8.55) 15 (14.44) 23

Chi-squared corrected 0.00 nonsignificant

Q9 Tiredness
Infrequent 6 (3.72) 4 (6.28) 10
Frequent 23 (25.28) 45 (42.72) 68

Fisher exact probability 0.11 nonsignificant

Ql0 Sleeping problems
Infrequent 22 (21.94) 37 (37.06) . 59

Frequent 7 (7.06) 12 (11.94) 19

Chi-squared corrected 0.06 nonsignificant
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Qll Perception of pregnant women

Primiparae Multiparae Total
o e 0 e
Favourable 18 (20.45) 37 (34.55) 55
Unfavourable 11 (8.55) 12 (14.45) 23

Chi-squared corrected 1.00 nonsignificant

Q12 Emotional state during pregnancy
Less anxious 15 (13.01) . 20 (21.99) - 35
More anxious 14 (15.99) 29 (27.01) 43

Chi-squared corrected 0.49 nonsignificant

Q13 Emotional state normally
Less anxious 15  (16.36) 29 (27.64) 44
More anxious 14 (12.64) 20 (21.36) 34

Chi-squared corrected 0.16 nonsignificant

Ql4 Effect of the offer of routine epidural anaesthesia

P A

Less anxious 1 (2.33) 6 (4.67)

~

Other response 13 (11.67) 22 (23.33) 35

Fisher probability .24 nonsignificant

Q15 Opinion on routine epidural anaesthesia

a 1 (2.00) 5 (4.00) 6
b 11 (8.33) 14 (16.67) 25
c 2 (3.67) 9 (7.33) 11

Chi—squared 3.17 nonsignificant
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Section 2

Question

1

3

10

Result
Fisher probability 0.46 nonsignificant
Fisher probability 0.08 nonsignificant
Fisher probability 0.57 nonsignificant
Fisher probability 0.35 nonsignificant
Unsuitable for statistical analysis

Chi-squared corrected 0.92 nonsignificant

16

12

15

13

11

14

N

()

W

Section 3

Fisher probability’0f21 nonsignificant
Fisher probability 0.57 nonsignificant

Fisher probability 0.22 nonsignificant

Fisher probability 0.03 significant at the .05 level

Fisher probability 0.41 nonsignificant

Fisher probability 0.002 significant at the .05 level

Chi-squared corrected 0.69 nonsignificant
Chi-squared corrected 0.00 nonsignificant
Fisher probability 0.48 nonsignificant

Fisher probability 0.53 nonsignificant

Chi-squared corrected 0.05 nonsignificant
Chi-squared corrected 0.13 nonsignificant

_______ PR y- —_ e ——t L A
Chi-squared corrected 0.07 nonsignificant
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Question Result
8 Chi-squared corrected 0.00 nonsignificant
9 Fisher probability 0.11 nonsignificant
10 Chi-squared corrected 0.06 nonsignificant
11 Chi-squared corrected 1.00 nonsignificant
12 Chi-squared corrected 0.49 nonsignificant
13 Chi-squared corrected 0.16 nonsignificant
14 Fisher probability 0.24 nonsignificant

15 Chi-squared 3.17 nonsignificant



APPENDIX 2

Questionnaire; long form for groups 1, 2 and 3
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Questionnaire

Thank you very much for taking part in this study. We are trying to
find out more about how women feel during pregnancy, in order to under-
stand and help pregnant women more effectively in future. In order to
get many different opinions we are asking a large number of pregnant

women to take part in this study. We want to

various aspects of pregnancy and labour, and your own experiences during

~1 e

this pregnancy.

The questions are divided into four sections. Please answer them frankly;
your answers are strictly confidential, and will not be divulged to any-
one, including your doctor. You may remain anonymous if you wish - each
questionnaire has a code name. Please answer all the questions an@ feel

free to add any comments which you think will help us.

SECTION 1

GENERAL

g. Please tick a; b, ¢ or d.

a. obtained diploma or degree

b. finished J.C.

c. matriculated

d. attended college or university
4. Occupation (before this Pregnancy) veeeceeecocececcssssccesscssscccsas
5. Husband's 0CCUPALION ..eeevererscosscccscscessersasersssssscceasannse

6. Where do you live? (suburb and toWwn)..ceiceeseccoecsscccconssocss
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/. Date of marriage St et e ettt ie e eae e caet st cecetos et oncnansonas
8. How many children do yoU have? ......ve.ovevvovvsesoeveveoeonnonis
Age Sex
9. How many pregnancies have you had? (including this one) «.evec.e.
10. a. Have you ever had an epidural? Yes ..... No .....
b. Are you going to have this baby under epidural?
Yes ..... No ..... Undecided .....
11. When did you know that an epidural would be available to you?
Tick a, b, ¢, or d.
a. I knew that an epidural was available from this doctor before
I consulted him
b. First three months of pregnancy.
¢. Three to six months pregnancy
d. After six months pregnancy
12. When did you decide definitely to have or not toc have an epidural?
a. still undecided
b. before three months pregnancy
c. three to six months pregnancy
d. after six months pregnancy
13. Do you attend antenatal classes? Yes «ic.s No «¢eces
If yes, who is your antenatal therapist ...ccecocetcscssecncccceas
14. What is your baby's due date? .,cceecocrccccrcsccscrcrsrocctccans
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SECTION 2

YOUR OPINIONS

Please tick a, b, ¢ or d, whichever is closest to your own opinion.

i. For the baby, labour under epidural is

a. very safe

b. very dangerous

- e deas e Tar amm g Faal
dae. exctremely painiuds
b. painless

~ et nFiel

e yd..l.lll.u.b

2 Nanavrally for tha habv., labour de
~ e Ysitiadlidy sy LV LIS wQuyy FE-30.0L0 Y SN ¥
a. risky

4, Labour under an epidural is
a. an unbearable experience
b. a bearable experience
c. an unpleasant experience

d. a fulfilling experience
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on

When the anaesthetist administers the epidural it feels
a. uncomfortable

b. painless

c. painful

d. extremely painful

6. For the mother, labour under epidural is
a. very safe
b. risky
C. very dangerous
d. fairly safe
7. The mother's experiences during labour influence her relationship
with her baby
a. very little
b. quite a bit
C. n;t at all
d. very much
8. For the mother, labour under epidural is
a. painless
b. uncomfortable
c. painful
d. very painful
9. An epidural is

&. inexpensive
b. very expensive

ve

c. expensi

d. very inexpensive
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10. Generally, for the mother, labour is
a. fairly safe
b. very safe
c. risky
d. very dangerous
11 T . kY
L. 4 Ccan stana
a. very little pain
b. great pain
c. some pain
3 S ]
d. no pain
12. 1In general, the woman who has an epidural is
a., sensibie
b. weak
€. neurotic
d. modern
12 [ T R P SR desamd e 1aho he regst of her life
i 4 LIS OLNner 8 EXpericiCes uuriup +iauv ae Iest O4 L9
a. quite a bit
b. very much
c. not at all
d. very little
14. With a normal labour I feel I would cope

o
L]
o
o
A
[
<

(¢}

&
<
]
i
£
o
[
[N
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I5.  When an epidural is available, to suffer the pain of labour is

a. unnecessary
!

b. still necessary

c. stupid

d. brave

16. For the mother, labour is normally

a. an unpleasant experience
b. a bearable experience
C. an unbearable experience

d. a fulfilling experience

SECTION 3

YOUR OWN EXPERTENCES

1. Have you been bothered by headaches during this pregnancy?

a. never
b. often
c. rarely
d. sometimes
2. Have you been bothered by constipation or diarrhea during this pregnancy?
a. sometimes |
b. never
¢c. rarely

d. often

3. Have you been bothered by dizziness or fainting spells during this
pregnancy?
a. never

b. rarely
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c. often

d. sometimes

In general, how has your health been during this pregnancy?
a. quite good |

b. very good

c. quite bad

d. very bad

Have you been bothered by palpitations during this pregnancy?
a. never

b. often

c. sometimes

d. rarely

How much weight have you gained during this pregnancy?

a. under 25 1bs.

b. 25 to 35 1bs.

c. 35 to 45 1bs.

d. over 45 1bs.

In general, how does it feel when the baby moves?

a. uncomfortable

b. quite pleasant

c. delightful

d. painful

How much of a problem has nausea been during this pregnancy?
a. nausea has been no problem

b. there has been severe nausea part of the time

c. there has been severe nausea most of the time

d. there has been mild nausea part of the time
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9. Have you been bothered by tiredness during this pregnancy?

a. sometimes
b. never
c. rarely
d. often

10. In general, how well have you slept during this pregnancy?
a. quite badly
b. very well
c. quite well
d. very badly

11. How do pregnant women look to you?
a. quite attractive
b. gorgeous
c. very ugly
d. rather unattractive

12. On the whole, how have you felt emotionally during this pregnancy?
a. calm
b. extremely anxious
c. slightly anxious
d. exceptionally calm

13. When you are not pregnant, are you generally

a. an extremely anxious person
b. a calm person
c. an exceptionally calm person

d. a slightly anxious person
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1l4. Did the fact that you were offered an epidural affect your emotional
state during this pregnancy?

a. it had no effect

b. it made me generally more anxious

¢. 1t made me generally less anxious

d. can't say

Please elaborate on your answer if you feel the offer of an epidural

affected your emotional state in some way:

Oooocoo...o.....o..--ooo-oo-o--aoooo--oo'ooo-.ooo--.--o............

.O.'ll.......Ql....i.'....l..'l"ll."..l....QC'.'.C..I.Q..I'.'.I"

-0..-0'.0...0-.00.0.o0000lvolcO00oooolqvocclcooco‘ooonc-looc.on..u.

What is your opinion on the use of routi

s
w

a. The doctor should decide who must have an epidural
b. Every woman should be offered an epi
c¢. The doctor should decide who should be offered an epidural

d. Every woman should have an epi

SECTION 4

We are interested in finding out the opinions of a cross section of the

population on epidurals. In the following section please indicate the

opinions of the person indicated as to whether or not they think you should

have an epidural. For example, if, in your -opinion, your religious minister

thinks you should have an epidural tick column 1. If he thinks you should

not have an epidural, tick column 2. If you think he has no opinion on the

matter, tick column 3. If you think he probably has an opinion on the
matter but you don't know what his opinion may be, tick column 4. Even if
you have not discussed epidurals with the person indicated, we would like

to ‘know what you think their opinion is.
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Please add any comments which you think may help us
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APPENDIX 3

Questionnaire; short form for group 4
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Questionnaire

Thank you very much for taking part in this study. We are trying to
find out more about how women feel during pregnancy, in order to under-
stand and help pregnant women more effectively in future. In order to
get many different opinions we are asking a large number of pregnant

women to take part in this study. We want to know your opinions on

pregnancy and labour, and your own experiences during

The questions are divided into three sections. Please answer them

frankly; your answers are strictly confidential, and will not be divulged
to anyone, including your doctor. You may remain anonymous if you wish -

each questionnaire has a code name. Please answer all the questions and

feel free to add any comments which you think will help us.

SECTION 1

~ GENERAL

1. Name (Optional) ceeeeeeesssacsacrsssssossnossntcassrtsannnancncnes
2., Date Of DIrth ceeeeeescesasscastqsssnossacsssscsrscarsrcnasaccccnsns
3. Schooling. Please tick a, b, c or d. .

a. obtained diploma or degree

b. finished J.C.

c. matriculated

d. attended college or university
4. Occupation (before this pregnancy)

S. Husband's occupation cecececcccaecroqeccersrosscoccccncencss
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~0 fe-booal, An 1 o \
H \SUDULD dlll LUWII) s eeevcececscscesoccsossssssosnsosse

7- Date Of marriage ® 5 0 0000000000000 Le0LLN00COGOEOEIOGOILELOIOENOIOIEOGEOTEOEOEOIEOEOEODPIOIEOLES

8 Are mamis L 21 A A 10
U HUW lally Cllildric€ll 40 you ngaveld 9000000 sc s se0000 0000000000000 e
Age Sex

9. How many pregnancies have you had? (including this one) ......:.

o «_ -
H4 IS eeove NO qocoe

N N o 1 . - L 2 w1l 2
LU Y0 you Know wnat an epidaurai 1is

11. Have you ever had an epidural? Yes .....

12 TIL . e - Lot A
‘L wlle 1S your DAGDY QUE csecceccrtevcereovrrecentosrscesoccccceccccccocese

t=

SECTION 2

YOUR OPINIONS

fluence her relationship

honr 1 1exr
AN By e v ———

a. very little

b. quite a bit



c. not at all
d. /very much
4. Genérally, for the mother, labour is
a. fairly safe
b. very safe
c. risky
d. very dangerous
5. I can stand
a. very little pain
b. great pain
c. some pain
d. no pain
6. The mother's experiences during labour affect the rest of her life
a. quite a bit
b. very much
c. not at all
d. very little
7. With a normal labour I feel I would cope
a. very badly
b. badly
c. well
d. very well
8. For the mother, labour is normally
a. an unpleasant experience
b. a bearable experience
‘c. an unbearable experience

a fulfilling experience
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SECTION 3

Have you been
a. never
b. often

c. rarely

YOUR OWN EXPERIENCES

bothered by headaches during this pregnancy?

d. sometimes

bothered by constipation or diarrhea during this

2, Have you been
pregnancy?
a. sometimes
b. never
c. rarely
d. often
3. Have you been bothered by dizziness or fainting spells during this
pregnancy?
a. never
.b. rarely
c. often
d. sometimes
4. In general, how has your health been during this pregnancy?
a. quite good |
b. very good
c. quite bad
d. very bad
5. Have you been bothered by palpitations during this pregnancy?

a. never
bq Often
c. sometimes

d. rare1¥
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6. How much weight have you gained during this pregnancy?
a. under 25 l1bs.
b. 25 to 35 1bs.
c. 35 to 45 1bs.
d. over 45 1lbs.

7. In general, how does it feel when the baby moves?
a. uncomfortable
b. quite pleasant
c. delightful
d. painful

8. How much of a problem has nausea been during this pregnancy?
a. nausea has been no problem
b. there has been severe nausea part of the time
c. there has been severe nausea most of the time
d. there has been mild nausea part of the time

9. Have you been bothered by tiredness during this pregnancy?
a. sometimes
b. never
c. rarely
d. often

10. In general, how well have you slept during this pregnancy?

a. quite badly
b. very well
C. quite well

d. very badly
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11.

How do pregnant women look to you?

a
=

o

0

gorgeous

verv uglvy
very gly

rather unattractive

12. On the whole, how have you felt emotionally during this pregnancy?

a. calm

b. extremely anxious

c. slightly anxious

d. exceptionally calm
13. When you are not pregnant, are you generally

a. an extremely anxious person

b. a calm person

c. an exceptionally calm person

d. a slightly anxious person
Please add any comments which you think may help us
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