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Abstract
The purpose oflthis investiga tio“n waé twofold. First, to in'vestigate

the attitudes a}nd feelin‘gs of a ‘g>r‘0up of normal wovmen expecting their
.fir*St Chﬂd.. Second, to evaluaté the ‘ef‘f’e.ctivehess of/a’ family centred
.ma,ter\nity progr‘arhme in p‘romoting a positiQe feeling towards the in—
: fant_and i‘h terms of pr'epér‘_ing the rﬁother‘s for their new .Pole.
S The subjeéts Wefe 94 marr*iéd women who attend‘ed pﬁenétal classes
wwith their husbands., They were yvhite, caucasian», with a mean age of
27 years and a mean IQVel of educa.tion‘ of 14 and one half years, The
-women were raised »in Nor‘th- Amerfica or the B‘r\itish Commonwealth,

A1 women deiiver*ed a sivngle_ ‘Full. term inFarjvt and expéhienced no major

~medical complications of either themselves or their infant during

. pr‘égnancy,~~deliver~y or ‘t‘he postpar‘tur_h period.

. Each -woman-éoméleted a series of q‘uestio‘_nnair‘es Peléting to‘

.attitude towards pregnancy, labour and délivery, childbirth, %e neW
- _baby and the hospital -exper'ie_ncé. ‘These measures were completed at
‘_‘f'our* points in time;' .in the ninth mbnfh of p;r'egna.ncy, while in hospital |
~and after one and ﬁQe weeks at homve‘. In addition, .she completed the
Dépression .Adjective Checkiists, the Be‘ck Depression Index and the
Pleasant Events Schedule in the ninth month of pr‘egnancy and in the
sixth week after deliver*y of her child. The Depression Adjé_ctive |

Checklist Was also completed each day that the woman was in hospital.



Major comparisons were (a) typ.)e‘of maternity h§spital programme
experienced — a %amily centred maternity phogr‘amme versus a more
traditional 'mater'nity pmgﬁamm_e and (b) type of delive‘r*y — whether
vaginal or caesarian. Multivariate analyses conducted on the sét of
variables at each time period revealed a significant di;’:Ference bebween
the two grbups of wémen depending upon which hosbital programme they
experienced, both while in hospital and after they had been home for one
week. Univariate analyses revealed significant difference between the two

~groups on their responses to the f’olléwing variables:

The women inv the family centred»mater‘nilyvpr‘ogramrﬁe had é more positive
attitude towards their babies while in hospital; considered that they received
more experience in how to care for their babies in hospital and perceived
that they obtained more help from the hospital in preparing them for their
‘mothering role. There was no difference in attitude towards the baby once
the women had been home for one week caring for and interacting with their
babies. A repeated measures analysis of variance indicated that there were
no differences in the level of depressive affect between the women in the

two types of programme over the time periods involved.

Multivariate analyses of the sets of variables at each time period -
indicated a significant difference betWéen those who had a vaginal
‘de'liver‘y and those who had a caesa r*ian.section. Those women who had

'a caesarian section had a less positive attitude towards their labour and



deliver*y. There was no difference between these two groups of women
in either their attitude towards their infant or their feelings of self-
confidence, A repeated measures analysis of variance revealed that
those women who had caesarians were .mor‘e depressed after the birth
of their baby than those women who delivered their baby vaginallly.

Although the women in the present study were not clinically
depressed there were significant correlations between levels of depr‘éS"
sive affect and other variables., For example, in the ninth month of
pregnancy depressive affect was related to a less positive attitude
towards pregnancy; in hospital depressive affect was related to a less
positive attitude towards labour and delivery and towards the baby; at
six weelks postpartum depressive affect was related to a less positive
attitude towards the baby.

The discussion centred around the.imp'lioation of the findings for
hospital programmes and pr‘eﬁatal class curricula, current behavioural

theories of depression,and the myth of maternal instinct.
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gravid
gravidity
mulipa r*oué
parity

ba rturient
parturition
primiparous
puerpe ral

puerperium

GLOSSARY
pregnant
pregnancy
having borne more than one child |
the féct of having borne living children
to be in labour
childbirth
bear*lngé child for the first time
accompanying or ensuiné upon childbirth

immediate postpartum period
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CHAPTER 1

- INTRODUCTICN AND PURFOSE OF THE STUDY

Stephen Horsley (1972), writing in Modern Perspectives in

Psycho—obstetrics, stated that there is an
almost total lack of systematic attention to
the psychology of normal pregnancy, and,
as a corollary, the relative absence of comprehensive
teamwork which will be seen to be essential for
the manageiment of the stresses of normal
pregnancy and for the prevention of mothering
breakdown ... pregnancy research is still
fragmentary and sometimes misdirected in its
failure to correlate obstetric, psychological and
social factors. (p. 292)

He maintained that standard obstetric textbooks pay little atten—
tion to the psychological needs of the average woman, and that standard
textbooks of psychiatry contribute nothing %o the very real problem of
the psychological management of normal expectant parents.

A systematic search of the more recent medical, nursing and
psychological literature for empirical studies into pregnancy and
childbirth corroborates the validity of Horsley's statement, and
demonstrates the lack of empirical data and theoretical propositions

‘which would guide those doing research in this area.

There have been three main areas of enquiry which are concerned

almost exclusively with the study of abnormal conditions of pregnancy.



The most concentrated area has been to determine whether there is a
relation between emotional, attitudinal or psychological factors during
the course of pregnancy and obstetric cuicome. The second area was
concerned with puerperal disorders, such as postpartum depression
or post-partum psychoses. Thethirfli area involved the efficacy of
education for childbirth béth in terms of the reduction of stress and

in preparation for natural childbirth.

One area that has received little empirical atteﬁtion is that of the
hospital and the type of delivery — whet.her‘ vaginal or caesarian
section = and their effects upon the mother and newborn infant. It
was in thi:s context that this study was undertaken.

The present study arose from two interesté. First, the need for
-an évaluation of the effgcts of a "family centred" maternity programme,
initiated in a \Vancouver hospital in November 1971, Second, the
writer's interest in the psychological aspects of pregnancy, childbirth
and early parent/infant relationships.

Initial problems which reflected the difficulty in conducting applied
research in the community, included a lack of funding and a lack of
ihter*disciplinary involvement. Both of thése factors placed constraints
onh the type of data collected and on the opportunity for* long—term
follow—up. Typical of applied research was thé iﬁability to assign the

participants randomly to the two hospital programmes studied.



The purpose of this investigation was twofold. First, to investigate

~ the attitudes and affect of a group of normal women expecting their first
baby toward their experience of pregnancy and childbirth and toward the

exber*iences encountered in the hoépital énd the early postpartum period.
Second, to evaluate the effectiveness of a family centred maternity pro-
gramme in promoting a positive feeling towa.r*d the infant and in terms of‘
‘preparing its participants Fbr* their new role. A review of the literature
. was under-takén to asce;'\tain both the pr‘eseht state of knowledge regarding
the psychological asbects of pregnancy and childbir‘thvand to obtain
information concerning possible méasur*es for the present study.

The ratio_nale for such a study is.based upon two factors. One is
the cOnver‘genée of }iter*a@re involving developmenvlal. _a.hd cognitive
- psychology, nutfition and mental health (Mumhy and Chandler, 1972;
Stouvel (Note 1); Bronfenbrenner, 1é75; National Association for
Mental Health, 1973) indicating that pregnancy, childbirth and sub-
sequent motherhood should be th‘e- focus of sustained interdisciplinary.
r‘esear‘ch and intervention action. The seéqnd is a personal belief in,
and commitment to,' the importance of this period f’ro_m the viewpoint
of prevention and promotion of psychologvical héa_lth and wellbeing of the

family as a whole.



Review of Literature

The Role of Emotional and Attitudinal Factors in Obstetric Qutcome

Tanzer (1967) stated that most of the empirica'i work concerning
the interrelations between reproductive and psychological functions
appeared in the obstetrical and gynecological literature rather than
in the psychological literature, and was concerned with pathological
clinical conditions. She stated. that the more systematic,
theoretical and comprehensive approaches to the relationship of
psycholégical and reproductive functions have been written from a
Freudian or psychoanalytic point of view. The reader is referred to
t‘hé w_r‘itings of Deutsch (1944/5), Benedek ('1952.),- Bibring (1959/1561),
Wengraf (1453), and Shereshefsky & Yarrow (1973). These works are
wvulnerable to such criticisms as unproven theoretical assumptions,
lack of sound methodology, 1éc k of empirical éata and use of clinical
éase h.istor‘ies alone.

‘Grimm (1967) wrote one of the first comprehensive and critical
reviews of the r‘éle of cultural, social and psychological factors in
pregnancy and obstetric outcome. She stated that a review of this
literature revealed more articles which described general clinical
impressions or case histories rather than empirical research. Grimm
emphasized the gr*éat need for rigour in research design and method—

ology; the need to make the statement of assump'tions more explicit;



the need to define the criteria used; the neéd to demonstrate the
reliability and validit& of measures used. i »

McDonald (1968) reviewed the literatu;‘e published owver a period
of twenty‘ye_zjar*s concerned with the role of emotional factors on
obstetric outcome. He listed the var‘iables that have been studied,
although not s;ys.tematically. These include age, iﬁtelligencé, marital
status; number of pregnancies, éoéial class and race. He also pointed
out that ﬁﬂost of the studies he reviewed wére confined to indigent white
~ patients and that thé role of sqcial c'lass‘and race in the development of
psychogenic Obstetrié complications. has yet to be‘ déter‘mined. McDonald
stated that pf‘eliminar‘y repérts suggested that a part is played by
emotional factors as a determinant of obstetric outcome; but, due to
numerous complications, the diverse populations studied and the heter—
ogenous methodology involved bit is difficult to make definitive statements
regarding such a relationship.

McDonaId discussed three main methodological approaches reflected
in the literature. The Fir‘st involved a -corﬁpa rison of personality char—
acteristics of women e#periencing a single complication with those of
normal pr‘_egnancies . The second involvéd comparison of several com-—
plications to determine possible personality characteristics specific to

~a clinical entity. The third approach was derived from conceiving all

complications as derivatives of a single common process. - According



to McDonald, it is this latter methodological approach that has generally
produced the best studies. He stated that the better controlled studies
indicate that "psychological diﬁ'erences were consistently found between
complication samples and normal samples ... the common denominator
diﬂ’er*entiafing the groups being an increase in anxiety levels, regaird-
less of the test instrument used", McDonald criticized the literature
he reviewed for its numerous methodological shortcomings and said
that such "limitations invalidate or at least seriously weaken the con—
clusions derived from these studies, and stress the need for well-
deéigned experiments, rigourous application of statistical techniques,
and a systematic explor‘ation.of" fhe psychological, physiological,
sociological and epidemiological variables.” A review of the literature
subsequent to 1968 reveals that his criticisms and suggestions of the
need for well designed studies are still valid.

The studies involving anxiety and obstetric outcome will be dis—
cussed to illustrate the type of research carried out in this area.

One of the earliest systematic studies of anxiety in pregnancy and
childbirth was camﬂied out by Klein, Potter and Dyk (1950), who at-
tempted to predict psychological and physiological distress from two
measures .assigned to the women participating in their study. Klein
and colleagues interviewed 27 primiparous women at each clinic visit
and divided them into two groups. The first group experienced an easy

pregnancy and the second group a difficult pregnancy. Two general



measures were used based oﬁ (a) favourableness of attitudes towards
conception and pregnancy and (b) general stability in terrns of neurotic
symptoms, coping mecihanisms and capacity for édapting. No differ—
ences were found in these measures between the _twa groups of women,

In 1956, Scott and Thomson attempted to establtish whether maternal
psychological characteristics investigated during the sixth month of
pregnancy are related to the clinical nature of labour, They studied
‘27.8 primiparous mar%iéd wornen., \Various measures were used
including a personal history, intelligence tests, the Maudsley Medical |
Ql;lestionnair*e and interviews, No overall relationship was found be-—
tween psyéhological measures of adjustment and total length of la_bour,
clini;:al course of labour, obstetric corhplications or self control during
labour. However, .it was found that those women judged to be emotionally
well-adjusted (rated by the psychologist on a three point scale) and who
obtained 1ow scores on the Maudsley Medical ;Q”'uestionnair‘e had a rela—-
tively low incidenqe of difficult labour, while those women who were
judged unstable and poorly ‘adjusted .had a more difficult labour.

Davids, de‘\/ault and Talmadge, (1961a; 1961b) studied the psycho—
logical adjustment of 48 pregnant women (mean age 25 years) during
pregnaﬁcy and after delivery. A batter*y of psychological tests, in—
cluding projective techniques and objective tests, was administered _

during pregnancy (in the third trimester) and again after the women had



delivered their‘ babies. On the basic. of medical obzervation and
récording in the delivef*y room, the mothers .Wer*e classified according
to the degree of physical difficulty involved in labour and delivery
and whether the child had any physica1 abnormality. It was found that
“the women in the abnormal group scored signhificantly higher on the
Taylor Manifest Anxiety Scale (Taylor, 1953) during pregnancy than
did women who later haa normal deliveries. It was noted that after
childbirth the diﬁ’er*ences- in the anxiety scores between the normal
and abnormal group were no longer significant. It should be pointed
out tha.t not all of the 48 women were tested both before and after
delivery - ::~vn1y 13 in the normal group and only sewven in the abnormal
group. In addition, no attempt was made to_contr*ol for the parity of
the women.

To examine the relationship between maternal anxiety during
| ‘pregnancy and chil&birth abnohmality, Davids and de \Vault (1962)
studied 50 clinic patients -in the third trimestehwi(‘h a battery of tests
similar tc;_ that used in their 1961 study. After delivery the patients
‘were classified into normal and abnormal groups based on medical
records. The complications and abnormalities reported varied from
congenital conditions to prematurity and still-birth. The psychological
data were then examined to see if the two groups differed on measures

of anxiety derived from direct and indirect measures and projective



techniqu‘es. The r*ésults showed that wiﬁh the’éxception of the self—
rating scale all anxiety ratings were found .to be significantly higher
for the abnormal group. The authors poihted out that théy have no
information. regarding the causes or undér*lying reasons for the high
_énxiety' scores in the abnormal group and suggested_fhat examiration
of sociélégica__l, medical and historical data may be pertinent,
Grimm (1961) carried out an investigation to determine v(a)

'whether“.ther‘é are diﬁ’erences in degree of;‘ psychological tension over
the 40 weeks of pregnancy, and (b) Whether the degfee of tension is
rela&ed to asbects of the course of pregnancy, i.e. weight gain,

length of labour, comblicatibns during labour and delivery and physical
status of the child. Using a short battery of projective tests, Grimm
evaluated 200 women, 40 at each of five different stages of pregnancy.
Each group was equated for parity, previous obstetric complications, A
n‘race, cultural background, marital status, r‘eligioﬁ, age and education.
An index of tevhsion was compufed from the project:iye techniques used
(the term tension was used ”gntil more information can be gathered as
to specificaily what the index measures — whether it be anxiety, pent-
up hostility, depressive feelings, etc.™), It was found that those in the
last half of the last trimester had significantly higher index of tension

than did the other groups.

One of the first predictive studies was carried out by Zemlick and
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Watsqn (195’3). They studied 15 women (of mixed éocioecc’hémic statgs ;
Aa‘nd varied ethnic origin thr{oughoui: pregnér;ncy to ast:er‘tairj yvhether“_
écceptance-r*ejection of prégnancy__and mothér*hood, degr‘ee of anxiéty‘
_and tendenéy to somaticize were predictive df the' rﬁother"s adjustment
during br‘egnancy and delivery and her relationship with the newborn.
As predictive measures they Qsed s‘el‘ected Thematicv-A;‘:)per‘ceptioh
Tést'ca rds (TA‘f') (Murray, 1943),é locally devised prégnancy attitude
scale aﬁd a ps_ychgsbmétic symptom ‘i‘nventory. Criteria FQP adjust—
“‘ment dur‘ingip;ﬁegnancy ‘wer‘e based on two measu res; first, the
obstetrician's rating of emotional symptoms and adjustment and
second, -the frequency, duration and intensity of psychosomatic éymp—
to}ms' . Adjustment at .par‘tur‘itior_x was measured by the length of time
“.in labour and adjustment dUr‘ing labour and deliveby as rated by the
/bbstetr*icia.n,énd the postpar'tum.adjustment of mother and child.
Z.emlick and Watson fouﬁd that anxiety, psychological and somatic
':syhﬁthms, and attitudes of’.. Pejéc.t.ion. of pr*égnancy énd motherhood
were seeﬁ to be positively Pélat:ad to independent Iclinical criteria of
prenatal and parturient adjustment.._ Anxie£y as measured by the TAT
was fouﬁd'to_ ‘be related té' édjustment during pregnancy and deIiQery
but not to later symbtoms-. |
_ Zucker‘man, Nur‘nber‘ger‘, Gardiner, \Vandiveer, Barrett, den

Br‘eeijen‘(1968) tested the hypothesis that somatic complaints during
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pregnéncy and difficulties in childbirth ér*e relatedi to anxiety aﬁd con—
“flicts involving attitudesvand feelings tO\./var‘ds, other people. A ser*iés
of tests and structured interviews were given to 52 primiparous womén,
WHO were pr;edominantly black, of low or lower/middle class back-
~ground, an_d of var‘yihg marital status. Delivery room records were
rated by a‘ senior obstetrician for duration of labour and the amdunt of
analgesic required. Only one significant rjelationship was found —
‘anxiety dur‘ing pregnancy, as meaéured by the Affect Adjective Check
List (Zuckerman, 1960), was directly related tQ the amount of anal—
gesié required by the patient during the labour.

McDonald, Gunther and Christokos (1963) studied 86 white married
patients from a very low socioeconomic class in an attempt to deter—
mine whethel;‘ obstetrical factors such as complications and length of

\labour' are related to maternal anxiety. The IPAT Anxiety Scale -
(Cattell, 1957) and the Minnesota Multiphasic Personality Inventory
(MMPT) (Hathaway & McKinley, 1951) scored for the repression/
sensitfzation scale were administer‘éd at _the beginning of the third tri-
mester. Pregnancy, delivery room and postpartum records were

‘ uséd for classiﬂzing patients into either the nor-mal or subnormal
groups. The list of possible abnormalities was obtained from two well
known obstetric textbooks, and varied widely (e.g.,subnormal apgar

r‘aﬁing, postpartum psychosis, puerperal sepsis). According to the
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authors; the two groups were comparable for age; intelligence, parity
and total number of pregnancies. A significant difference between the
normal and abnor*mal group was found on the anxiety score of the IPAT.
The abnormal group also scored significantly higher on the Repression—
Sensitization Scale indicating that they responded to threatening
situations using inteilectual ana obsessional defenses while denial and
repression was used by the normal gr‘on.. The authors stated that
“their data suggest that "anxiety rﬁay be physiologically manifested in a
wide variety of abnormal obstetric conditions".

A similar study by Edwards and his associate (Edwards, 1970;
Edwards and Jones, 1970) resulted in contrary findings. Using an
extensive test battery including self-report measures, projective
techniques and ratings by observers Edward and Jones investigated
perscnality changes associated with pregnancies and various pathologi-
cal obstetric conditions. They hypothesised that those women who have
obstetric complications would show more emotional disturbance as
reflected by higher levels of anxiety during pregnancy. The subjects
in their study were 53 unmarried pregnant women, most of whom were
tested near or at the beginning of the third trimester of pregnancy.
Following the initial administration of the test battery, all the women
completed the State Anxiety Inventory on a weekly basis, until they

entered the hospital for delivery of their baby. Weekly ratings of
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each woman were made by a nur*sé, social_wobker and housemother.
After delivery a pediatrician pIaced womén_'in either the normal or
abnormal gmup based on their pregnancy, delivery and postpart-ur:n
records. Four to ten days after deliver*y, the test battery was read—
ministered. According to Edyvards- and Joﬁes the regults failed to
confirm their hypotﬁesis. There were no differences between the
no‘rmal and abnormal groups on four out of the five measures r‘eléted
" to attitudes towards the pregnancy. There vyer*e no differences be—
tween the hor‘mal and abnormal gr*on on the prenatal measures indica-—
tive of anxiety or repressiveness (as measured by tﬁe Repression/
Sensitizétion scale of 'the MMPD;

A more recent study involving the relaﬁonship of anxigty to
obstetric outcome was conducted by Gorsuch and Key (1974). These
author*sv state that most studies measured anxiety either directly or

™~ : .
indirectly at one or two points in time, during pregnancy, or at best,
at two points in time, and usually late in the pregnancy, or even post—
delivery. It is possible,therefore, that the reports of anxiety, often
obtained retrospectively, ére influenced by the mothers' knowledge obf
her condition.

The auU‘\;)Ps also noted that pr;e\}ious studies measured trait—-type
anxiety which, because of its global hatur*e, does not discriminate the

exact levels of felt anxiety over short time periods. |
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The purpose of Gorsuch and Key's study was to investigaté pro-
spectively the relationship of anxiety and life stress to abnormalities
of pregnancy, parturition an'd the postnatal period. They examined the
relationship of time—specific anxiety to the development of obstetric
abnormalities and the relationship of the amount of life changes to the
séme ;Q/pe of abnormalities. The subjects were 118 women attending
an obstetric clinic that served low income patients. They were of
“mixed marital status, gr‘avidity and race, and ranged in age between

17 and 41. The authors pointed out that these women are in a "high
risk" category as factors such as youth, gravidity, race, single

status tend to be associated with a "higher incidence of medical prob-
lems in pregnancy”. At the first clinic visit (which varied from the
second to eighth month of pregnancy) the women completed the State/
Trait Anxiety Inventory (Spielberger, Gorsuch and Lushene, 1970) for
both state and trait anxiety., After inspection of the medical reports of
the mother and ihfant the subjects were divided into problem free preg— .
nancy and delivery and those whose pregnancy and delivery had one or
more abnormalities within the first twelve Hour*s. State anxiety meas=
ures were collated on the basis. of lunar month of pregnancy and correlé—
tions were run between measures of trait anxiety befor*e‘pr*egnancy
(assessed retrospectively at the first clinic visit) énd the criteria of

abnormality. It was found that trait anxiety levels before pregnancy
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did nqé differ sigﬁificantly for the two gr‘qups -of women., Howeverj,
tﬁose womén in the abnormal group had sig_hiﬁcantly higher statés of
.énxiety during the third and four‘fh lunar months of pregnancy Ehan did
those women in the.nor'mal groups. ..The authors also reported a
significant cor‘r'ela.tion between anxiety and the number of abnormalities.
The two Qroups did not differ throQgho‘ut tﬁe rest of their pregnancy.
Gorsuch and Key stated that it appears that higher states of anxiety
~early in pregnancy are predictors of abnormalities during the pregnancy.
The authors pointed out that their 'Fihdings are consistent with Edwards
(1970) who found no relationship between states of ahxiety in the last
seven weeks of pregnancy and subsequent complications. They sug—
gested that future research invoiv'mg such a relationship be centred on
the/smtes of anxiety during the first trimester of pregnancy.
Lubin, Gardener, Roth (1975),who used a predominantly white )

middle class sample of women, reported that state anxiety as measured

by the Affect Adjective CThecklist (AACL) (Zuckerman and Lubin, 1965)

varied significantly as a function of trimester. Their sample consisted

~ of 88 white women and four negro women, whose mean age was 27 years

and mean level of education 14.19 years. For all subjects the mean
- anxiety scores of the AACL taken at the second trimester were signifi-
cantly lower than the scores obtained in the first and third trimester,

In all subjects anxiety deéreased in the second trimester and reverted



16

~ back to its initi-a._l' level in the tfhir*d Er*imester*.

.Fr'om this brief selected review of the studies invoh)ing anxie_ty
and obstetric outcome, it is apparent that McDonald's criticisms ‘are
well founded. Thefe was seldom con_tr‘o"l for .pa'r‘ity or socioecohomic
status.‘ Small samples 6f women were used who were often.assighed
to nobmal‘ or abnormal groups with no clear—cut criteria of abnormality.
In addition a wid.ve variety of abnormal conditions were used ranging
from congenital conditions to pr‘erﬁaturiw and stillbirth. Reliance
was often placed on pr".ojective measures; there was often a lack of \
'inf’o.r‘mation regarding the reliability of measuring instruments used,
and a lack of operétional deﬁnitions_ regarding ter‘nﬂs used e.g., easy
and difficult pr'egnancies,' abnormal deliveries, normal and abnormal
groups.,

e ,

One of the more serious problems with these studies that has
received 1itt1e comment in the literature is the socioeconomic status
iof the population of women studied. The Pelationsﬁip of anxiety to
obstetric outcome is confounded by the soéioecdnomic status of the .
women., The majority of stgdies used women. frém low socioeconomic
class, and according to Stovel (nhote '1) who "l_ﬂeviewed the literature of
nut'rition. in pregnancy, low socioeconomic class hasvbeen related to

a poor outcome in pr*egnanéy and particularly to low birth weight

infants,
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Higgins (1975) stated that the relationship between maternal
factors and infant mortality and morbidity has received extensive
study and it has been found that "...infants born in poverty have
higher mortality rates because of the low birth weight and that age,
race, and socioeconomic status, were impo.r‘tant only insofar as they
were related to birth weight". Singer, Westphal, Niswander (1968),
found that low birth weight is related to increased .incidence of stillbirth,
neonatal death, poor infant development, cerebral palsy, mental
retardation and lowered intelligence.

Another‘v.'impor‘tant factor that Bas been overlooked in the studies
'r*eviewed is the obstetdc history of the women. According to Stovel,

- many authors have indicated that subsequent pregnancies tend to repeat
themselves in terms of outcome, e.g., prematurity, disability, fetal
loss and so on.

A further facter' not taken into account was the pregravid weiéht of
the motl;»er* and the amount ef’ \."veight gain during pregnancy. Higgins
stated that there have been numeﬁeus stL‘xdies which showed a high positive
relationship between birth weight and maternal pr*egr‘evid weight and weight
gaie during pregnancy. Singer and associates in the collaborative study
found a sig-niﬁcant reduction in morbidity and an impr‘ovement in growth
and development in infants from mothers with above average weight gain
during pregnancy.

The conclusions to be drawn from the foregoing review are that no
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relationship .has been establjshed between anxiety énd obstétr*ic outcorﬁe.

While this duestion needs to be investigated further it requires an inter‘—'

disciplinary approach and is thus beyond vthe ‘scope of the present study..
nge'ral researchers have investigated the attitude of women

toward ﬂﬁeir; pregnahcy experiencé.. In one of the earliest inveéstigat:ions

into attitudes *:oward pregnancy, Hall and Mohr (1833) statea that their

casual enquiry into the attitudes of women expecting their fi |;~st baby

revealed mental hygiene problems inimical to the prospect of successful

childbea ring. They suggested that "...the rational approach of the
expﬁectaﬁt mother should includela ﬁental l;wygiene abpr*oach" . Similarly,
Thompson (1942) discussea the case histories of women interviewed at

' preﬁatal clinics regarding their attitudes toward pregnancy. He pointed
out the necessity of paying "attention to the adjustment of the total
individual and not fobusing all the atfention on the lower half of the torso”.
— an attitude whic;h prevails over 30 years later.

Grimm (1987) cited thé development of the Pregnancy Research

Questionnaire by Schaefer and Manheimer (1960) which attempted to eval-

 uate the emotional status of pregnarit - women as it related to the course of

pregnancy. The authors of this questionnaire collected data from only 37
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.women and their one significant finding waé that wonien who were
- fearful abouf the baby cf themselves while'pr*egnant tended to be

", ..fearful, ,self—bla'ming and insecure in the care of their infants,
and to need much reassurance,"

Cllifforid (1962) used the Pregnéncy Research Questionnaire to
invesﬁigate the attit&de of éregnant women as a function of tﬁeir mari=
tal status and parity., The three groups of 50 women who were given
the qu'estionnair‘e weré 1. unwed hnother‘s;_é. women expecting their
first baby and 3. wom.en who were expecting their second or subse—
quent baby_. Five of the seven subéc;ales dealing with attitudes towanrd
-’pre;‘;nancy r‘e-x)ealed significant differences among the means obtained
_ by thése three groups. Unwed women expressed less desire for preg-
“r\ancy and less ma'ter‘nal.feeling than either of the two Oﬁ;\elﬁ groupss; un~—
wed women expressed more dépreséion and withdrawal and perceived
thé maternal r*éle as being 'less ascendant' than did women expecting
their first baby.” The womén who were expecting their first baby
ekpr*c_essed gr\éater‘ fears for the baby, less irriébility and a greater
degr‘ee. of marital happiness than women who had more than one child.

 Grimm and \enet (1966) studied the relationship of emotional

adjustment and attitudes as measured early in pregnancy to adjustment
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in later pregnancy and the puerperium as well as to the mothers! physical
- condition. While a degree of relationship was found between early
erﬁotional and attitudinal characteristics and emotional adjustment
later in the maternity cycle, none was seen between these attitudes and
the physical condition of either mother and child. According to the
authors, the sample of women appeared to be typical of the total obstetric
populatioh.and included white and negro, mixed parity, religion, socio—
economic status and education, and a wide variety of cultural backgrounds.
Grimm and Venet felt that there may be a coﬁfoundirmg- of the effect of
parity and age of mother which indicated the need for study of primiparae
within a narrow age Pange.' The;y also suggested that since there were no
grossly pathqlogica'l conditions in the sample, emotional factors within
the "normal" range may be too minor to exeprt an influence in the develop—
ment 6f pathology.

Doty (1967) investigated the effects of social class and fa rity in
her attempt to relate expressed attitudes in pr‘egnéncy to a variety .of
maternal char‘actéﬁistics. She developed a pr‘egnan'cg/ attitude scale
and a maternal checklist of infant problems concerned with general
health, feeding behaviour, sleeping patterns and amount of crying. Her
sample of 200 women were assighed to middle and lower class on the
basis ot‘ the Hollingshead Index of Social Position. The subjects com=

pleted the attitude scale ahd the MMPI during the third trimester of
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pregnancy. When the infant was six rﬁonths old the motl;mer\ completed
- the maternal checklist of pr‘oblemé devised by Doty,and the Parental
Attitude Research Instrument (Schaefer andv Bell, 1958). Doty's results
indicéted that éocial class significantly affected the attitudes reflecting
emotional disturbance, physical symptoms and .Pejection of preénancy.
" The vmiddl-e class group endorsed significantly fewer items indicating
emotional disturbance énd expressed signifi‘cantly less rejection of
pregnancy than the iqwer class group. Middle class women had signi-
ficantly moré physical‘symptoms of pregn.ancy than did the lower class
gP‘ou'p.v Both middle and lower class multiparae expressed significantly
gr-eéter‘ rejection of pregnancy andvsig.niﬁ'cantly less fear of pregnancy
and childbirth than did pP-imiparae. Lower class multiparae expressed
signiﬁcantly. greater r*ejéction of pregnancy and maternal role than did
" the other groups. Doty Conéludéd that attitudesv towér_ds pregnancy vary
as a function of social class membership and previous pregnancies.
Heinstein (1967) hypothesized that the more negative thve attitudes
towards pregnancy the- mor*e.sev.er‘e the bhysical complicatidns supr—
rounding pregnancy. A variant of the Pregnancy Research Questionnaire
_was administered to 156 pregnant women,: o-‘ne third of whom were black,
The subjects were clinic patients from low inéome families with a
median age between 24 and 25. One third of the group had college

education, One third of the women were seen in their first four months
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of pregnancy; one third in their fifth to sixth month and one third in the
last three months of pregnancy. The questionnaire was given during
the first contact with the clinic. The total medical data I(involving
pregnancy, labour and delivery, pediatric and neurological examina—
tion of the infant) were grouped into three categories by the obstetrician
and senior obstetric nurse, depending on the type of complication,
Only sixteen of the 272 items of the questionnaire were significantly
- related to the degree of.physical complications, thus their hypothesis
was not confirmed.
While the overall results are equivocal regarding the effects of

maternal prenatal attitude to obstétr*ic outcome, there is evidence

that attitudes do vary according to parity and social class. It would
seem reasonable therefore to control for such variables in further
research,

Postpartum Disorders

A major line of enquiry has concerned itself with puer‘pér*al dis—
orders such as postpartum psychoses or postpartum depression. The
focus of thes.e‘investigations has been the psychopathological condition
of women resulting from the experience of pregnancy and childbirth.

Poétpar‘tum psychosis was generally defined as psyéhosis with on—
set within six months after delivery, ‘according to kaij and Nilsson

(1972), who stated that psychotic complications in pregnancy occur-in
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one or twé cases per 1,000 delivebiés and.v_vho cited sfudiés inbdi'cating
that 4-5% of all.admissiOns of females to hﬁental .Hospit'als are due to
such illhesses. |

Bakevr‘,.' DOI"Zéb, Winokur, Cadoret, ‘(1_971) deﬁned a postpartum
depressive episode '"as a Aper‘sistent depress{\)e syndrome lasting a
" minimum of s.ix weéks, whose ons‘evt.'vs‘/as within six montﬁs of the time
-of giving birth". While there isbsovm'e conﬂi.ct in the literature, the
consensus appears to be thét disor*dgr‘s oé-curring in asso.c'iation with
c;hildbear‘ing.ar‘e inaistinguiéhable from those occurring at other times
in'tevr‘ms of sympt:ométogy and pménosis (Ryle, 1961; Cmikshank',
1940; Seagar*, 1960; Br‘atFos; and Haug, 1_966; Baker, Dorzab, Winokur‘,
| Cadoret, 1971; Brown and Shehesheféky, 1972; Wilston, 1972).
| Aftér* r*evievx)ing many eably studieé Seaget;‘ (1960). concluded that
therg was no evidence for specific puerp.er;al mental disorders,- buf
that the puerperium acted aé a stress, pr\ecipitating breakdown in pr‘e—'
disposéd Women. Todd (1964) c‘ar\ried‘ ou§ one of vthé first pr‘osbective
ep.idemi.o.logical s_tud:ies and stated that his figures suggested that
pgerber‘ai dé#ression is the end reéult of a.l'ong established méladjust-
rﬁent; not .a specific disorder* - and‘. that the pregnancy, confinement
and puerperium are the stress leading to the breakdown. A leading
article in the British Medical Jour‘nal (1966) stated' that there {s no

gobd evidence for regarding puerperal psychosis as distinct from
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psychosisvoutside the puerper‘iu.m. | In a similar wein, éilverrﬁén (1968)
stated that the Qier seems uncontested clvinic_:ally that mental illne.svs
associated with childbearing is no differenﬁ from mental illﬁess un—
related to childbirth. However, for the pregnancy phase, "There is a
gene'ral air of dissatisf‘act{on regarding mental disturbances which
occur after delivery",
Kaij and Nilssoh pointed out that, although interesting, the psycho-
ses r‘hﬁst be regarded as a small Qr‘ogp of diseases from a socio~
A mediéal point of view and of substantially less significance than the
minor psychiatric illness following pregnancy. They noted that investi-
gations héve indicated thaf heuroses, non—psychotic depressions,
asthenic reactions,etc., are e$<tr~eme1y common during the postpartum
T year, The.work of Nilsson ('1970) anid Jacobson, Kaij 'ahd Nilsson
(.1 965) indicéted that as many as one woman in four experiences more
ér less incapécitating neurotic and/or depressive symptoms during
this period. These authors felt that this implied that the wellbeing of
the woman is distur'bedband her normal way of functioning ié restricted.
Accérding to Kaij and Nilsson "Systemafic investigations on iﬁcidence,
etiology, pr‘ognos.is and symptoms of neurotic reactions in pregnancy
and puer*ber*ium»ar‘e virtually nonexistent”. Yalom, Lunde, Moos,
Hamburg (1968) stated that the occurrence of postpartum blues is

"...s0 ubiquitous and ostensibly benign that it has not often been
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deemed worthy of serious study... except for a series of uncontrélled
‘retrospective questionnaire studies... the relationship betweeh U%i's
syndr*ome. and personality traits, previous mental health, attitudes
towards pregnancy, complications of pregnancy, menstrual or other
endocrine ,disturbanCes', previous postpartum depression, severity
© of labour have not been previdusly studied". A review of the more
recent literature involving péstpar*tum depression and "blues" sup-—
-ports the validity of the above statement.

Yalom and associates stated that because of the lack of con—
sensLJal definition or objective stud'ies of this syndrome, the incidence
rates reported vary greatly with estimates r*anging from 5% to 80%.
The postulated reasons for the postpartum "blues" haye been variously
attributed té hormonal éhanges, psychological diﬁ"icu'ltiés, physical
‘d.iscomf’orft, and the onset of lactation (Pift 1968). The symptoms
that occur in tﬁe postpartum "blues" involve crying, (the most char—
.acteristic Sign), wilnerability to minor rebuffs, tenéion, anxiety,
irritability and fatigue. (Hamilton, 1962v; Yalql;n-, Lunde, Moos,
Hamburg, 1968; Pitt, 1968). | |

’Yalom‘ and associates studied the degree of depr.iesvsion before
delivery and for ten days postpar‘tum' in a group of 39 women, whose 4
average age was 23 years, All but two women were married and came

from a wide variety of socioeconomic backgrounds. OFf thé total group,

k0
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37 were white, two negro; nine of the worﬁen were expecting their

first baby. Depression was measured by interviews, behavioral
obser‘\é tions and psychological tests. The findings from these
measures were correlated with data gathered from the personal history
and hospital records concerning labour and delivery for each subject.
Clinical data obtained from daily interviews indicated that crying was
not synonymous with a feeling of depression .' Some of the stated rea-
.sons for crying were as follows: — {ncréased vdlnerability or hyper—
sensitivity to possible rejection; pook‘ly tolerated 1oneliness in

hospital; anger directed at husbands for lack of consideration or unwil-
lingness to help. A multiple correlation of .76 was obtained between
an avefage daily depr‘ession score and seven variables of which the
main contributions were made by lower parity, increased length of
time from last pregnancy, previous postpartum depression and younger
age at menar‘che.‘ Yalom and associates pointed out that it has been
demonsfr‘ated that the more severe postpartum emotional disturbance
is correlated with low parity, and this suggests that the first prégnancy
represents a unique stress, that "...primiparae, unlike the multiparae,
cannot prepare themselves for the physical sensations of pregnancy,
for the personal sensation of creation, fo'r the delivery process, for
the major physical and emotional changesv necessitated by the assump=

tion of motherhood". There is, however, conflicting evidence
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regarding the association of ‘Ilow‘pa.r‘ity witﬁ depression, For; example,
Tolcl:ldv(1V964) conducted a prospective ‘epidemiolo.gic_al'study of puerperal
depression .‘ An evaluétion of parity revealed a preponderance of
th1r~d pregnancies within the depressed groups. A'céording to Todd
primipa mus'wom.eh"'seem r*elai:i\)ely immuné from psychologic‘:a.l dis—
turbances m the puerperium. - Davidson (1972) used a sample of
negro women and fouﬁd that postpartum blues wel;*e sighiﬁcantly
associated .witl'.w a greatér‘ incidence of mul_tiparilfy. |
Concur*ﬁiﬁg with Yalol;n énd associates, Pitt (1968) stated that
although it ié commo'nvknowledge t:hat women often become depr‘essed. |
after ghildbirth, there has been liﬁtle evaluation of what this dépr*ession
amounts to. vAccor‘dirlwg to Pit#, Eransitory tearfulness in the early
puer‘per‘igm is comm‘}on and is generally regarded as a hor‘fﬂal phéno—
menon. He queries what lies betweén the extremes of severe puerperal
depr‘eséion occurring in No more than one in SOO births ahd the "trivial
weepiness of the _blueé". He ‘su.ggests the concept of "atypical depres—
sion". Pitt surveyed 305 mater‘nity pat.iehts. who Wér*e given a question—
hair‘e .de:‘signed to measure ahxiety and depression around the 28th we.ek
of prggnancy and again ‘six to eight weeks after deliver'y. -Tenl per cent
Of the women dgvéloped puerperal depréssion-, and of these only one of
the women had a ;:lasSic'al depr*e;sion, while the pattern of symptoms

for the rest of the group was that of "atypical" depression — " a
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milder \érianl; of phyoiological depfession most often seen in ’younger*
women ‘or* immature personalities'". It is called étypical depression
' becausé of the pr‘ominenoe of nourotic sym.ptoms, i.e.,anxiety, irrita—
bility and p_hobias, or because some features do not coincide with
classical caseé of depression, Pitt stated that it was after "the r‘etur‘o
home that depression wés always most o\/ident, chiefly as toarfulness,
despondence, .feelings of inadequacy and inability to cope — particu—
larly with the baby'"., The depression was nearly always accompaﬁied
by anxiety over the baby, ahxiety which was not justified by its health.
In 1973 Pitt decided to exa’mine the _incidence, phenomenology and
associated features of the "blueé". He interviewed 100 women between
tho seventh and tenth day postpartum and found that half of these women
cgu'ld be diagnosed as having the "blues". Of these 35% occurred with—
in four days of parturition, 26% on the third day. Those women
suffering the "blues" differed from thé rest of the women only in that
they experienced more difficulty in bréa$t~feeding. No significant dif-
. ferences in attitudes_towa rds pregnancy, experjienco of 1abou|o, baby's
health or social stress were .appar‘ent. Six of the women wh.o had the
"blues" devel.oped puerperal depression, é state of despondency lasting
a month of* more, Pitt stated that the "blues" is f'a trivial, fleeting
) ohenomerjon"and_ should not be confused with the 'atypical! ‘O'l"‘ neurotic

form of puerperal dépr‘ession.
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Postpartum Adjustment

» .'The Gordons (Gor‘don'and éordon,1959; Gordon and Gorﬁon,1960;
Gordon, Kapostinus, Gordon,19§5) have shov;/n that personal and social
stress items Signiﬁcantly discriminate between normal married
mothers and thoée who havé postpartum emotional.ups‘et. The authors
gave a social history que_stionnair‘e to 98 no.r~ma1 women who had just
 delivered their babies. Four months after delivery ti;ue physician of each
‘woman complet_ed‘a rating scale as to t";he degree of emotional distur—
bance experienced by these women subsequent tb delivery. The 98
wofnen were compar‘ed with mate;'*nity patiehts'who had sought psychi—-
atric help. The following items significantly differentiated the two
groups: emotional problems in U’\g woman's background; physical com-
liéatipns of pregnancy; age of wife; religious intermarnriage; no»help
available after the birth.

Nilsson and his associates (Nilsson, 1970; Nilsson and Almgren,
1970) hawve cénducted a series of prospective studies involving the post-
natal adjustment of Swedish women. The aim of these studies was three-
fold: First, to study the occurrence, nature and prognosis of parapartum
émotional illness using a prospective metﬁod; second, to iﬁvestigate
whichAaetiblogicaI factors influence such illness; and third, to esmbiish
charaéteristic pétter‘ns of adaptation in relation to the stress situation

which birth entails.

Their study involved the investigation of 165 unselected women
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attending prenatal clinics for the first tirme during the current preg—
nancy. ’I'he women were interviewed on three occasions; after their
_first visit to the clinic, two to three days postpaftum and six months
postpartum. The content of such intehviews included psychiatric his—
tory, general social and enviﬁonmental queétions and attitudes towards
their current pregnancy. A clinical evaluation was carried out and the
psychviatr*ic status of the women was noted. At the ﬁr‘st and third vinter‘—
view, the women wenre given psychological tests including an assessment
.of intellectual and cognitive Functioning and a personality assessment.
Four questionnaires were designed to measure neuroticism, prenatal
identiﬁca.tion and degree of identification with stereoctyped feminine and
masculine characters. Measures used by the authors as criteria of

the women's adjustment to childbirth included the occurrence of psychia-
tric symptoms (before, during and after pregnancy); clinical signs of
illness; deviations in tests, attitudes and sexual adjustment.

In Part One of their study they surveyed psychiatric morbidity.

- On the basis of reported symptoms, the extent of adaptional difficulties
during pregnancy and postpartum was Ca_lculatedv. The principal mea-
sure in this survey was the author's estimation of the degree of dis—
turbance based upon the seriousness and number of individual psychiat—
ric symptoms reported in each period. They found that the signs of

mental disturbance were of the same magnitude during pregnancy
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as during the postpartum period and the occurrence of such signs,

e.g, lowered mood, affective lability, psychomotor retardation,wa_s
high in both periods. Nilsson and associates stated that the h{gh occur-
renée of menfal syrhptoms and disturbances during the pregnancy period
was remarkable in view ofv-the general belief that psychiatric symptoms
occur infrequently during this per*iod'and since several authors main—
 tained that mental illness is more common after deliQePy.

In Part Two of their study Nilsson and associates compared the
frequencies of subjective psychiatric symptoms before, -during and
after pregnancy with .various backgfound factors, tests and clinical
observations. Relationships were found between symptoms occurring
during pregnancy and the postpa f*tum period and such factors as the
women's attitude towards pregnancy, relationship with the child's
father and envir'onmerjtal cohditioﬁs at the time of pregnancy. Accord-
ing to the authors the high frequency of symptoms during pregnancy |
often seemed related to unf’ayourable envir‘onmental cimumétances,
while postpartum symptoms, to a great extent, indicated the existence
of. "more deeply seatéd conflicts" connected with reproductive function—
ing., These conclusions were based on the association which was found
between postpartum mental symptoms and such facférs as unsatisfactory
early relations with the parents, a moralizing 'atti.tplde towards sex at

the parental home, a negative attitude towards mdaherhood.
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There 'is little empirical research intd the psychological aspects of
postpartum adjustment. Itis difficult therefore to draw any conclusions
about a possible relationship between postpartum adjustment and attitude

toward the infant.

Hospitél Environment.
Ahotﬁer area of research that has r‘eceived little attention to date and
- that may influence the postpartum maternal behaﬁoUP of women and
.. théif early r‘_elationship_, with the.ijr\_ infantsis the étudy of ﬂje hospital
expehienée and jts efFects, if any,.upc‘m‘ the mother and her inf‘anf. A
review of the liter*at.ut;‘é shO\/.\}ed only a few objéctive studies. concer‘n_ed.
v‘pr‘i‘fnérily wifh the hosbital experience of the mother, .although there are
many a’rt.icles describing tHe instigation, philosophy and advantages of
- ‘t'ﬂo-_omi.ng—in and fémily centred maternity caré (Engela, 1963; Faletta,
1963; Wooden, 1962a, .1962b; Jackson, 1946; Engel b,1968;"‘l'inﬁbe‘r*lake,
1975; Thoms, 1962; Ratsoy, ‘1974; Haire and Haire, 1968; Cox, 1974). |
Sheé, K].atski‘n‘, & Jackson 61 9525'compar‘ed the home adjustment over
'a» period of one month pqst hosbital d.i.schar*ge of mothers who expér‘ienced
rooming—in with thbse worheﬁ who bar*tiéipated'ih the typical maternity
wérd.h Although roolrvn_ing—in was not defined in the study, typically it
invol\;és the situatioﬁ where the newborn infant.-is placed in a bas—
"sinet in the mother's ‘room, usually during the day. At night the infant

is returned to the central nursery. The study involved eleven matched

~ pairs of primiparae, equated as closely as possible for age, education
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~and socio economic class. vFOllo'w—up Visits were made .on' the 'rhother*s'

first day home From.the hospital ;md then ar"r;a:nged a.ccording.to the |

" mother's heed. "l'hese‘ home .visits Wer‘e ‘made by a member of the.

research stﬁﬁ’ of the room_ing—ir_\ project. A general 6utline cover‘ing

certain topics was used fo.r* each visit, and thé vi;c,i_ting PéS’earchér

' wfote doWn her;- ‘observations afterwards. To make these observations

more obj‘ective, a rating scale was de.visedbtov code the data. Shea

and associates stated that b_ecauée of the small rjumber‘ of subjects -

: involved, no statistical analysis wa‘s. doné, ( hor were. the data
présented in such a way as to al.low one to make statisvtical analyses)._
Certain tr‘ehds'wer‘e noted by the au'thorfs, e.g., the rooming—in
mothers wer:e_ rated .rr__\or*e corqpetent ih .handling f.h_eir‘ baby, they felt

| more self confident in understanding théir* baby's‘ needs and behaviors
and bequif‘,éd fewe‘r‘.nursing visits, l("]'hose in rooming—in averaged
three visits; nvon*r‘oo‘ming—'in, séven visits.) ' Shea and _aésociates con—

' ‘cluded that "mothers having rooming—in e*perieﬁce have. gr*eater‘

fa;:ilit}/ in handliﬁg t'h.e baby and mo'be éelf—cpnf_idence in understanding -
the‘baby's behaviour'. |

A seéqnd smdy cpmpérihg rﬁom‘ing—in Wif;h traditional méter*nity
wards wés carried out in Sweden. Greenberg, Rosenberg and Lind

(1973) Pandqhﬂly assigned 100 primiparous women, matched for age,

socioeconomic status and education of fathers to either a rooming—in
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: facility' or a tréditional ward. Thé women in the moming—in- facility
fed the infants .on a regular schedule. The infants were brought to the
mother 1é to 16 P.‘:ou‘r‘s after bir~th. and remained in the bassinet in the
‘rbom from 9.00 a.m. to 6.00 p.m. In the traditional ward, the
mothers saw the infant For*j20 minutes at ea}ch feeding. Fathers in
both groups visited for one hour a déy during whiéh time vthe infant was
not permitted in the room. The authors developed a SO - item multi-
ple choice questiohnaine which was givén to all women. The important
sigﬁificant ﬁndings.ﬁﬂom this study were that rooming—in mothers
judged themselves mor‘eA confident with the infants and in ca ring for
the infant; could understand oné o.r‘ more attributes of the baby's cry;

Vand developed maternal feelingé faster than those women in the tradi-
tional matermity ward. i

(_jne significant feature of the usual famﬂ); cerjtr‘ed mater‘nity.pr*o—
gramme not incorporated into the a'bove studies was the participation
by fathers. An early study comparing conventional maternity systems |
with a family centred approach was undertaken .b'y Méyer, Collette,

“and Ludtke (1966). The authors stated that it was difficult to define

either fhe conventional maternity care pro.gramme or thé family

cenfbed programme in absolute terms because of thé many variations

to be fouhd. The two practices can be distinguished in a general

sense however, and the authors cited ﬁye relatively distinct differences
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between the two programmes as applied to the hospital in which they
carried out their research. These differences are listed below:

Conventional programme

1. Father not present Juring delivery

2. Infant housed in central nursery

3. Scheduled feedings

4. Father present only during regular visiting hours
5. Father cannot handle the baby

Family centred programme

1. Father present during delivery
2. Infant housed with mother
3. Demand feeding
4, Father has unrestricted visiting privileges
5. Father allowed to handle the baby

In 1964, the hospital in which Moyer and associates carried out
the research changed from é conventional maternity delivery system
to a family centred system. The most pronounced difference between
the two programmes was the added emphasis placed on close contact
among the family members during the hospitalization. The basic
design of the study was to make a post hoc comparison of two groups
of families. In one group the mothers had been cared for under the

traditional programme, while the second group consisted of those who
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entered the hospifal after the changeover to the family centred plan.
Forty cases were selected at random from those mothers who del-i\_/-
er‘eo their baby prior to the changeover and 40 cases from those who
delivored their ba;by after the changeover occurred. Questionnaires
were then mailed to _both groups -at the apor‘opr‘iate time interwvals
after hosp‘ital discharge. The questionnaires involved. ipdicator‘s of
posthospital adjustment and included mothers' and fathers' tension
level i‘n handling the infant; mothers' and fathers' irritability level;
.degree of mothers' pos.tpa rtum depression.; health problems of the
infan‘ts which might have émotional etiology. Eighty per cent of the
guestionnaires were returned from each group of parents. The most
significant finding was U’ﬁfl88% of mothers in the traditional programme
reported var&ing levels of irr*iéabili&, while only 58%. of those in the
family centred programme reported the same. Moyer and associates
‘concluded by stating that their findings "...give some credence to the
assumpi:ions underlying the family centred maternity care plan. How=- _
ever, consideoable research ‘svvti’ll needs to be‘c.lone in order to ascer—
tain the r‘e'la.tive value of the various Facé;s'of the programme'.,
Moyer's study‘is r‘et_r‘ospective and while the groups in each pro—
gramme. aop'ear‘ to be similar, there is no info._r‘mation dealing with

group composition. There was a 20% dropout rate from both groups.

Moyer argued that his findings give strong support to the proponents
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of farﬁily centred maternity care inasrnuch as the programme .contr‘ib—
Qted to, the emotional adjustment and stability of the family., - In

fact, there were no differences between the groups reported for
mothers' postpartum depression as measured on a four point scale,
In view_of the fact that the study took place relatively soon after the
instigation of the new programme there is the distinet possibility of

a Hawthorne effect.

A second and more émbiti‘ous study of the differential effects of a
family centred maternity care programme was carvied out by Jordan
between 1869 and 1971 (Jordan, 1973a, 1973b, 1973c). This study
was carried out in two hospitals, éne of which offered a family centred
maternity programme and the other a more traditional programme,
Two hundred and nine families participated in the study. One hundred
and eleven families were involved with the hospital having the family
centred maternity programme and 98 at the more traditionally oriented
hospital. The women were divided into primiparous and multiparous
groups., All the par*ticipan.ts werbre seen five times by one of two project
investigators as follows: during the ninth month of pregnancy, 24-48
hours after delivery of the baby; seven to ten days after discharge
from thé hospital andvat. five and eight weeks after discha rge. Each
time the subjects were seen an appropriate set of guestionnaires were

left to be completed by the husband and wife. Data were analyzed in
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2 x 2 contingency tables using chi square as the test of significance.
Significant findings included the following: a patient has a greater
degree of tfust and confidence in the nurse when a specific nurse
patient assignment is made; the parents' confidence is greater and they
have less fear of their ?lﬁability to care for the baby when the hospital
envi'r‘onh’\ent has offered Ia variety of learning opportunities in the care
of the baby; the family relationship is stronger when the hospital
environment permits,the parents to be together during the labouring
process and to handle their baby as much as they desire; areas of cbn—
cefn to the mother are expressed more frequently when a variety of
learning opportunities are offered to the mother in the hospital; more
fathers feel confident in caring for the baby, being of greater help with
the baby andAdo not object to helpihg with the infant when the couple
have participated in the family centred programme; mothers require
less help with_-inst ruction and r*equiré less reassurance.

Jordan made the implicit assumption that "rooming=in" is family
centred maternity care. It has been poinited out by Haire and Haire
t1968) that "medified rooming=in" is an important part of family cen-
tred maternity care. These authors stated that rooming—in requires
the mother to "categorize herself — to designa_te or commit herself to
a type of care she often knows little about". Flexible rooming—in, on

the other hand, allows the mother rather than the hospital to determine
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: how- much time shé spends with the baby.

Jordan also assumed that the g|;~oups m each hospital were cém—
par*ablé r\egat{‘ding‘ demographic dafa Wheﬁ, in faqt, significant dif>-
ferencés existed between the two groups of primiparous women in
favour of the family centr‘ed maternity hospital. It is unfortunate that
the stuo& Was completed wqth a sample .thavt did not meet the initial
selection cr‘-iter'ia. Fifty per cent of those in t.he traditional hospital
did not meet the criteria of no prenatal classes, t!;nus, confounding the
results obtained regarding the efficacy of family centr‘ed care with the
effects of attending prenatal clas'ses;

Another difficulty with the study was that Jordan's method of
obtaining the sample differed for the two groups. One group (the family |
centred matér*nity) was approached perébnally while the other group
(traditional) was referred by the doctor.

According to Jordan different individuals conducted the various
inl:er*views which apparently resulted in slight differences inthe manner
in which the interview data were reported, and this may have contributed
to distortion or'bias in the results. There was no indication in Jordan's
report as to whether the questibnnaires were reliable in terms of
either ihtér‘nal consistency or stability over time. Stati$ti¢a1 analysis
of the data was conducted using the chi square. .' This Eesulted in

hundreds of comparisons being made which led to the very strong
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‘ poésibiliw of many Type 1 errors occh‘r*ing.

fReseérch is presently being conducted by Klaus and Kennell and
their associates which relates to the hospital environment of the ma-—
terhity patienf:. )

' Klaus and Kennell (197.0) maintained that behavioural studies in a
large range of animal species as 'well as preliminéry studies of human
maternal behé‘viour suggested that what happens in thé period immediately
f’olloyving del.i\'/er‘y- of tﬁe baby "may be rcr-itical to later maternal
behaviour!", Seashore, Leifer, Barnett and Leiderman (1@73) agreed,
citing studies of ma_ternal behaviour in the nonhuman mammals which
suggest "that restriction of inte‘r‘action of Elwe mother and baby in the
early postpartum period influences subsequent maternal perfor*mance
and may, in fact, produce cle;rﬂly incompetent mother‘ing.f' The
authors poipted out tha.t previous studies invc;lving maternal/infant
separation of the human have concentrated on the effects of long term
separation on the deve'topmenﬁ of the inf’aht, paying little attention to
~the question of how the mother is affected by such a separation.

Klaus and Kennell cited Ia' personal communication from Barnett,
an anthropologist who searched the Humah Relatiohs File (which lists
220 cultures) for variations in human maternal. behaviour following

delivery of the baby. Barnett found that all societies exhibit a

"regularized'" way of dealing with bif‘th. In most culturesmother and
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infant are secluded together during the three to seven days after
birth, until the umbilical cord heals. Apparently ';routine complete
separation of mother and infant in the first days after delivery exists
only in the high risk and premature nurseries of the Western World".
Klaus and Kennell stated that

In this century both birth and death, the two most

important events in the life of an individualjhave

been moved into the hospital and away from the

family and centuries of traditions and cultural

patterns of behaviour. Practices surrounding

both events appear to have been almost wholly

determined by the psychological needs, the con—

venience, the li mited perspective, and the bias

of the dominant members of the hospital culture

(nurse, physician, and administrator). (p.1026)
Klaus and Kennell maintained that most normal deliveries in the
United States are associated with several days of what Barnett calls
"deprivation' for the mother — "Only mothers who deliver at honie or
room—in with their infants experience no deprivation™. While this is an
overstatement the point is well taken, (Rooming—in, in studies men-—
tioned previously, seems to be on a daily basis rather than full time.)
The authors pointed out that the naturalistic arrangements of rooming-
in procedures may be of immense value for the mother and child.

The observations made by McBryde (1951) were used by Klaus and

Kennell to support the concept that close contact between mother and

infant during the initial days after delivery may well facilitate mothering
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behaviour. McBryde reported that when rooming=in was made com—
pulsory at Duke Hospital "the incidence of breast feeding rose from
35% tol 58.5% while telephone calls from anxious mothers during the
first weeks after discharge decreased by 90%." Klaus and Kennell
believed that the mothering behaviour of each woman, "her ability to
tolerate adverse stresses, and her need for special attention differ
greatly and depend upon a multitude of factors". Figure 1 is a
modification of the schema that they have developed illustrating the
major influence of mothering behaviour and the resulting possil:le
disturbances which arise wheh this behaviour is disordered. The
disorders range from mild conéerﬁs to the most severe — the battered
child syndrome. Klaus ahd Kennell suggested that the range of diffi-
culties may be the end Pesg]t of separation in the newbor;n period. Low
birth wéight and prematurity often involved a prolonged separation
between mother and infant. Kennell, Trause and Klaus (1975) cited
studies showing that premature infants constituted a "disproportionately
high number of both battered children (23—31%) and those with the
"failure to thrive" syndrome!,

Helfer (1975) in his discussion of child abuse stated that "The
pr‘ecipifating event may be real or imagined, a birth defect, a social ‘
or economic disruption of the family, a difficult pregnancy or‘Ideliver‘y,

or early separation of mother and child." According to Helfer, abused
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Figure 1.

Disorders of mothering: adapted from Klaus M., and Kennell J: Mothers separated from their
newborn infants., Pediat Clin N Amer 17:1015, 1970, o
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_..chiIQPeh Have a prematur‘ity rate tvyice Ehat .of' the general populaﬁon
: .and‘a caesarian section rate much higher than‘tha_t of the ger_uer‘a}
popqiation. (In a personal comhﬁuhication to Kennell, Trause, and
Klaus (1975‘),Hel fér stated that the incidence of chil‘d abuse is ten
times greater with a c':aesar*ialn section thah with vaginal deliver*ies;)
| F‘iﬁdings from the PeSeaPciﬁ L.Jr;md.er?taken by Kiaus and his associates
hawve d;arhonstr*ated that t;her‘é is indeed an influence of early separation
on the subsequent relatipnship between mother and infant.

Inan eér*ly study kennell; Gordon, an.d Klaus (1970) compared the.
behaviour of mothers who had been separated fr*om' their premature in-
fants for the first 21 days of Iif"vek, with those mother*s who had beén allowed |
physical con.tac:‘t‘within the first five days. Using time lapse photography,
6bser~vations were r*ecor‘ded_ and analyzed for the first ten minutes of the
feeding ir.nvm.ediately béf"or"e discharge from the hbspital . Twenbty—five
_actiyities were Peéorded for 'each mother including caretaking skills and
maternal affection. A significént »diﬁ’er‘ence iﬁ the percehtage of 'en face'
contaét ahd cuddling fime was seen between the‘.ea:r‘ly and late ;ontact
mothers. At a one month follow—up it was found that late contact mothers
held their babies differently, cHange_d position less, burped them less and
Wer‘e noti as skillful. in feeding them as those mothers who had had early conr |
tact with their premature infants. Kennell and aésociates (1975 discussed

the follow-up of premature infants and stated that'preliminary d'at;a on the
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Stanford Binet I.Q, of thé two groups of‘childr‘en at 42 months indicated
that those in the eaﬁly contact group scored signiﬁcantliy higher thén those
in the late contact group (mean 1.Q. 99 vs 85). Furthermore, a signi—
ficant correlation (correlation coeﬁ"ici‘ent‘= >.7V14) was found between the
I.Q. at 42 months and the amou'nf Qf time women spent l_ooking at their
babies during the filmed feeding at one month of age". (It is unclear
whether this follow=up is of the childr*envstudied by Kennell, Gordon and
Klaus (1970).)

| In 1972 Klaus, Jefa‘luld, Kreger, McAlpine, Steffa, and Kennell
‘carried out a study tQ deter*mine. whether hospital practices irj the
United States affected later maternal behaviour of women who had
full term as opposea to pr*ématur*e infants. The sample was 28 primi-
parous WOmeh (26 negro, 2 W;ite) wifh_ an average age of 18 years who
héd r*_eachec.:i grade 10 or 11, Of this group nine wer*e. married. Each
mother was placed in one of two study groups depending on the day of
delivery. According to the authors the mean age, socioeconomic class
marital status, race, premedication, sex of infant and days hospital— |
ized were "nearly identical". Fourteen mothers ‘had the usual amouht
‘of contact with their; infants, {.e.,a glimpse of the baby shortly after
birth; brief contact and identification at six to 12 hours, theh the usual

feeding scheduled evéry four hours. In addition to this routine, for
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th e three days after deliver*y,» the 14 mothers in the extended contact
group were given their nude bébies, for one hour within the first three
hours after birth and for five extra hours of contact each afterncon.
The mothers returned one month after delivery for three separate
observations consisting of"é standardized interview, an observation of
maternal performance dur‘.irmg the physical examination of the infant
and a field study of thé mother feeding her infant. The results indicat—
ed a significant difference in behaviour of the groups of women towards
their infant, in the area of fondling and face contact. The scores
obtained on interview guestions and observations made during the
physical examination of the infant élso i.ndicated significant differences
between the groups. The extended contact mothers weré more reluc-
tantrto leave their infants with someone else, showed gr‘eater* soothing
behaviour if the infant cried, and engaged in significantly more eye-to-
eye contact with and fondling of the infant. In view of these differences
.in maternal behaviour at one month, Kennell, Jer\auld, Wolfe, Chesler,
Kreger, McAlpine, Steffa and Klaus (1974) conducted a follow—up
study to see whether these.diﬂ“er‘ences persisted after one year. At
this time the mothers were observed by investigators who were not
familiar with the mothers, nor had the observers had contact with
the mothers during the previous eleven months. The authors did not

say whether the investigator‘s were aware to which group the mother/

infant pair belonged. The observers monitored mother/infant inter—
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action through a two-way mirror in seven separate situations.
Signif’icant differences were found between the two groups in their
answers to interview guestions and in their behavicur during a
phys‘ical examination of the infant, In the observation period during
the bhysical examination the women in the extended contact group
spent aA significantly greater total Eime assisting the physician than did
the control v'wom_en. The extended contact group also spent a significantly
greater tjme soothing in response to crying and were more likely to kiss
their bab_ie'é'thanﬁtha control gr‘oup.- In addition there was a significant
difference on the Bayley mean developmental inde>-< b»etwéen the two
groups of infants — 98 for the infants of the extended contact mothers
and 93 for the control group mother*s. Kennell and colleagues con-
cludéd that these apparently striking findings need to be heplicated in a
large study but that those who care for infants 'and mothers should be
aware of the possible long term effects of;» Ehe:: early postpartum period.
Two years later five mothers were selected at random from each
group and the linguistic beh‘aviour‘s of the two groups of mothers vvér*e
compared while speaking to their children. It was found by Ringler,
| Kennell, Jarvell, Nawvojosky and Klaus (1975) that "the extended contact
mothers used twice as many questi'ons, more words per proposition,

fewer contact words, more adjectives and fewer commands than did the
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controls. The authors pointed out that this may have been due to chance
selection and the study should be repeated. They made the additional
point that the findings from the above research suggest "that 16 extra
hours of contact in the first three days of life appear to have affected
maternal behaviour for one year and possibly longer, thus offering
support for the hypothesis that ther‘é is a maternal sensitive period
soon after delivery. ™ |

There ar*é several procedural difficulties with the above research
that may have infiuenced the results. It is hot possible to rule out
4expectancy effects on the part of the participating mothers. First, it
was not known whether they were aware that they were part of a
research study; second, as Klaus pointed out, the mothers may have
seen handling their baby as a special privilege, 1eading‘ to a subsequent
change vin their behaviour. It is unusual in any hosbital to be supplied
with a heat panel and your naked baby to fondle — a very obtrusive
feature of the study. Also, as Klaus mentioned, there was the question
of the time and amount of contact which was not controlled for. In
addition, there was no attempt to control for the amount of stimulation
per se received by the babies in the contact group — the differences
obtained may have been due in some part to the effects of stimulation
rather than the lack of separation. |

Leifer, Leiderman, Barnett and Williams (1972) have conducted
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similar research using a different population and more stringent
controls., Their sample was 80% white women. The median education
for the mother was completion of high school, and for the father was
some college education. The median age for both parents was 25-29

and median social class was 111 as measured by the Hollingshead

Index. The sample consisted of three groups of mothers; 22 separated
mothers of premature babies, who had visual contact only for thr;ee to

1'2 weeks after bir?th; 22 contact mothers of premature babies who

éntgred the intensive ca r*e. nursery two to three days after the birth of

the infant and handled the infants in the incubator and participated in nor-
mal care activities as far as possible; and 24 mothers of full term
‘babies. Assignment to the separate and contact group was made on a ran-
dom basis and the women were unaware of the existenée E)F the two groups.
The separated infants were given additional handling by the nurses to
avoid the possibility of differences arising due to differential amounts of
early stimulation rather than maternal contact. The full-term mothers
were matched as far as possible for parity, social class and sex of infant
to thé women in the premature group. Attachment behaviours of three
groups of women were compared in time—sampled observations prior to
and one and four weeks after the infants' discharge from hospital. Mater-
nal attachment behaviour was defined as "the degree to which a mother is

attentive to and maintains physical contact with her infant." Major
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findings from this study were that contact mothers lheld 'their‘.inf*'ant in
the venﬁral holding position for a s{gnificantly greater pekcentage of
‘the time than did the sepérated mothers _at the first week postdischarge
period. Itwas also found that full term mothers smiled at their in—
fants m;ﬁf*e often and maintained more ven_tr*él contact with them th‘an‘
did mother‘s_ of p»r*ematur‘e‘ babies w_hiie in hospital,"ancj at the one week
and one month post discharge time periods.

~Using a paired Vcompa Pisoh qguestionnaire for the two groups in the
ébove study,..S-eashor*e, Leifelﬂ, Barnett, énd Leide_r*man (1973)
éxarhineﬁ the atti.tudes of self-confidence in caring for the infants, It
was found that separation resulted .in lower self-confidence for primi-
parous mothers but not for njyltipar‘qus mothers. A comparison was
made of ‘mot!;\er‘s initially low in self—confidence and it was seen that
those mothers in thé separation group were more likely to remain low
in self-confidence until the infant was discharged. By one month, how=
ever, self—-confidence of the primiparae had increased to a level com=-
parable to that of the other mothers. It was alsq found, that although.
primiparous women in the separation group felt significantly less con—
fident than did other mothérs, they were oniy slightly less skillful at
céretaking tasks., Multiple regression analysis indicated that skill
never predicted self-confidence, whereas self—c.onfidence for i‘nstr‘u—

‘ mental tasks such as diapering, feeding and bathing the baby, just prior
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to discharge did prediét skill one week after discharge, i:hus demon-—
strating that a mother's degree of self-confidence does havé some
bearing on her skill in caring for her infant. According to the authors

this suggested that modification in attitudes prior to discharge was
associated- with subsequent behaviour at one.week post discharge and
also suggested theb"pr‘epotenc':y" of a social skill in dir"ecting or
organizing one of the specific tééks" . The aufhor‘s felt that the imme-—
di_ate postpartum period may be a time when the mother is psychological-
ly énd physiologically ready to assume the mothering role. They sug-
gested that a woman.who is uncertain of her ability to fulfill this role
"may need the reinforcement and leaming experience" that she is
denied when separated fmm her infant.

From the above data Leiderman, Leifer, Seashore, Barnett and
Gr‘obsfein (1973) and Leiderman (1974) concluded that denial of contact
>bebNeen -a mother and her infant will influence both maternal attitude
and behaviour which is consistént with the animal literatur‘e which shows
that delay in contact during the neonatal period can lead to a deteriora-
tion of mater‘l;\al car;étaking behaviour. They further stated that the
finding that full term mothers smile more and maintain mohe
ventral coﬁtact with th‘eir* infants than do mothers of premafure babies
may indicate an "attenuated r‘élationship” between mother a_nd_pre—
rmature infant. This is consistent with the data indicating that pre-

mature babies are more frequently battered by their parents than are
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full term babies. Leiderman and associates also stated that the

- major iﬁﬂuence of separation seems to be on the maternal self-
confidence, suggesting that the immediate postpar‘mm period is a
particularly sensitive one for the development of appropriate maternal
behaviour‘.

Eleven to fifteen months after the end of the separation period,
lLeiderman and Seashore (1974) followed-’-Qp the mothers in the above
studies. By the eleven months postdischarge period, the bnly mater—
nal behaviours which were differentiated by the experimental condition
of contact or separation were smil_ing and touching. Full term mothers
smiled at their infants more than did mothers of Ehe premature babies,
and mothers in the contact group fouched their babies more than did the
separated group. The conclusion from this follow=up study was that
circumstances other than the inifial séparation determined, to a large
extent, the behaviour of mothers at time of follow—up, Leiderman and
Seashore pointed out that this emphasized the néed fer "methodological
clarity and the use of more sophisticated statistical téchniques covering
a wide range of factors' before any definitive conclusions can be drawn
regarding the effect of any single experimental manipulation on later
maternal behaviour., The authors maintained that the vériations in
mothers' behaQiouP can be understood more satisfactorily using a

learning theory model as opposed to an ethological model. This latter
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model wouid "describe bonding behaviour as species specific and
reiatively un{nﬂuenced by either pr*iér* experience of the mother, her
expectations or cultural valués". They po{nted 6ut that the opportunity
exists for rapid lea;ﬂning in the nursery during the neonatal period and
sugge’sted‘ utilizing the nursery situation to encourage specific kinds of
'behavioub in parents that may enhance cognitive developn.qent of the
infant on the one hand and famitial belatiorjships on the other. In
addition to the immediate experien‘tial influences in the neonatal nursery,
the cuthors believed that influences such as social class, sex of infant,
an;:!.bir‘th order as well as parental attitudes and expectancies are
among the many facto-ré which afFe;:t the maternal/child relationship.
They concluded that an enlightened view of the importance of these
early interactions should lead to an attempt to enrich the "socially
sterile atmosphere in today's hospitals" thus allowing the development
of parent/infant relationships in the early postpartum days.

The above resvear*ch involving mother;/infaht bonding. has impli= .-
cations for the usé of analgesic and anaesthetic during labcur and
whether the mother is conscious at the timé of the birth of her baby.
Alper, Brown, Osteimer"and Scanlon (1é75) statedA that although many

‘ .eﬁ’e_'cts of mater*nallya,dmin{ster‘ed drugs on the neonate have been des—
cribed "the question of their signiﬁcance is basically unanswerjed".

They stated that a comprehensive longterm study of the effect of
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maternal medication on maternal/infant bonding is Heeded. | Aécording
to Moss (1967) this relationship depehds onA'the neonate's responsive—
iness to méter;nal "cues", it also depends on the baby's ability to
trigger appropriate car‘e-'-mking‘ behayiour from its. mother. As
Br‘azeltonb(1 970) stated, "Watching a drugged mother and a depressed
infant wHo must make a 'go' with each_éther should stimulate us to re— -
" evaluate the réutine use of premedi;:ation and anae‘sthesia in pregnancy
and delivery in the light of its effect on early mother/infant interaction",

Conclusions from Review

In light of the numerous methodological difficulties encountered it
is not possible to draw many major conclusions about pregnancy, child—
birth and the ealﬂly.postpar*tum period, One conclusion that may be
derived, however, is that this research reflects to a great extent the
two inherent methodological difficulties of doing applied research,

Subjects have to be accepted as available, and usually in existing
groups. Groups are pr*efoﬁmed, and bound to théihs;ubcultur‘e and the
time and place of the study. As a result, neither randomization nor
generalization :is:. possible, As Campbell and Ross (1970) point out:

Social research frequently encounters the task of

- evaluating change produced in nonrandomly selected
groups by events which are beyond the researcher's
control. ....Because in these situations the '
investigator has no control over the assignment.of
individuals or groups to "experimental' and "control"

situations, the logic of the classical experiment must

be re—examined in a search for optimal mter*pr‘etatlve
procedures. (p. 110)
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Given the diﬁ’iéqlW of r*andomizat_ioﬁ in applied research, there |
. af'e'inhehe,nt pr_*oblems_in the studiés ;"evi-eiwed‘ that resear*cher*é could
céntr*ol more‘successﬁﬂly, ﬁé‘r‘hely tHe use of nonstaﬁda Pdiz‘ed. measur‘es,'
or 1§Ca11y devised meaéurihg instruments; there is ailack ‘of operatioﬁal
deﬁnitions of Eerms 'use‘d; a lack of inf'or"‘mlatiOn regarding thé _r‘eliabilli.ty '
and \ralidity of meas,ul-r*es'_ "use.d.‘- It.rr.mu'st be n'.men.ti.onjed tﬁat fe;/v me’asuresv
exist in the érea of' atfitudes _@oWar‘ds pfegnéncy'and c:h_il_‘dbir*_th.

| "A'ﬁomeﬁ.dif‘ﬁculty with the'r‘esear‘ch r~eviéwejd 1s the frequent
. r*eiiance oh-s_ingle mea'su_r*e.s, €.g. Patings by- oné individual o,ﬂ"single
questionnair;é 'data,v a scér*e _oh a depression or anxiety scale. Webb,
Camp"bell,' Schwéftz and Sechfest (1.966) pointed outlthe necessity for
multiple oper‘ationisr_ﬁ an.d'thevuse, of combined Mmeasures that avoid the
same weakn'esse_s.’_ .Other br‘oblems ih'clude tl.qeb Use of ﬁQn—répresentative '
samb_les;' e.g;, unwed n;\other‘s, in research involving pregnancy anvd
childbirth and then Qenéra'lliz{ng to alll‘ women., It is felt that some of
these difﬁculties_ arise becauée br*egnancy and cl'vuﬂd;bir‘th have been con—
ceptuaiized_ as happening to ”womén" rather than bi_ack or whité, rich
or poor, old or young, pbimipar‘ous or-hultipérous women. Much has
been wr*i‘tten. on cross cultural ‘diﬂ’enences in attitudes ar.;\d. éppkoaches to
délivery, and the po#tpar*tum per‘{od._ It is suggested that wé need to
'acknowledge'.cultur‘al differen_;:es also and take into acc_ountﬁ efhnic_.

origin, race, socioeconomic class and c¢oncomitant s, as well as parity
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and age of the women involved.

Ano-tﬁer‘ ser‘ious.dr*awback reﬂééted ir.w_-the pr‘egrjahcy literature is
‘the lack of anvint'ehdisciplinar*y apbroach to research in. this ar‘e.a. In
fact,b one might go so far as. to say theré is a iack of cqmmitment to long
ter;m pr‘ogr‘ammed r‘_esear*ch.l |

A final comment which is hot uhique but which Beeds reiterating is
the emphasié in the Iiter*étuhe on the ’;abnor‘mal" aspects of pregnancy
and chiidbir‘th.' How caﬁ one. make meéningfgl statenﬁerjts regarding
abnormality, Whether péychological or mediéal without regard to the
normal population? As. l\/\edWar (196?) point_s out,"ﬂ: is not inf"or‘mativé_
to étudy var;iations of behavioulr* unless we know beforehana the nofm
from which the variants depart'.

The presént study 1s ap.p-lied reéearqh and thus falls heir to the
difFiClUItiés'discussed-above. "i'he major di%f"icglty was the inability to
assign women randomly to the two rﬁajor independent variables —
hoépiml maternity programme and type ‘oF delivery. There are, how—.
ever, séme aspects of th.e pheéent stucﬁy which impro?e upon previous
work. For e>.<amp1.e, the t_otal group bf_v\_/omen constitute a homogeneous
sample of primipar‘ous women. It was felt necessary td control for
socioeconohﬁc status in‘vie\‘/.v of the relationship betvj\:/een low socio—.
economic statué and obstetric oLJtcome ( cf. , Higgins, 1975; Sihger‘;,
Wevstphal and Niswander, 1968). IE was also felt necessary to cont.rol

for parity as research indicates that primiparae and multiparae do in
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fac‘t differ in their attitudes téwards pregnancy énd childbirth
-(Erickson, 1965; Doty, _1967; Tanzer, 1967; Clifford, 1962).

YAH women who pa Ptiéipated in the study attehded edt,'lcation-for*"
childbirth classes. A Péview ('Df the literature showed that the efficacy
of childbir*fh classes is quivocaI, but .therje is evidence to suggest.
that wo?nen who participate in preparation for childbirth differ from
those who do not (Lapidus, 1968, 1969; oii;/e‘r«, 1972;' Hooser, 1972).

Stahdardized measures were used wherever possible. Where this
waé not possible, e.g.,attitude to pregnancy, questionnaires were used
that had been utilliz_ed ina siudy of a population of women
living in a major Western Canadiah city (Jordan 1973),

Postpartum adjustment was oper‘at_ionally defined as a composite
of éf';Fect, behavi.our‘ and positive attiﬁ.ade towards baby(@s opposed to a
sing}e measure of erreésiow).

Ewvaluation Research

Because the present study is essentially evalgation research, it is
appropriate to examine the.ﬁmdamental differences between this type of | ,
research and. e-xp.er‘imental' research. |

Weiss (1972) pointed out that while evaluation applies ‘the methods
of social science, there are some features that distinguish evaluation
research from other types of social research. For example, evalua—

tion research-is used for decision making, the questions considered
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by aﬁ evaluatér a.1>r~e not his/her per se, rather they arise from que_éﬁions
that those.concer*ned with dec.ision' mak’ingfnay' have and q'uestions may
arise fmm the ﬁrogramme itself. There is‘a judgmental quality to‘
evaluation research that. is 5asic to e\/aIQation and which differentiates
it fmﬁf\ other kinds of researéh. ‘Evaluation takes place in an action
setting lw.her‘e the most important aspect is what is going on in the
prograimme. In ev.aluation the resea r\ch requirements ofteh run up
against established pr*égr*émme procedurfe;_ the‘r‘e are often role éon—
flicts between service and evaluatién which typically sd o not happen in
other types éf research. |
Accoirding to Weiss, the purpése of evaluation research is to mea-
sure the effects of a programme against its objectives. The ulsual
evaluation hypothesis is that th.e‘ programme is accomplishing what it
sets out to do. Weiss states that experimental 'design is the optimal
research des{gn to ascer*fain how well a particular programme achieves
its goéls. It is generally agreed that Pandomiza’tion provides a means
‘ ﬁor‘ controlling for the inﬂuehce of extraneous variables that cannot be
qontnolled di_r*ectly__ a.nd is .the soundest basis for making inferences.con-
- cerning the eﬁ*‘ects of intervertim. (Sher-vvpod, Morris, SheMood, 1978).
Sherwood and associates stated that an individual doing evaluation

research is not always able to implement a random design. Social

intervention does not take p'lace in a closed laboratory within an
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. academic setting, where experimehter‘s can_ manipulate both interven—
tion and St,;bjeots. In the opinibn of Sherwood and aésociates, | the in—
take policies of agencies providing the service, government r\egulatién,and
'fir.wancial, political and community pressures are Iikély to affect
decisions. cvoncerning the sample selection, AA.s in most applied research,
evaluators often v’yor*k with pr*e%ormed gr‘oups such as school classrooms,
hospital wards eté. The author‘é maintained that the only time one can
e_thiéally -r*andomly assign is when the number of potential members for
a hew programme is larger than the number of oben_ings. They stated
that randomization is usually noﬁ possible if there are just enough
applicants at the beginning of a programme andv with pﬁeviously initia—
ted pk\ogr*arr.\meéi with eétablished intake policies.

If randomization is not feasible,-whaﬁ are the options? They could
be (a) no applied oré evaluation Peseér‘ch; (b) critical use of quasi-

R experimental design; as suggested by Campbell and‘Stanley (1966);

() a matching technique, as suggested by Sherwood and associates

(1975). This @:hir‘d alnternat‘ivé will be discussed briefly .as it appears

to be a useful technique to use when r*andomizatién is not possible.. A

fuil descr*iption of their nﬁethoc_! appeahs in their article. In the

. context of subject diﬁ’e_.r‘e.nces, Sherwood and his colleagues

» ar*éued that randomization may be viewed as an alternative

to matching, since one of the goals of randomization is
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) té pr*oduc‘e ‘cor'npa rable or; métched _gr"o'u'ps.. They stated that‘while
matching _as‘an alternative for bénd.omizatibn' is. vieyved as.ihfeﬁior it
appears tha'.t opposition is to the pa_r*ticular‘ matchihg procedures: rather
th_an matching per se, They arguéd that- while the v'r*egr‘ession to the
: mean,cﬁitique forbids the use f}oFmaEching dﬁ the basis of premeasures
of outcome variables it dges hot ne¢e$sérily forbid m.atchir;jg on the
basis of oﬁﬁer ‘va'r;iaAbles. |
o Thé.basic ass‘umpt‘i»on ynde_r*lying_th’eir‘ multiva r*iate.matching‘pr*o_
cedure was that, to the exten‘t: it is pQésible té _vconst.r‘uct'subgr‘oups-o%
- individuals alike on key-‘var‘iébl.es,' "it is ‘reésc'mable to believe that
the matc_hing of experimentals with con_tr‘ols'within these subghoupé
should lead to 'the'c_onstr*uctionA of equivalent experimental and cohtrol
gr*pups". The autbor‘s drew on the basicbr‘emis‘es of sociél sciences
;ahd statéd that "the assgmption is that,an in‘dividuavl, his ideas,
' ‘attitud‘es., behaviour*si, etc., is in iarg_e part a pro@uct of these experi— .
ences and social éxpéctatiohs which impinge qun .h{m because he
occi;piés these sov‘ciallly definéd .’ positions™. .. .. Soéi_al background
variables '(a_gé, éex, .e‘thnic aﬁ’iﬁ_atién) are therefore indices of the
- presumed proba'b.ilities of-similar‘ patter‘ns.of b_esponse in the future'",
' ~Shérwc50d and his assocﬁateé maih’bz.ai-ned'that it is possible to assert
thavt a large segment of the \@riability'in_ the individual's responses to

and functionihg within real life situations can be: explained by his social
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position., "... t‘hek more 'positions' and experiences an individual has

in common with another individuél, the greater the probability that
they will be like one another with respect to other variables". They
maintainéd that if the groups matched on variables of this type are in
.Fact equivalent, they should manifest similarity in response to the pre—
measures of the outcome variables to be used in the assessment of the
intervention. Once the samplé selection pﬁocedur*e as described by the
authors is completed, the assumption is that it has produced equivalent
experimental and coﬁtml groups. Tésting for the effects of intarven=-
tion is then carried out in the same way as if the members had been
randomly assighed. The authors bointed out that while the application
of probability based stkatistics is controversial, possibie justiﬁcation
for the use of same is as follows:

pre—intervention equivalence requires that the
samples be no more dissimilar initially than
"good" random samples, and a decision in this
reganrd requires the application of a statistical
test on an "as if they were random basis'; and
if the degree of preintervention equivalence is
regarded as acceptable, the judgement of post-
intervention non—equivalence — the search for
intervention effect = would seem to allow and
require the same logic and tests on the same
"as if'' basis. Ih the first instance the question
that is asked is: Is it reasonable to conclude
that these two samples are from the same popula— .
tion? In the second instance, the question asked
is: Is it reasonable to conclude that they are no
longer from the same population? (p.222)
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CHAPTER II

METHOD

Setting

Women participating in the study delivered their babies at one of
three major hospitals in Vancouver., One of these hospitals offered a
family centred maternity care programme during the immediate post—
partum period, while the other two hospitals offered a more traditional
approach.

The family—centred materhity programme was initiated in November
1971, Its major aims were to provide new pafents with an opportunity
to practise parenting skills in a supportive environment and to enhance
the development of positive relationships among family members. -

There are several areas of differentiation between the family
centred matgmity programme and the more traditional hospital.

First, the specific nurse/mother/infant assignment with its individual
teaching programme which results in greater continuity of care for the
mother‘ and infant, Second, the greater flexibility of the postpartum
unit, the mother is free to use the supervised nursery as she wishes;
she decides when, and for how long, the infant should be in the nursery.
The nurse initially bathes and cares for the infant in the mother's

room acting as a role model for the mother. As the capabilities of



the mother increase she undertakes greater responsibility and
establishes routines for herself and her infant. Third, fathers are
encouraged to participate in the infant care process and have completely
flexible visiting hours. With the initiation of the family centred pro-
gramme several changes vvére made in hospital procedures with the
aim of simulating the home environment. Moming temperature taking
was eliminated; meal times were changed for patient comfort; for a
nominal cost a husband may eat his meals with his wife. The post—
partum floor has a lounge where the mothers may visit with their hus-
bands, watch TV, taik wi.th‘the other women and eat their meals.
Refreshments are available at all times for both parents. In addition
there is a patient library and outside deck facilities.

There are some _simila rities among the three hospitals in this
study. AIll allowed husbands to be present throughout labour and deliv—
ery. One traditional hospital emphasized "demand" feeding and babies
were bathed in the mother's room, initially by a nursery nurse and
subsequently by the mother under the nurse's guidance. This hospital
aiso offered individualized teaching to the mother.

The other traditional hospital had a system of scheduléd feedings
and the "baby bath" was demonstrated to groups of mothers twice a
week, at which times instructions were given regarding infant care,

feeding etc. If an individual mother wished to bathe her own baby she
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‘could dp so in the nursery under the guidance of a,nurse.‘

Mothers in both tréditionél hospitals were allowed to keep their

babies after feedihg before beturning Ehem to the nursery and could
diaper them if they desired. -
' ‘ Subjects

The women in the study were volunteers who were attending educ—
ation for childbirth clasées with their husbands between September 1974
and No'vember* 1975. These class‘es‘are oﬁ’e.r‘ed by two private organiza-
tions in MVancouver. A total of 133 phimipérous women \./olunteered to
participate in thé study. The distribution of these women in each of

" the three maior hospi@ls in. \@ncouvelﬂ and a comparison with a recent
.sur*ve'y involving primipér*ous women, carried out by the Metropclitan
Health Services of Greater \/'anccijuv.er\'(Kh grat: &Costanzo; 1974,

note 2), is shown in Table I.

A chi quéPe was computed using the percentage of those women
entering the three major hospitals at both time pér*iods, this was not
signifiéant; _2_<2 @)= .222p >‘.90, indicating that the present sample is
a'repr*esentative.one in terms of the hospitals in which ithe women gave
bir~th"to their baby. -

of thé totai 133 who wvolunteered to par*tici_pate ir;\ thé étudy, 15

women had their babies in hospitals in cities other than \Vancouver and

six women did not meet the criterion of delivery of év,single full term
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infant (2 sets of twins, 3 premature babies, 1 stillbirth). A further
six women did not complete the required number of questionnaires —
a drop out rate of 4.5%. The final sample consisted of 106 women who

did meet the selection criteria. (Appendix A)

Table 1

Distribution of the Women in the Three
Major Hospitals in the City of Vancouver

Hospital ' Present study : 1974 sur\xey
N=133 N=1021
Percentage Percentage
A : 38 34
B 30 25
C ’ 21 18
other ' 11 19

gle] respohse 0 4
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The women werev;'ivhii:é,‘ éaucasiéﬁ & whose age range was from
19 to 37, with a fnean of é?..02 yeafs and a .median of 27.00 years. The

méan numé_er* of years of education was 14,50 — mediaﬁ 14.88., They |
had no history of psychiatric disorder, ‘The women were raised in
North America:n or the British Cdmmonwea_lth. The Women were
married and expe%ting their ﬁhst ba.by. All pabticipants in the study
lived in the city of Vancouver or the lower mainland area, and delivered
their babies in one of the three major hospitals in the metr*opolitan area.
A1l women had a éingle ﬁﬂl term infant, and experienced no major
medical éornplications during pregnancy, delivery or the postpartum -
period of either themselves or of th2ir infants. Detailed demographic
'd'a ta are in":Appeh'c;iiij.'.

Twelve women in the traditional hospital setting who delivered
vaginally had rooming—in with their infants. Given that this was possi~-
b_le bohly if y'oQ had a pr‘iﬁ*ate room for which you paid extra per day
and givén tﬁe possibil.ity of similarities between rooﬁﬁng-in and family
centred mété_rnity care, the data from th_ese women were excluded

 from the statistical analyses. Thé total number of women used for the
statistical analyses is therefore 94. éf these women 21*had caesarian
sectiohs. The data fﬁom women in both types of programme were com-—
bined for the énalyses involving the comparison of vaginal with caesar— _

iaﬁ section. In view of this, the data from the two women in the

~ ‘caesarian section group who had rooming—in within the traditional

* - -
All but two were emergency caesarian
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programme were not dropped from these analyses, The tolal number
of women for each group was as follows:
Family centr‘ed maternity pbrogr‘amme
vaginal dél'ivery 20
caesarian section 6
Traditional programme
vaginal delivery 53
caesarian section 13
Rooming—in
caesarian section . 2
The proportion of caesarian section (excluding the two in rooming-
in) by type of programme was not significant, __>5:_?(1) = ,13 p 2 .50.
Neither was the proportion significant including the 2 women who had
rooming=-in, 55 (1H=.0112 p = 50.
Measures
The schedule for complet{on of the various questionnaires and
check lists is set forth in Table II,

Attitude towards pregnancy, labour, delivery and the baby guestionnaires

The various questionnaires dealing with attitudes and feelings to—
wanrds the pregnancy and childbirth experience and attitude towards the
baby are based on those used by Jordan in her study (1973). The for—-

mat of each questionnaire was modified slightly to conform to a Likert
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Table II

Schedule for Completion of Data
Time Period and Measures Involved

Time Period

Measures

I1

I

v

Pr‘e_natal
Ninth Month .

In Hospital

After One Week
at Home

After Five Weeks
at Home

Six Months
after Delivery

Demographic data questionnaire

Feelings and attitudes towards pregnancy
Beck Depression Index

Depression adjective checklist (DACL)
Pleasant Events Schedule

Labour and Delivery Questionnaire

Feelings towards the new baby questionnaire
Areas of Concern

DACL - each

Greenberg's Maternity Questionnaire

Feelings towards baby questionnaire
Areas of Concern

Greenberg's follow-up guestionnaire
DACL

'Feelings,towards baby questionnaire
Areas of Concern

. Beck Depression Index

Pleasant Events Schedule

A check was made with the Postpartum
Counselling Centre
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type questi-onnair*e‘ in order fo hglp control for response set and
acquiescence tendencies., (A higher scor;e on the guestionnaire indicates
a more positive attitude.) Alpha reliability c.o.eﬁ’icients Winer, 1962)
“were computéd as shown itj Table III. The rcliability coefficients in—

dicate that each questionnaire has internal consistency and homogeneity .

Table III

Alpha Reliability Coefficients for
Attitude Questionnaires

Name - N ‘ N . . Alpha
of questions of subjects

Attitude. to pr‘egnancy. ' 40 133 .91
Attitude to labour and delivery 31 i21%* .93
Attitude towards Baby Timel 28 | . 121 .80
Attitude towards Baby Time 2 = 38 121 .94
Attitude towards Baby Time 3 33 121 .90

*

N = 121 excludes the six women who did not complete the study and
the six women who did not meet the criteria for selection.
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.Areas of Concern

The women also completéd a check list of problem areas for both
themselves and their infants at three poiljté 1n tl;me; in hospital, after
one week at home and after five weeks at home (Jordan, '1973). The pur—
: pose‘of these checklists was to learn of the probliems the women
experienced at these three time points. ’-The total number of problems

‘was the figure used in the analysis.

Hospital Exper*ience. ahd Ohe Week Follow—up

Greenberg (1973) and his associates dévised a gquestionnaire to
learn how the new 'mother‘ perceived her experience v;/hile in hospital.
They used it in a similar research study and certain items were found
‘to dif’f’er‘éntiate groups of women randomly assigned to rooming—in or
traditional wards. Although the comblete guestionnaires were admin—
: istéred, some questions were not appropriate for the proposed statistical
armalyses, ali:hough they will be used for desériptive purposes. Therefore,
énly relevant items sca'l‘eabvle in the Likert formét relating to the hospi- ‘
tal experience wel;e. used in the statistfcal analysAes. Similarly sé:ale-
able items were selected from the follow—up questionnaire. These
questionnaires are in Appendices C and D. “The' higher score reflects

the more positive statement.’



71

- Depressive Affect

“Two measémes of depr*essivé affect were chésen thét are widely
used in the clinical setting. In addition an estimate of behavioural
‘activity was obtained from the women. (@) The Beck Depréssion Index
_(Beck, 1961; 1967; 1'970). ‘This is a clinically derived inventory.con—
cernéd with the chabactétﬁstics, attitudes and symptémé of depressed
individuals. It consists of 21 categories dealihg With affective,
beh'aviour*al, 'cogﬁitive and somatic symptoms., Each category contains
gr*aded self~evaluative statements ranging Fmt;n zero to three. The.
higher the score obtained, the more depressed the individual, Altthgh
the Beck confounds state and trait depression, according to Becker
.(1974) it is sensitive to change and apparently disér‘iminates depression
froﬁ'\ anxiety. Analysis has shown good reliability usiné the criteria of
internal _cohsiétency and stability and it has been shbwn to be valid in
factor analytic studies.. (Cropley, & Weckowicz, 1966; Pichot,&
Lemperier*e, 1964). Mean scale scores for the category of.no depres—
sion, mild, moder‘atév and éever*e depression are 10.9, 18.7, 25.4 and
é0.0 réspectively. ) The 'Depr‘ession Adjective Checklists (Lubin,
1965). This is a measu}b‘e of state depr‘essioﬁ according to Lubin and
consists of 32 adjectives, 22 indicating depressive mood and ten in-—
dicating non-depressive mood. This instrument havs. the ad?antage of

being brief and has alternate forms for the purpose of repeated measures.
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The scales have good split half reliability énd in‘ter“cof'-r*elaté highly,
and "discriminate between normals, nondepressive psyéhiatric
patients and diagnosed depressives'". The higher the score obtained
on the DACL. the more depr\essea the individual. A raw score of 15
would indicate that a pér‘son is mildly depressed.

As would be expected, the Beck Depression Index and Depression
Adjective Checklist are significantly but not highly correlated with each
other. In the present study, the cérrelations between these two mea-—
sures in the ninth month of pregnahcy and six weeks postpar*tum were
r= .448 p«L.01 and r= ,478 E<'O_1 respectively.

Behaviour |

The Pleasant Events Schedule devised by MacPhillamy and
Lewinsohn (1971) was used. The authors stated that the schedule was
désigned to elicit events that people have enqued over the past month.,
The instrument consists of 320 evénts and activities and has been used
by Lewinsohn ahd his cplleagues in theﬁr‘ studies of the association
' betvyeer_w depreésive mood and activities (Lewinsohn, Libet, 1972;
Lewins‘ohn, Graf, -1 973). In the present study the women completed only
Part A of the Schedule responding to tﬁe question "How often have these
events occurred. ... ° " The total activity score is indicated by tHe-

number of items checked.
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Hospital Data Sheets for Mother and Infant

These were factual information sheets (Jo@an, 1973) completed by
the mother and included such items as length of labour, type of anaes—
thetic, Atype of feeding, and sex of infant.

Six months after delivery a check was made with the Postpartum
Couh.selling Centre to verify whether any wormen in the study had sought
assistance from the centre.

To ascertain whether the groups of women in each hospital were
similar regarding the measures completed within the prenatal period,
they were compafed on (@) the demographic data and (b) their responses
to the questionnaires involving attitude to pregnancy, depressive affect
and total activity. Ohe—way multivariate analysis of variance of the
set of demographic variables (age, education of wife, income of wife,
education of husband, income of husband) revealed no significant
difference among those women entering the three major hospitals
(Likelihood ratio criterion, lamba= .966, F (10,‘196}‘-‘= .34 p > .50.

The means and standard deviations of the demographic data for the total
sample are shown in Appendix E. There was no significant difference
among the three groups of women in the set of variables relating to the
pr*enatavl period’ __(.a:'ttitude towards pregnancy, depr‘essi‘ve affect or

the amount of behaviour engaged in') (/_\_ = ..96.3, F(8,196) = .88

p>> .50. The means and standak‘d_déviationé 6FAYtHese data are in
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- Appendix F It was felt,I therefore, -that the women in the three

: hospitals were compar‘éble in terms of both dem_ographic data and data
coll.ect.ed during the ninth month of pregnanéy.' The data from those
women who delivered their babies in hospitals offering the.mor‘e tradi-
tional 'mate.r‘niw exper‘i‘ence were combined for subsequent statisfical_

-analyses,

- Procedure

The educétion—for*childbirdﬁ‘ claéses Were visited at the penultimate
class. The groups were told that I was studying the normal woman,
expecti_ng her first baby, and her feélings and attitudes toward preg—
nancy, childbirth, the hosbital and early pbstpartum experience. The
group was also informed of the criteria for selection. and were told that
they would receive a copy of the results of the étudy v.vhen completed.
Those women who vollunteer‘ed signed a consent.f"or*m and were given the
fi-r'st set of questionnaires in a sta-mpe.d addressed envelope, to be com-—
. pleted and retumed. Upo’n receipt of the first set, the second and sub-—
sequel;\t Sets of questionnaireé were mailed to the women at the appro-

priate time.g.

2
At the time of the nationwide postal strike in Canada, 21st of October

to-early December 1975, the questionnaires were picked up and
delivered by hand. Co : '
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A letter was also sent to the physician whose patients were involved
in the study, describing the study and inviting questions and/or comments.

(Appendix G)

Statistical Analyses

All analyses were carried out in the computing centre at the
University of British Columbia, \Vancouver, B, C,

- The independent \_/ar‘iables were (a) type‘ of hospital programme and
(b) type of delivery experienced (whether vaginal or caesatrian). Several
Lypés of analyses were carried out.

1. Differences bétween the groups on the set of dependent variables
at each time period were analyzed using Hotellings T2 technique for two
sampies. For each time period the hypothesis was that the groups came
from a population with a common mean vector., If the hypothesis were
rejected multiple comparisons were made using the "simultaneous con—
fidence interval” to determine which individual dependent variable means
were significant (Morrison, 1967).

The conservative feature of this method of multiple comparisons

used may well result in an increase in Type 11 error. While this more

stringent approach prevents the possibility of overinterpretation

of one's data it also prevents the generation of possible hypotheses.
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2. To ascertain thé eft’ectivenééé of thé family centred rﬁaternity
bcar-e progr;amme several specific comparisons between this programme
and the traditional programme were carried out using univariate
"analysis of variance. These specific dependent variables were as
follc.JWS:

a) Amountbof self cor:wﬁdence regarding ct\ild care in hospital
‘ and.aftér* having been home for one week,

'b) Responses to guestions invo'tving the amount of experience
gained in hos.pital in caring for the new baby.

c) Respt)nses td questions regarding the émount of help reéeived
T in hdspital to pr-epar*é one for the role of motherhovod.

d) Attitude towards the baby while in-hospital, after one week at
home and:-after five weeks at home. | |

3. Womén who had vaginal delivery were compared with those
who had caesarian section on their teelings of self confidence regarding
childh care and their attitude towards the baby whtle in hospital, ‘after
one week at horﬁe.and after; five weeks at home, using univafiate
analyses of variance.

4. A repealted measures analys'is of variance was conducted on the
levéls of depressive affect OV_éP time for both the indépendent variables,

i.e., type of programme and type of delivery.
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5. In order to ascertain the relationship between the measures
collected, the pooled within groups correlation matrices for the sarnple
(N=84) for each point in time were examined. The pooled within groups
matrix was chosen in view 01;" the significant differences between the
various groups on certain iﬁeasures. Thié matrix of correlations is
not inflated by these differences.

Although correlation coefficients among a large number of vari-
ables are suspect in view of thé fact that spurious correlations occur by
chance, providing one evaluates. them cautiously such relationships are
valuable from a Heuristic point of ﬁew. The pooled within groups cor—'
relation matrix for all variables was examined with this in mind. The
specific variables that were looked at in térms of their relationship to
others were as follows: method of feeding (whether breast cr bottle
feeding} number of days spent in hospital; number of days spent
"rooming=in" with the baby .

6. A principal compohents factor analysis With a varimax rotation
was carried out using the major variables in the study. (Several vari-

ables were omitted because of the smallness of the sample.)
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" CHAPTER III
- RESULTS

The descriptive statistics for the total _samplé regarding length of
labour, sex of infant, type of anasthesia,etc .,ar"e in Appendix H.

Compa rison Between Hospital Programmes

Time 1 - Pr‘e»na tal data con’;pleted m the ninth month of pregnancy

To ascertain whether the groups th participated in the tvvq' hospi—
tal programmes \’/v_er*evcompar‘able. with r;espect té Vthekir‘ demogr‘aphic
cha r*aéter.’*ist_i(:_é and r‘esponse_é to the questionnai;"es and (.:hbecklis‘ts‘ ad—
r’ninister.ﬁed‘ at the _ninth monfh of pﬁegnancy, .I—.!_clateillings T2 statistical
 technique Vyas cénducted. Ther‘é was no difference betWeen the means
For"either‘ set of variables, F (5,66) = .28 _9_}...50; '_rf<4,67') = .34 p.50.
These daté are shown in Appendix I and Appendix J. respectively. The
méa-ns fdr the éeék Depression Index a_nd‘ D;A.Cl_ indicate that tHe two
Qmups of womén. are within the normal limits in terms of their depres-—
sive affect. _‘The.r'*anvg.e ofv scores on the DAGCL and Beck Depression
Inciex Fof bc_)th groups, ho\')vevér*, indicate that there are some women
- who might be called milaly dép'ressed.
.; The pooled within groups cor‘r‘glation matrices of these data for the

total sample are in Tables IVand V respectively.



Age of
Wife

Years of
Education =
Wife

Income of
Wife

Years of
Education -
Husband

Income of

Husband
%ok %k p<.o1
** p<.05

*

one set of questionnaires for this

mail strike.
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Table 1V

Pooled within groups correlation matrix
for the demographic data. N =93 *

Age of Years of Income  Years of

Income
Wife Education of Wife Education of
" - = Wife -~ Husband Husband
©1.000  .432%** 182 .112 NCZh R
.200%* .34 ** .125
.069- .070
117

time period was lost during the
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Table V.

Pooled within groups correlation matrix
for the measures collected in the ninth
moenth of pregnancy. N = 93%

Attitude to Beck Depression DACL Pleasant
FPregnancy Index : Events
Schedule
Attitude to 1.600 - .022 =, 325" - 051
Pregnancy
Beck Depression : .448%* .081
Index
DACL - .103

N

Pleasant Events » ot
Schedule

* one set of questionnaires for this time period was lost during the

mail strike
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Time II = Hospital data

The responses of the women on the various measures at this point
in time were analyzed in two parts., The first analysis of the hospital
data involved a comparié'on of the &vo groups on the following set of
variables; attitude té labour and deliver\y,. attitude to the baby, arecas
of concern in hospital and amount of depressive affect experienced each
day. The means and standard deviations for these data are in Table .
Hotellings T2 revealed a significant différencé between the two groups of
women as a function of the hospital programme experienced, F(7,65)= 3,67
P £.002. Simultaneous multiple cdmpa risons rewvealed no differences
in the means of the individual variables. Subsequent univariate analysis
of variance indicated that thé variables Vcontr‘ibuting most to the overall
differences were attitude to baby; F@,71)=4.179 p«£.048, and the num-
ber of problems, F a,1n =7.917 p 4;006. Those women who had
pér‘ticipated in the family centred maternity programme appeared to
have a more positive attitudé to their baby in hospital and also Pepor‘ted
more problems than those womeﬁ in the traditional programme. It
should be noted that the women who participated in the family centred
maternity programme in Jordan's study reported more problems than
did those in the traditional phogrammé. It may well be tﬁat the épeciﬂc
nurse assignment and educat{onal philosophy of this type of programme

provides an atmosphere conducive to the verbalizing of problems.
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Table VI

Means and standard deviation of the hospital data

Attitude to labour
and delivery

Attitude to baby
Areas of concern

DACL.
Time One

DACL.
Time Two

DACL
Time Three

DACL
Time Four

Family Centred
Maternity Pro—-

gramme N=20

Mean

146.85

131.85
11.60

45.20
46.80
50.65

50,90

SsD

12.83

8.84

Traditional
- Programme
N = b3
Mean s
147 ,06 13.79
125,02 12.28
8.23 4,20
45,19 5.04
46,77 7 .95
49,85 10,10
48,68 8.63
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' The pooled within groups _cor;.relatior.\ métr‘ix‘f"or* thé total sample
 for theée_dé'ta is in Table MII. |
| | Tﬁe .secohd major analyvsis‘.of tHe Vh.c')s.pital data was carried out on '
, 'thé r-‘espons.es' to‘ Greenberg's ma“ter‘nity questionnaire. H'otelliﬁgs T2
- shows nq-dif:f;e'r‘ence between. the means of the two gif‘;ups'on this set
| of \(ar‘iables, _E ('15,'57) = .o64 E>;5O. -The.se_.'da'té are in Appendibe.
While_vGII"eenbver‘g‘ and associate: had reported signif’icant differ—
e.nces between Woﬁén iﬁ_their.study .thi_s fnay'.ha've been due to the
culturjal differences in study{ng é_ Swedis_h'sample or tQ Ehe statiétical
techniques employed to a._naly;ze_ the 'r*esvponse.s to their questibnnair‘es
'which may have resulted in Type I errors. The pbesen_t study used
‘ multivariate tech'hiQues to cont.:r‘ol f"of this and the findings do not sup=
por't. thosé of Greenberg land his a‘ssociate.-
. The pooled withih qurelatioh matfix for the respbc’)nses of the total
, 'sampvlei for &.we'a_bove" data is m Table VIII. |

‘ Time 111 — After one week at home

When f:he womeh had\been hom.e for one week théy co_'mbleted the .
attitude to béby quéStior)-, areas of conc‘er‘n, DACL and Greenberg's
follow—up queStionnair."e.. Hotellings T2 .Pevéa.l'ed a significant difference

| ‘between the &vo gr*oupé on this set of Qarﬁab'les, _E_:' (10,62) = 3.62,
 _9_<..0008. The means and standard deviations fof these measures are

"shown in Table IX. Simultaneous multiple comparisons, however,
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Table VII

Pooled within groups correlation matrix
for those measures complated while in hospital. N = 94

Attitude  Attitude Avreas DACL DACL DACL DACL
to labour  to of i

and Baby Concern Time 1 Time 2 Time 3 Time 4
delivery

Attitude 1.000 ABTERE 77 -, 161 —-,105 =,072 =-277%**
to labour
“and .
Delivery

Attitude =113 =187 =172 .05 —.247F*%
to Baby

Areas of _ .095 .182 . 167 ,012
Concern

RN

DACL 710" goorr | g7gkEx
Time 1

DACL : LA0BFE | BEgtE
Time 2 '

DACL : - L3130
Time 3

DACL
Time 4

*Ek o &, 01
S &L.02



Table MVIII

Pooled within groups correlation maér‘ix of the responses to Greénberg's Matermnity Questionnaire N=84

Self confidence
(1) re: childcare

Perception of amount
of help needed at home

@)
(3) Happiness in hospital
(4) Present energy level
(8) Absence of anxiety
regarding responsi-

bility for baby

(6)Confidence regarding
role of motherhood

(7) Present feelings of
glacness vs, depression

(8) Maternal feeling to baby
(9) Competence re childcare

(10)Immediacy of understanding
haby's needs

(1 Hlack of restriction in
usual activities

(12)Energy level after
celivery

(13)Aamount of help from
nursing personnel

(14)Feelings of glacness/vs
depression after delivery

(15)Ameount of help received
from hospital personnel

ok e p‘.o1
**pe.o2
*p .05

M

1,000 ,240%

@ ® & G & @ (C)) ®). o n
.197 143 . .220% 377%™ .239% ,158 ¢ .B31%** 083 .048

L1831 155 ,127 ,180 .178 =048 .320*** 000 .008
-.084 .055 ,137 .10 ~.004 ~.150  .081 =.083

..148  ,180 .222* ~-.087 .184 020 .073

.194  ,085 =065 109 .027  .i07

.328*** .488*** .522***.272***
.275*** .294***.323***

.231*

27T

.137

. 130

.172

.118

2

=172

L1117

L362%*¥% osa*¥ - 001

-.078

-.118

.086

as)

-,084

.013

-.038

-.035 "

.032

=.150

004

.008

.00C

~.093

=.022

a4

.c19
-.059
144
.06
-.Ci4

202

162

.048
. 160

-,085

%)

075

~=,008

.067

=.018

018

-.151
.080
.356%**

210"

98
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Table IX

Means and standard deviations of the
Measures completed after one week at home

Attitude to Baby
Areas of Concern

Self~-Confidence
regarding child care

Ease of adjustment
from Hospital

Experience received
in Hospital

Preparation for
mothering role

Immediacy of
understanding infant

Certainty regarding
child care

Amount of
help needed

DACL.

Family Centred
Maternity Pro-
gramme N = 20

Mean
163.25
11.50

3.50

3.70

48.55

sSD
18.67
8.59

.89

.83
.98

.94
.99
.73

8.05

Traditional
Programme
N = 53
Mean SD
160.45 18.28
8.58 6.78
3.47 77
3.06 1.00
2.60 .97
2.96 1.07
3.62 1.15
2,92 .92
3.17 .73
48.5b 7.24
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- indicated no differences between the individual meén_s . The subsequent
Qnivar‘iate an_alysis.'of var‘iahé_e ind{cated th_a{ttwo ;/aria,bles‘ contributing
most to thel éverall_differences were the amduht of. help r‘eceivedifr‘om
“the hospital in preparing for the mothéring role, E 1 ,l71)'= 7.18
E(.doé, _aﬁd the amouﬁt of experienée gait.’\ed while in hospital in
taking care of the baby F (1,71) = 13.43 p £.0004.

o The pooléd y\/'ithin cof‘r\elatioh matrix for the abbve data for th‘e

total. sample is in Table X.

Time IV - After five Weeks at home
After'thé women had been home for five weeks tﬁey completed the
» following measures: attitude towards baby; areas of concern, Beck
.Depr'ession In.dex; the DA.CL.; Pleasant Events-ScheduIe.' Hotellings
' T2 r‘veveal’edvno di%fer‘ences b.etwee.n the _two groups on this set of
\rcwiables,l'f_-..(S,G?) = .654 p> .50’.' The means and standard deviations
for_‘ these measures are in Appehdix L. | “
The pooled withiﬁ cor‘r‘elétion matrix of these. data for the total
sample is in Table X1, |

Time V — Six months after delivery

A. check with the Postpartum Counselling Centre of Greater
'Vancouver', indicated that,based on their records, no women in the pre—
sent study had sought the assistance of the centre within six months

after the birth of their baby.
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Table X

Pobléd with groups correlation matrix of the measures completed after one week at home

Attitude to Baby
Areas of Concern

Self confidence
re childcare

Ease of adjustment
from hospital

Experience received
in hospital re: care
of baby

Preparation for
mothering role

Leng_th of time to
understand infant

.Cer*tainw re childcare

(®) Amount of help needed

(10) DACL
*EE b <,01
" pL,02

) @ 3 “®

1.000 —,253% 5349 | 490"

©) ©) ) C) ® (10)

L274FE Jop7F Beat 4otk 3o3P* | o57

=072 =.337%% -~,062 =096 -,013 =-.090 =-.141  .286%%%

SABEE*

A0S 4167 270" | B3g®F 354" 077

L38O 280" 410 453 g45%F - 059

L7944 33eFk  geo* a9 075

287" 318" 175  .007

. 188 . 106 .087

A24FF oo

. 089

88
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Table XI

Pooled within groups correlation matrix
for the measures completed after five weeks at home. N = 94

* p «£.05

Attitude Areas of Beck DACL Pleasant
to Baby Ceoncern Depression Events
' Index Schedule
Attitude to 1.000 ~.303%*%*  ~ 168 -.243%*%  o18%*
Baby
Areas of . 198 . 148 -.061
- Concern :
Beck LAT8FEE 026
Depression
Index
DACL -.198
Pleasant
Events
Schedule
¥ pe.02
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Across Time — Depressive Affect

The summary of ‘the r*ep‘eated measur-es analysis of variance for
_depressive aﬁ’éct is presented in Table XII. As cén be seeh, while
there ‘is not a significant difference between the two grfo'ups. in terms of
depr‘és"sive aﬁ’ect, there is a significant d.iﬁ’er‘ence irj the level of depres—
sive affect r*eportéd over the tirﬁe pe;‘iOd involved. Theée differences
over timé are -'illustr‘ated in Figure 2, Note that the level of depressive
affect peaks at day 3 for those women in the traditional hospital and day
4 for those in the farmly centred matm\mty progr‘amme By the sixth
wec,k postpartum, the level of depr‘essnve afFect has returned to the
phenatal level for~ both groups. The peaking at the third and fou th day
pé}*allels the reports i?\.'the :cl;lnica;l literature éf" 3 day "blues", four day
"blues" or "milk blues" (éitt, 1978; Baker, 1967).

Evaluation of the effectiveness of the family centred maternity programme

compared with the traditional programme

Using anz;xlysis of \ériance three sbecific variabies were analyzéd
in order to assess ti'.le. eﬂ’ecﬁyeness of the %amily centred maternity
programme.

a. Self confidence

There was no difference in the level of self confidence of mothers bet—
ween the two hospital programmes either while in hosp1tal or after ore week

at home with the baby, F(1, 71)— .733 p> .80 and F(1,71)=.018 E> 80.



Source

Mean

Hospital
Error

Time
.Time/hospital

Error

Repeated measures analysis of variance
- — level of depressive affect over time

dfs

426

91

Table XI1I

E

6254 .24

<. 1.C0

3.80

< 1.00

. 001
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b. Experience gained in' hospital in how to care for the baby

The responses of the women in the two programmes to Greenberg's
Follow—up questionnaire involviﬁg the amount‘ of experience gained in
hos_spital in car*iﬁg_ for the new baby were analyzed. A highly significant
»diﬂ’er‘ence was found between the hospital programmes in the amount of
experience received, in favour of those women in the family centred
maternity programme, F (1,71) = 18.42 p < .0004.

c. Amount of help received from the hospital to prepare the
mother for the mothering role

A highly signiﬁcént difference was found between the two groups of
wommen in the amount of help they received from the hospital to prepare
them for the role of motherhood. Those women in the family centred
maternity programme perceived that théy obtained more ’help for this role
than_did those in the traditional programme, F (1,71) = 7.18 p << .009.

d. Attitude towards baby whilé in the hospital, after one week
at home and after five weeks at home

As the attitude t_c;war‘ds baby questionnair‘es were not designed for a
.repeated measures analysis of’- variance, one-way analysis of variance
“was used to analyze the data. The results indicate a signif’icaht dif-
ference in attitude towards baby between the ;:Qvo gr;o.ups. The women in
the family centred mater*nify programme had a more positive attitude
towards their baby while they were in hospital, F (1,71) = 4.179 p < .045.

After the women had been home for one week and interacting with and
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caring for their infanks there were no differences in their attitude
toward the infant, nor were there any differences after five weeks at
home, F (1,71) = .334 p>» .50 and (1,71) =2.19 p>.143

respectively.

Comparison Between \aginal Deliveries and Caesarian Sections

FFor the following analyses the data were pooled across hospital and
the independent variable was type of delivery experienced — vaginal or
caesarian section. The data were analyzed in exactly the same manner
as were the data for hospital programmes.,

Time 1 — prenatal data (completed in the ninth month of pregnancy)

To ascertain whether the two groups were comparable with respect
to both their demographic characteristics and responses to the question-
naires and checklists in the ninth manth of pregnancy, the data were
analyzed using Hotellings T2. There was no difference between the means
for either set of data, F (5,87) = 0.52 p>.50and FF (4,88) = 1.44
p> .20 in that order. The means and standard deviations for these two
analyses are in Appendix M and\N respectively. While the means for
the measures of depression for both groups indicate that the two groups
of women are within the normal limit in terms of their depressive affect,
the range of scores on the DACL. and Beck for both gr*oups indicate that
there are some women within both groups who might be considered to be

mildly depressed at this time.
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Time II - Hospital data

Hotellings T2 showed that there was a significant difference between
the two groups of.women in their responses to the questionnaires com-—
pleted while in hospital, F (7.86) = 4.43 p £ .,0003. The means and
standard deviations for this sét of variables are shown in Table XIII. The
multiple comparison using simultaneous confidence intervals indicated
that there were significantly different group means for two variables
— attitude toward labour and delivery and level of depressivé affect on
the fiirst day postpartum. Those women who had a caesarian section ex-—
pregsed a less positive attitude toward their labour and delivery experience
and experienced more depressive affect the first day postpartum than did
women who delivered their babies vaginally.

The means and standard deviations for responses Eo Greenberg's
‘questionr\air‘e are in Tab'le.XIV. Hote.llings‘Tg demonstrated a significant
difference between the responses of women as a function oF their delivery
‘experience, on this set of va'riables, F (15,78) = 2,05 p=< .02, although
ﬂ.we multiple comparison indicated no difference -between the various
groub means of the individual variables. SLJbsequent univariate analysis
of variance indicated that women who had caesa rians were less happy in
the hospital, had iess energy and were more depressed after the delivery
than were those women who had vaginal deliveries, F (1,92) = 5.57 p<£.02

F (1,02)=38.96 p<K.05 F (1,92) =8.44 p.L.005 respectively.
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Table > 111

Means and standard deviations of the hospital data

Attitude to
Labour and
Delivery

Attitude to
Baby

Areas of
Concern

DACL.
Time One

DACL. _
Time Two

DACL
Time Three

DACL
Time Four

Vaginal Delivery

N =73

Mean ;D
147.00 13.45
126,89 13.02
9.15 4,78
45,47 4,98
46.78 7.48
50.07 9.72
49,29 -9.00

Caesarian Section

N = 21

Mean

120.14

8.52
50.85
51.38
53.86

51.48

SD

47.88

15.89

5.10

10.10
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Table XIV

Means and standard deviation of
responses to Greenberg's questionnaire

Self Confidence
regarding childcare-

Perception of help
needed at home
Happiness in Hospital
Present energy level

Absence of anxiety regarding
reponsibility of baby

Confidence regarding the
role of motherhoocd

Present feelings of gladness
versus depression

Maternal feeling to baby
Competence regarding childcare

Immediacy of understanding
baby's needs

Lack of restriction in
usual activities

Energy level after delivery

Amount of help from
nursing personnel

Feelings of gladness versus
depression after delivery

Amount of’ help received
from hospital personnel

Vaginal

-Delivery
N = 73
Mean SD
3.80 .78
3.73 .84
4,03 .64
2.18 .90
1.44 .53
4,42 .80
4.27 .2
4,11 1.11
3.33 73
' 2.05 1.15
2,70 1.05
2,66 1.56
2,41 .81
4,74 .69
3.14 .90

.Caesarian
Section
N =21

Mean SD
3.24 .94
3.33 .91
3.62 .86
2.05 .97
1.48 .60
4,48 .75
3.81 1.03
3.62 1.22
3.24 .83
2.19 1.50
2.61 .92
1.38 .74
2.33 .91
4,09 1.41
2.90 1.18
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.~ Time 111 - After-one week at home

‘ Wheﬁ the women had been home Fob one weék they completed tiﬂe
attitxl,lde._towa rds baby qu.estionnaire, areas of conéerﬁ, DACL .and -
Gr‘eenber*g"s follow—up questioﬁnaire. Hot ellings T2 conducted on dese
data réveéleq that there ;Ner*e no differences between the Mo grﬁups of |

~women on this set of data, F (10, 83) = 1.183 p £.50. The means and

standard deviations for these measures are in Appendix O.

Time IV =~ after five weeks at home |

" When the women had been hon."ne.for five weeks they completed the
Ffollowing measures; attitude towahdsv baby; areas of concern, Beck
Depression Index; DACL; Pleésant Events Schédule. Using Hotellings
T2, the analysis of this set of variables demonstrated that there were
ho differences between those women w’ho had va'ginal delivéries and those
who had céesarian section, F (5,8.8)‘ = .80 p «.50. Thé means and
s.tar_xdar‘d deviations for these data are in Appendix P.

Across Time

To compare the two groups in terms of depr*eé.sive affect over the
time period involved, a repeated measures analy'sis.of var‘iance was car-
ried ouf. This indicated a significaﬁt diﬁ"er\ence'in level of depressive
aﬁ"eét between the groups in térms of type of delivery, and over time.
Those women who had caesarian sections reported a greater degree of
depressive affect than did those who had vaginal deliveries. The sum—v

mary table for this analysis is shown in Table XV, The‘se differences
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are illusfratéd graphically in Figure 3. It should be noted that both
groups peak at day three and that the me.an level of the depression
affect of the caésa rian group increases between the first week and fifth
week at home, more than the mean level of depressive affect for the
vaginal group over the same time period. It should be pointed out that
the means of both groups are still within the range obtained during the

prenatal period.

Table XV

Repeated measures analysis of variance
Level of depressive affect over time

Summary table

Source df's = p
‘Mean 1 7921.34 - .001
Delivery 1. 6.92 .010
Error Q2
Time 6 3.13 .005
"Time/delivery 6 : 1.62 . 140
Error 552

Specific Comparisons

a. Self confidence

In view of Sheashore's findings of less self confidence in mothers
who had been éeparated from their infant, the self confidence of the
women was ahalyzed according to type of delive'r‘y.v There were no
differences in the levels of self confidence between vaginal delivery.

or caesarian section either while in the hospital or after one week at
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home. F (1,92)=.098 p>.755and F (1,92) = 2.664 p >.109
respectively.

b. Attitude towards baby in hospital, after one week at home and
after five weeks at home : »

As thel questionnair*e’s were not designed for*rep/eafed.measur‘ement,
_ differences in Iattitudeé towards the baby as a function of the type of
delivery experienced. were analyzea Qsingv, analysés’ of variance.
There were no differences b'etween. these two groups at any of fhe time
points m.easur‘ed. f‘(1 ,92) =2.056 p>.157; F (1,92) = 3.131

p>.08; F (1,92)=2.59 p>.1183.

v The pooled within groups correlation matrix for all the variables in
the study was examined to ascertain the relationship bétween (@) method
of feedihg — whether breast or bottle, (b) number of days spent in
hospital and (c) number of aays roomiﬁg in witﬁ infant to other variables
iﬁ f.he study.

(&) Bottle feeding significantly related to the following variables:

rpbi P
the amount of activity engaged in at the
ninth month ‘ -.355 .01
the amount of activity engaged in six weeks -.251 .02
postpartum '
the amount of experience that the women felt -.254 .02

they had received while in hospital in caring
for their baby : '
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rpbi el

self confidence while in hospital =.243 .02
feeling of éompetence while in hospital -.275 .01
feelings of gladness while in hospital ' —.245. .02
mother's perception of not needing ' -.233 .05
help at home

DACL. after one week at homé .213 .05
attitude towards baby at six weeks postpartum ~-.254 .02

(b) Number of days spent in hospital after the birth of the baby
is significantly related to the following variables:

r_ _b_
age of baby at discharge .746. - .01
feelings of happiness in the hospital .218 .05
energy level in Hospital —-.23Q .05
amount of help received from nur‘sing' .287° .01

personnel

(¢) Number of days spent 'robmihgfin;with infant was significantly re—
lated to the following variables:

r B
bathing baby ' ' .499 .01
attitude towards baby - 241 .05
feelings of self confidence in hospital . 227 .05
feelings of competence while in hospital 227 .05

feelings of confidence after one week at home 257 .02
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r el

ease of adjustment firorn hospital to hoime .261 - L 02
amount of"’exper‘ience received while in .479 . 01
hospital

amount of help received from the hospital .390 .01
immedia;y of understanding the infant's needs .239" .05
certainty r*egarding child ‘car*e . . 265 02
less help needed at home .214. .05

Factor Analysis

For heuristic purposes the data obtained from the women were sub—
jected to a factor analysis procedure in order to ascer*téin which variables
cluster together. The Pesults should be interpreted cautiously in view of
the relatively small sample involved (N=83). The factor analysis proce-—
- dure used was a principal components technique with a varimax rotation.
Four eigen va_lués were greater than unity so four factors were extrac—
ted. The Factor‘s and their loadings are presented in Appendix @. Items
with loadings greater than .40 were used to identify thé meaning of each
factor.

The first factor was labelled the hospital experience factor. It
_included thei following vér*iables with loadings greater than .40; Self
confidence while in the hospital, ease of adjustmeﬁt fr‘om.hospibl to

home, experience received while in hospital, help received from the
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hospital in preparation for the mothering role, immediacy of under-
standing the infants' needs. Less help needed at home and certainty
regarding childcare when first at home also loaded highly on this
factor. In addition, number of days spent "r*oorrnlng—wih"3 with the in—
fant and attitude towards the baby also loaded highly on this factor.
The second factor included demegraphic variables such as the age
and education of the mother and education of the father. The most
highly loaded items on the third factor were energy level and feelings
of .gladness while in hospital. Depressive affect, bottle feeding and
longer length of labour loaded in the negative direction on tnis factor.
Attitude towards labour and delivery loaded very highly on the fourth

factor.

It was designated thus on the questionnaire. In fact, the only women
who had "rooming-in' were the women in the family centred programme
and the two women with - caesarian sections who had rooming—in in '
the traditional hospital.
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CHAPTER IV
DISCUSSION

| In the terms of Runkel and McGr*ath (19?8), this study is basica‘lly
a natural field experiment, Obviously it was impossible to assi'gn
women 'Pandomly either to hospital experience or type of delivery.
This leavés the possibility of unknown sampling bviases very much to the
fore. While the present stuay has the advantage of being relevant in the
Mpreal” world, it has all the limitations of applied research and unknown
sampling biaées will 1imit the gener‘alizabﬂity of the results., While
this is typical of é\@luative research, it should be noted that "approxi-
mately 80% of our (psychology) research is performed on the 3 per cent
of the population cur*rentls/ enrolled in college' with an over—representa—
tioﬁ of male subjects tSclwultz, 1969). |

The uncontrolled sampling factorsof the present study involve the
choice of prenatal ciasses by the participants in the study; the self
s‘election of thosé who chose to participate and vthe_possibility of selec—
tion factors operating in the hospital which the women attended. In
addition, there is the inherent problem of differences between volunteers
and those who chosé not to voluntéer*. Rosenthal (1965) has summarized
some of the research on this problem.

1t sﬁould be notéd that all data in this study iﬁvoived self-report

measures with the limitations of such measures, i.e.,all forms of self—
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report are susceptible to reactive bias. First, the subject knows that
she is the Fécus of research; second, the r‘espbndent may well change
in the attitude being measured because of 'the measurement per vse;
t:hir‘d_, subjective reports are wilnerable to certfain types of response
sets as wé.ll as the "guinea pig" effect Webb, Campbell, Schwart=,
Sechrest, 1966). There are sorﬁe advantages to the use of self—-report
hoyveverﬂ One gets>a more direct measure of individual feelings of the
women involved rather than the inter‘pr-eta‘tions of what the women were
é%péhi encing and 'feel'ihg."- As:Nqué:ﬁ;?(ﬁQ?S) concluded, "gen.e.r'ally the
most valid, economicél, 'sometime‘s the only, way to learn about a
persons' sentiments is siﬁply to ask him", Another important advan—
tage of self-report measures is that they are not as obtrusive as other
techniques. Although it would have been useful to have employed other
measures, such as behavioural observations, peer reports, and input from
ﬁurses, the present data are not as contaminéted by reactive effects
and expectancy eﬁ’ecfs as they might have been h.ad these various other
measures been utilized,

The women who participated in the study' were well educated,
and from intact family situations. They were a well motivafed g'r'ogp who

paid to attend prenatal classes and whose drop—out rate from the present
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_study was very small (4.5%).

It was not possible to control the time at which the women completed '
the questionnaires although a vex.ﬂy..élose control was kept in terms of the
date of receipt. ' S .

Another' factor* which' may affect the study was the inablility to control |
changes occurring within each h'ospital over the duration of the study;
héwever, from discus’sioh with hospital stéﬁ’s and thé worren in the study,
it wasxgny undér*standing that the hospital environment remained fairly

“stable over the 16 month time per{od of the study.

E_&efor*e discussing the implications of the findings of the present
study, it should be pointed out that.although only the overall multivariate
F was significant in several of the analyses, it is not uncommon '"to find
Ehat- no single pairwise difference beMeen any two group means is signi—
ficant" (Harris, 19758). This lack of significant paiwviéé difFer*ences may
bé a refleétion of the small but accumulative effects of;“ the family centired
maternity programme. It may also suggest that the effects of such a |
programme are more global and thué not amenable to the mdr*e specific
‘measures used in the study.

It lhad been planned originally to compare those women who had
received anaesthetic with those women who did not to see if there were
any diﬁ”er‘ence' in their attitude toward their baby:whi’le in hospital.

Upon analysis of the data, however, it was found that 93% of the women
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received some type of anaésthetié,. (Appendix H) thus making such a
'cémbar‘ison impossible, I-t was notéd that 40% of those women in the
family éenfbed maternity programme had received an epidural ar;aes—
thetic,combared with 80% of the women in the traditional programme.

This is a significant difference, x

(1)=11.88 p<.001. It is therefore
.possib.'lebthat the more positive attitude- of the women in the family
centred mater*nity,’cafe toward their‘_baby ih hospital is confounded yvith
the use of ana:sthetic. Inspectioh of the pooled within groups. correlation

matrix, however, revealed a correlation of only —.05 indicating an

absence of association between attitude toward baby and use of anaesthetic,

- Implications Fhom Major Findings — Hospital FProgramme

Hofer (1975) stated that in the United States, the research of ea rly.
paheﬁVChild relationships has been entwined in a social movement
involving obstetric care. Questions are being asked such as
"‘Sho-uld medical and nursing practise, hospital design; obstetric and
pediatr‘ic procedures be altered on thé basis offeéeah::h evidence now
available”", Haire and Haire (1968) stated that "The hospital ritual that
;urmunds childbirth in the United States does much to destroy that
cohesive effect that childbir*th should have on t};ue forming family unit

and thwarts nature's normal plan for the childbearing experience.

They stated that "family centred maternity care would do much to correct
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the flaws in our concept of conventional maternity care” an{pl their book
described how to implement such a programme.

The ﬁndingé from the present study indicate that the type of hos—
pital programme in which a woman spends her first postpartum days
does make a difference in terms of a more positive attitude towards
her new baby, and in terms of the amount of experience she receives
in how td take care of a new baby and in th(? amount of help that she
receives in hospital to prepare her for the mothering role. This study
complements the work done by Klaus and his colleagues inasmuch as
they found significant differences in behaviour of primiparous mothers
towards their full—term infants as a function of the amount of contact
they experienced in hospitaL it was found in the present study that the
women who participated in the family centred h’\ater‘nity pr*ogrémme and
thus determined the amount of contact with their infants had a more
positive attitude towards the baby while in hospital than did women in a
traditional programme in which nursing policy dictated when the mother
should have the baby. Once women had been home for one week,
handling and interacting with their babies, these differences disappeared.
The fact that the women were a well educated, well motivated group may
have served to work against finding longer term differences between the

two hospital programmes.,
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The fact that there were no differences in the level of self confi-
dence of the women in both programmes suggests that this more posi-—
tive attitude t.owar“ds the baby was not related to the feelings of confidence
and competence gained while caring for their baby by fhose in the
family centred maternity programme. The components of the Farﬁily
centred programme that relate to this more positive attitude remain to
be determined empirically. It is possible that the specific nurse/mothery
baby assignment has.an effect on the mother's attitude towards her -
baby. It may be that being responsible for ahd caring for her own infant
during this time results in a moré positive attitude on the part of the
mother in the family centred programme. This would be predicted
for example, by Bem's theory of self perception (Bem, 1970).

- Support for the benefits of family centred mater‘nity care comes
from the significant correlations between attitude towards baby and the
amount of help received from the hospital and the amount of experience
gained while in hospital caring for the baby. In addition, the significant
correlations between variables such as feelings of self confidence and
competenc_:e, ease of adjustment from hospital to home, for example,
and the number of days spent "moming*in" with the infant@s opposed to
the number of days spent in hospital per se)is support for the positive

effects of the family centred maternity programme.



The results of the factor ahalysis indicate that attitude toward labour
and delivery —vva.s unrelated to the hospital experience factor. This implies
that the pgar‘ception of the hospital experience was unrela.ted to whether the
women had a good or poor delivery experience.

Th¢ type of hospital programme experienced appeared to have limited
long—term effect on Qver‘all postpartum adjustment of the women in the
study. At six weeks postpartum there were no differences between the
women in the two programmes in t.er\ms of depreésive affect, behaviour

or attitude toward baby.

Type of delivery — \aginal Compared to Caesarian Section

It should be noted that the difference in attitude toward baby
while in hospital only-held for the comparison of women in the two hospital
programmes. There was no difference when comparisons were made
between the women in terms of their delivery experience. There
were no differences in attitudes toward baby at the three time points
measured bebtween those women who had had \faginél deliveries and
those who had had caesarian sections., This findihg is the antithesis of
what might have been predicted given the research conducted by Klaus
and associates. Women who undergo a caesarian section usually suffer
more "deprivation” (to use Barnett's terminology) of their infant than
do those women having a vaginal delivery. In addition, there is the

opér‘ative procedure itself and the fact that they have had major surgery.
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The r*ésults of the factor analysis suggest that in fact a positive

attitude towards the baby is unrelated to whether the women had a

_ positive experience during labour and delivery. Possibly bthe procedures
involved with caesarian sections enable women to accept such deprivation
more easily and perhaps mothers may accept the deprivation of their
infant, given the need for intensive car;e, more readily than those who have
vaginal delivery.

Bottle feeding

A finding that should be interpreted cautiously was the significant

» 'negativé relationship between bottle feeding and other variables such as
the amount of experience women felt that they had received while in

the hospital, the Feeliings of self conﬁdemce and competence and attitude
toward the baby at six weeks postpartum. This is an interesting finding
in light of the emphasis on breastfeeding in 1o§a1 women (85% of present
sample breast fed their baby; 75% of Khairat & Costanzo (1974) sample
breastfed their babies). It may well .be that the women who breastfeed
their babies r‘ecéi\)ed more attention initially from the nursing staff in
order that the mother and child have a good beginning. This in turn
may be related to the amount of perceived experience being gained in
hospital. The fact that bottle feeding relates to 1ess self confidence and

competence is perhaps explainable in light of the emphasis in the media
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.and prenatal classes on the positive aspects of breast feeding for*bo_th
m-other‘ and child., The woAmen who bottle feed their I.Dabyvfeel mor‘_é
depressed and have Iess' conﬁd.enice in their own abilities, in addition to
going against the 'norm' of their peer groﬁp.

Depressive Affect

Friedrhan (1974) suggested that the term depression be evmployed in -
three ways. Firstas an affect, second as a clinical state and third as
a character s;le. He stated that although this is not a hew Way. of con~
ceptﬁaliz{ng‘depr‘essioni it has been r*atheﬁ neglected until now. Friedman
maintained that like anxiety, depressioh can r‘efer‘ both to a basic feeling
and a more defined clinical state. Depressive affect refers to a basic
feéling of sadness which is part of the fabric in life and which is noted
in states of;‘ grief and pef‘iod of disappbintment. Clinical_ depr‘éssion, on
‘the other h_and, refers to é compléx of symptoms including the affect of
depression and élso ", ..other affécts such as anxiety, guilt, vh'ostility
as wéll as motivational, vegetative and cognitive disturbances".

Miller's (1975) review of the psychological deficits in depression
showedl that such deficits depend largely on sever*'it.y of depression rather
than type of depression, and that depr*essed subjects in normal populations
are generally characterized by deficits similar in nature but smaller in
degree to those of depressed patients.

The repeated measures analysis of the depressive affect indicated
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that' there 'waé no différence over tiﬁne between the group ofv‘vor.nen who
déliver’*ed ‘Vaginally. -This f’inding supbor‘ts clinical obser‘vations‘,v(and
pﬁeﬁous sthies of posf;parmm ‘depﬁessiorl\ and/or blués) insofar aé the
level of depressive aﬁ’ect peaks on the third an'd four‘th day. The present
. dota are consistent w{th the argument f:(')r‘ a hormonral bésis for depﬁessive
affect during this‘ time pgribd as' the peaking was demons_tr‘atediin‘.all.
groups (vagirf’a)l and caesarian within each hospital pr‘ogr‘amme).
" The women who had exper‘ienéed a caesa rian section were signifi-
-cantly more depress.ed than those who had vaginal deli_ver*iés. Given
that there w_er;e no significant differences beb&een-the S/Qo groups initial-
ly _F‘ (1,92) = 3.535 p > .0.685 this .nggests that. having a baby by caesar—
ian_section is a less :p.o'sitiv.é experieﬁce than havfng a baby vagimally. |
This is suppor‘téd in the pr‘esént stqdy by the finding thaf these women
also had .a".'signif’ica.ntlzly less poéitive atﬁtude toward .their* labvouf and
delivery experience than .those who delivered vaginally, It is unfortunate
thatva 15ng~ter7m follow—up was no‘t fe_asiblé in order to obtain more in=
formation Pegarding the level of depr‘eésive ‘aﬁ;ec't of women who had
' caesai;;ian section. | It is bossible t‘hat the i.n_cr*eaSe in level of depr‘eSf
sive -affect seen.at six weeks postpa r~turﬁ in this grbup was the begin—

ning-of a continuing trend,
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While the present sample of women were not clinically depressed
there are some s{gniﬁcant correlations beMeen anﬁoun_t of. depressive
affect as measured by the DACL. and other vériables at each time B
period. F-'or-example, in the ninth month of pregnancy dep‘he.ssive'af“—.
fect was related to a less positive attitude towards pregnancy; in hospital
depréssiVe af:fect was related to less positive attitudé towa rds labour and
to delivery agd toyx)ar*ds the babyl. At t_he six weeks! postpartum period
i depr‘essi_ve affect was again Ee'lated to less positive attitude towards t‘;he

_ baby. In addition, thé level of depressivé affect was positively related

to bottle feeding and to the number of problems encountered by the
' ~women during their first week at home. The positive relationship bet—
ween depressive affect and bottle feeding to some extent supports the
ﬁndbings of F’ift (1 973) who stated that women who héd the "blues" differed
fr*orﬁ thOSé who did not only ih that they éxper*ienced movre difficulty in
breast feeding. The responses to Greenberg's hospital matehnity
. quétionnaire indicated that the mother's feelings of depr‘essibn related
to less self confidence in caring for the baby; less encrgy while in hospital;
less confidence regarding the role of’. motherhood and an increased length -
" of time taken to understand the need of the baby.
The abowve Pelationéhip bebNeén depressive "éﬂ’ect and "o.t_her‘ vari—

ables 1is. consistent with several psychological theories of depression,
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Beck (1967, .1 97 1' , 1974) postulated a cogrﬁfive theo:ry of depression
in which depressioﬁ is seen as é result of a triad of cognitive distur—
 bances which predispose an iﬁdividual to var*i‘ouvs forms of thdught anﬁ
belf'mavioufal. .cha racteristics of depression, ' The corhbor_wen_tsx of this.
thiad,ar‘e v"a negative view of the future, of;‘the énvironment_and of him—
self*"". I.t”co'uld'be maintaine.ad‘that Ehe wor;nen wﬁo exper*ien;:e dépr*es—
sivé affect therfefor_e tend to see their experiences‘ in a lessf positive
light, have a less 'positi.ve attitude towar‘ds- their baby and seevthe.m—
selves as less able to. care for the. baby competently.

The present ﬁhdings are élso consistent with the behavioural
- theories of debr*eséién oF'CosteH__o (1‘972), I_ewibr\sohn and his.associéfes_
(1976) and Seligman and his associates (1976).'

Costelvlo's. (1972) t:héor*ybf depréssionlwould suggest that the women
who had caesarian sections were depr‘essed becéusé "the reinforcement
e_f:f’ecti\'/eness. of all the éomponents of a chaiﬁ of behaviours is contin—'_
gent upon the completion of the <‘:ha_in. at either an Oyer't or covert
' _lev.el”.. Caesarians did not cv:ovmplete.the ch.ainv of childbir‘th’f’or‘ which
they had trained. |

Lew{nsohn (19786) pointed out that the.concept of reinforcement is
central td the Ianalysis "of dysphoria and the other events Which are
fr‘eqUently encountered among persohs diagnosed as depressed", and to

the development and maintenance of the depressive syndrome.



According to L.ewinsohn, the behavioural model "focuses on the effects
‘which a r‘educ,tvion'in‘l'he rate of response contingent positive reinforce—
ment is assumed to have on the behaviour of the individual". This re-
duction can occur in thr*éé ways. First, events contingent on behaviour
may hot be reinforcing. Sec_;,ond, events which are reinforcing may
become unavailable and third, the individual is unable to elicit rein—
forcing behaviour because of the lack of skill, According to LLewinsohn
(1974) the total amount of response contingent positive reinforcement is
a function of three vahiaﬁles.

1. The humber of potentially bein‘."o rcing events or activities.

2., Awailability of reinforcers in the environment.

3. The instrumental behaviour of the individual — the extent to
which he possesses fhe skills» to elicit reinforcement fhomvthe
environment,

Lewinsohn pointed out that the behavioural theory would predict dep.r*es—
sion for an individual who achieved a goal for which he ‘has worked hard
if the rewafd turns out to be a weak reinforcer.

The findings from the study are also consistent with the learned
helplessness model postulated by Seligman (1971) who proposed this
concept as a laboratory model of depression in humans. In his opinion,
depression is caused by experience in which an individual's responses

cannot control the appropriate reinforcers. Seligman stated that
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'vr'eac‘:t»ive depression may have itsv rpots inv the'bloss QF control 6vér4
.g'r*at':iﬁcatibn and the alleviation-'of suffering. According to Seligmén
.;(1976) the model claims that many d‘epre'ssion's_ are caused bs/ uﬁcohtrol—
- lable si.tuations which lead the subject to believe.'that his/her responses
are ge_nefaliy{.i.neﬁ"e:ctive in. obtainving »r‘einforfce.r’nent. The results ‘Qf’
his latest study support the above modél wh‘ich claims that "(@) un—
~ controllable events induce distorted per*c_:eptiohs of besponse_-r*einfor*ce_
‘ rﬁe’nf ind.ependence in ndn—depressed people which cause perfor*mahce
;d'ef.ic;its pa rallel to those fouhd in naturally occur\_r‘ing depression and
(b) that expér‘ience with. controllable events reverses thé Vper*c_eptions of’
this independehcé and ;hé pe’rfor*rhance deficits associated with both
Helplessness and depression."

Given tl.qevlack of diﬂ:er‘erjcles_ in level of depr‘essive affect béf’ore
the b'ir‘th. bf the baby, thé ﬁhdin_gs of significantly more debr‘éssive af-
fect after deiivery suggests‘that caesa fian section was a weak Peinf"or‘cer‘.
for 'tlflrese'women. The womeh iﬁ the .'pr‘esent‘ stu‘dy trained as a team. wit;h
their husbands for the birth of their baby. This behaviour was _.not com=
plete.d.an'd.the women found that all theS/ had. learned ‘couldino‘t be put to-.
use. The birth of their baby was suddenly taken out of their contrél, |
something for-which the women wer‘.e'not' pr*epar;ed, and, in addition,
thér‘e were the stressful aspects of sur;ger;y and 'post—oper‘ative, proce4

dures. It remains to be investigated empirically whether the women
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actively see themselves as having less control. The level of depressive
affect may have increased due to feelings of tiredness, lethargy etc.
due to the operation; or because their husbands could not be present at
the delivér*y.

Mcl_ean. (1976) proposed a theory in which depression is seen as
the "consequence of ineffective coping techniques used to remedy situa-—

tional life problems!'. Figuﬁe 4 is MclLean's schema to illustrate his

‘proposition.
Figure 4
Time .~
. . L
M @ ) Q)

repeated goal feeling of anticipations depression
frustrations in - little of chronic symptomatology
a variety of control over failure
significant areas environment '

Figure 5 is a modification of the above using the perception of having a
caesarian section as the ineffective coping techniq-ue. (courtesy of

McLean, 1976).

Figure 5
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delivery control of - in ability :

shattered birth process
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It would be intere§ting to spchlatevwhethe‘r' the same relationship
between depressive affect and less positive attitudé toward pfeghancy,
toward the baby and to other variables would be found in a clinically |
depressed population.

.‘What is the rela_tionship between depressive affect and disorders of
mother‘ing; the most sever'*é of which result in child abuse? Is there a
relationship between depressive affect in pregnancy, caebsar‘ian section
and child_abuse? Thls remains to.be empirically determined but the
present research sugge.sts the need for further research to clarify such
relatié)nships. As Helfer pointed out the precipitating event for child
abuse méy be a difficult pregnancy a.nd/orﬂ delivery; that abused children
have a caesanrian section Péte much higher than that of the general popu-
latioﬁ.

Mc Léan (1976) asked,"What effect, if any, doe§ barental depression
have on effective parenting? " He stated that although there aré no empi-
_ rical studies in thé literature, information from sever‘al-_sour‘ces indicates
that effective parenting and absence of depression are related. According
to Mclean, evidence from studies of self report, effect of“.par‘ental
modelling and self esteem in pr*e—adolescenté suggest two hypotheses
regarding the presence of par‘ental .d'epr‘ession. First, that parental
depression may render parents less capable of effec‘tive parenting and

second, that parental depression provides an opportunity for children to
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aéquire ineffective interpersonal coping strétegies through par‘entél
modélling.
The Iow but consistent relationships of depressive affect to such
variables a.s conﬁdence. i_nv mothering abiiity, £ncr‘eased length of time
b.ken to "know!" the baby, less self colnfidence m caring for the baby

in a sampie of women who are not clinically depressed suggests the

efficacy of a preventive approach.

Clinical Implications
Seligman (1976) fo'und that the behavioural immunization techniques

provided an early and eﬁ’ectivé means of pr‘eventi.ng learhed helplessness
in animals. There is évidence in the psychological literature dealing
.v;/ith stress that such techhiques work well for humans.

vJohnson and Leventhal (1 974) stabte that many theor“ies suggest that
negative éﬁ"ect is "a product of discrepancies beLwee.n current experience
and prior expectation". Johnson (1973) suggests that inaccurate expeét‘a—-
tions regarding sensations produced by noxious stimuli are the critical
source of negative affective responses. Thus, Johnson considers
that if a person acéurately :anticipates how a noxi'ous stimulus will feel
he/she will be less feér‘f"ul. She found that accurate expectations about
the physical sensations to be experienced. r*educea the stress caused
by painful stimuli. The results of her study supbor*fed the hypothesis

that preparatory information which reduced'the incongruities between
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' expeéted and actually egperienced sensations was associated with less
- intense emotional responses er*ing painful stimuli. Johnson ana
.Leventhal (1974) cite studies of fear com-munication suggesting that
".. .behavioural preparation, detailed ihstructiéns on how and when to
act, and prior rehearsal of specific actions are necessary for subjects
-to sustain control over external threats". They con;:lude by stating
that their studies have shown that "speciﬁé types of information can be
used to feduce: aversive responses aﬁd to strengthen effective coping
responses ..."

Meichenbaum and Turk (1976) state that behévibur* therapy is
shifting its emphasis' to a 'coping skills model and describe the stress
inndculation training prbcedur‘es in w.'hich subjects are provided with a
prospective defense, or se.t of skills, to deal with future stressful’
situatiohs, Qsing cognitive rﬁanipulations such as imagenry Pehear‘éal, '
self instructional training, and relaxétion training techniques. They dis—
cuss studies showing the successful application of such innoculation
tr‘ainihg in control of phobias, interpersonal ahxiety and control of

~anger in the psychological realm. These procedures-have also been

used in Ehe physical realm of pain control. They discuss the clinical
potential of such a preventive approach for handling'both physical and
psychological stresses. Langer, Janis arﬂd»WolFer‘ (1 975) reported on

 the reduction of psychological stress in surgical patients using two
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stress reduction strategies in a field sétting. It was found that the
coping device (cognitive rea'ppr*aiééli of anxiety—prowoking events, .

"~ calming self—talk and cognitive control) which‘wa's portrayed as a way
of contr*qlli_ng one's emotions. was more effective in reducing pre—and

‘ postéoper‘ative stress than the techniqué of giving preparatory communi—
| cations about what to exbect;cdmﬁined with reassurance.

Klusman (1975) showed that prenatal anxiety was reduced in an
edu_cation—forv-childbir\t‘h class which used exercises, breat'hing tech-
niques and gave women a sense bf’ participbating in and cqntr*ol over the
ch.ildbir*th process. Anxiety was not reduced in the.céntrol prenatal
class which emphasized baby care »énd in which preparation for child—
bihth was limited to information regarding labour and delivery.

In ohder to teach coping _skills and to emphasiée the individual's
ability to control the situation,v the prenatal classes whicﬁ the women in
the present étudy attended used stress innoculation techniques. Givén the
research on pain and anxiety one might predict that these classes would
be eFFéctive. (There are,however, f';ew systernatic studies of the ef—
fi ca‘cy of education for childbirth classes.)

Discussion with prenatal class teacher‘é indicates that caesarian
sections are regarded as an abnormal aspect of chilldbirth and,
although mentioned as a possibility, they are not discussed in any signi-

ficant detail. Given that the present rate of caesarian section in
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Vancouver is approximately 20% and given the possibility that the num-—
ber of caesarians will tend to rise in view of the increasing use of;'
fetal monitoring equipment, it does not make sense to ignore caesarian
sections. The present findings of significantly more depressive affect
in women who have had caesarian sections together with the findings

of research into stress innoculation and behavioural immunization
technigques and coping skills, indicate the need for greater attention
focused on caesarian section in prenatal class training.

The Myth of Maternal Instinct

Janeway (1971) states the following:

Women are not trained to be mothers in our
sociely, or indeed in any society... The very

fact that our society does train initiates

formally for most jobs ...makes woman's role
archaic and atypical in that women still learn

by doing. They take on the vital, creative,
important, central concern of their lives (they

are assured), with very little advice orbackground.
New mothers are expected to act by instinct; and
this expectation in itself sets them apart from the
rest of society, where people assume that they will
be taught the basic rules of the jobs they have to do.
The expectation that they will be able to act by
instinct sets women apart, also by suggesting that
they operate on a more primitive level than is normal
for the rest of our world,

Only very recently has attention been paid to the needs of the woman
in preparation for motherhood as opposed to preparation for childbirth,

(The same may be said for fathers who receive even less attention.)

\
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Standard procedure has been prenatal classes with little or no emphasis
- on the postnatal period and "life with baby";. This may have been d'ue in
part to the myth of maternal insfinct which assumes that love is énéugh _
'aﬁd that because .a woman has had a baby éhe bothlloves it and knows
what t;o do. Of the participants in the study (N=106) 46% stated that they
‘developed a strong mat;er‘nal feeling toward their baby imr*;'\ediately aftar
the birth; 38% developed this feeling within three days, while thé
remaining 21% did not have this feeling by the time they left the hospitai.
| ‘Regar‘ding the 'lengfh of time that the women thought that it would
take to "know" the baby, e.g.,ithe reason for which he/she cried, the
frequency was as follows: |

I know him/her already 43%

3 days . : _ 27%
one week 19%-
one month 3%

more than one month ' 8%

The finding that those women in the family éentr;ed maternity pro—
gramme had a more positive attitude toward their ba by énd grined more
experience and assistance from the hospital in their new mothering role
suggésts ﬂwat components of mothering behaviouir‘ can be Iearnéd Gin
additioﬁ t?o the correlation between positive attitude toward the baby, and
ease of édjustment, feelings of competence and self conf’iplehce;) that
with _Iear‘ning come increased confidence and feelings of competence,

a more positive attitude toward the baby and a decrease in depressive
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aﬁ"‘ec':t. The significant correlations between depr;essive affect and
number of problems experienced a'ftélﬂ 0ne_Week and five weeks at home
suppornrt.:: Ehis, as does the r‘eiationship between.depressive affect and
less positiQe attitude towards the baby. This is consistent ‘withBem‘s
theory of self perception which predicts that attitudes follow behaviour
(Bem 1965; 1967; 1970; Jones & Gerard 1967; Calder and Ross 1978),
and that a person infers his attitude by observing his own behaviour ‘
and the context in which it occurs,

Prenatal class teachers believé that the prenatal time is not the
most pr*opi;ti.ous for teaching parenting skills. One .suggestion based on
the present stud& is that postpartum classes for: parents and their in—
fants be incorporated into the edurcation for childbirth classes as soon
as feasibly possible after the birth of a baby. These classes could in-—
clude such items as parenting skills as well as dealing with the emotions
and feelings df the new parents. Such classes could also serve as a
véhicle for the detection of pa Penté who have particular difficulties in
their felationship with their ihfant with a view o the preventioh of
motheripg disorders.

Conclusion

Search for the Holy Grail

In discussing the concept of "health", Kissick (1972) stated that it

is both a commonplace word and an illusive concept frustrating
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desc;r*iption and quahtiﬁcation. He states, "In a sense health is an
abstraction thé_t may be viewed as the 20t_h_'century _equivalent of the
Holy Grail - the never—to—be-attained object of a relentless sear‘cH".
'C.oweni(1973) stated that primary prevention in mental health seeks
(@) to forestall dysfunction by reduéing the rate of occuhr‘envc_:e' of dig—
orde.r; in'the po_pulatibn at large and (b) to pr\omote psychological health
and wellbeing. Cowen saw primary prevention as a "bonafide concep—
tual altermative ‘to mental health‘pr‘oblel.'ns‘and stated that to be effective
prinma ry preve ntion should be activély oriented tq the effects of envir*orﬁ
‘ments arﬂu'd thé settings 6n development. Primary pfevention typically
does not occur until a child reaches pre—school age (three). The years
fmm birth to school age have often been described as the "silent years"
(Stephenson, 1976‘, note 3). Kellam (1972) pointed out that "Firstgraders
are the youngest total subpopulation in the community, i.e. the youngest
age cher‘ than birth at which ﬁames and address are known'", This may
' bé so; however . there is a convergence in the litér‘att.me indicating that
pregnancy, f:hi}dbir*th and subsequentvt motherhood should bé the fOCLJS.Of
sustained interdisciplinary research and intervention actions, Mur*pﬁy and
Chandler - (1972) make an eloquént plea in this Qeih. They state that
in agr‘iculturfe "pbrevention" of disease or of gr‘ow‘tl.q failure is seen
largely in teﬁrhs .of’ providing for health and sturdy growth. "Scientific

data relevant to the total development are made accessible from federal,
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state and county agencies and are readily applied to growth of cattle,
hogs, wheat and corn™. They discuss the situation in Uﬁe_ automobile
field, where the consumers' advocate, if not the consum;r*, demands
repair of recognized defects in cars, the development of safety checks,
finding wayé of improving the roads and developing better control of
traffic with the ultimate aim of reducing percentage of deaths and in-
juries that occur each year. Murphy and Chandler compare this with
the failure to produce healthy children. They state that the utilization
of all scientific knowledge relevant to the optimum development in the
area of children is spotty and inadequate. They cite the 161,000 infant
deaths each year (U.S.) and the related birth hazards which predispose
the infant to disturbance of functioning in all areas.

Murphy and Chandler cite the work of Pasamanick and his associ—
ates as demonstrating the close relation of major forms of disturbance
in developmeﬁt on the one hand with pregnancy and birth on the other.
They ask "Can we think in terms of a comprehensive programme to
produce stronger babies, better equipped for survival in a changing
stressful culture, comparable to the programmes for agricultural
productivity? " |

Hofer (1 975),.Chair*man of the Ciba Foundation Parent—Interaction
Symposium writes ...""we have come to recognize that the early—parent

infant relationship has a profound impact on the development of
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emotional behaviour*_, cognitive faculties, even biological organization
and r‘esvistance to illness', |
AécoMing to Kessler and Alb‘_eé (1 97‘5):

. " The National Association for Mental Health has prepared one
of the most specific blueprints for action in primary preven-—
tion. It gives actual steps to be taken by citizens' groups in

- their community to achieve the goal of the prevention of later

o emotional disturbance. The NAMH pr‘oposal focuses specifically -

- on prenatal and perinatal conditions as areas where definite
~action should be taken. The time from conception to 6 months
after birth was chosen as the action period. Among the actions
recommended are-prenatal and perinatal care affecting the
expecting mother and the developing fetus, ways of coping with
life crisis situations }aﬁ:ectihg the mother particularly, the
‘development of better parenting skills, the modification of
the social system which may be expected to be a source of stress
if unmodified (welfare, medical care, day care etc.) and the
insurance of adequate medical care for mother and infant
following birth . (p.573) |

The wfiter feels that we sh_o_uldvstop searching fob the illusive Holy
Grail ,and" star‘t putting into gffect some of the preéent knowledge attained
from 'se.r‘vi'ce'and' research. There 1s an increasing awareness of the |
{rhpdk‘tance, physically, developmentally, rﬁentally,' emotionally cogni—
t{vely for both parents and children of the whole time period of pregnancy,
childbirth and early infancy. Instead of the relentless search we need
r‘e‘lentless mu}lti—di‘sciblinar'y actioﬁ and Foc'u_s on this pef.iod. "It can be
done.‘ Finland for égampfe hés a strc;ng and free preventi;/e service ‘for‘
antenatal care, hospital deliver*y,' postnatal caré aﬁd preséhool child- :
héal’th care (Wynne and Wynne, 1974), along with homemakers and hbme

helps which are considered essential preventive services. Finnish law
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established one Child Health Ceﬁtre {n ‘ever(y local author‘.ity in 1944,
There is a schedule for developméntal assessment requiring examina—‘.
“tion at monthly infervals for those. babies_ under 12 rhonths. It is thé.
policy in Finland that a child have at least one developmental examina—
tipn per yeanr .u‘p té school age. The Wynne report sta tesv that "The
.covefage of these children is coverage of their homes and of their
parents. The Child Health Centres teach parents nutrition, thé man-—

' agemenf of rﬁinor* ail me’nts and of behaviour pr*obléms, the importance

of play and of stimulation in the horhe". There is delegation downwards
for the operation of the maternal and childhealth services from the
provincial goverinments to the localv governments. This delegation §f
'at‘zthority is accompanied by obligations that ensure that the local gov—
ernments have strong preventive ser‘yices. In additipn,' there is account—-
ability of two kinds on the part of the local authority, to the Minister of
Health; accountabilig/ for the financial expenditures and, more signifi—
céntly, accountability f;‘or per‘for‘rﬁance. As a Peéult ~inland has become
one of the world leaders in maternal ‘and childvhealth. It can be done
elsewhere. As Stallworthy (1972) pointed out,"Obstetrics is no longer
an exer‘cis.e in mechanics but an opportunity”f"or‘ practising preventive:

medicine at its best",
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Appendix A

Criteria for inclusion in the stud)/:.

1. White, caucasian

2. Livein Lower Mainland or \/ancouvér'

3. Raiséd in North America or the British Commdwwealth
4, Married ~ legally or common—law

5. No histé_r*y‘ of psychiatr‘ic disorders

6. F’r‘imipaﬁon

7. Delivered of a single infant in one of three major Vancouver
hospitals

8. No major medical complications during pregnancy, delivery
or the postpartum of either the mother or infant. :
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Appendix 3

Description of demographic characteristics
for sample of women in the present study

AGE OF WOMEN

N=106 N =94
Years No.

19 - 24 23 21
25 — 30 €9 60
31 - 35 13 12 -
37 | 1 1

BIRTHPLACE OF WOMEN

N= 106 N = 94
Country No.
Canada | 87 76
Britain 9 9
U.S.A, | =5 5
Australia 3 . .2
%
European 2 2
YEARS OF EDUCATION
Years N = 106 N =94
Under 12 4 3
12 33 26
13 8 8

came to Canada as infants, raised in \ancouver, B,C,
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Years N =106 N = 94
14 9 6
15 8 | 8
16 22 ' 21
17 19 19
| 18 2 2
Nno response 1 ' 1

MAJOR OCCUPATIONS OF WOMEN

N = 106 N =94
Nurses 20 18
Teachers 19 | 17
Secretaries v16 14
Housewives 16 15
Other 35 30

EMPLOYED DURING PREGNANCY

N =106 N = 94
1 -3 m.onths 12 11
4 = 5 months 13 10
6 — 7 months 37 _ , 34
8 months 20 17
9 months 7 7
not employed 16 14

no response : 1 1



PLANNING TO RETURN TO WORK AFTER THE BIRTH OF THE

Within two ménths
before six months
after six months
unsure

not returning to work

no response

150

BABY

N=106
11

19

m
o)

N

N=g4
11

16
7
8

50



151

Appendix C
" Greenberg Maternity Questionnait“e ~ Selected Questions

1. After having been in the hospital for about one week, I now feel that
my self—-confidence on the questicon of child care is
Very large (5) '
Rather large (4)
Neither large nor small (3)
Rather small (2)
Very little (1)

2. Do you think that you will need help in the home the first time?
No, not at all (5)
Yes, a little (4)
Yes, a moderate amount (3)
Yes, a large amount (2)

3. Which of the following is true for you?
I have been very happy in the hospital and I am thus not in such
a hurry to go home (5)
1 have been happy at the hospital but I still would like to go
home as soon as possible (4)
I have not been especially unhappy in the hospital but I still
want to go home very much (3)
I have been unhappy in the hospital and want to go home very
much (2)

4, At this time how do you feel?
Very tired (1)
A little tired (2)
As usual (8)
Pepped up (4)
Full of energy (5)

5, Check what is true for you.
I think that this new baby is a great r‘esponSIblhty and I am very
‘anxious about his care (1)
I think that this new baby is a great responsibility but T am not
anxious about his care (2)
I don't think that this baby is such a great responsibility but I
am still anxious about his care (3)
I don't think that this baby is such a great responsibility and I
am not anxious about his care(4)
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6. How do you feel about your coming role of being a mother?
I am happy about it and feel confident in myself (5)
I am happy but a little uneasy (4)
Tam a little anxious (3)
I am a little anxious and uncertain (2)
I am very anxious (1)

7. At this time how do you feel?
Very glad (8)
- Glad (4)
As usual (3)
A little sad (2)
Depressed (1)

8. Many mothers don't develop a strong feeling towards the baby
right away. This is completely normal. When did you first get the
feeling that the baby was all yours?

Immediately after the birth (5)

After the first 3 days (4) .

After the first week (8)

It's coming but I don't quite have it yet (2)

9. After having been in the hospital for about one week, I now feel
that my competence on the question of child care is g
Very large (5)
Rather large (4)
Neither large nor small (3)
Rather small (2)
Very little (1)

10. How long do you think that it will take you to know your infant; the
reason for which he cries etc,
I know him already (6)
Three days (5) ;
One week (4)
Two weeks (3)
One month(2)
- More than one month (1)

11. How much do you think that the baby will restrict your usual

activities?
Not at all (&) Moderately (2)
A little (4) . . Greatly (1)

Somewhat (3)
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12, How did you feel after the delivery?
Very tired (1)
A little tired (2)
As usual (3)
Pepped up (4)
Full of energy (5)

13. How much help did you receive from the nursing personnel?
A little (1)
Rather much (2)
Much (3)
A great deal (4)

14. How did you feel immediately after the delivery?
Very glad (B)
Glad (4)
As usual (3)
A little sad (2)
Depressed (1)

15. Did you feel that the help that you received from the hospital
personnel was
More than enough (5)
About right (3)
Not enough (1)



1.

154

Appendix D

Greenberg's Follow—up — Selected Questions

After having been at home for about 1 week, | I now feel that my
self confidence in the question of child care is

Very large (5)

Rather large (4)

Neither large nor -small (3)
Rather small (2)

Very little (1)

Did you feel that your adjustment from the hospital te the home was

Very easy (5)

Easy (4)

Neither difficult nor easy (3)
Difficult (2)

Very difficult (1)

How much experience did you feel that you received while in the
hospital (Experience in how to take care of a baby)

Very large (8)

Rather large (4)

Neither large nor small (3)
Rather small (2)

Very little (1)

I felt that the maternity hospital helped me

Very much (5)

Rather much (4)

Neither little nor much = to be prepared for my role
Rather little (2) of being a mother

Very little (1) :

How long do you think it will take for you to know your infant the
reason for which he cries, etc. '

I know him already (&)

Two weeks more (4)

One month more (3)

Three months more (2)
More than three months (1)
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6. When I first came home from the maternity hospital I felt
Very certain (8) :
Rather certain (4) _
Neither certain nor uncertain (3) — about the question of
Rather uncertain (2) how one should take care

Very uncertain (1) of a hewborn baby

7. How much help did you need when you first arrived home from the
hospital? '
None (8)
A little (4)
A moderate mount (3)
A large amount (2)



Appendix E

Means and Standard Deviations for the Demographic -Data
of Women who Delivered Their Babies in the Three
Major Hospitals in Vancouver, British Columbia

Hospital A

Hospital B
N=26 N=34%

Mean "SD Mean sSD
Age - 27.35 3.60. 26.88 3.45
Number of Years of ' 14.62 1.81 14.62 2.13
Education — Wife
Annual Income of Wife $5,808 $2,522 $6,147  $2,159
Number of Years of : 15.69 - 3.16 15.44 3.16
Education — Husband ;
Annual Income of Husband  $13,827 $5,600 $13,706 $4,488

*The prenatal data from one woman in this group

-~ were lost in the mail and not recovered.

Hospital C
N=45

Mean sSD

26.93 2,90

14.33 2.24 -

$6,378 $1,946

$13,100 $4,609

951



 Appendix  F

Means and Standard Deviations of the Measures Collected
in the Ninth Month of Pregnancy for the Women Who
Delivered Their Babies in the Three Major Hospitals
' in Vancouver, British Columbia

Hospital A  Hospital B ' Hospital C

N=26 . | © N = 34% N=45
Mean . - SD Mean o sSD c Méan' Sbh
Attitude to Pregaahéy. ' 185.27 20.49 168 ..88> - 15,19  188.98  88 ;48 -
Beck Depression Index - 5.65 2,90 | 6.41 V§3.6.7 - : 5.84 3.7‘8  
DACL | ’ ‘_ 47.50  7.55 a2 e.er . asds. ‘6.88
Pleasant Events Schedulé 70.88" . 18;80 o  _67.09 21,95, 67 .56 _ 18.8'7-”

*The prenatal data from one woman in this group
were lost in the mail and not recovered. '

51
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Appendix H

LENGTH OF .GESTATION

Over 40 weeks

40 weeks

38 - 39 weeks

36 — 37 weeks

less than 36 weeks

No response

LENGTH OF LABOUR

Under 5 hours

5 = 8 hours

9 - 19

over 20 hours

No response

METHOD OF DELIVERY

" Caesarian

Vaginal

ANASTHETIC

Spinal
Epidural

Perineal t3lock

11

N=106  N=94.
‘38 34
30 27
26 24

6 4

2 2

4 3
N=106 N=04

18 15

25 21

36 34

23 20

4 4

21 21

85 73
N=106 N=94
7 6

63 56

11



Nitrous Oxide

:Other‘ .
5. ' SEX OF INFANT
Fer.nale,
Male
6. - BIRTHWEIGHT OF INFANT

160

Over 3,600 gra mmes

Owver 3,375
Owver 3,150
- Over 2,925
Owver 2,700

Owver 2,475

7. NETHOD OF FEEDING

Breastfeeding
Bottle feeding

-Both

N=106

17

14

18

14

14

N=o4
48

46

28
21
13
16

12

N=94
80

10
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.Appendix I

- Means and standard deviations for the demographic data’

Family centred
maternity pro-
gramme N=20

Mean sD

Age - 27.40 3.07
Number of Years " 14.40 1.76
Education — Wife

Annual Income of Wife $5,950 $2,559
Number of years -

Education — Husband 15.60 3.32
Annual Income of Husband $13,550 $6, 149

mail and not recovered

Traditional
Programme
N=52 *

Mean SD
26.79 3.36
14.40 2.26
$6, 1056 $2,197
15.10 3.02
$12,606 $4,793

. The prenatal data from one woman in this group were lost in the
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Appendix J

Means and standard deviations of the measures

‘collected in the ninth month of pregnancy

Attitude to Pregnancy
Beck Depression Index
DACL

Pleasant Events
Schedule

*

The prenatal data from one woman in this group were lost in the

Family Centred
Maternity Pro—
gramme N=20

Mean

166.05

mail and not recovered |

Traditional
Programme
N = 52*
Mean SD
165.25 15.24
5,92 3.00
46,29 6.30
69.63 20.07
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Appendix K

Mezans and standard deviation of

responses to Greenberg's questionnaire

Self Confidence
regarding childcare

Perception of help
needed at home

Happiness in Hospital
Present energy level

Absence of anxiety regarding
responsibility of baby

Confidence regarding the
role of motherhood

Present feelings of gladness
‘versus depression

Maternal feeling to baby

Family Centred
Maternity Care

Programme
N=20
Mean

3.40

4.25

3.75

Competence regarding childcare 3,45

Immediacy of understanding
baby's needs

Lack of restriction in
usual activities

Energy level after delivery

Amount of help from
nursing personnel

Feelings of gladness versus
depression after delivery

Amount of help received
from hospital personnel

1.80

2.35
2.30
2.55

SD

.60

1.06

Traditional
Programme
N=53

Mean sSD
3.26 .84
3,66 .85
4,01 .60
2.19 .86
1.45 .54
4,47 .80
4,28 .95
4,25 1.02
3.28 .72
2.15 1.18
2,83 1,01
2.79 1.60
2.36 .83
4,81 .62
3.08 .78
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Appendix L.

Means and standard deviaticns of
the measures completed after five weeks at home

Attitude to Baby
Areas of Concern
Beck Depression Index
DACL

Pleasant Events Schedule

Family Cent

red

Maternity Care

Programme
N=20

Mean

176,30

Traditional
Programme
N=53
Mean sD
182,17 13.87
6.06 6.02
4,72 3.47
45.79 10.77
62,09 20.88
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Appendix M

Means and standard deviations for the demographic data

Vaginal Caesarian
Deliveries Section
N=72* N=21
Mean SsD Mean sD

Age 26.96 3.26 27.62 3.63
Number of Years of
Education — Wife ‘ 14,40 2.12 14,81 2.11
Annual Income of Wife $6,063 $2,286 $6,405  $1,729
Number of Years
- Education — Husband 15.24 3.09 15.81 3.17
Annual Income of Husband $12.868 $5,177 $14,595 $3,826

* The prenatal data from one woman in this group were lost in the
mail and not recovered
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Appendix N

Means and standard deviations of the measures
collected in the ninth month of pregnancy

Vaginal Caesarian
Delivery Section
N=72%* N=21"
Mean sSD Mean SD
Attitude to Pregnancy 165.47 - 16.30 158.10 40,15
Beck Depression Index 5.82 2.87 5.90 4.21
DACL 46.50 €.48 49,62 7.39
Pleasant Events Schedule 70.10 18.45 63.76 15.68

* The prenatal data from one woman in this group were lost in the
mail and not recovered
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Means and ctandard devia tions of the measures

complaeted after one week at home

Vaginal Caesarian
Delivery Section
N=73 N=2 1
Mean SD Mean SD
Attitude to Baby 161.22 18.20 150,38 38,12
Areas of Concern 9.38 7.38 7.38 6,18
Self-confidence re: 3.48 .80 3.10 1.30
childcare
Ease of adjustment from 3.19 1.05 2.86 1.42
hospital
Experience received in 2.85 1.00 2.62 1.47
Hospital
Preparation for role of 3.16 1.09 2.81 1.680
Mothering
Length of time to understand 3.71 1.10 3.43 1.57
infant
Certainty regarding 3.08 .96 2.90 1.48
childbirth
Amount of help needed 3.21 .73 2,71 1.18

DACL. 48,55 7441 46,62 12,85
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Appendix P

Means and standard deviations for the measures

completed after five weeks at home

Attitude to Baby
Areas of Concern
Beck Depression Index
DACL

Pleasant Events Schedule

Vaginal
Delivery
N=73

Mean

180,566

sD

14.70

5,76

Caesarian
Section
N=21
Mean sD
174.62 14,05
6.78 6.39
5.43 3.26
49,08 6.87
59.43 17.92



25 Aid when
23 Know

10 Room

17 Infant

20 Adjust

24 Cert

22 Help

19 Confi

21 Exper

8 Conc
7 Sex
4 Incoh
13 Concern
3 Educh
1 Age

2 Educw

15 w12
8 WGT

16 V14

14 DACILC
9 Feed
6 Lab

12 labdel
11 Attpreg
5 Dayspp
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Help needed at home

Immediacy of understanding infant
No. of days rooming=in

attitude towards baby

ease of adjustment from hospital
certainty regarding care of newborn
help received from hospital

self confidence regarding child care
experience received in hospital

no. cof problems in hospital
Sex of infant

Income of husband

no. of problems at home
education of husband

Age of wife

education of wife

enargy level in hospital
weight of infant

feelings of gladness
DACL. in hospital
bottle feeding
length of labour

attitude towards labour and delivery
attitude towards pregnancy
number of days in hospital



Variable
25 Aid when
23 Know.
10 Room
17 Infant
20 Adjust
24 Cert
22 Help
19 Confi
21 Exper
18 Conc
7 Sex
4 Incoh
13 Concern
3 Educh
1 Age
2 EducWw

15 wvi2

8 WGT
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Factor Analysis of Data
Factors and factor loading of selected variables N = 93

—0.4386

-0, 4437

-0.4644

—-0.5935

-0.6151

~0.6513

-0.6731

~0, 6968

~0,7191

0.1618

0.1698

=0.0767

0.1403

=0,0048

-0, 0807

0.0426

0.1089

-0,0869

Factor

2

0.2733

~0,0031

=0.1918

0.2215

0.0740

=0.,2547

0.2116

~0,3158

-0,2639

—-0.2851

-0.3060

=0.4177

~0.4199

-0,4907

-0,5722

0.0266

-0.0530

3
~=0,0769
0.0159
-0.2123
0.1284
0.1624
=0,0800
0.2708
0.0701
0.1752
-0.1332
0.2198
“Q.1528
-0,0408
0.1937
=0.,0790
-0,0291

0.5293

0.4323

4

0,.,1358

—0.0523

—~0.0581

0.2353

0.0241

0.1622

-0.1815

0.1124

—~0.1250

0.0641

0.0473

=0.0862

0.1649

—-0.1265

-0, 1560

=0.0214

0.1327

0.0541



16

14

6

12

11

V14
DACLC
Feed
Lab
labdel
Attpreg

Dayspp

0.0142
0.2395
0.2143
-0, 0693
~0,0627
-0, 0952

—-0.0036

171

0.1347

—0.1047

0.0369

=-0.3481

-0.,0878

0.1702

-0.2447

0.4125

-0.3296

-0.3671

-0.4717

0,.1675

0.1319

-0.2081

0.1673

=-0.1252

0,.03810

0.3483

0.8169

0, 1985

~0.,3745



