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ABSTRACT 

The purpose of this research was to test the 

predicted relationships among a component of nurse

midwifery care, psychosocial health outcomes and other 

maternal psychosocial variables. The theoretical 

framework for the research was the Intrapartum Care 

Level of the Nurse-Midwifery Practice Model, a middle 

range theory. Previous nurse-midwifery research had 

been based on theories and models not specific to nurse

midwifery practice. 

A nonexpcrimental, correlational design was used, 

with measures in the last trimester of pregnancy and the 

first month following birth. The psychosocial variables 

measured were prenatal care satisfaction, personable 

environment, positive presence, labor support, 

transcendence, labor satisfaction and enhanced self

concept. purposive sampling was used at a birth center 

in a Southwestern city where women received nurse

midwifery care for pregnancy, labor and birth. The 

sample of 89 women consisted of 35 primiparas and 54 

multiparas, with a mean age of 29 years; 46.1% gave 

birth at the birth center a~d 53.9% gave birth at a 

local hospital. 

The primary instruments for the research included 

the Prenatal satisfaction Questionnaire, the Attitude 
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Toward Issues in Choice of Childbirth Scale, the 

Positive Presence Index, the Labor and Birth Support 

Inventory, the Coping in Labor and Delivery Scale, the 

Labor and Delivery Satisfaction Questionnaire, and the 

self-Confidence Scale of the Adjective Check List. The 

secondary instruments, used for the evaluation of 

construct validity, included the Positive Presence 

Index - Alternate Format, the Labor and Birth Coping 

Index, the Labor and Birth Satisfaction Index, and the 

Self-Concept Index - Alternate Format. Acceptable 

levels of reliability and validity were obtained for the 

instruments. 

The predicted relationships from the Model were 

tested with causal analysis using multiple regression 

and residual analysis. The empirical rather than the 

theoretical model was supported by the data. Prenatal 

care satisfaction, personable environment, positive 

presence and transcendence explained 66% of the 

variance in labor satisfaction, with an additional 2% 

explained variance with the addition of the situational 

variable of consultation. Positive presence had the 

greatest direct effect (B =.70) and also explained 5% of 

the variance in enhanced self-concept. The empirically 

significant relationships were clinically relevant. 
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Chapter 1: STATEMENT OF THE RESEARCH PROBLEM 

Introduction 

The p~rpose of this research was to test the 

relationships among a component of nurse-midwifery care 

and psychosocial health outcomes as well as other 

maternal psychosocial variables from the Intrapartum 

Care Level of the Nurse-Midwifery Practice Model. 

Chapter 1 presents the statement of the research 

problem. Chapter 2 presents the Nurse-Midwifery 

Practice Model, the theoretical framework for the 

dissertation research. Chapter 3 presents the research 

methodology and the description of the sample. Chapter 4 

presents the causal analysis of the model, and Chapter 5 

presents the discussion of the research findings. 

Background 

Historically, midwifery in the U.S. has been a 

practice profession that has emphasized the provision of 

services to women and infants. As a practice 

profession, there had been an emphasis on midwifery 

knowledge attained in the clinical setting and 

communicated orally (Hart, 1981). Particularly in the 

highly technological health care of today, the 

derivation of knowledge from oral history is nu longer 

adequate (Andrews, 1982: Ernst, 1964: Murphy, 1983). 
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The alternative to oral history knowledge is knowledge 

obtained by scientific research (Fawcett, 1980). With 

the introduction of the nurse-midwife as the 

professional midwife in the 1920's, scientific research 

as the foundation of nurse-midwifery knowledge has been 

emphasized (Thompson, 1986). 

Knowledge gained through the process of systematic 

investigation or scientific research contributes to 

theoretical formulation (Chinn & Jacobs, 1983; Fawcett & 

Downs, 1986). Furthermore, Chinn and Jacobs (1983) 

point out the advantages of the development of 

theoretical knowledge as professional autonomy and 

power, internal control for the profession, power to 

affect professional practice, coherence of professional 

purpose, and inter- and intra-professional 

communication. A theoretical knowledge base provides 

the hypotheses needed for systematically exploring the 

relationships between processes of care and health 

outcomes. 

A review of the literature with the accumulation of 

nurse-midwifery research findings, however, indicated 

that an explicit nurse-midwifery theoretical framework 

has not been developed. To date, most nurse-midwifery 

research studies that have been based on a theoretical 

framework have utilized mor.e general theories. For 
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example, in a 60-year review of nurse-mid~ifery 

research, Thompson (1986) identified only four studies 

that utilized a defined conceptual framework. Of those 

four studies, one used Levine's conservation theory 

(Yeates & Roberts, 1984), one used physics theory 

(Andrews & Andrews, 1983), another used physiology 

theory (Meserve, 1982) and one was based on a 

(etroductive nurse-midwifery conceptual framework 

(Lehrman, 1981). A review of the research studies 

reported in the Journal of Nurse-Midwifery from 1984 

through 1987 by this investigator revealed only three 

additional studies that utilized a theoretical 

framework; one used aging theury (Halfar, 1985), another 

used role theory with cognitive dissonance theory 

(Hazle, 1985) and another used physiology theory 

(Sweeney, et al., 1985). 

These reviews provide evidence that, in general, 

nurse-midwifery research has lacked a common theoretical 

basis. Furthermore, those research projects that were 

theoretically based used a general theory rather than a 

specific nurse-midwifery theory. The lack of a common 

theoretical framework limits the comparability of the 

nurse-midwifery research findings across studies and the 

development of a the0retical knowledge base for nurse

midwifery practice. 
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While the perspectives of each of the current 

nursing theories (e.g., Chinn & Jacobs, 1983; Fawcett, 

1984; Fitzpatrick & Whall, 1983; George, 1985; Meleis, 

1985: Riehl & ROY, 1980) offer the potential for 

supporting nurse-midwifery care research, Kim (1983) 

points out that these grand theories are often difficult 

to link to reality. :'n contrast, a middle-range theory 

is more realistic and testable (Kim, 1983). Therefore, 

a logical step in the continued accumulation of nurse

midwifery knowledge is the development of a middle-range 

theoretical framework that is highly specific to nurse

midwifery care in all aspects of practice. As stated by 

Fawcett and Downs (1986), "conceptual models guide 

research by providing an outline of the phenomena to be 

investigated, the methods to be used to investigate 

these phenomena, how theories about these phenomena are 

to be tested, and how data are to be collected" (p. 85). 

As pointed out by Carveth (1987), the conceptual model 

is one building block in the development of a scientific 

knowledge base for nurse-midwifery practice. 

Through a review of the literature, this 

investigator identified several goals for the 

development of a theoretical framework specific to 

nurse-midwifery practice. The first goal was to 

maintain consistency between the existing professional 
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approaches to nurse-midwifery care and the newly 

developed theoretical framewor.k. Using the professional 

nurse-midwifery philosophy (American College of Nurse-

Midwives (ACNM), 1983) as a starting point for the 

development of an explicit nurse-midwifery practice 

theory dictated the inclusion of certain concepts. The 

philosophy states that 

"Every individual has the right to safe, 
satisfying health care with respect for human 
dignity and cultural variations. The individual 
has the right to self determination, to adequate 
information, and to active participation in all 
aspects of care. 

Nurse-midwifery's primary focus is on women 
of childbearing age, and its practice may be 
extended to preventive health care of all women. 
This comprehensive health maintenance is most 
effectively delivered by interdependent health 
disciplines. 

Nurse-midwifery, as a discipline, focuses 
on the individual's and family's needs for 
physical care, emotional and social support and 
hed~th education." (ACNM, 1983, p. 169) 

The hallmarks of nurse-midwifery practice, as evidenced 

in the profession's philosophy, have been the attention 

to the psychological and social context of women's 

lives. Therefore the theoretical framework would 

minimally include women as the focus, along with health, 

the family, and social and psychological variables. 

The second goal was the specification of the 

relationships among the components of nurse-midwifery 

care and outcomes. According to Newton (1986), the 
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explication of the components of nurse-midwifery care 

as related to health outcomes has not been adequately 

explored through scientific research. Thompson (1986) 

also identified the need for additional nurse-midwifery 

research that defines the components of nurse-midwifery 

care in relation to health outcomes. The Components of 

Nurse-Midwifery Care, at the most abstract level, are 

broad nurse-midwifery principles and processes that span 

across all aspects of care and provide direction for 

clinical practice (Lehrman, 1981). At a more concrete 

level, the components of nurse-midwifery care are 

specific and capture the detail of the skills and 

content within each area of practice. Embodied in the 

components of nurse-midwifery care are those areas of 

expertise of nurse-midwifery practice, such as high 

touch (and the incorporation of touch with technology 

when the clinical situation demands the use of 

technology) (Lubic, 1979 & 1982), a non-interventionist 

approach to care (Beal, 1984) and health education 

(Lang, 1972). The theoretical framework would provide a 

structure for the scientific identification and 

measurement of the components of nurse-midwifery care as 

contributors to the various health outcomes important in 

clinical practice. 

A third goal for the theoretical framework was to 
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maintain relevancy for the nurse-midwifery profession by 

responding to the need for the scientific documentation 

of nurse-midwifery care outcomes (e.g., Baxter, 1980 & 

1986), with the ability to differentiate among the 

various types of outcomes. In spite of the 

philosophical and practice emphasis on the psychosocial 

aspects of care, the literature concerning professional 

nurse-midwifery in the United states has traditionally 

been associated with outcomes in terms of decreased 

rates of infant and maternal morbidity and mortality. 

Historically the transition from midwifery to nurse

midwifery was stimulated by unacceptably high mortality 

and morbidity rates in the U. S. (FOX, 1969). As a 

result, early reports concerning nurse-midwifery care 

were little more than statistical summaries of 

differences in physical outcomes (Thompson, 1966). The 

emphasis on mortality rates was perpetuated in the 

effort to document the safety of practice as nurse

midwives became part of the in-hospital health care team 

in the 1950's and 1960's (Diers & Burst, 1983; Thompson, 

1986), and continues to some extent today (e.g., 

Goldberg, Baisch & Fox, 1986; Raire, 1981; stewart & 

Clark, 1982). 

Nurse-midwifery research literature regarding the 
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exploration of health outcomes in terms of physical 

complications and measures, with little attention to 

psychological and social outcomes, has paralleled 

research reported by other professions in the area 

(Arizmendi & Affonso, 1984; K1erman, 1981; Macfarlane, 

1977). For example, obstetrical research has typically 

looked at the health outcomes of pregnancy and birth in 

terms of physical medical complications (e.g., 

Goldenberg & Koski, 1984). However, this approach has 

led to three major difficulties for nurse-midwifery 

practice. First, in terms of scientific research 

results, little is known about the relationship between 

nurse-midwifery care and psychosocial variables. 

Second, the research exploring the relationship between 

nurse-midwifery care and health outcomes has been 

limited. Third, the reported research has not been 

systematically incorporated into a theoretical knowledge 

base for the profession. 

A review of the nurse-midwifery research literature 

indicated that nurse-midwifery researchers have 

continued to focus on issues of physical outcomes and 

have not yet made the move to exploring health outcomes 

in terms of psychosocial variables. However, nurse 

researchers, sociologists and psychologists have begun 

to explore these variables in relation to pregnancy and 
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the maternal role. Examples include self-concept, 

empathy, and personality integration (Mercer, 1986); 

postpartum depression (Affonso & Domino, 1984); 

satisfaction and feelings for the baby (Oakley, 1980)~ 

labor support (Bennett, Booker., Hewson, Holliday & 

Andrews, 1984)~ and control, self-esteem and anxiety 

(Lederman, 1984). Oakley (1983) observed that the hard 

outcomes of mortality (life or death) and morbidity 

(presence or absence of physical health) do not get at 

the broader issues of soft outcomes (psychosocial well

being) that also affe~t quality of life. These studies 

provide guidance regarding the variables that would be 

included in the development of a theoretical framework. 

A final goal for a theoretical framework was the 

applicability of such a theoretical framework across 

research, education and practice (Baxter, 1980). The 

applicability across these areas permits greater 

consistency, contributing to the forward development of 

a scientific knowledge base for nurse-midwifery 

practice. 

This investigator responded to the above goals with 

the development of a theoretical framework for nurse

midwifery practice entitled 'the Nurse-Midwifery 

Practice Model'. with an emphasis on relevancy, the 

attempt has been to capture nurse-midwifery as the 
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profession is practiced in the united states today. The 

conceptual model was built on a middle-range theoretical 

framework starting with the Philosophy of the American 

College of Nurse-Midwives (ACNM, 1983). Designed for 

direct research application, the Nurse-Midwifery 

Practice Model provides the structure for systematically 

exploring the components of nurse-midwifery care and 

their relationship to health outcomes, a need indicated 

in the literature reviewed. The purpose of this 

research was to test the relationships among a component 

of nurse-midwifery care and psychosocial health outcomes 

as well as other psychosocial variables within a 

conceptual model developed specifically for nurse

midwifery practice. 

Conclusion 

This chapter has presented the research problem 

and the purpose of the research. While the hallmarks 

of nurse-midwifery practice, as evidenced in the 

profession's philosophy, have been the attention to the 

psychological and social context of women's lives, the 

research literature concerning nurse-midwifery practice 

in the United States has traditionally explored health 

outcomes in terms of physical complications and 

measures, with little attention to psychological and 



23 

social outcomes. This approach has led to three major 

difficulties for nurse-midwifery practice. First, in 

terms of scientific research results, little is known 

about the relationship between the nurse-midwifery 

emphasis on psychosocial variables and outcomes. 

Second, the research exploring the relationship between 

nurse-midwifery care and health outcomes has been 

limited. Third, the reported research has not been 

systematically incorporated into the theoretical 

knowledge base for the profession. In response to this 

situation, this investigator developed the Nurse

Midwifery Practice Model. 
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Chapter 2: THEORETICAL FRAMEWORK 

Introduction 

This chapter presents the theoretical framework for 

the dissertation research, the Nurse-Midwifery Practice 

Model (N-MP Model). The causal structure of the 

N-MP Model is outlined, and the constructs and concepts 

are defined. The predicted relationships between the 

variables in the core model that were submitted to 

testing in the research are presented. 

structure cf the Conceptual Model 

A prerequisite for testing the relationships among 

the components of nurse-midwifery care and health 

outcomes was the designation of a structure that 

specified the relationships of interest. A structure 

that met this prerequisite for the N-MP Model was the 

causal model (Asher, 1983), a diagrammatic 

representation of each cause and effect variable. The 

cause and effect variables and direction of their 

relationships were determined by the investigator based 

on theoretical and substantive evidence, as recommended 

by Asher (1983). within the N-MP Model, each 

relationship or linkage implied a hypothesis that could 

be tested by measurement of the variables and the 

statistical analysis of their relationships. As these 
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hypotheses are supported and/or modified through future 

research, the long-term advantage of the causal model 

structure becomes the ability of the N-MP Model to 

predict effects or health outcomes from a given sequence 

of events. 

Within the structure of the N-MP Model, "stages" 

indicated the temporal ordering of the variables, 

starting with stage I and progressing to the outcomes in 

stage VI. The causal model structure of the N-MP Model, 

incorporating the total scope of clinical nurse-

midwifery as practiced in the U.S., placed into context 

a configuration of variables that contributed to the 

health outcomes of individuals who received nurse-

midwifery care. 

In communicating a "real world" picture of nurse-

midwifery practice within the theoretical structure of 

the N-MP Model, both constructs and concepts were used 

to represent the cause and effect variables, as 

recommended by Gibbs (1972). The constructs, the 

highest degree of abstract theoretical terms (Chinn & 

Jacobs, 1983), were broad enough to represent all 

aspects of the scope of nurse-midwifery practice. Two 

divisions of constructs were proposed; the primary 

constructs and the secondary constructs. The concepts 

were specific representations with definitions that 



26 
lead to measurement and quantification (Gibbs, 1972). 

Three relevant categories of concepts that have been 

identified to date are Maternal Psychosocial concepts, 

Maternal Physiological concepts; and Fetal concepts 

(Barnard & Sumner, 1981; Fischer, Fullerton & Trezise, 

1981; Lederman, 1984 & 1986). While the constructs were 

abstract, the specificity of the concepts permitted the 

N-MP Model to be directly applied to research. 

The Nurse-Midwifery Practice Model 

The Nurse-Midwifery Practice Model (see Figures 1 

and 2) was a six-stage, five-level, mUlti-variate causal 

model encompassing the scope of nurse-midwifery 

practice. A combination of inductive and deductive 

approaches were taken in constructing the N-MP Model and 

in determining the variables that best predicted health 

outcomes. The variables (constructs and concepts) were 

identified from the professional nurse-midwifery 

philosophy, from the investigators previous experience 

in clinical nurse-midwifery practice, from conversations 

with women who received nurse-midwifery and other types 

of maternity care, from conversations with nurse

midwives who had worked in all types of practice 

settings, from a review of the literature, and from 

qualitative and quantitative preliminary studies. 

The N-MP Model was intended to be descriptive of 



, 

s Lnd 1 - III:I'EJlCOHCEPTIO'''' ."'" CAllI 

C 
I/:rEaCOH~~::~-------':---~--':'"r----
COIIPOHE~!OHAL .:l:..-NUlsS-MID 01 INl!aCONC 

.::-...... . .;. .... "fur ~ """'''ON . ..-"l''''~-SgrrIlia~ < ~ - /I TO ~ ~ V lO.lWlUoo 

LeY.l 2 _ PI£NATAL SO~~CEPTIOHAL D CAl! SUPPo!r 

o 

P 
pl!;';J::r;T:'H~--=--------I-------- -

COIIPO-'·l"" .,. 
H'JiSB NENTS OP .!'!!'''''Tr -'> i!'i:,"",r ,. ....."",. • --" ~:F"l 

........ SmIlie ~. ~ ? TO:;.:..-!-- - COJa:s # PiBGNAncr ~ 

Leu1 3 _ INrW SOC~~ATAL 
.UMI CAllI ...... SUPPOU 

B 

o 

f 

C~TUII .,. 
MlRss ILID S OP INr ~". _ .... "'Blr -l> Al>.tn",,,, • --".~AR"" 

...... INO...s---- _ ~ y TO:;.;-!--- ... CO 

Ln.l • lNTJW' -+ LABOIl a .. 
• _ posrpAi SOCIAL ARTlIIr DUtil rtIIl CJ.I8 SUPPORT 

p 

I 

A.I POSrpARIW =---~ 
COMPONENTs +-c MIIlSg III OP ,POS ':;"<UlfW ...;,c..:lIl1Ur 7>Al>.tn",,. • --"D.J:'~· smmo~" ~ ~J1.1f TO:::---- -

: :"t.l • ~ POSrp "7 Ol'flEB.sOOD 

I 0 - :::::NA:,u. :au SOCIAL ~~U 
I 

o 

I 

Figure 1. 

St.,. IV 

The N urse-Mid 
Seconda wifery p ry Constru ractice MOdel 

cts • 

St.,. VI->I 

27 

I 

I 



T 
PREVIOUS . ., TRANSITIVE 

HEALTH I HEALTH 
OUTCOMES OUTCOMES 

PRACTIC PSYCHO-SOCIAL- ~ 
SETTING 'Z ~ ~...., PHYSIOLOGICAL 

~COMPONENTS OF ~ ADAPTATION 
NURSE-MIDWIFERY ~ SOCIAL 

CARE SUPPORT 

PRENATAL ~ 3 INTRAPARTUM 
OUTCOMES ... ;V0UTCOMES 

". ~ 

BIRTH ~ ADAPTATION TO 
SETTING +- + --'" LABOR & BIRTH 
~ INTRAPARTUM .... "'i 

COMPONENTS O~INTRAPARTUM 
NURSE-MIDWIFERY SOCIAL SUPPORT 

CARE 

Prenatal ~ , Labor 

Care ~~ ~sati.faction Satisfaction 
+-.,. Z > Enhanced 

~~elf-concept 
Personable Transcendence' 
Environment + .,. ~ 

~ Pos1t1ve~abor~ 
Presence Support 

PSQ = +- ) ILDS, 

-~ ~~B.u + +. 
-~- ECS fPPI\ ... -+ /CLDl?'" ...... [~I'J 

Ace .,. ~ Iff lA/ .. ~ LBI ; l!Jje.ll 

Stage I stage II Stage III Stage IV Stage V Stage VI 

n 
o'tl 
::S" 
III'" ,.g 
"III 
~" 00< ,. 
III 

OCll 

o " ::s 0 
CD 0 
,.;:1 
,,0. 
t: III 
0" ,.0< 
CD 

'tI 
CD 

00< 3: 
00111 
;:I:T" 
o 0 " 
" CD " 'tIo::s 
"0111 
CD ....... 

PI .... 

... 
::s 
0. ... 
o 
III ,. 
o ., 
(II 

Figure 2. The Nurse-Midwifery Practice Model, Theoretical & Operational Systems 
N 
00 



29 
the care provided by certified nurse-midwives in the 

United states. Certified nurse-midwife (CNM) was 

defined as a registered nurse with additional education 

and preparation in the profession of midwifery, and who 

possessed evidence of certification meeting the 

requirements of the American College of Nurse-Midwives 

(ACNM, 1978). 

unit Term 

The moving force through the N-MP Model was the 

recipient of nurse-midwifery care. The term 'recipient' 

was considered to be synonymous with client or patient. 

In most instances, the recipient was a woman. However, 

the fetus was implied as an indirect recipient of nurse

midwifery care in some instances, for example when the 

woman was pregnant. The recipient of nurse-midwifery 

care could also be the newborn infant and the neonate. 

In other instances, the recipient could be the woman and 

her entire family. The recipient was considered to be a 

psycho-social-physiologic-spiritual being capable of 

cognitive processes and interaction with and within the 

environment (ROy, 1980). The recipient of nurse

midwifery care was defined as an entity composed of 

psychological, social, biological and spiritual aspects 

who was engaged in a client-practitioner relationship 

with a nurse-midwife. 



30 
With the unit term for the N-MP Model being the 

recipient of nurse-midwifery care, the desired 

perspective was the perception of the recipient of 

nurse-midwifery care. One's perception of the world is 

dependent upon many factors, including one's point of 

view in relation to nurse-midwifery care. What nurse

midwives perceived as important in the care they 

provided may not have been what was important to those 

who received that care. Nurse-midwifery practice as 

seen through the eyes of those who received that care 

was considered to be crucial in determining the 

psychosocial well-being of the recipient of nurse

midwifery care. 

Theoretical Assumptions 

The N-MP model had several underlying assumptions. 

The first assumption was that nurse-midwifery practice 

focused on health-oriented care for the recipient, as 

stated in the Philosophy of the American College of 

Nurse-Midwives (1983). Health, a fluctuating state 

relative to each recipient, may have been promoted and 

maintained through nurse-midwifery care. For example, 

childbirth was assumed to be a natural, healthy event in 

a woman's life that could be facilitated by nurse

midwifery care. Thus health, as specified within the 

N-MP Model, was defined as the extent to which dynamic 



equilibrium of the body-mind-feelings-environment of 

the individual is maintained (Flynn, 1970). 
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The second assumption was that nurse-midwifery 

practice considered both the internal and external 

environments influencing a recipient's health. The 

internal physiologic condition of the recipient is the 

internal environment. The multiple roles of the 

cecipient's life, the people who interact with the 

recipient and the physical surroundings of the recipient 

comprised the external environment. within the N-MP 

Model, environment was defined as all those conditions, 

circumstances and influences surrounding the recipient 

(Roy & Roberts, 1981). 

The third assumption was that prior to receiving 

nurse-midwifery care, a recipient has initiated a 

client-practitioner relationship with a nurse-midwife. 

The establishment and/or dissolution of a client

practitioner relationship can occur in a number of ways. 

In initiating a client-practitioner relationship, the 

recipient either may be assigned to nurse-midwifery care 

or may self-select nurse-midwifery care. An example of 

assignment to nurse-midwifery care occurs in a public 

hospital where nurse-midwives serve the medically 

indigent; a woman may present in labor without having 

received prenatal care, and may be assigned to nurse-
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midwifery care. The alternative mode of establishing 

a client-provider relationship is by the recip!ent's 

choosing nurse-midwifery care, or self-selection. Self

selection for nurse-midwifery care was defined as 

voluntarily seeking the services of a nurse-midwife. 

Dissolution of the client-provider relationship may also 

be by a self-selection decision of the recipient. For 

example, the recipient may have decided to seek another 

type of health care due to insurance coverage. 

Conversely, due to a deteriorating state of health, the 

recipient may be removed completely from nurse-midwifery 

care by referral, in which case the N-MP Model is no 

longer representative of the situation. 

The fourth assumption was that the independent 

aspect of nurse-midwifery practice as well as the 

aspects of consultation and collaboration are 

encompassed within the N-MP Model. Independent 

management is defined as nurse-midwifery care not 

requiring involvement by another primary health care 

provider, even though such provisions are readily 

available (Varney, 1980). In instances such as 

consultation and collaboration, when portions of both 

the N-MP Model and another health care model may be in 

force, the relationships specified in the N-MP Model may 

be altered accordingly. 



The fifth assumption was that the scope of 

nurse-midwifery practice, the different aspects of 

nurse-midwifery practice, functioned in relation to 
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each other. For example, prenatal care is the logical 

precursor of intrapartum care, and within a short time 

following birth, intrapartum care becomes postpartum 

care. Continuity of care, a primary attribute of nurse

midwifery practice (Adams, 1985), is preserved with this 

assumption. 

Within the N-MP Model, five aspects of nurse

midwifery care were identified. Interconceptiona1 care 

is nurse-midwifery care provided to a non-pregnant 

recipient and includes family planning, annual health 

exams and similar care. Prenatal care is nurse

midwifery care provided to a pregnant recipient, 

generally from the first indication of pregnancy until 

the onset of labor'. Intrapartum care is nurse-midwifery 

care provided to a recipient form the onset of labor 

through the ~ime of birth. postpartum care is nurse

midwifery care provided to a recipient during the 

puerperium. Neonatal care is nurse-midwifery care 

provided to a recipient from the time of birth through 

the first month of life. The separation of the 

nifferent aspects of nurse-midwifery practice into 

levels within the N-MP Model was done for ease in 
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theoretical description. See Figure 1. 

With these underlying assumptions, nurse-midwifery 

practice was defined as the provision of health-oriented 

primary care to women, their newborns, and their 

families while taking into consideration the total 

circumstances of the individual and the family in the 

home and community. This definition provided the basis 

Eor the Nurse-Midwifery Practice Model. 

Primary Construct Identification and Definition 

The constructs proposed for the N-MP Model broadly 

depict nurse-midwifery practice, with the primary 

constructs being the highest degree of abstraction. The 

primary construct portion of the conceptual model (see 

Figure 2) contained the six primary constructs of 

Previous Health Outcomes in Stage I, Practice setting in 

Stage II, Components of Nurse-Midwifery Care in Stage 

III, Social Support in Stage IV, Psycho-Social

Physiological Adaptation in Stage V. and Transitive 

Health Outcomes in stage VI. 

Positive relationships among all the primary 

constructs were proposed as follows: the better the 

previous health outcomes and the more facilitative the 

practice setting, the more complete the components of 

nurse-midwifery care: the more complete the components 

of nurse-midwifery care, the greater the social support: 
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the more complete the components of nurse-midwifery 

care, the greater the social support and the greater the 

previous health outcomes, the greater the psycho-social

physiological adaptation: the better the previous health 

outcomes and the greater the psycho-social-physiological 

adaptation, the better the transitive health outcomes. 

These linkages among the primary constructs 

illustrated that health outcomes are a function of the 

components of nurse-midwifery care as well as several 

other constructs within the model. The significance of 

this arrangement of multiple variables for clinical 

practice is that less than optimal outcomes are not 

necessarily attributable to the care that was provided 

(Burgin, 1986). 

The following definitions were proposed for 

clarification of the primary constructs as 

conceptualized within the N-MP Model. The construct 

Previous Health outcomes was defined as the health 

status that a recipient has achieved prior to entering 

the N-MP Model. Practice setting was defined as the 

extent to which the health care delivery system where 

the recipient and nurse-midwife have entered into a 

client-provider relationship facilitates the recipient's 

health status. The construct Components of Nurse

Midwifery Care was defined as the degree of 
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nurse-midwifery processes and content embodied in the 

health care provided by a nurse-midwife to a recipient 

(Lehrman, 1981). Social Support was defined as the 

amount and quality of resources provided by other 

persons to a recipient (Cohen & Syme, 1985). Psycho

Social-Physiological (PSP) Adaptation was defined as the 

extent to which the recipient of nurse-midwifery care is 

able to make modifications to promote and maintain 

health. The construct Transitive Health Outcomes was 

defined as the health status a recipient achieves while 

receiving nurse-midwifery care. 

Levels Depicting the Scope of Nurse-Midwifery Practice 

The scope of nurse-midwifery practice was 

conceptualized by five levels within the Nurse-Midwifery 

Practice Model (see Figure 1). Each level contained 

five secondary constructs at a lesser degree of 

abstraction that coincided respectively to each c= the 

primary constructs. The purpose of this expansion of 

the N-MP Model constructs (within the N-MP Model) was to 

represent the full scope of nurse-midwifery as practiced 

in the United States. The scope of nurse-midwifery 

practice included in the N-MP Model was as follows: 

Interconceptional Care in Levell, Prenatal Care in 

Level 2, Intrapartum Care in Level 3, Postpartum Care in 

Level 4, and Neonatal Care in Level 5. The linkages 
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between the levels of the model were directed by the 

natural flow of life events related to the health of the 

women receiving nurse-midwifery care. 

As clinical practice indicated and as represented 

by the connecting arrows in Figure 1, the levels were 

not isolated from each other but rather the outcomes of 

one level provided feedback into another level of the 

model. These linkages were of a temporal order starting 

at Levelland continuing through LevelS, with a link 

between Level 4 and Levell, as a repeating cycle was 

possible. As with all relationships among the variables 

in each level of the model, positive relationships were 

proposed between the levels within the model. Not all 

recipients of nurse-midwifery care were expected to 

cycle through all levels of the N-MP Model, such as in 

the case at Level 5 with the neonate. 

Operationalization of the N-MP Model has 

concentrated on the Intrapartum Care Level (labor and 

birth) as this was the most distinctive area of nurse

midwifery practice. Other than physicians, nurse

midwives are the second major providers of intrapartum 

care in the U. S. (Institute of Medicine, 1982). This 

area of primary care provision has set nurse-midwifery 

practice apart from other groups who provide similar 

care. For example, other types of nurse practitioners 
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do not provide intrapartum care, nor is the care 

provided by physicians of the same scope (e.g., surgical 

delivery). In Megatrends, Naisbitt (1984) discussed the 

current trend of increasing technology in health care 

and pointed out that midwives are the exemplar when it 

comes to high touch maternity care. The provision of 

high touch care during labor and birth, nurse-

midwifery's expertise, made intrapartum care the ideal 

starting point for the development of a testable 

conceptual model for nurse-midwifery practice. 

Secondary constructs and Definitions -
Intrapartum Care Level 3 

The testing of the maternal psychosocial variables 

from the Intrapartum Care ~evel of the N-MP Model was 

the focus of this research. The secondary constructs in 

the Intrapartum Care Level of the N-MP Model presented 

in Figure 1 include Prenatal Outcomes in stage I, Birth 

Setting in Stage II, Intrapartum Components of Nurse

Midwifery Care in Stage III, Intrapartum Social Support 

in Stage IV, Adaptation to Labor and Birth in stage V, 

and Intrapartum Outcomes in Stage VI. The only linkage 

with another level included in this sequence was that 

with the Prenatal Care Level, as this was a logical unit 

for study and analysis. As stated earlier, this 

division was for convenience and does not diminish 
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the importance of any other care level in relation to 

intrapartum care. The measures of Prenatal Outcomes 

provided a baseline for the evaluation of the labor and 

birth experience. Within the Intrapartum Care Level of 

the model, labor was defined as that time during 

pregnancy from the onset of regular uterine contractions 

until stabilization was established following the birth 

of the baby (Friedman, 1978). The term 'birth', the 

emergence of the new being, was used rather than the 

term 'delivery' to indicate that the nurse-midwife 

facilitates the natural event. 

In the intrapartum care level of the model, the 

recipient of nurse-midwifery care took on special 

characteristics. Here the direct recipient of nurse

midwifery care became a primipara, a woman who was in 

labor with or had just given birth to her first full 

term child, or a multipara, a woman who was in labor 

with or had just given birth to her second or subsequent 

child (pritchard, MacDonald & Gant, 1985). The fetus 

was the indirect recipient of nurse-midwifery care. 

The definitions of the Intrapartum Care Level 

secondary constructs were as follows: the construct 

Prenatal Outcomes was defined as the health status that 

a women and her fetus have achieved during pregnancy, 

preceding entry into the intrapartum care level of the 
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N-MP Model. Birth setting was defined as the extent 

to which the location of labor and birth facilitates a 

woman's natural parturition. The construct Intrapartum 

Components of Nurse-Midwifery Care was defined as the 

degree to which the nurse-midwife applies scientific 

knowledge in a manner promoting the normal and natural 

processes of labor and birth as well as the art of 

humanistic caring in clinical decision making. 

Intrapartum Social Support was defined as the adequacy 

of the interpersonal interaction of significant others 

with the laboring women. Adaptation to Labor and Birth 

was defined as the extent to which the woman is able to 

modify her response to the forces of labor and 

facilitate the natural birth process. The construct 

Intrapartum Outcomes was defined as the health status 

that the woman achieved while receiving nurse-midwifery 

care during labor and birth. 

Concepts and Definitions - Intrapartum Care Level 3 

The concepts in the intrapartum care level of the 

N-MP Model that have been explored indicated a logical 

specification of three categories of concepts that are 

consistent with the literature. That is, there were 

Maternal Psychosocial concepts, Maternal Physiological 

concepts, and Fetal concepts. Development of the 

emerging conceptual framework has focused on the 



maternal psychosocial concepts as these were the 

least addressed in the literature. 
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To substantiate the maternal psychosocial concepts 

for the conceptual model, a preliminary study was 

conducted using grounded theory methodology, a 

qualitative research technique (Glaser, 1978; Glaser & 

Strauss,1967). The purpose of the study was to 

identify concepts for the intrapartum care level of the 

N-MP Model with validation for the structure of the 

existing constructs. In keeping with the desired unit 

term of the emerging theory, the recipient of nurse

midwifery care, subjects/respondents were obtained by 

theoretical sampling from the clientele of a Birth 

Center in a Southwestern city where four nurse-midwives 

provided intrapartum care for both hospital and birth 

center births. 

The primary and secondary constructs of the N-MP 

Model had been identified prior to the qualitative 

project. However, these were set aside during data 

collection and analysis to permit the discovery of 

concepts and relationships important to the women who 

had received nurse-midwifery care. The exception was 

the concept of Positive Presence which had emerged in 

an earlier inductive project (Lehrman, 1985b). The 

concept of positive presence was presented to the 



respondents for their evaluation and response, and 

for validation of the concept. 
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Open-ended interviews were incorporated with the 

simultaneous analysis of qualitative data through a 

process of constant comparative analysis (Glaser, 1978). 

Data were open coded for the first nine interviews and 

theoretically coded for the remaining eleven interviews. 

Memoing, the notation of ideas about the categories and 

their relationships, occurred throughout data collection 

and analysis. The interview questions that were used as 

a general guide changed periodically over the 20 

interviews in response to the preceding interviews and 

emerging concepts. 

The length of each interview depended on the 

availability of the respondent, with a range from 20 

minutes to an hour and a half. Interviews were tape 

recorded with the permission of the respondents. Time 

constraints did not allow for the interviews to be 

transcribed in total. The alternative method used was 

the transcription of quotations from portions of the 

data onto index cards, as suggested by Turner (1981). 

The taped interviews were consulted for clar.ification as 

needed . 

. The concepts identified through the grounded theory 

methodology included Personable Environment, Labor 
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Support, Transcendence and Enhanced Self-Concept. 

Positive Presence was confirmed and elaborated by the 

subjects. These concepts were combined with Prenatal 

Care Satisfaction and Labor Satisfaction as proposed by 

Joseph (1983). The temporal ordering of these variables 

within the stages of the N-MP Model was as follows (see 

Figure 2): Prenatal Care Satisfaction in stage I, 

P.ersonable Environment in stage II, Positive Presence in 

Stage III, Labor Support in Stage IV, Transcendence in 

Stage IV, and Labor Satisfaction and Enhanced 

Self-Concept in Stage VI. 

Joseph (1983) proposed that the concept of Prenatal 

Care Satisfaction contains the dimensions of control, 

suppor~, personal interest, competency and intervention 

in the nurse-midwifery prenatal care received. Prenatal 

care satisfaction was defined as the extent to which the 

health care received by a woman during her pregnancy was 

what she desired, expected or needed (Joseph, 1983). 

The qualitative data analysis confirmed that lack of 

prenatal care satisfaction was one reason to change 

m~ternity care providers. 

The concept of Personable Environment was defined 

as the extent to which the labor and birth location 

facilitated a woman's labor and birth process in a 

manner that was comfortable and acceptable to her. 
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A personable environment included the availability 

of options and alternatives, such as birth in the left 

lateral position (Lehrman, 1985a), and the inclusion of 

the woman in the decision making process regarding the 

conduct of her labor and birth. The qualitative data 

indicated that the physical location or type of birth 

setting, for example a hospital labor and delivery unit 

or a freestanding birth center (Institute of Medicine, 

1982), was less important than the qualities of that 

setting. 

The concept of positive Presence was defined as the 

extent to which the nurse-midwife's response to the 

laboring woman encompasses the high touch qualities of 

nurturance, intuitive awareness, sensitivity, personal 

attention, knowledge, professional expertise, and 

presumed validity of the individual woman's subjective 

exper.ience (Beeman, 1984: Ernst & Forde, 1975; Lubic, 

1984; Meglen, 1972; Raisler, 1985). Positive presence 

reflects the one-on-one personal attention and constant 

availability of the nurse-midwife for the woman in 

labor. The qualitative data indicated that many women 

considered the nurse-midwife indispensable during labor, 

even when other support persons were present. 

The concept of Labor support was defined as the 

adequacy of verbal praise and encouragement, advocacy 
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and physical comfort measures provided by significant 

others to the laboring woman. Significant others were 

persons, for example family or friends, who had been 

specifically selected by the laboring woman to accompany 

her during labor and birth. The qualitative data 

indicated that some women did not want to be touched or 

talked to during labor. Effective labor support, 

therefore, had to be tailored to the individual needs of 

the laboring woman. In previous social support research 

with pregnant wcmen; Norbeck (1986) found that the women 

differentiated between the care provider and significant 

others. Therefore, the care provided by the nurse

midwife was not included under the concept of labor 

support. 

The concept of Transcendence was defined as the 

degree to which the laboring woman is able to 

psychologically cope with and cooperate with the 

sensations and forces of labor and birth. Active 

participation in her own labor and birth process allows 

the woman to focus her energy inward and promote her 

cooperation with the forces of labor and birth. The 

qualitative data indicated that for some women, the 

labor and birth experience was a peak life experience. 

Joseph (1983) proposed that the concept of Labor 

Satisfaction contains the dimensions of control, 
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support, personal interest, competency and intervention 

in the nurse-midwifery intrapartum care received. The 

concept of Labor Satisfaction was defined as the extent 

to which the health care received by a woman during her 

labor and birth was what she desired, expected or needed 

(Joseph,1983). 

The concept of Enhanced self-Concept was defined as 

the degree to which a woman feels a sense of 

accomplishment, success and elevated self-confidence 

following the completion of labor and birth. This 

concept reflected an overall positive change in how the 

self is viewed. The opposite indicators included 

feelings of diminished self-worth. 

Predicted Relationships 

The following predicted relationships among these 

concepts, as proposed within the N-MP Model, were tested 

in the research: 

1. The greater the perceived prenatal care 

satisfaction and the greater the perceived personable 

environment, then the greater the perceived positive 

presence. 

2. The greater the perceived positive presence, 

then the greater the perceived labor support. 

3. The greater the perceived prenatal care 

satisfaction, the greater the perceived positive 
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presence, and the greater the perceived labor support, 

then the greater the perceived transcendence. 

4. The greater the perceived prenatal care 

satisfaction and the greater the perceived 

transcendence, then the greater the perceived labor 

satisfaction. 

5. The greater the perceived prenatal care 

satisfaction and the greater the perceived 

transcendence, then the greater the perceived enhanced 

self-concept. 

The predicted relationships among the concepts, as 

well as the relationships between the theoretical and 

operational systems for the causal structura of the N-MP 

Model are presented in Figure 2. Within the N-MP Model, 

the highest level of abstraction was represented by the 

primary constructs. The concepts were the lowest level 

of abstraction, leading directly to the 

operationalization of the N-MP Model. The maternal 

physiological concepts and fetal concepts, while not 

operationalized in the current research, were proposed 

to complement the N-MP Model in a similar manner to the 

maternal psychosocial concepts. This research tested 

the core model at the conceptual level as presented in 

this chapter. The expanded model with the antecedent 

variables was not tested nor evaluated in the 



dissertation research. 

Conclusion 

The proposed Nurse-Midwifery Practice Model was 

constructed utilizing a causal model structure to 

represent the relationships among the components of 

nurse-midwifery care, other variables and health 

outcomes. This chapter presented the assumptions for 

the N-MP Model, definitions for the constructs and 

concepts, and the proposed relationships that were 

tested in the research. 
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Chapter 3: RESEARCH METHODOLOGY AND 
DESCRIPTION OF THE SAMPLE 

Introduction 
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This chapter presents the research methodology and 

the description of the sample. The operational 

definitions of the variables are given along with 

descriptions of the measurement instruments for the 

research. For each instrument, the psychometric 

properties of reliability and validity with the research 

sample are presented. 

Research Design and Methodology 

A nonexperimental, correlational design was used 

for. the research. The design included more than one 

instrument as a measure of selected concepts to increase 

the available estimates of validity. The research 

methodology was guided by the theoretical assumptions 

for causal modeling analysis. 

The assumptions regarding the inclusion of all and 

only the relevant variables in the model with correctly 

specified relationships (i.e., correct sign and form) 

(Asher, 1983: Blalock, 1964: Ferketich & Verran, 1984), 

were addressed in two ways. First, not all variables 

were included. Rather only those maternal psychosocial 

variables relevant to labor and birth that had been 

identified through the grounded theory preliminary study 
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and the literature review were included. Second, 

findings from a pilot study utilizing the secondary 

analysis of birth center records were used to examine 

the predicted relationships· between variables. This 

analysis resulted in the addition of a direct 

relationship between the constructs of prenatal outcomes 

and intrapartum outcomes (Lehrman, 1987b). Closure on 

the model with these selected concepts and their 

relationships was elected by the investigator in order 

to contain the research to a feasible time-limited 

project. The anticipated result of the compromise made 

in not measuring the physiological and fetal variables 

in this phase of testing the N-MP Model was that 

considerably less than 100% of the criterion variables 

would be accounted for by the predictor variables. 

The assumptions regarding the linearity of the 

relationships among variables and the lack of 

correlation among the error terms (Asher, 1983: Blalock, 

1964; Ferketich & verran, 1984) was assumed to be met to 

the degree that such evidence was provided in the 

literature. However, this assumption was further tested 

in the analysis of the data as reported in Chapter 4. 

setting 

The setting for the research was a freestanding 

birth center in a southwestern city. A freestanding 
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birth center was selected because it operated outside of 

the traditional hospital, decreasing confounding of the 

nurse-midwifery care by other care providers. According 

to Ernst (1986), an estimated 70% of the birth- center 

care is provided by nurse-midwives. An average of 20 

babies a month were born to women who received care at 

the birth center. The women could chose to have their 

baby at the birth center or at a local hospital with the 

nurse-midwives. During the time of the study, an 
-

average of 38% of the birth center's clientele had their 

babies at the birth center. 

The women received their prenatal care at the birth 

center from four nurse-midwives. The nurse-midwives h~d 

from four to ten years of experience providing nurse-

midwifery care. The women received care from one 

(79.8%) or two (20.2%) nurse-midwives during labor and 

birth. In 44.9% of the cases in the current research 

sample, the nurse-midwife needed to consult with a 

physician during some phase of the woman's pregnancy, 

labor or birth. 

For 15 (16.9%) of the women in the sample, specific 

medical circumstances necessitated moving from the birth 

center to the hospital during labor. For nine women 

(10.1%) the reason was a maternal problem, while for six 

(6.7%) women the reason was a fetal problem. This was 



52 
higher than the birth center average of a 10% transfer 

rate for the same time period. The initial exploratory 

analysis examined the data for differences due to 

transfer during labor (see chapter 4). 

Procedure 

The research was conducted between January and 

September 1988. Subjects in the last two months of 

pregnancy were recruited by the placement of an 

information sheet in their prenatal charts or by the 

investigator explaining the research to potential 

subjects at childbirth classes held at the birth center. 

Agreement to participate in the research was indicated 

by the subject leaving har name and telephone number at 

the front desk at the birth center, or by giving this 

information to the investigator in person. The 

investigator collected the phone numbers and assigned a 

research assistant to each woman. All interviews were 

conducted by a research assistant to remove a potential 

response bias due to the investigator being a nurse

midwife. Interviews were scheduled at their convenience 

in the women's homes or another agreeable location (see 

Table 1). Arrangements regarding the second interview, 

which was to be conducted ideally at three to four days 

after the birth, were clarified during the initial 

interview. Following the collection of demographic data 
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Table 1. Frequency of Research Assistant Interviews 
and Location of Interviews ( n = 89) 

Research Assistant 

Research Assistant # 1 

Research Assistant # 2 

Research Assistant # 3 

Research Assistant # 4 

Research Assistant # 5 

Research Assistant # 6 

Interview Location 

Horne 

Workplace 

Birth Center 

Library 

Hospital 

Prenatal 
Interview 

n % 

27 (30.3) 

20 (22.5) 

14 (15.7) 

15 (16.9) 

9 (10.1) 

4 ( 4.5) 

Prenatal 
Interview 

n % 

80 (89.9) 

6 6.7) 

2 2.2) 

1 1.1 ) 

0 0.0) 

Postpartum 
Interview 
n % 

24 (27.0) 

27 (30.3) 

26 (29.2) 

10 (11.2) 

2 2.2) 

0 0.0) 

Postpartum 
Interview 
n % 

86 (96.6) 

0 0.0) 

0 0.0) 

0 0.0) 

3 3.4) 
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by the research assistant, the subjects self

administerea the instruments included in the prenatal or 

the postpartum instrum~nt battery. 

The prenatal interviews were conducted in the last 

trimester of the women's pregnancies. On the average, 

subjects were in the 35th week of pregnancy, with a 

range from 30 to 40 weeks of pregnancy. The majority of 

the postpartum interviews (77.5%) were conducted within 

seven days or less following the birth. The range for 

the postpartum interviews was three to 17 days after the 

birth (except for one woman interviewed at 27 days 

postpartum), with a mode of 4 days and a median of 5 

days. The goal of interviewing all the subjects within 

three to four days following birth was not achieved due 

to various reasons including prolonged hospitalization 

for one subject, two subjects leaving the city before 

the postpartum interview and completing the interview on 

return, subjects with cesarean sections requesting not 

to be interviewed before 10 days after the birth, and 

academic commitments of the research assistants. 

There were a total of six research assistants for 

the project, with four having collected the majority of 

the data (see Table 1). Three of the research 

assistants were undergraduate nursing students, although 

two of these held graduate degrees in other areas; one 



in anthropology and one in psychology. The other 

three research assistants were graduate students (in 

anthropology, psychology and nursing). Multiple 

research assistants were found to be necessary due to 

the students' class schedules and the unpredictability 

of scheduling the postpartum interviews. 

Protection of Subjects' Rights and Sampling 
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Approval for the conduct of the research with human 

subjects was obtained form the university of Arizona 

College of Nursing Ethical Review Committee prior to the 

collection of data. Subjects' rights were protected by 

the verbal reassurance that they could withdraw from the 

study at any time and a disclaimer read by all subjects 

prior to the collection of data. In appreciation for 

their participation, subjects were offered a free six

month subscription to American Baby magazine (valued 

at $6). (see Appendix C for disclaimer and human 

subjects forms.) 

The target population for the research was women 

who labored and gave birth while receiving care from 

nurse-midwives. subjects were obtained through 

purposive sampling of women cared for by nurse-midwives 

who practiced at a birth center in a Southwestern city. 

The projected sample size of 70 women was based on the 

preliminary work, the number of subjects needed to 



achieve a power level of .80 or more for a .05 

significance level with a moderate effect size (Cohen, 

1977), and the number of subjects needed for causal 

analysis (i.e., 5 to 10 subjects per variable) 

(Pedhazur, 1982). 

56 

The criteria for inclusion of the potential 

subjects in the final analysis were as follows: English 

speaking and reading; must have met the birth center 

criteria to receive care from the nurse-midwives; labor 

and birth with a nurse-midwife; documented consultation 

with the physician, when this occurred; completion of 

both the prenatal and the postpartum batteries of 

instruments, and home residence within the metropolitan 

area. 

Not all subjects who were contacted agreed to 

participate in the research; in all, 26 subjects who 

were contacted were not included in the final research 

sample. Fifteen subjects declined to participate, eight 

in response to the information provided by t~e 

investigator, and seven after initially agreeing to 

participate in the resea~~h. One subject could not be 

located for the postpar~um interview, and one subject 

was dropped because her husband answered all the 

questions at the prenatal interview. Three subjects had 

agreed to participate but left care with the nurse-
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midwives before giving birth. One subject had her baby 

in an ambulance on the way to the hospital, and five 

subjects had cesarean sections without labor; these six 

subjects were dropped due to greater than 10% missing 

data for the postpartum instruments. with the 

elimination of one ad~itiona1 subject during the 

exploratory analysis (see chapter 4), the final sample 

included 89 subjects. There was no evidence to support 

or refute differences between those potential subjects 

who declined to participate and the final research 

sample. 

Subjects 

The research sample consisted of 89 women who had 

received prenatal, labor and birth care from nurse-

midwives. The demographic characteristics of the sample 

are presented in Table 2. The ages of the women ranged 

from 19 to 41 years, with a mean of 29.1 years. The 

high percentage of white subjects (96.6%) was not 

representative of this Southwestern metropolitan area. 

The aver~ge education of 15.1 years was also high, with 

50.5% of the sample having received college degrees and 

another 28.1% having had some college. Annual income 

and method of payment for maternity care suggested a 

middle to upper-middle income population. 

The maternity characteristics of the sample are 



Table 2. Demographic Characteristics of the Sample 
(n = 89) 

Characteristic range 

Age in years 19 - 41 

Years education 9 - 21 

Annual income $9,000 
(n = 82) to 

$100,000 

Characteristic 

Ethnicity 
White 
Hispanic 
Native American 

Marital Status 
Married 
Single 
Divorced 
Engaged 

Method of payment 
for maternity care 

Insurance 
Self-pay 

Employment status 
Full time homemaker 
Part time homemaker « 

part time outside 
of home 

Full time outside 
of home 

mean standard median 
deviation 

29.1 

15.1 

$30,019 

n 

86 
2 
1 

80 
5 
3 
1 

62 
27 

25 

34 

30 

4.5 29 

2.6 16 

$15,697 $26,500 

(96.6) 
( 2.2) 
( 1. 1) 

(89.9) 
( 5.6) 
( 3.4) 
( 1.1 ) 

(69.7) 
(30.3) 

(28.1) 

(38.2) 

(33.7) 
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presented in Table 3. While 66 (74.2%) of the women 

planned to have this baby at the birth center, only 41 

(46.1%) were able to do so. seventeen (19.1%) of the 

women had a surgical birth, done by a physician. For 54 

(60.7%) of the subjects, this had been a planned 

pregnancy and for 35 (39.3%) of the women, this was the 

first child. Most (73%) took childbirth classes during 

the current pregnancy; 59 (66.3%) took childbirth 

classes at the birth center. Several subjects had 

previous experience with nurse-midwifery care, with 26 

(29.2%) having given birth with a nurse-midwife and 10 

(11.2%) having given birth in a birth center. 

Most subjects reported more than one reason for 

their choice of place for labor and birth. The most 

frequently cited reason was nurse-midwifery care 

(88.8%), with wanting to have a woman care provider 

given by 56.2% of the subjects. See Table 4 for all the 

reasons given by the subjects. 

The women reported that their labors lasted an 

average of 12 1/2 hours, with a range from 51 minutes to 

72 hours. Information regarding significant others 

accompanying the women during labor and birth is 

reported in Table 5. Every woman had someone with her 

during labor, with a range from 1 to 9 people, a mode of 

1 and a median of 2. Almost all of the women had their 



Table 3. Maternity Characteristics of the Sample 
( N = 89) 

Characteristic 

Prenatal Parity 
Primipara 
Multipara 

1 child 
2 children 
3 children 
4 children 
5 children 

Planned place of birth 
Birth Center 
Hospital 

Actual place of birth 
Birth Center 
Hospital 

Type of birth 
Spontaneous vaginal 
Cesarean Section 
Forceps 
Vacuum Extractor 

Medications received 
during labor & birth 

Anesthetic - type 
Local 
Epidural 
General 

Something to help labor 
Something for pain 
Something for rest 
Other medication 
None 

Newborn 
Boy 
Girl 

n 

35 
54 

31 
16 

5 

66 
23 

41 
48 

72 
13 

2 
2 

37 
26 

1 
23 
20 

5 
B 
B 

49 
40 

1 
1 

(39.3) 
(60.7) 
(34.8) 
(18.0) 
( 5.6) 
( 1.1) 
( 1. 1) 

(74.2) 
(25.8) 

(46.1) 
(53.9) 

(80.9) 
(14.6) 
( 2.2) 
( 2.2) 

(41.6) 
(29.2) 
( 1.1) 
(25.8) 
(22.5) 
( 5.6) 
( 9.0) 
( 9.0) 

(55.1) 
(44.9) 
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Table 4. Subjects Reported Reasons for Choosing 
the Place of Labor & Birth (R - 89) 

Reason 

Nurse-Midwifery care 

Concern~ about unnecessary 
medical interference 

Wanted to have a woman care 
provider during pregnancy, 
labor and birth 

Wanted family, friends or 
other children to be there 

Cost 

Short stay 

Wanted to be able to rest 
after having the baby 

Wanted to avoid the hospital 

Thought the care was more 
personal 

Problems with a previous 
labor « birth 

Location of facility 

CNMs answer questions, take 
more time at visits 

Same persons providing care, 
pregnancy, labor & birth 

Previous unpleasant'experience 
with other types of care 

Wante~ t~ 'make own choices 

Knew the CRMs personally or 
through friends 

n 

19 

65 

50 

34 

34 

33 

17 

13 

11 

11 

9 

8 

6 

6 

5 

5 

• Does not total to 100~ because more than one 
reason indicated by most subjects 

88.8 

13.0 

56.2 

38.2 

38.2 

31.1 

19.1 

14.6 

12.4 

12.4 

10.1 

9.0 

6.7 

6.1 

5.6 

5.6 
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Table 5. Slgnificant Others Accompanying Subjects 
During Labor and Birth (N = 89) 

Person with during Labor 

Partner/Husband 

Mother 

Children 

Women friend(s) 

Sister(s) 

Other relative(s) 

Sister-in-law 

Father 

Male friend{s) 

Other person(s) 

Person with during Birth 

Partner 

Mother 

Women friend(s) 

Children 

Sister(s) 

Other relative(s) 

Sister-in-law 

Father 

Male friend(s) 

Other person(s) 

n % * 

87 97.8 

21 30.3 

25 28.1 

19 21.3 

13 14.6 

10 11. 2 

6 6.7 

3 3.4 

2 2.2 

4 4.5 

n % * 

84 94.4 

23 25.8 

15 16.8 

13 14.6 

12 13.5 

8 9.0 

5 5.6 

2 2.2 

2 2.2 

5 5.6 

* Does not total to 100%; many subjects had 
more than one person with them 
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partner with them; for 87 (97.8%) during labor and for 

84 (94.4%) during birth. Only two women did not have a 

significant other present during the birth; the range 

was a to 8 people with a mode of 1 and a median of 2. 

Over half (55.1%) of the babies were boys, which 

parallels the national average. The average newborn 

weight was 7.9 pounds. 

operationalization of the variables and 
Psychometric Properties of the Research Instruments 

The instruments used in the operationalization of 

the maternal psychosocial concepts from the Intrapartum 

Care Level of the N-MP Model were as follows (see 

Table 6): prenatal care satisfaction, as measured by 

the Prenatal satisfaction Questionnaire (Joseph, 1983); 

personable environment, as measured by the Attitude 

Toward Issues in Choice of Childbirth Scale (Fullerton, 

1982): positive presence, as measured by the positive 

Presence Index (Lehrman, 1986), and the positive 

Presence Index - Alternate Format (Lehrman, 1986); labor 

support, as measured by the Labor and Birth Support 

Inventory (Lehrman, 1987a); transcendence, as measured 

by the Coping in Labor and Delivery Scale (Williams, 

1987), and the Labor and Birth Coping Index (Lehrman, 

1986): labor satisfaction, as measured by the Labor and 

Delivery Satisfaction Questionnaire (Joseph, 1983), and 



Table 6. Indicators cf the Maternal Psychosocial Concepts 

CONCEPT INDICATORS / INSTRUMENTS 

Prenatal Care 
Satisfaction 

Personable 
Environment 

Positive 
Presence 

Labor Support 

Transcendence 

Labor 
Satisfaction 

Enhanced 
Self-Concept 

Key: 

* Prenatal Satisfaction 
Questionnaire (PSQ) 

,~ Attitude Toward Issues in 
Choice of Childbirth Scale (ACC) 

** Positive Presence Index (PPI) 

** Positive Presence Index, 
Alternate Format (PPIA) 

** Labor & Birth Support Inventory (LBI) 
Subscale one (LBIONE) 
Subscale two (LBITHO) 

** Coping in Labor & Delivery Scale (CLD) 
Subscale one (CLDONE) 
Subscale two (CLOTHO) 

** Labor & Birth Coping Index (LBCI) 

** Labor & Delivery Satisfaction 
Questionnaire (LOS) 

** Labor & Birth Satisfaction 
Index (LBSI) 

*** Adjective Check List, 
Self-Confidence Scale (ESC) 

*** Self-Concept Index, 
Alternate Format (SCIA) 

* Instruments in prenatal instrument battery 
** Instruments in postpartum instrument battery 

*** Instruments in both instrument batteries 
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the Labor and Birth Satisfaction Index (Lehrman, 1986); 

and enhanced self-concept, as measured by the Self-

Confidence Scale of the Adjective Check List (Gough & 

Heilbrun, 1983), and the Self-Concept Index, Alternate 

Format. The research instruments were selected in 

keeping with the unit of analysis for the N-MP Model. 

That is, the instruments were measures of the variables 

from the perspective of the perception of the recipient 

of nurse-midwifery care. 

The instruments are found in Appendix A. The next 

several sections present each instrument with 

accompanying information in the following order. First, 

a description of the instrument is provided, with the 

previously reported psychometric properties from other 

research. For instruments developed by the 

investigator, the pilot test results are summarized. 

Finally, the psychometric properties of each instrument 

with the research sample are summarized (also see 

Table 7 for reliability estimates, and Tables 8 and 9 

for evaluation of validity). 

Assessment of Reliability and Validity 

The research instruments were evaluated for 

reliability with the research sample as follows (see 

Table 7). Criterion levels for reliability were set at 

.70 for the new instruments and .80 for the remaining 
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Table 7. Reliability Estimates for the Research Instruments 
( n = 89) 

Type of Reliability 

Instrument 

Prenatal Satis. 
Questionnaire - L 

Attitude Toward 
Childbirth - L 

Positive Presence 
Index - L 

Positive Presence 
Index, AF - VA 

Labor & Birth 
Support 1. - D 

Subscale One 
Subscale Two 

Coping in Labor & 
Delivery Scale - L 

Subscale one 
Subsea Ie Two 

Labor & Birth 
Coping Index - VA 

Labor & Delivery 
Satis. Ques. - L 

Labor & Birth 
Satis. Index - VA 

Self-Confidence 
Scale, ACL - D 

Self-Concept 
Index, AF - VA 

Key: 

Alpha/KR20 Theta 
all items 

Cn = 82 to 89) 

.91 

.S7 

.92 

.81 

.81 

.90 

.80* 

.79** 

.92* 

.92** 

.92 

.87 

.93 

.83 

.84 

.91 

.87* 

.87 ** 

.92* 

.93** 

Revised Inter-
a/KR20 Theta coder 
(n = 83 to 89) (n=5-10) 

.91 

.87 

.92 

.77 

.80 

.76 

.72 

.79 

.77 

.91 

.93* 

.93** 

.78 

.80 

.76 

.77 

.79 

.77 

.99 

1.00 

1. 00 

.99 

1. 00 

1. 00 

.99 

1. 00 

1. 00 

.99* 

.99** 

L - Likert or Likert-type scaling 
VA - Visual Analogue scaling 

D - Dichotomous scaling 
* - prenatal administration 

** - postpartum administration 
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Table 8. Multitrait-Multimethod Matrix for Evaluating 
construct Validity of Instruments 

L 
i 
k 
~ 
r 
t 

A 
n 
a 
1 
o 
g 
u 
e 

A 

D 

A 

B 

C 

D 

Likert Scaling 

A C D 

(.87 ) 
~---------------------~ 

::,- - - _ .. - - - - - - - - - - - - - -, 
.64 ' -,.,92 .17 .54 .20 I 

~" ' 
: .02 ..... , -.45 :26 -.04 -.09: 
t ~--', I 

.60 -.14 ':02 .63',_.11 1 

f ', ..... -- ............... 1 
:-.22 -.08.08 .08-, _ .66-1 ______ .. ____________ .... ---

Visual Analogue Scaling 

A B C D 

~-------------~ 
( .93 ) 

Key to concepts Indexed: 

Concepts 
Scaling Method 

Likert Visual Analogue 
A - Positive Presence PPI PPIA-
B1", 

Transcendence 
B ........... 

2 

C - Labor Satisfaction 
D - Enhanced Self-Concept 

CLDONE 

CLDTWO 

1.DS 
ESC· 

* - Summated Dichotomous Scaling 
Single Item instrument 

Key to data Matrix: 

LBCI-

LBsr
SCIA 

( ) - Reliability Coefficient with coefficient alpha, 
coefficient theta, or by intercoder correlation 

- Validity Coefficient 

~ - Heterotrait-monomethod correlations 
,--, 
" : - Heterotrait-heteromethod correlations 

'I 



Table 9. Evaluation of Validity for the Research Instruments 
( n = 89) 

Instrument 

Prenatal Satis. 
Questionnaire 

Attitude Toward 
Childbirth 

Positive Presence 
Index 

Positive Presence 
Index, AF 

Labor & Birth 
Support Inventory 

Subscale One 
Subscale Two 

Coping in Labor & 
Delivery Scale 

Subscale one 
Subscale Two 

Labor & Birth 
Coping Index 

Labor & Delivery 
Satis. Ques. 

Labor & Birth 
Satis. Index 

Self-Confidence 
Scale, ACL 

Self-concept 
Index, AF 

Key: 

Content 
Validity 

Index 

.91 

1.00 

.85 
1.00 

.80 

1.00 

1. 00 

for all instruments: 

Type of Validity 

Construct Validity 
by 

C/O CPC MIC PM 

5 

5 

S 
5 

5 

5 

s 

5 

s 

5 

S 

S 

N 
S 
S 

N 
5 
S 

S 

N 

s 

.64 

.64 

-.45 
.26 

-.45 
.26 

.63 

.63 

.66 

.66 

S 

S 

S 
N 

N 
S 

S 

N 

s 

Criterion 
-Related 
Validity 

P: .42 
P: .56 

P: .30 

CC: .70 

P:.30,.32 
CC: .54 

N 
N 

N 
N 

N 

P: .56, .30 
CC: .70 

P: .60 

N 

N 
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5 - Validity supported N - Validity NOT supported 

for Construct Validity: 
C/O - Convergence/Oiscriminance 
CPC - Confirmatory Principal Components Analysis 
MIe - Multiple Indicator Correlations 
PM - Predictive Modeling 

for Criterion-Related Validity (Criterion level E .30): 
P - Predictive validity CC - Concurrent validity 



instruments, as recommended by Nunnally (1978). 

Internal consistency reliability with standardized 

coefficient alpha (Likert scaling) or Kuder-

69 

Richardson 20 (dichotomous scaling) was calculated for 

each multiple-item instrument. The internal consistency 

of each instrument was additionally evaluated by 

reviewing the item-to-item correlations for each scale 

~criterion levels between .30 and .70) and the item-to

total scale correlations (criterion levels between .40 

and .70) (Hinshaw & Atwood, 1982). Intercoder 

reliability estimates using correlation coefficients 

were determined with a random subsample of the data; 

five cases were evaluated for the Likert-type 

instruments, while ten cases were evaluated for the 

visual analogue instruments. 

In addition to internal consistency reliability 

with standardized coefficient alpha or Kuder

Richardson 20, a theta coefficient was calculated for 

each multiple-item instrument using confirmatory 

Principal Components analysis. Authors differ on the 

minimal number of subjects required for conducting a 

factor analysis to assure stability of the factors; 

Kerlinger (1986) suggests 10 subjects per item, while 

Kim and Mueller (1978) suggest that the sample contain 

51 cases more than the number of items in the analysis. 
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Using the Kim and Mueller (1978) criterion, the required 

number of subjects was met for all instruments except 

the CLD where a smaller number of items were resubmitted 

to Principal Components analysis as explained below. 

For all instruments, theta was not considered alone but 

rather coefficients alpha and theta were compared for 

equality as only one indication of parallel items. The 

potentially unstable factor loadings and eigenvalues 

were interpreted conservatively, with greater reliance 

on the coefficient alpha and a visual cluster analysis 

obtained on review of the inter-item correlation matrix. 

The research instruments were evaluated for 

validity with the research sample as follows (see Tables 

8 and 9). A Content Validity Index (CVI) of .80 was set 

as the criterion level for content validity with six 

judges for the new instruments (Lynn, 1986: Martuza, 

1977: Waltz, strickland & Lenz, 1984), as reported in 

the pilot testing analysis (see Appendix B). The 

criterion level for criterion-related validity was set 

at .30, as recommended by Nunnally (1978). Construct 

validity was evaluated by four methods; confirmatory 

Principal Components analysis, multiple indicator 

correlations, convergent and discriminant patterns, and 

predictive modeling. The predictive modeling analysis 

will be presented in Chapter 4. 
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construct validity was estimated for the four 

concepts of positive presence, transcendence, labor 

satisfaction and enhanced self-concept using both 

multiple indicator correlations, and convergent and 

discriminant patterns. Selected for their importance to 

the theoretical model, each concept was measured with 

two instruments; one with Likert-type scaling and one 

with visual analogue scaling. These multiple indicators 

provided an alternative method of obtaining estimates of 

construct validity by convergent and discriminant 

patterns among correlations. (Campbell & Fiske, 1959). 

Construct validity was estimated by the pattern and 

relative magnitude of correlations between measures for 

each concept with respect to scaling methods, as 

suggested by Campbell and Fiske (1959). with this 

procedure, a matr.ix of the correlations among measures 

was compiled and then inspected. Measures that indexed 

different concepts were expected to diverge, and 

measures that indexed the same concept were expected to 

converge with a pattern of correlations higher than 

measures using the same method (methods effect). The 

multitrait-multimethod matrix findings are presented in 

Table 8 and are summarized at the end of this section. 

Those instruments constructed with a Likert-type 
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scaling method were considered to be the primary 

measures, while instruments constructed with a visual 

analogue scaling method were the secondary measures. A 

pr.eselected partial-random ordering of the primary 

instruments for each instrument battery was followed by 

the instruments that were secondary measures for the 

concepts. 

Presentation of the Research Instruments 

The operational definitions of the concepts and the 

description of the instruments administered in the 

research with their psychometric properties were as 

follows: 

The Prenatal satisfaction Questionnaire (PSQ) 

Prenatal Care Satisfaction was operationally defined 

as the summated score on the PSQ, as obtained by subject 

self-report. The Prenatal Satisfaction Questionnaire 

(Joseph, 1983) measured the woman's perceived 

satisfaction with nurse-midwifery prenatal care. A four 

step Likert scaling format was used for the 25 items, 

with 12 negatively worded items reverse scored prior to 

summation. The higher the summated score, the greater 

the satisfaction. previously, test-retest reliability 

of the PSQ was estimated at .99 with a sample of 60 

women who had received prenatal care from nurse-midwives 

in a hospital-based nurse-midwifery service in a 



73 
Southwestern city. The internal consistency with that 

same sample was estimated with Cronbach's alpha at .94 

for the total scale and a range of .77 to .88 for the 

subscales of control, support, personal interest, 

competency and intervention. (The subsca1es were not 

used in the current research.) Content validity was 

reported to have been confirmed for 19 of the 25 items 

by a panel of two experts, with the subsequent revision 

of those 6 items not achieving agreement. 

In the current research, the initial coefficient 

alpha with 25 items was .91 and the theta was .92. As 

indicated by the intercorrelations, items 2 and 19 were 

eliminated. The resulting 23-item scale used in the 

analysis achieved a satisfactory internal consistency 

reliability with coefficient alpha of .91. The 

confirmatory Principal Components analysis supported a 

single factor and did not confirm the presence of the 

proposed subscales, providing support for construct 

validity as used in this research. Criterion-related 

validity for the PSQ was adequately supported by 

predictive validity with the PPI (r=.42) and with the 

LDS (r=.56). 
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(ACC) 
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Personable Environment was operationally defined as 

the summated score on the ACC, as obtained by subject 

self-report. The Attitude Toward Issues in Choice of 

Childbirth Scale (Fullerton, 1982) contained eighteen 

items with two subscales. The Intra subscale concerned 

the woman's perception of issues regarding decision-

making during labor and birth, while the Extra subscale 

concerned the woman's perception of issues regarding the 

birth environment. (The subscales were not used in the 

current research.) The Likert-type format with six 

response steps contained verbal anchors ranging from 

Strongly Disagree (1) to Strongly Agree (6). All items 

were negatively worded with a high score indicating the 

least desirable response; therefore, reverse scoring of 

all items was used for this research to maintain 

consistency among scoring protocols for all instruments. 

Internal consistency reliability had been previously 

reported at .94, with coefficients of .86 for the Intra 

subscale and .91 for the Extra subscale with a sample of 

66 women who self-selected to give birth in a birth 

center with a nurse-midwife or in a hospital with a 

physician. In support of validity, a correlation of .54 

was reported between the ACC and the Health Locus of 
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Control Scale with the sample of 66 subjects. 

In the current research, the initial coefficients 

alpha and theta were .87 with the full 18 items. As 

indicated by the intercorrelations, item 18 was 

eliminated~ six items had less than half of the 

correlations meeting the .30 minimum (range .02 to .29) 

but had item-to-total correlations of .34 to .50 and 

were retained. The l7-item scale used in the analysis 

had an internal consistency reliability with coefficient 

alpha of .87. The confirmatory Principal Components 

analysis supported a single factor and did not confirm 

the presence of the proposed subscales, providing 

support for construct validity as used in this research. 

Criterion-related validity for the ACC was adequately 

supported by predictive validity with the LDS (r=.30). 

The Positive Presence Index (PPI) 

Positive Presence was operationally defined as the 

summated score on the PPI, or the score on the PPIA, as 

obtained by subject self-report. The Positive Presence 

Index (Lehrman, 1986) measured the woman's perception of 

the positive presence in the nurse-midwife's care during 

labor and birth. using a Likert scaling model, each of 

the 29 items in the revised instrument contained seven 

response steps with the verbal anchors ranging from 

strongly agree to strongly disagree. Each response step 
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was assigned a value from one to seven: the six 

negatively worded items were reverse scored prior to 

summation, where the higher summated score indicated 

greater positive presence. Pilot study analysis for a 

7-item version of the scale (see Appendix B) estimated 

reliability at .92 with Cronbach's alpha and .99 with 

test-retest: construct validity was estimated at .77 

with the PPIA for a sample of 15 women who had received 

labor and birth care from a nurse-midwife. An 

additional content validity evaluation of the scale 

during pilot testing achieved a Content Validity Index 

of .91. (See Appendix B for details.) 

In the current resear.ch, the initial coefficient 

alpha of the PPI with 29 items was .92, with a theta of 

.93. Inspection of the item-to-item correlations and 

the item-to-total cor.relations indicated several items 

fell below the desired minimum levels of .30 and .40 

with none above the upper limit of .70 (Hinshaw & 

Atwood, 1982). with these preliminary steps, items 1, 

9, 14, and 19, were eliminated. The reliability of the 

remaining 25 items was .92 with the majority of item 

correlatioris within the desired range. A construct 

validity coefficient of .64 was obtained with the PPIA. 

The confirmatory Principal Components analysis on which 

the theta coefficient was based did confirm the presence 



of a one factor scale as had been proposed, providing 

support for construct validity. Criterion-related 

validity of the PPI was adequately supported by 

concurrent validity with the LDS (r=.70). 

The Positive Presence Index, Alternate Format (PPIA) 
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The Positive Presence Index, Alternate Format 

(Lehrman, 1986) measured the woman's perception of the 

positive presence in the care of the nurse-midwife. The 

PPI~ was a single item measure, a visual analogue scale 

consisting of a horizontal 100 millimeter line without 

numerical markings. The stem incorporated the 

theoretical definition of positive presence. The verbal 

anchors used were -No positive presence w and wThe most 

positive presence I could imagine. w The higher score 

indicated a greater amount of positive presence. During 

initial pilot testing, an intrarater reliability of .99 

and construct validity of .77 was found for the PPI with 

a sample of 15 women who had received labor and birth 

care from a nurse-midwife. A Content Validity Index of 

100% was achieved in subsequent testing with six judges. 

In the current research, an inter coder correlation of 

.99 was obtained. Criterion-related validity for the 

PPIA was adequately supported by predictive validity 

with the PSQ (r=.30) and with the SCIA (r=.32), and by 

concurrent validity with the LDS (r=.54). 
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The Labor and Birth Support Inventory (LBI) 

Labor Support was operationally defined as the 

summated score on the LBI, as obtained by subject se1f

report. The Labor and Birth Support Inventory (Lehrman, 

1987a) was developed by the investigator for the 

dissertation research. The rationale for the 

construction of a new instrument was the specificity of 

the concept of labor support. The social support 

measures located in the literature (e.g., the NSSQ by 

Norbeck, Lindsey & Carrieri, 1981 & 1983, and the CARSS 

by Tilden & Stewart, 1985) did not index the special 

circumstance of the woman in labor. 

The 26 item LBI used a dichotomous format with 

summation, where the higher score indicated more 

adequate labor support. A Content Validity Index of .85 

was achieved with six judges during pilot testing. See 

Appendix B for the details of construction and pilot 

testing of the LBI. 

In the current research, the initial internal 

consistency reliability with coefficient alpha for the 

LBI with 26 items was .81. However, inspection of the 

item-to-item correlations and the item-to-total 

correlations indicated several items fell below the 

desired minimum levels of .30 and .40 with none above 

the upper limit of .70 (Hinshaw & Atwood, 1982). In 
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addition, the theta of .83 from the confirmatory 

Principal Components analysis was not equal to the alpha 

and did not clearly confirm internal consistency among 

the items. Ten of the 26 items had factor loadings 

below .40 suggesting the need for further analysis. An 

exploratory and then confirmatory Principal Components 

analysis were conducted, verifying the presence of two 

subscales based on the criterion levels of a factor 

loading of .40 or greater and a .20 difference on 

factor loadings between factors (Zeller & Carmines, 

1980). The first subscale contained items 9,11, 19, 

22, 24 and 25 (LBIONE), and had a recalculated content 

validity Index of 1.00. The second subscale contained 

items 3, 4, 10, 14 and 18 (LBITWO), and had a 

recalculated content Validity Index of .80. These 

remaining 11 items had a coefficient alpha of .77 and a 

theta of .78, with an alpha and a theta of .80 for 

LBIONE, and an alpha and a theta of .76 for LBITWO. 

Inter-item correlations held among the items of each 

subscale but not as a summated scale of 11 items. In 

addition, the subscale-to-subscale correlation of .22 

supported the use of each as a separate scale. The 

confirmatory principal Components analysis supported 

construct validity for each of the subscales. However, 

criterion-related validity for neither the LBlONE nor 
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the LBlTWO met the desired level of .30. 

The resulting subsca1es had reduced variance. 

While both contained the full range of possible 

responses, a large proportion of the subjects had a 

favorable response on all items (73% of the subjects for 

LBlONE and 64% of the subjects for LBlTWO). While each 

subsca1e was used in the remainder of the analysis, 

limited variance was noted to be a potential problem. 

The Coping in Labor and Delivery Scale (CLD) 

Transcendence was operationally defined as the 

summated score on the CLD, or the score on the LBCl, as 

obtained by subject self-report. The Coping in Labor 

and Delivery Scale (Williams, 1987) was a 53-item 

instrument that had been developed to measure the 

woman's perception of the coping methods she used during 

labor. Permission to change the wording of item 12 from 

nurse to nurse-midwife was obtained from the author (C. 

Williams, personal communication October, 1987). Two 

subsca1es were proposed for the instrument; the Problem

Oriented Subscale (P-O) and the Affective Oriented 

Subsca1e (A-O). (The proposed subsca1es were not used 

in the current research.) The higher the summated 

score, the greater the coping behavior during labor. 

While a validity coefficient was not reported, the 

author did report that content validity had been 
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evaluated by a panel of judges. previously reported 

internal consistency reliabilities with a sample of 89 

postpartum women were .77 for the total scale, .81 for 

the p-o subscale, and .79 for the A-O subscale. Test

retest correlations with a sample of 25 subjects were 

reported to be .69 for the total scale, .67 for the p-o 

subscale, and .77 for the A-O subscale. 

In the current research, the initial reliability 

for the CLD with coefficient alpha was .81, and with 

coefficient theta was .84. Inspection of the item-to

item correlation matrix and the item-to-total 

correlations indicated that the majority fell below the 

desired minimum levels of .30 and .40 (Hinshaw & Atwood, 

1982). In addition, the Principal Components analysis 

on which the theta coefficient was based did not confirm 

the subscales as the author had proposed, nor did the 

majority of items load on one factor, suggesting lack of 

support for construct validity. An initial construct 

validity coefficient of -.12 with the Labor and Birth 

Coping Index was low and not in the predicted direction. 

These findings indicated the need for further analysis. 

An exploratory Principal Components analysis was 

conducted with 18 factors resulting, the first two of 

which were interpretable with the criterion levels of a 

factor loading of .40 or greater and a .20 difference on 
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factor loadings between factors (Zeller & Carmines, 

1980). A subset of 20 items from the first two factors 

was then submitted to confirmatory analysis for two 

factors, which supported a two-factor structure 

different than that proposed by the author. The first 

subscale (items 2, 3, 11, 17, 18, 20, 22, 23, 32, and 35 

called CLDONE) had a coefficient alpha and a theta of 

~79, and the second subscale (items 36, 38, 40, 41, 42, 

43, 45 and 46 called CLDTWO) had a coefficient alpha and 

a theta of .77. As a total scale, the coefficient alpha 

of these 18 items was .72 and the coefficient theta was 

.77, suggesting that collectively the items were not 

parallel. This interpretation was supported by two 

findings. First, all inter-item correlations for the 18 

item total scale failed to meet the criterion of one

half between .30 and .70. Second, a subscale-to

subscale corr.elation of -.02 supported two individual 

scales. The analysis therefore proceeded with each 

subscale as a total scale. Given the extensive revision 

of the Coping in Labor and Delivery Scale from 53 items, 

the resultant scales were considered to be new scales 

and thus met the criterion of .70 for reliability. 

Inspection of the content of the items further 

supported the use of two separate scales for the CLD 

instrument. While the item content of CLDONE indicated 
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coping behaviors generally involving another person with 

some indication of loss of control, the item content of 

CLDTWO indicated coping behaviors with an inward focus. 

Neither the theoretical definition of transcendence nor 

the construct validity measure had taken this 

differentiation into account. Due to the nature of the 

content on CLDONE, the relationships between this 

measure and other measures were predicted to be 

negative. 

The CCD~truct validity coefficient with the LBCI 

was -.45 for CLDONE and .26 for CLDTWO. This finding 

was interpreted conservatively since the LBCI was a 

single item constructed without the differentiation 

found in CLDONE and CLDTWO. The final Principal 

Components analysis for both CLDONE and CLDTWO supported 

construct validity. However, criterion-related validity 

was not supported at the desired level of .30 for either 

resultant scale. 

The Labor and Birth Coping Index (LSCI) 

The Labor and Birth Coping Index (Lehrman, 1986) 

measured the woman's perception of her ability to deal 

with or handle labor. The scale consisted of a single 

item, constructed of a horizontal 100 millimeter line 

without numerical markings and the verbal anchors of "I 

was completely unable to handle my labor and birth" and 
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-I was able to handle my labor and birth very well." 

The LBCI measured the woman's perception of how well she 

coped during labor. The higher score indicated a higher 

level of coping. An intra rater reliability of .99 was 

previously obtained with a sample of 15 women who were 

cared for during labor and birth by a nurse-midwife. A 

content Validity Index of 100% had been achieved in 

pilot testing with six judges. In this research, a 

intercoder correlation of .99 was obtained. Criterion

related validity for the LBCI was not supported at the 

desired level of .30. 

The Labor and Delivery Satisfaction Questionnaire (LOS) 

Labor Satisfaction was operationally defined as the 

summated score on the LOS, or the score on the LBSI: as 

obtained by subject self-report. The Labor and Delivery 

Satisfaction Questionnaire (Joseph, 1983) measured the 

woman's perceived satisfaction with nurse-midwifery care 

during labor and birth. A four step Likert scaling 

format was used for the 25 items, with the ten 

negatively worded items reverse scored prior to 

summation. The higher the summated score, the greater 

the satisfaction. with a sample of 25 women who had 

received prenatal, labor and birth care from nurse

midwives in a hospital-based nurse-midwifery service, 

internal consistency was estimated with Cronbach's alpha 
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at .93 for the total scale and a range of .63 to .82 for 

the subscales of control, support, personal interest, 

competency and intervention. (The subscales were not 

used in the current research.) Content validity of 100% 

agreement was achieved with a panel of two experts. 

In the current research, the initial coefficient 

alpha for the LDS was .90, with a theta of .91. 

Inspection of the intercorrelations resulted in the 

elimination of items 2, 3, 11, 14 and 20. The remaining 

20-item scale used in the analysis had an alpha 

coefficient of .91. A construct validity coefficient of 

.63 was obtained with the LBSI. The confirmatory 

Principal Components analysis supported a single factor 

and did not confirm the presence of the proposed 

subscales, providing support for construct validity as 

used in this research. Criterion-related validity for 

the LDS was adequately supported by predictive validity 

with the PSQ (r=.56) and with the ACe (r=.30), and by 

concurrent validity with the PPI (r=.70). 

The Labor and Birth satisfaction Index (LBSrl 

The Labor and Birth Satisfaction Index (LBSI) 

(Lehrman, 1986) measured the woman's perception of her 

satisfaction with the labor and birth care received from 

the nur~e-midwife. The scale consisted of a single 

item, constructed of a horizontal 100 millimeter line 
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without numerical markings and the verbal anchors "Not 

satisfied with anything" and "Extremely satisfied with 

everything." The higher score indicated a greater 

satisfaction with the care received from the nurse-

midwife during the woman's labor and birth. An 

intrarater reliability of .99 was obtained with a sample 

of 15 women who had received -nurse-midwifery care during 

labor and birth. A Content Validity Index of 100% had 

been achieved with six judges during pilot testing. An 

intercoder correlation coefficient of 1.00 was obtained 

in this research. Criterion-related validity for the 

LBSI was supported by predictive validity with the PPI 

(r=.60). 

The Self-Confidence Scale (ESC) 

Enhanced Self-Concept was operationally defined as 

the total score on the ESC or the SCIA, as obtained by 

subject self-report. The Self-Confidence Scale of the 

Adjective Check List (ACL) (Gough & Heilbrun, 1983) 

consisted of a norm referenced, standardized list of 34 

adjectives descriptiv~ of a person's perception of his 

or her own attributes. Gough and Heilbrun (1983) 

described those who scored high on the self-confidence 

scale as "confident of their. ability to achieve goals" 

(p. 17). Dichotomous scoring was used for the sc~le, 

where a higher score indicated greater self-concept. 
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Scores on the ESC Scale were standardized to control 

for the total number of adjectives checked on the ACL. 

Internal consistency was reported at .77 for a sample of 

588 females, and test-retest reliability was .78 for a 

sample of 45 females (Gough & Heilbrun, 1983). Validity 

was supported by a .36 correlation with the se1f

acceptance (self worth) subscale of the California 

Personality Inventory for a sample of 106 females. 

The reliability of the optical scanner used to 

score this instrument in this research, the NCS 

sentry 7006, was reported to be .99. For this research, 

fifteen forms were scanned twenty times each without 

error. Coefficient alpha was .80 for the prenatal 

administration and .79 for the postpartum 

administration, and coefficient theta was .87 for both 

administrations. For the Self-Confidence Scale, alpha 

and theta were not equal, indicating some degree of non

parallel items. However, this scale was not revised as 

the raw score was standardized based on the 34 items as 

published. With an acceptable alpha on the prenatal 

administration and an acceptable theta on both the 

prenatal and the postpartum administrations, the 

reliability of this instrument was accepted. The 

standardized score was used in the remaining analysis. 

A construct validity coefficient of .66 was obtained 



with the SCIA. Criterion-related validity of the ESC 

was not supported at the desired level of .30. 

The Self-Concept Index, Alternate Format (SCIA) 
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The Self-Concept Index, Alternate Format was 

adapted from the Self-Confidence Scale of the Adjective 

Check List (ACL) (Gough & Heilbrun, 1983) for this 

research with the permission of the publisher. The 34 

adjectives were alphabetically arranged, as in the ACL, 

and each was placed above a 100 millimeter line to 

create a visual analogue scale. The anchors for the end 

of the lines were "Not at all" and "Extremely". 

Negative adjective indicators of self-concept were 

reversed scored, with the higher summated score 

indicating higher self-concept. The rationale for this 

adaptation was to obtain a more complete multitrait

multimethod matrix for validity testing, and to insure 

adequate sensitivity in measurement of self-concept 

since the original scale is in a dichotomous response 

format. (See Appendix B for the details of construction 

and testing.) 

In the current research, the initial coefficient 

alpha for this instrument was .92 for both the prenatal 

and the postpartum administrations, with theta of .92 

and .93. The Principal Components analysis did confirm 

the presence of a one factor scale as had been proposed. 
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However, eight items (items 5, 15, 19, 20, 26, 31, 

32 and 33) which did not meet the .40 minimum factor 

loading and did not meet the desired intercorrelation 

level were removed. The remaining 26-item scale had a 

coefficient alpha of .93 for both the prenatal and the 

postpartum administrations. With an initial correlation 

between the ESC and the SCIA of .65 and a final 

correlation of .66, the deletion of eight items from th~ 

SCIA did not appreciably affect the relationship between 

the two measures and supported construct validity. The 

Principal Components analysis had also provided support 

for construct validity. Criterion-related validity for 

the SCIA was not supported at the desired level of .30. 

Summary of Psychometric Evaluation of the Instruments 

Overall, the estimates of reliability for the 

instruments met the preestablished criterion levels. 

The theta coefficients and other evidence for LBIONE, 

LBITWO, CLDONE, and CLDTWO supported the use of these 

subscales as separate scales in the causal analysis. 

The theta of .87 for the Self-Confidence Scale of the 

Adjective Check List met the criterion level, and this 

was accepted as adequate. The use of multiple estimates 

supported the reliability of the instruments. 

The cca~ent validity of the new instr~mpnts had 

been adequately supported in the pilot testing prior to 
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this research. Criterion-relate6 validity was supported 

at the desired level of .30 for the PSQ, the ACC, the 

PPl, the PPlA, the LDS and the L8Sl. Construct validity 

by confirmatory Principal Components analysis was not 

supported for the ESC. 

construct validity by multiple indicator 

correlations was supported for the PPI, the PPlA, the 

CLDONE, the LDS, the LBSl, the ESC and the SClA. The 

exception was the CLDTWO, with a low correlation of .26. 

The measure was reta}n~~ in, the analysis, however, 

because the construct validity measure had not 

anticipated the differentiation between CLDONE and 

CLDTWO and there may be a need for a second comparable 

item. In addition, construct validity for CLDTWO was 

supported in the following analysis. 

Evaluation of the multitrait-multimethod matrix 

for convergent and discriminant patterns supported the 

four concepts evaluated (see Table 8). The entries in 

the validity diagonal were significant and of adequate 

magnitude, with the exception noted above. validity was 

further supported by higher validity coefficient values 

in the diagonal than the other values in the validity 

triangles for all concepts. Convergent validity was 

also supported when comparing the validity coefficient 

values with the values in the method triangles. 
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Finally, a similar pattern was found for the values 

in both the method triangles. The correlations in the 

method triangles were lower than expected, as typically 

there is a methods effect with Likert scaling. In 

evaluating discriminant validation, the concepts of 

positive presence and labor satisfaction were found to 

be more highly related than was expected, regardless of 

the scaling methodology. In general, the concept was 

more unifying than the method. Possible explanations 

for these findings will be discussed in Chapter 5. 

Conclusion 

The psychometric properties of reliability and 

validity for the research instruments, as presented in 

this chapter, were found to be adequate for retention of 

all measures in the causal analysis. 7he final sample 

size of 89 subjects was also found to be adequate to 

proceed with the causal analysis of the Nurse-Mi~wifery 

Practice Model. 
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Chapter 4: CAUSAL ANALYSIS FINDINGS 

Introduction 

The causal analysis of the predicted relationships 

within the Intrapartum Care Level of the Nurse-Midwifery 

Practice Model was directed by five hypotheses. These 

findings are presented in this chapter. Throughout this 

chapter, the reader is referred to Table 6 in Chapter 3 

and Figure 3 in this chapter for the association between 

the instrument abbreviation and the concept indexed by 

the instrument. 

Data Analysis 

The data analysis was directed by the causal model 

structure and the predicted relationships within the 

Intrapartum Car.e Level of the Nurse-Midwifery Practice 

Model (see Figur.e 3). This approach was selected to 

determine the congruency between the proposed model and 

clinical practice data (Pedhazur, 1982). The aims of 

the research were the determination of the proportion of 

variance in intrapartum outcomes accounted for by the 

predictor variables, and the revision of the proposed 

relationships within the N-MP Model as indicated by 

causal analysis of clinical practice data. 

The data were analyzed in a series of steps. The 

first step was an initial exploratory analysis of the 
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data. After the analysis of the demographic data, the 

instruments were evaluated for reliability and validity, 

as reported in Chapter 3. The causal analysis of the 

N-MP Model with the predicted relationships and the 

subsequent residual analysis were followed by a final 

exploratory analysis. Only the multiple-item 

instruments were used in the causal analysis as the 

primary purpose for the single-item instruments had been 

the evaluation of validity in the multitrait-multimethod 

matrix. 

Initial Explorato~y Analysis 

Exploratory analysis (Hartwig & Dearing, 1979) was 

conducted as a preliminary step to the causal analysis 

with two purposes in mind. The first purpose was to 

evaluate the data for possible outliers using boxplots 

and stem-and-leaf diagrams. One subject was identified 

as an outlier, having extreme values on six out of 18 

variables, Inspection of the raw data revealed that 

this subject had previously conducted a study on natural 

childbirth. These findings suggested differences 

between this subject and other subjects, and the subject 

was subsequently dropped from the data analysis. This 

resulted in the 89 subjects who composed the final 

research sample. 

The second purpose of the initial explor3tory 
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analysis was to evaluate the data for meeting the 

assumptions for causal analysis. The data were 

evaluated to determine poesib1e differences in 

distribution on the measures using clinically relevant 

factors that might indicate the need for subsample 

analysis in the regression equations. Of particular 

importance for the research sample was the exploration 

of possible differences between women having a first 

child and women having a second child or more to 

determine if these subjects responded differently to the 

measures. For example, a co~mon approach in reporting 

labor data has been to use the groupings of primipara 

and multipara (Friedman, 1978). Additional clinically 

important groupings that were evaluated included place 

of birth (birth center vs. hospital), whether or not the 

woman was transferred from the birth center to the 

hospital during labor, type of birth (spontaneous vs. 

surgical), and whether a medical consultation was 

required. Differences were found for parity and 

consultation with both exploratory methods and t-tests 

(2-tailed, significance level .05). with consultation, 

differences were found on CLDONE and the LDS. with 

parity, differences were found for the PSQ, the PPI, and 

CLDONE. Since significant differences were not found on 

all the variables, the decision was made to include all 



subjects as a total group, as recommended by Pedhazur 

(1982), rather than conducting a separate causal 

analysis for each group. These variables were then 

included as experiential (parity) and situational 

(consultation) variables in the exploratory residual 

analysis following the causal analysis. 
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The above analysis confirmed homogeneity of 

~ariance for the groups indicated. However, the 

analysis also revealed that the data from some measures 

were negatively skewed due to extr.eme values. Zeller 

and Levine (1974) point out that nonnorma1 sample data 

may not be representative of the population 

distribution, and therefore, may not be a violation of 

the normality assumption. As recommended by Verran and 

Ferketich (1984), these variables were not transformed 

to achieve normality before evaluating the residuals 

from the multiple regression equations. 

Instruments that indexed the variable Enhanced 

Self-Concept had been administered at both the prenatal 

and the postpartum interviews to exp1or.e for effects of 

the birth experience on self-concept. The purpose of 

two administrations of these instruments was not to 

evaluate for test-retest reliability, and a correlation 

of .25 for the ESC and .22 for the SCI,A !;let .. , . .,een the 

prenatal and the postpartum administrations suggested a 
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change over time. These measures were then submitted 

to a repeated measures analysis of variance with no 

significant differences found for both the dichotomous 

scaling format and the visual analogue format measures. 

The effects of the first measure were removed from the 

second measure using partial correlation, and the 

resulting values were used in the remainder of the 

analysis for both forms of the instrument. 

Finally, a correlation matrix was inspected to rule 

out the presence of multicollinearity between the 

independent measures. The correlations ranged from ~ero 

to ±.26 with one correlation at .42. Using the 

criterion of .65 or above as the indication of 

multicollinearity (Gordon, 1968), none was identified 

for the independent measures. 

Causal Analysis 

Causal analysis included multiple regression and 

residual analyses with the criterion level of 

significance set at .05. Each of the predicted 

relationships among the concepts from the N-MP Model was 

operationalized by an accompanying multiple regression 

equation for each sta~ed hypothesis. Since the 

reliability analysis had resulted in two scales for each 

of the LBI and CLD instruments, two identical equations 

were required for each variable when these measures were 
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in an equation. Only one of each set of these equations 

has been represented below. In the figures, the first 

LBI subscale is labeled LBIONE, with the second subscale 

labeled LBITWO; the first CLD subscale is labeled CLDONE 

and the seconu subscale is labeled CLDTWO. 

Analysis of the Theoretical Model 

The time sequencing of the concepts in the N-MP 

personable environment in stage II, positive presence in 

Stage III, labor support in stage IV, transcendence in 

stage V and labor satisfaction and enhanced self-concept 

in stage VI. This arrangement of the concepts with 

their predicted relationships required five multiple 

regression equations to test the hypotheses as follows: 

1. PPI = B (PSQ) + B (ACC) + e 

Prenatal care satisfaction (PSQ) and personable 

environment (ACC) both directly and positively affect 

positive presence (PPI). 

2. LBI = B (PPI) + e 

Positive presence (PPI) directly and positively affects 

labor support (LBI). 

3. CLD = B (PSQ) + B (PPI) + B (LBI) + e 

Prenatal care satisfaction (PSQ), positive presence 

(PPI) and labor support (LBI) all directly and 

positively affect transcendence (CLD). 
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4. LDS = B (PSQ) + B (CLD) + e 

Prenatal care satisfaction (PSQ) and transcendence (CLD) 

both directly and positively affect labor satisfaction 

(LDS). 

5. SCIA = B (PSQ) + B (CLD) + e 

Prenatal care satisfaction (PSQ) and transcendence (CLD) 

both directly and positively affect enhanced self

ooncept (SCIA). 

(B = the standardized beta weight; e = the residuals) 

The results of this analysis are presented in 

Figure 4. The first hypothesis was partially supported; 

prenatal care satisfaction explained 17% of the variance 

in positive presence. The second hypothesis was not 

supported; no significant relationship was found between 

positive presence and labor support. The third 

hypothesis was partially supported; labor support 

explained 5% of the variance in transcendence, but the 

relationships for transcendence with prenatal care 

satisfaction and positive presence were not significant. 

The fourth hypothesis was supported; prenatal care 

satisfaction and transcendence explained 35% of the 
~-. 

variance in labor satisfaction. The fifth hypothesis 

was not supported; no significant relationships were 

found for enhanced self-concept with prenatal care' 

satisfaction and transcendence. The significant 
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relationships are reported in Figure 4. All reported 

relationships were significant at the .05 level, and in 

the predicted direction. 

Analysis of the Empirical Model 

An empirical test of the model was conducted to 

evaluate those relationships that had not been predicted 

in the theoretical model. For the empirical model, five 

new multiple regression equations were required. Those 

additional equations and the accompanying hypotheses to 

test the relationships among the concepts were as 

follows: 

6. ACC = B (PSQ) + e 

Prenatal care satisfaction (PSQ) directly and positively 

affects personable environment (ACC). 

7. LBI ~ B (PSQ) + B (ACe) + B (PPI) + e 

Prenatal care satisfaction (PSQ), personable environment 

(ACC) and positive presence (PPI) all directly and 

positively affect labor support (LBI). 

8. CLD = B (PSQ) + B (ACC) + B (PPI) + B (LBI) + e 

Prenatal care satisfaction (PSQ), personable environment 

(ACC), positive presence (PPI) and labor support (LBI) 

all directly and positively affect transcendence (CLD). 

9. LDS = B (PSQ) + B (ACC) + B (PPI) + B (LBI) + 

B (CLD) + e 

Prenatal care satisfaction (PSQ), personable environment 
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(ACC), positive presence (PPI), labor support (LBI) and 

transcendence (CLD) all directly and positively affect 

labor satisfaction (LDS). 

10. SCIA = B (PSQ) + B (ACe) + B (PPI) + 

B (LBI) + B (CLD) + e 

Prenatal care satisfaction (PSQ), personable environment 

(ACe), positive presence (PPI), labor support (LBI) and 

transcendence (CLD) all directly and positively affect 

enhanced self-concept (SCIA). 

The results of the analysis of the empirical model 

are presented in Figure 5. The sixth hypothesis was 

supported; prenatal care satisfaction explained 7% of 

the variance in personable environment. The seventh 

hypothesis was partially supported; prenatal care 

satisfaction explained 5% of the variance in labor 

support, while the relationships with personable 

environment and positive presence were nonsignificant. 

The eighth hypothesis was partially supported; labor 

support explained 5% of the variance in transcendence, 

but there were no significant relationships for 

transcendence with prenatal care satisfaction, 

personable environment and positive presence. The ninth 

hypothesis was partially supported; prenatal care 

satisfaction, personable environment, positive presence 

and transcendence explained 66% of the variance in labor 
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satisfaction while the relationship with labo~ support 

was nonsignificant. The tenth hypothesis was partially 

suppo~ted; positive presence explained 5% of the 

va~iance in enhanced self-concept, while the 

relationships with prenatal care satisfaction, 

personable environment, labor support and transcendence 

were nonsignificant. The significant relationships are 

~eported in Figure 50 All reported relationships were 

significant at the .05 level, and in the hypothesized 

direction. 

Residual Analysis for Meeting the Statistical and 
Causal Modeling Assumptions 

Residual analysis was conducted to evaluate 

compliance with the statistical and causal modeling 

assumptions (Pedhazur, 1982; Verran & Fe~ketich, 1984; 

Ferketich & Verran 1984). The first assumption, that 

the mean of the residuals is zero, was met in all 

multiple regression equations. The second assumption, 

that the residuals are normally distributed, was met for 

all variables except the ACC, PPI anG L9I when these 

were the dependent variables. Attempts at 

transformation to correct the negative skew by raising 

the value of the variable to a power were 

unsatisfactory, with little improvement. Since the 

third assumption held, that there is evidence of 
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homoscedasticity in the variance of the residuals, the 

lack of normality in the distribution of the residuals 

was accepted. Violations of the assumption of normality 

are considered to be minor when there is equal variance 

(Verran & Ferketich, 1984). The assumption that the 

residuals from one equation are not correlated with the 

residuals from any other equation was met for all 

equations. The assumption that the independent 

variables are fixed was confirmed by the random pattern 

of scatt~r when the residuals wera plotted against the 

independent variables. 

The final statistical assumption was that the 

predictor variables were measured without error. 

Freedom from measurement error was a theoretical ideal 

not expected in clinical research (Pedhazur, 1982). 

However, compliance ~ith this assumption to the greatest 

degree possible was the motivation behind the pilot 

testing of new instruments, and the extensive 

reliability analysis with the current sample. The 

criteria outlined in Chapter 3 set maximum limits on 

measurement error, and in meeting these criteria in the 

reliability estimates, an acceptable level of error was 

acknowledged (Kerlinger, 1968). 

The assumption of interval level data (Asher, 

1983), was addressed with scaling methodologies that 
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approximated interval level measures as closely as 

possible with psychosocial instruments (Nunnally, 1978). 

The one exception to meeting this assumption as 

anticipated was with the LBI; while the original 26-item 

scale would have been expected to produce adequate 

variance and interval level data, with the resulting 

subscales of six and five items the variance was 

minimized and interval level data was threatened. 

The additional causal modeling assumption of 

residuals from one equation not correlated with 

residuals from any other equation in the model, nor with 

any of the preceding variables was met. The assumption 

that the relationships in the model are linear and 

additive was supported by the absence of finding 

non-linear relationships in the residual analysis. The 

assumption that all relevant variables are included in 

the model was known a priori not to be the case. 

Rather, closure on the model with the maternal 

psychosocial variables had been elected by the 

investigator as reported in Chapter 3. This last 

assumption was further evaluated in the final 

exploratory analysis reported below. 

Goodness of Fit Test 

The congruency between the models and the data was 

evaluated with the Goodness of Fit Test (Q statistic) as 
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illustrated by the equation 

1 - R2jC 
Q = 

1 - R20c 

where R2jc refers to the composite of all the R2 values 

from the just identified model, and where R20c refers to 

the composite of all the R2 values from the over 

identified models (in this case the theoretical and 

empirical models) (Ferketich & Verran, 1988). The 

closer the Q statistic is to one, the better the fit of 

the data with the model. For the theoretical model 

presented in Figure 4, a Q = .35 was found, while for 

the empirical model presented in Figure 5, a Q = .81 was 

found. These findings supported the acceptance of the 

empirical rather than the theoretical model as the best 

fit with the clinical data. 

Secondary Model Analysis with the Experiential and 
Situational Variables 

The initial exploratory analysis had indicated that 

the experiential variable of parity and the situational 

variable of consultation ~ere related to some of the 

concepts in the model. At the completion of the above 

residual analysis, correlations among the residuals with 

parity and consultation were evaluated, where these two 

variables were dummy coded as dichotomous variables. 

Significant point biserial correlations were found for 
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both parity (.20) and consultation (-.27) with labor 

satisfaction. In an exploratory analysis, parity and 

consultation were added to each of the multiple 

regression equations presented above for the empirical 

model (equation 1, and equations 6 thr.ough 10). The 

resulting empirical collateral model is presented in 

Figure 6. Parity was found to explain 13% of the 

variance in prenatal care satisfaction. Consultation 

increased the explained variance in labor satisfaction 

by 2%, and along with prenatal care satisfaction, 

increased the explained variance in transcendence by 

17%. With the addition of parity and consultation, the 

relationship between transcendence and labor 

satisfaction became nonsignificant. A Q = .68 was 

calculated for the empirical collateral model, 

supporting the earlier acceptance of the empirical model 

as the better fit with the data. 

Path Ana1vsis 

In both the empirical and the empir.ical collateral 

models there were direct and indirect effects of PSQ on 

LDS. The indirect effect of PSQ through ACC was small 

(.08) in comparison to the direct effect (.25). The 

indirect effect of PSQ through PPI (.29) was nearly 

equal to the diicct effect (.25). The total effect of 

PSQ on LDS was .62. The magnitude of the direct effect 
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of PSQ on LDS in contrast to the indirect effect of PSQ 

on LDS through ACC and PPI are presented in Table 10. 

Table 10. Direct, Indirect and Total Effect 
of Prenatal Care Satisfaction on 
Labor Satisfaction (n = 89) 

Indirect Effects through 
Direct 
Effect 

ACC PPI 
(Stage II) (Stage III) 

Total 
Effect 

.25 .08 .29 .62 

Summary of Causal Analysis Findings 

The proposed theoretical relationships among the 

maternal psychosocial variables were only partially 

supported by causal analysis. Two concepts, personable 

environment and enhanced self-concept, were eliminated 

in this analysis. For the labor and birth outcome 

variable of labor. satisfaction, 35% of the variance was 

explained, leaving 65% of the variance unexplained. 

The data supported the empirical model, with the 

retention of all the proposed variables and an increase 

in the total explained variance. For the outcome 

variable of labor satisfaction, 66% of the variance was 

explained, while 5% of the variance of enhanced self-

concept was expla~ned. For both these outcomes 

variables, the predictor that explained the largest 
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amount of variance was positive presence. Not only did 

positive presence have a substantial direct effect on 

labor satisfaction, it also served as an effective 

mediating source for the indirect effects of prenatal 

care satisfaction on labor satisfaction. The empirical 

collateral model had additional explained variance, with 

68% of the variance in labor satisfaction explained. 

'Construct validity as Indicated by Predictive Modeling 

Using the theoretical model, conetruct validity 

with predictive modeling was supported for the PPI, 

the CLDTWO, and the LDS only. Significant relationships 

were in the predicted directions. with the empirical 

model, construct validity with predictive modeling was 

supported for the ACC, the PPI, the LBIONE, the CLDTWO, 

the LDS and the SCIA. Construct validity with 

predictive modeling was not supported for the LBITWO, 

the CLDONE, nor the ECS with either model. This 

methodology did not evaluate the construct validity of 

the PSQ. 

Conclusion 

The test of the predicted relationships from the 

Intrapartum Care Level of the Nurse-Midwifery Practice 

Model was evaluated by causal analysis. The 

theoretically proposed model, the empir.ical and an 

empirical collateral configuration of the model were 
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evaluated to determine the model of best fit with the 

clinical data, with support for the empirical model. 

The largest single predictor was positive presence, both 

with direct effects and with mediating the indirect 

effects of prenatal care satisfaction. Construct 

validity with predictive modeling was supported for the 

ACC, the PPI, the LBIONE, the CLDTWO, the LDS and the 

SCIA. Implications of these findings will be discussed 

in Chapter 5. 
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Chapter 5: DISCUSSION OF THE FINDINGS 

Introduction 

The purpose of this research was to test the 

relationships among a component of nurse-midwifery care 

and psychosocial health outcomes as well as other 

maternal psychosocial variables from the Intrapartum 

Care Level of the Nurse-Midwifery Practice Model. The 

research findings will be discussed in this chapter with 

regard to the hypotheses tested, the construction of the 

N-MP Model, and instrumentation issues. Implications of 

the findings for clinical nurse-midwifery practice and 

issues for further research are presented. 

Discussion of the Hypotheses 

The proposed relationships a~ong the maternal 

psychosocial concepts as proposed in the theoretical 

model were only partially supported. Analysis of the 

empirical model found significant relationships that had 

not been predicted. One explanation for this difference 

is the presence of measurement error, particularly in 

CLD and LBI, to be discussed below. Setting aside 

measurement error for the moment and contrasting the 

findings from the two analyses, several of the predicted 

indirect relationships between concepts were replaced by 

direct relationships. This finding would suggest that 
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personable environment, positive presence, and 

labor support are all influenced by prenatal care 

satisfaction, but they do not influence each other. The 

lack of support for the predicted relationship between 

positive presence and labor support could have been 

anticipated. The qualitative data from the pilot 

studies had suggested that many women do not perceive 

the nurse-midwife facilitating the labor support 

provided by significant others, even though discussions 

with nurse-midwives confirm the presence of this 

relationship. 

The substantial direct effect of positive presence 

on labor satisfaction, while not predicted, holds 

important clinical significance for the positive 

psychosocial effects of nurse-midwifery care. positive 

presence as defined in this research and related to 

nurse-midwifery care has not been explored previously. 

However, the findings of this research regarding 

psychosocial outcomes is consist~nt with the 

relationship between nurse-midwifery care and favorable 

physical outcomes reported in the literature 

(e.g.; Baruffi, et al., 1984; Beal, 1984; 

Slome, et al., 1976). 

The contribution of personable environment towards 

labor satisfaction was found to be direct rather than 



indirect as predicted. 
115 

Previous research in regards to 

the environment for labor and birth suggests that women 

who select a birth center are concerned with autonomy, 

independence and ability to cope with labor (Cohen, 

1982). In addition, Hodnett and Abel (1986) found that 

selected psychosocial variables (e.g., low trait anxiety 

and low expected control) shortened the length of 

women's labors when the birth was in the home, but not 

when the birth was in the hospital. 

Only 5% of the variance in the concept of enhanced 

self-concept was predicted, and the predictor was 

positive presence, and not prenatal care satisfaction 

and transcendence as proposed. While the finding was 

unexpected, nurse-midwifery care was shown to have a 

significant positive influence on the women's self-

concept. Although there is literature support for the 

situational variation in one's self-concept (e.g., 

Wylie, 1979), enhanced self-concept as an outcome of the 

childbirth experience was not addressed in the 

literature reviewed. The more typical research design 

used self-concept as a predictor variable. For example, 

Mercer, Hackley and Bostrom (1983) had found that a 

positive self-concept explained 3.2% of the variance in 

women's perception of the labor and delivery experience, 

a much different approach and with less explained 



variance than in the current research. In a second 

example, Lee (1982) found significant negative 

relationships between women's self-concept during the 

last trimester of pregnancy and their perception of 

their infants'two days following birth (r=-.30) and 

again at 4 to 6 weeks postpartum (r=-.40). 
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With the addition of the variables of parity and 

consultation, as determined in the exploratory analysis, 

the explained variance in labor satisfaction increased. 

The negative relationship would indicate that 

consultation decreases labor satisfaction. Clinically, 

the need for a medical consultation during any phase of 

maternity care may result in an interruption in the 

continuity of care provided by the nurse-midwife. 

Overall, the level of satisfaction with nurse-midwifery 

care found in this study is consistent with the 

literature. With similar samples to the current 

research, Joseph (1983) had found that women were 

satisfied with both prenatal and labor and birth care 

received from nurse-midwives. Parity had less direct 

effect than was anticipated from the exploratory 

analysis, explaining 13% of the variance in prenatal 

care satisfaction only. The remainder of the effects of 

parity were in the shared variance with consultation. 

The work by Friedman (1978) would have suggested greater 
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effects due to parity alone. 

The calculation of the Q statistic supported the 

acceptance of the empirical model as the best fit with 

the data. The limitation of this approach is that Q 

does not provide insight into whether the model is the 

correctly specified model in the real world. Further 

research and additional support is required to provide 

that insight. 

congruency of the Research Findings with the 
Nurse-Midwifery Practice Model Goals and Assumptions 

In the construction of the Nurse-Midwifery Practice 

Model, four goals had been identified. The first goal, 

to maintain consistency between the existing 

professional approaches to nurse-midwifery care and the 

N-MP Model, has been strengthened by the acceptance of 

the empirical model with relationships supported by the 

data. The second goal, the specification of the 

relationships among the components of nurse-midwifery 

car~ and outcomes, has similarly been supported and 

strengthened. The third goal, to maintain relevancy for 

the nurse-midwifery profession by the scientific 

documentation of nurse-midwifery care outcomes, was met 

to the extent of those outcomes that were measured. The 

fourth goal, applicability across research, education 

and practice, has been partially met and remains to be 
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explored in the area of education. 

Five assumptions had been made for the construction 

of the Nurse-Midwifery Practice Model. Those 

assumptions were that nurse-midwifery practice focuses 

on health oriented care, that nurse-Midwifery practice 

considers both the internal and the external 

environments, that a client-practitioner relationship 

has been established, that independent nurse-midwifery 

practice as well as consultation ant ~ollaboration are 

considered in the N-MP Model, and that all aspects of 

nurse-midwifery practice function in relation to each 

other. The data contain evidence for the consideration 

of environment, particularly the external environment 

where both the birth center and the hospital are 

represented. Consultation and collaboration were 

represented by the inclusion of the consultation 

variable, with significant findings. Both prenatal care 

and labor and birth care were represented in the 

research, and the relationships of these aspects of 

practice were explored. In general, these assumptions 

for the N-MP Model have been met in the research. 

There are many approaches to the development and 

testing of middle range theory, and only one approach 

has been represented here. The approach used by the 

investigator began with the philosophy that backs 
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clinical nurse-midwifery practice. Another approach 

is the use of one of the grand nursing theories as an 

umbrella theory, which insures that the concepts are 

consistent with the more abstract levels of that theory. 

The reader is reassured of the investigator's belief in 

the credibility of alternative approaches, and offers 

the challenge for multiple models for nurse-midwifery 

practice. Of greatest importance is the continued 

evolution of nurse-midwifery knowledge through 

scientific research. 

Discussion of Instrumentation Issues 

The estimation of reliability and establishment of 

validity for an instrument goes far beyond anyone 

research project. Both are specific to a given subject 

samp1e~ both gain support with repeated testing and 

findings of a similar magnitude. As was evident with 

two of the research instruments (CLD and LBI) and as 

pointed out by Armor (1973), an adequate reliability 

coefficient is not sufficient evidence of internal 

consistency among items that are theorized to be 

additive. The science of instrument development and 

refinement with the establishment of adequate 

psychometric properties is a series of steps, only one 

of which has been represented by this research. 

The coefficients of reliability for all the 
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instruments in the research did not perfectly meet the 

criteria levels set for the coefficients, indicating the 

presence of some degree of measurement error as is 

typical with psychosocial measures. Several specific 

issues that may have contributed to measurement error 

require consideration. One issue was the favorable 

responses on the measures which contributed to the 

negative skew in the distribution for some of the 

instruments. This finding supports the need for the 

administration of a social desirability scale with each 

instrument battery. The investigator had considered 

this prior to conducting the research, with the decision 

that the response burden for the subjects was already 

heavy. and could not tolerate an additional instrument. 

This would not have solved the problem of the favorable 

responses, however, since this was a fairly homogeneous 

segment of the total population of women who receive 

care from nurse-midwives. 

Three of the four scales used to evaluate construct 

validity (the PPIA, LBCI and LBSI) were single-items 

scales. Whether one item can capture all the dimensions 

of a concept to the degree that occurs with multiple 

item scales is debated by scientists. The advantage of 

using single item scales in this research was that an 

additional method for evaluating construct validity 
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could be obtained with minimal increase in the response 

load to the subjects. However, the investigator would 

recommend that these single-item measures only be used 

with the multiple-item scales and not alone to insure 

adequate evaluation of the concepts. 

The lack of support for construct validity with 

predictive mode~ing for some instruments may have been 

due to newly hypothesized re1ationships~ the measures 

may be valid and the relationships may not be accurate. 

In contrast, with construct validity by discriminant 

correlations, the unexpected degree of relationship 

between the PPI and LDS (B = .70) also requires further 

investigation. For example, there may have been a halo 

effect for the subjects due to the immediacy of the 

labor and birth experience with the nurse-midwife. 

In the final analysis, one or more items had been 

dropped from all scales except the ESC, with a large 

proportion of the items eliminated from the CLD. While 

this is a credible procedure for evaluating the 

reliability of an instrument, this also raises an issue. 

Would the subjects have responded differently to the 

subset of items used in the final analysis if 

administered as scales, rather than with the total 

number of items? This question is one area for further 

research. 
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The primary reason for conducting the confirmatory 

principal Components analysis had been to estimate 

reliability with coefficient theta, and secondarily, to 

evaluate support for construct validity as indicated by 

the factor structure of the instruments. The 

investigator acknowledges that the sample contained the 

minimal number of subjects required for this analysis. 

With an inadequate number of subjects, eigenvalues and 

therefore theta can be unstable (Kim & Mueller, 1978). 

The investigator recommends that all the Principal 

Components analyses presented here be replicated for the 

instruments with larger samples. Particularly, 

instruments that need exploratory work with this 

methodology are the ACC and the CLD. 

The CLD scale presented several problems for the 

analysis. While the initial coefficient alpha of .81 

was adequate, this was most likely an inflated value due 

to 53 items on the total scale. The large loss of items 

in the effort to establish internal consistency 

reliability, with the unanticipated finding of two 

subscales that were not additive, supports the need for 

further testing of this instrument prior to future use 

with a population similar to the research sample. The 

instrument had been developed and initially tested with 

women who received traditional maternity care, not 
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nurse-midwifery care. This had not been foreseen as a 

problem by the investigator but may have contributed to 

the low level of significance in the causal analysis. 

The performance of the CLD scales in the causal 

analysis should be suspected of specification error. 

The resulting two scales where one had been proposed 

suggests that either one or both may not fit with the 

concept as defined. The low validity coefficient on 

CLDTWO (.26) would support this interpretation. 

However, in reviewing the content of the items on both 

CLDONE and CLDTWO, neither scale can be rejecte~ when 

compared to the definition of transcendence as presented 

in Chapter 2 which was Wthe degree to which the laboring 

woman is able to psychologically cope with the cooperate 

with the sensations and forces of labor.w Of note is 

the lack of previous research in the literature using 

the concept of transcendence with respect to labor and 

childbirth. while earlier works addressed transcendence 

in respect to religious experiences (e.g., Hood, 1973; 

Maslow, 1964), more recently Parse (1981) has discussed 

transcendence as a more general approach to life and 

health, while more recent investigators have explored 

transcendence in relation to death (e.g., Klass & 

Gordon, 1978; Reed, 1987). The investigator's 

recommendation is that further work be conducted in 



refining the concept definition, perhaps with a 

qualitative approach, and that this then be followed 

by a reevaluation o~ an appropriate measure for the 

concept. 
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The pilot testing of the reliability for the PPI 

had been conducted with a sample of women who labored 

and gave birth at the birth center. In the pilot 

testing, several items had no variance due to highly 

favorable responses by the subjects. The support for 

reliability and validity for the PPI with the current 

research sample, a mixed sample in terms of location of 

labor and birth, was important for continued work with 

this instrument. The expansion of the response options 

to seven from five, however, did not improve the 

variance to the degree that this modification was 

supported. 

The question could be asked why the findings were 

different for the two measures of Enhanced Self-Concept. 

No significant relationships were found with the Se1f

Confidence Scale (ESC), while one relationship was 

significant with the Self-Concept Index (SCIA). 

Regardless of the two scales having the same origin, 

there were differences in the way they were handled in 

the analysis. The ESC was the original form using 

dichotomous scaling, with the 34 items imbedded in the 
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300-item ACL and the number of the 34 items checked by 

the subject standardized against the number of items 

checked on the total ACL. The SCIA, in addition to 

using visual analogue scaling, had the 34 items standing 

as a distinct scale, the subjects responded to each 

item, standardization was not done, and eight items had 

been eliminated in the process of evaluating internal 

consistency reliability. While the difference between 

alpha and theta on the Ese suggested that there may be 

more than one subpart to the scale, the serA had been 

moaified to isolate the most relevant items for this 

sample. These differences alone could account tor the 

differences in the findings. 

The Labor and Bir.th Support Inventory did not 

perform as well in the analysis as had been hoped. The 

minimal variance on the revised scales and negative skew 

most likely prevented additional significant findings in 

the causal analysis. For example, even with 

transformation to correct for the negative skew, the 

normality of the residuals was little improved. 

Therefore, the instrument (measurement) rather than the 

concept or the relationship (specification) should be 

suspected as the source of error. The investigator was 

aware of this possibility and took this risk knowingly 

in developing a new instrument for the research with 



126 
minimal prior testing. The alternative was no 

measurement, as an instrument had not been located in 

the literature reviewed. The LBI will be further 

evaluated, redesigned and submitted to further pilot 

testing. 

Implications of the Findings for 
Clinical Nurse-Midwifery practice 

The direct effect and the mediating effect of 

positive presence on the outcome variable of labor 

satisfaction and the direct effect on enhanced self-

concept, support the continuation of those qualities of 

nurse-midwifery care embodied in the concept of positive 

presence. Recall that positive presence was defined as 

the extent to which the nurse-midwife's response to the 

laboring woman encompasses the high touch qualities of 

nurturance, intuitive awareness, sensitivity, personal 

attention, knowledge, professional expertise, and the 

presumed validity of the individual woman's subjective 

experience. To the extent that this conceptual 

definition has been captured in the Positive Presence 

Index, and to the extent that the subjects were not 

simply giving the socially desirable response, then for 

the women in the sample, the way in which the nurse-

midwifery care was provided made a significant 

contribution to both their feelings of satisfaction and 
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enhanced self-concept. To restate an ear.lier premise, 

the woman's perception of the care she received made a 

difference in a her. satisfaction with that care. 

The measurement issues with the Labor and Birth 

Support Inventory (LBI) as discused above may be one 

reason the measure for labor support did not perform as 

had been predicted. However, there may also be a 

clinical explanation for the finainqs. Recall that 

labor support had been defined as the adequacy of verbal 

praise and encouragement, advocacy and physical comfort 

measures provided by significant others to the laboring 

woman. Although the women were given written 

instructions to differentiate labor. sugport received 

from a significant other (i.e., family or friends) from 

the presence of the nurse-midwife when responding to the 

LBI, some subjects were unable to make this distinction 

and nine subjects included the nurse-midwife as a source 

of labor support. In other words, the women saw the 

nurse-midwife as a source of labor support in much the 

same way as the significant others were perceived. This 

finding is not in agreement with the work of 

Bennett, et ale (1984) nor the work of Norbeck (1986), 

who found that women were able to differentiate sources 

of support. However, Norbeck's research was not 

conducted with nurse-midwife providers of intrapartum 
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care. The qualitative difference in nurse-midwifery 

care may have contributed to the failure of the measure 

as cor.structed and provides an area that needs 

further research with a qualitative approach, a more 

heterogeneous sample and a contrast population. 

Finally, the direct and indirect effect of prenatal 

care satisfaction on labor satisfaction provides a rich 

area for clinical emphasis. As indicated by th~ 

findings, satisfaction at one point in care is related 

to satisfaction at a later time in the care process. 

This is important with the mixed sample, where some 

women who had wanted to be at the birth center for labor 

and birth had to be at the hospital, and particularly 

for the women who were moved from the birth center to 

the hospital during labor. While 74.2% of the sample 

had planned to have their baby at the birth center, only 

46.1% were able to do as they had planned. The findings 

indicate that even though the women did not have the 

exact experience they had wanted, those who were 

satisfied with prenatal care were also satisfied with 

their intrapartum care. Clinically, the assurance of 

client satisfaction during prenatal care is an important 

focus for the nurse-midwife because of the predictive 

value of prenatal care satisfaction for labor 

satisfaction. 
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Research Design Limitations 

The research design contained several limitations. 

First, the subjects ware both self-selected into the 

care of the nurse-midwives and volunteered for 

participation in the research, limiting the 

generalization of the findings of the research. Since 

inclusion of the description of this sample will 

contribute to the existing literature, this limitation 

was not seen as a major problem in designing the 

research. However, the homogeneity of the research 

sample may have contributed to the limited distributions 

on some of the measures. The research sample was 

composed of 56.3% of all the women who gave birth 

through the birth center during the time of the study. 

One known difference between the participants and those 

who did not participate in the research were that more 

of the women in the sample were transferred from the 

birth center to the hospital during labor than those not 

in the sample. A second known difference was that those 

women who did not experience labor were unable to 

complete the postpartum measures, as occurred with five 

potential subjects who had to be eliminated from the 

sample. There may have been additional unknown 

differences between participants and nonparticipants 

from the birth center, in addition to possible 
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difference between the birth center population and 

the population of all women who receive nurse-midwifery 

care. However, a recent study found no differences in 

labor and birth outcomes, using physical morbidity 

indicators, between women who self-selected and indigent 

women who were assigned to a birth center and nurse

midwifery care (Scupholme & Kamons, 1987). 

Second, the full N-MP Model was not tested in this 

research, and the investigator was aware of partial 

specification of the model with the inclusion of the 

most relevant maternal psychosocial variables to 

minimize the response burden on the subjects. Once the 

appropriate psychosocial variables have been determined, 

these can then be combined with the most relevant 

physiological variables indicated in the literature and 

proceed with the full testing of the model. 

Finally, no effort was made to distinguish between 

the mode of care of the several nurse-midwives who 

provided the care to the women in the sample. The 

greater inter~st was in the women's perception of nurse

midwifery care in a general sense, with the assumption 

that all the nurse-midwives gave comparable care to the 

women in the research sample. In a small clinical 

practice such as the birth center, this may be the case. 

This issue requires further investigation, not only with 



the birth center, but also with larger more diverse 

clinical nurse-midwifery practices. 

Conclusion 
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Conducting a causal test of the predicted 

relationships among the psychoso~ial variables in the 

Intrapartum Care Level of the N-MP Model was the primary 

focus of the dissertation research. The model 

Qriginated retroductively from grounded theory 

methodology with supported from the literature. The fit 

betwee~ the proposed model and clinical practice data 

was supported in this research. The utility of the 

model will be the eventual ability to predict nurse

midwifery outcomes as tested with the causal modeling 

strategy. Of particular importance is the strong 

support for the concept of positive presence and the 

contribution of nurse-midwifery care to women's 

satisfaction with their labor and birth experiences as 

well as feelings of enhanced self-concept. This 

research was the first full scale prospective study 

undertaken to test the variables and their predicted 

relationships within the N-MP Model. 

The significance of the research is the potential 

for a practice model for nurse-midwives, starting with 

the testing of the Intrapartum Care Level of the N-MP 

Model with a prospective design. The nurse-midwifery 
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literature and the preliminary work suggested that there 

was much variance in nurse-midwifery care outcomes 

still to be explained. In this regard, the aims of the 

research, in direct response to the needs within the 

nurse-midwifery profession have been well met. 

The dissertation research was seen as an initial 

step in a program of research to test and refine the 

Nurse-Midwifery Practice Model for use in research, 

education and practice by nurse-midwives. The pre-

doctoral phase focused on selected psychosocial 

variables, whereas the post-doctoral phase of the 

research will continue with the development of 

instrumentation and progress to the testing of the 

relationships among the psychosocial, physiological and 

fetal variables in the Intrapartum Care Level of 

the N-MP Model. 
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SUBJECT DEMOGRAPHIC DATA: Prenatal Interview 

DATE OF INTERVIEW: 

PLACE OF INTERVIEW: (1) Birth center (3) Home (4) Other ______________________ __ 

WEEKS PREGNANT: 

EXPECTED DATE OF BIRTH: 

PLANNED PLACE FOR BIRTH: (1) Birth center (2) Hospital 
(3) Home (4~ O~h~r ______________ _ 

SUBJECT'S AGE: 

ETHNICITY: (1) White (2) Black (3) Asian (4) Hispanic 
(5) American Indian (6) Other 

MARITAL STATUS: (1) Married (2) Single, never married 
(3) Separated (4) Divorced (5) Widowed 
(6) Other _______ _ 

INVOLVEMENT WITH PARTNER: (1) Living with partner/husband 
(2) Not living with partner/husband 

EDUCATION: , of years 

HIGHEST LEVEL OF EDUCATION OBTAINED: 

OCCUPATION 

(1) Eighth grade or less 
(2) Some high school 
(3) Finished high school 
(4) Trade school or vocational training 
(5) Some college 
(6) Bachelor's degree 
(7) Master's degree 
(S) Doctorate or professional degree 
(9) Other ________ __ 

(1) FULL TIME (2) PART TIME 

PARTNER/HUSBAND'S OCCUPATION ____________________ __ 

APPROXIMATE ANNUAL FAMILY INCOME __________________________ __ 

# OF PEOPLE LIVING IN YOUR HOME INCLUDING YOURSELF: 

PAYMENT METHOD FOR HEALTH CARE THIS PREGNANCY, LABOR & BIRTH: 
(1) Group insurance (3) Self pay 
(2) Private insurance (4) Indigent 
(5) Other 

WAS THIS A PLANNED PREGNANCY: (1) No (2) Yes 

. page 1 

134 



, OF CHILDREN PREVIOUSLY DELIVERED BY CNM ________ _ 

, OF PREVIOUS CESAREAN SECTIONS: 

, OF PREVIOUS FORCEPS/VACUUM E~~.tACTOR FOR BIRTH: 

PLACES OF BIRTH OF CHILDREN: 
(circle all that apply) 

(1) Birth center (2) Hospital 
(3) Home (f) other ________ _ 
(5) Not applicable 

PARITY: 
# of pregnancies, i~cluding the present one ____________ _ 
, of miscarriages 
# of living children ____________ __ 
, of term births 
# of preterm births ______________ __ 
, of multiple births 
, of adopted &/or step children 

REASON(S) FOR CHOOSING THE PLACE FOR LABOR « BIRTH WITH THIS 
PREGNANCY/CHILD: (circle all that apply) 
(1) Cost 
(2) Nurse-midwifery care 
(3) Location of facility 
(4) Problems with a previous labor and birth 
(5) Short stay 
(6~ Wanted family, friends or other children to be at birth 
(7) Wanted to be able to rest after having the baby 
(8) Wanted to have a woman care for me during pregnancy, 

labor and birth 
(9) Concerns about unnecessary medical interference 

'( 10) Other 

CHILDBIRTH CLASSES: (1) No (2) Yes 
If Yes, type of class: (1) Birth center 

(3) Lamaze 
(5) ICEA 

(2) Bradley 
(4) Red Cross 
(6) Other 

COMMENTS: ________________________________________________ __ 

•••• ARRANGEMENTS FOR THE SECOND INTERVIEW: 

page 2 
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SUBJECT DEMOGRAPHIC DATA: Postpartum Interview 

DATE OF INTERVIEW: 
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PLACE OF INTERVIEW: (1) Birth center (2) Hospital (3) Home 
(4) Other 

DATE OF BIRTH: 

TIME FROM INFANT'S BIRTH TO START OF INTERVIEW ____________ __ 

ACTUAL PLACE OF BIRTH: (1) Birth center (2) Hospital 
(3) Home (4) Other 

LENGTH OF LABOR (From onset of contractions to time of birth, 
to closest 1/2 hour): 

# OF SIGNIFICANT PERSONS PRESENT DURING LABOR: (# of each) 
Husband/partner 
Sister 
Mother 
Father 
Female friend 
Male friend 
Children 
Other 

(Total) 

# OF SIGNIFICANT PERSONS PRESENT DURING BIRTH: (I of each) 
Husband/partner 
Sister 
Mother 
Father 
Female friend 
Male friend 
Children 
Other 

(Total) --------------------------------

PERSON(S) ASSISTING THE BIRTH OF THE BABY: 
(check all that apply) 

Nurse-midwife (initials) 
Student nurse-midwife 
Doctor 
Partner/Husband 
Other 

TYPE OF BIRTH/DELIVERY: (1) Spontaneous vaginal 
(2) Forceps 
(3) Vacuum extractor 
(4) Cesarean section 

SEX OF INFANT: (1) Male (2) Female 
WEIGHT OF INFANT: lb. oz. 



FOR BIRTH CENTER PLANNED BIRTHS: 

WAS MOM TRANSFERRED FROM BIRTH CENTER TO HOSPITAL DURING 
LABOR? (1) No (2) Yes 

IF YES, REASON FOR THE TRANSFER: 

# of hours of labor before transfer 
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IF MOM NOT TRANSFERRED TO THE HOSPITAL DURING LABOR, DID BABY 
NEED TO GO TO THE HOSPIT~L AFTER THE BIRTH? (1) No (2) Yes 

IF YES, REASON: 

IF MOM NOT TRANSFERRED TO THE HOSPITAL DURING LABOR, DID MOM 
NEED TO GO TO THE HOSPITAL AFTER THE BIRTH? (1) No (2) Yes 

IF YES, REASON: 

FOR HOSPITAL PLANNED BIRTHS: 

PROBLEMS THAT DEVELOPED DURING LABOR: 

PROBLEMS FOR MOM AFTER BIRTH: 

PROBLEMS FOR BABY AFTER BIRTH: 

MEDICATIONS RECEIVED DURING LABOR AND/OR BIRTH: 
(circle all that apply) 

(0) NONE 
(1) Something to stimulate the labor 
(2) Something to lessen the pain of labor 
(3) Sleeping pill for rest 
(4) Anesthetic (indicate type) 

(a) local (b) epidural (c) general (d) other ______ __ 
(5) Other type of medication received ____________________ _ 

COMMENTS: 



PRENATAL SATISWACTION QUESTIONNAIRE 

Th. followin~ .t.tement. pert.in to your •• ti.f.ction with 
the nur.e-midwifery c.r. you r.ceive durin~ your pre~nancy. 
Ple •• e circl. the letterCe) which b •• t indicmte your teelini. 
re~ardin~ the car. you r.c.iv •• 

SA Stron~ly .~ree with the .t.tem.nt 
A A~r •• with the .t.tem.nt 
D Di •• ~r •• with th •• t.t.ment 

$D Strongly di •• gr •• with th •• t.tement 

1. The nur.e-midwiv •• let me h.v. a •• y 
in my pren.t.l C.re. 

2. Th. nur •• -midwiv •• don't usually 
an.wer my qu •• tion •• 

3. The nur •• -midwiv ••• pend enough tim. 
with me durin~ my pr.n.tal vi.it •• 

6. Th. nar •• -midwiv.s know wh.t th.y 
ar. doin~. 

~. Th. nur •• -midwiv •• order too many 
blood te.t •. 

6. The nuree-aidwiv ••• r •• lw.y. makin~ 
deci.ion. for me. 

7. The nur •• -midwiv •• ~iv. m •• lot 
of support. 

S. Th. nur •• -midwives .re really' 
int.rested in m. and r •• p.ct 
my te.l1n~ •• 

9. I f.el .afe with the nur •• -midwiv •• 
c.rin~ for m. during my preiD&ncy. 

10. Th. nur •• -aidwiv •• ar. alw.y. ~ivin~ 
me pr •• cription. for different kinds 
of aedic.tion •. 

11. Th. nurme-midwiv •• only do va~in.l 
ex .. in.tion. wben th.y ar. n.c •••• ry. 

12. Sometime. I do not tru.t the 
nurse-midwiv,.' jud~ment. 

13. The nur •• -aidwive. ar& helpful bec.u.e 
they u.e word. I can understand. 

SA A D SD 

SA A D SD 

SA A D SD 

SA A D SO 

SA A 0 SD 

SA & 0 SO 

SA A D SD 

SA A D SO 

SA A D SD 

SA !. D SD 

SA A D SD 

SA A D SD 

SA A D SD 
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SA Stron~ly .~r •• with the .t.tement 
A A~ree with the .tat ••• nt 
D Di •• ~r.e with the .t.t.ment 

.D Strongly di •• ~r •• with the et.t.m.nt 

16. Th: nuree-.idwive. .upport me by 
an.wering my qu •• tion. and li.t.nin~ 
to ay probl .... SA A D SD 

115. Sometim •• the nur.e-aidwive. make iii. : •. 1 tc;c;li&h. SA A Ii ::.u 
16. I would re.lly t.el e.t.r with. doctor 

caring for me dur1n~ BY pregnancy. SA A D SD 

17. Th. nurae-midwives only order blood 
te.t. when they are re.lly n.c •••• ry. SA A D SD 

18. Th. nurae-midwiv •• don't let me 
p.rticipat. in any ot the d.cieione 
concerning ay pregnancy. SA A D SD 

19. Th. nurae-midwiv.. do not expl~in 
t.h.. change a th.t .r. goin~ on 
during my pregnancy. SA A D SD 

20. The nurae-midwiveo only order the 
n.c •••• ry mod~c&t~~n •. SA A D SD 

21. Th. nuree-midwives give me support 
by l.tting ae know how I .. doin~. SA A D SD 

22. The nuree-aidwive. .re not re.lly 
int_re.ted in me becau.. th.y ru.h 
through ay vi.it •• SA A D SD 

23. Th. nura.-midwives make ae tee 1 like 
I have eome control ov.r what happen. 
to me durin~ my pre~nancy. SA A D SD 

2' • The nur==-=idwiv •• don't think I have. 
ri~ht to make d.ci.ion •• bout my car •• SA A D SD 

25. It I could afford it, I would rather 
have a doctor take c.r. ot ••• SA A D SD 
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ATTITUDE TOWARD ISSUES IN CHOICE or CHILDBIRTH SCALE 

Directions: The following atatement. concern your 
preterencea about how and where you chose to have your baby. 
Read each statement carefully and circle the answer that 
indicate. how much you agree or dl.agroo with that .tatement. 

1. WO .. D should deliver OD a delivery table becaWie it .ake. 
tbe doctor/nur.e-.idwife'. job ... i.r. 

STRONGLY AGREB 
AGREE 

TEND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

2. It'. bett.r that the laboring WOaaD let the doctor/Dur.e
midwife aake ~et decisions :01' her, 

STRONGLY AGREE 
AGREE 

TEND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

3. It'. be.t for all wo .. n to bave aD iDjection right after 
birth to help the uterus to -tira-, 

STRONGLY AGREB 
AGREE 

TEND TO 
AGREB 

TEND TO 
DiSAGREE 

DISAGREE STRONGLY 
DISAGRE~ 

•. Mo.t DeW aathere n-.. d extra re.t, eo it'e beet for allot 
the. to etay 1D a hoepi tal tor a f_ day •• 

STRONGLY AGREB 
AGREE 

TEND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

5. It'. be.t that wo .. n DOt be allowed to leave a hoepi tal 
or birth room eOOD after birth becau.e they really can't 
care tor eelf and baby _11 eDOugh. 

STRONGLY AGREB 
AGREB 

TBND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

6, Until a .other'e .ilk co ... iD, it'. be.t to give the 
baby .0_ fonnala when be/.be i. hungry. 

STRONGLY AGREB 
AGP~!l 

TEND TO 
AGREB 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 
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7. Bab1ee ebould be cared for ~1gbt after b1rtb in nureer1ee 
where they can get the very clo.. attention that tbey 
need. 

STRONGLY AGREE TEND TO 
AGREE AGREE 

TEND TO DISAGREE STRONGLY 
DISAGREE DISAGREE 

8. Becau.e they know tbe .o.t about it, the doctor or nur.e
a1dw1f. .bould decide what kind and how auch .. d1c1ne to 
give the woan in labor. 

STRONGLY AGREE TEND TO 
AGREB AGREB 

TEND TO DISAGREE STRONGLY 
DISAGREE DISAGREE 

9. Mo.t WOMn probably don't r.ally know .nough about labor 
and deUveX'Y to be able to aake the beet dec1.10D8 for 
tba ... lv •• and for their babi.e. 

STRONGLY AGREE TEND TO 
AGREE AGREE 

TEND TO DISAGREE STRONGLY 
DISAGREB DISAGREE 

10. It'. better that woan DOt be peraitt.d to bave anytb1ng 
to eat 01' to dr 1nk wbl1. tlley ar. 1n labor. 

STRONGLY AGREE TEND TO 
AGREE AGREE 

TEND TO DISAGREE STRONGLY 
DISAGREE DISAGREE 

11. It'. probably be.t that all .ather. hava a fetal son1tor 
_chine ued dv1ng their labor •• 

STRONGLY AGREE 
AGREE 

TEND TO 
AGREB 

TEND TO DISAGREE STRONGLY 
DISAGREE DISAGREE 

12. Chl1dren an4 other f_l1y or fr1eDde (except the tather) 
ehould DOt be pre •• nt at • birth. 

STRONGLY AGREE TIND TO 
AGREE AGREE 

TEND TO DISAGREB STRONGLY 
DISAGREE DISAGREE 

13. It'e al .. ye be.t to etay in bed when you are 1n labor. 

STRONGLY AGRII 
AGREE 

TEND TO 
AGREE 

TEND TO DISAGREE STRONGLY 
DISAGREE DISAGREE 
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1.. The ho.p1tal 1e the beet place tor everyone to deliver, 
becauee 1t'e the .. t •• t place. 

STRONGLY AGREE 
AGREE 

TEND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

15. It'e beet to have all bab1ee delivered by a doctor, 
becauee birth 1. 80 r1liky. 

STRONGLY AGREE 
AGREE 

TEND TO 
AGREB 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

16. It you have had a C-eection it'. beet that you have all 
other babie. that -1'. 

STRONGLY AGREB 
AGREE 

'l2ND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

11. Right after birth, before Moa holde th. baby, baby 
ehould be wiped c!ry and U'apped 1n a blanket. 

STRONGLY AGREE 
AGREE 

TEND TO 
AGREE 

·.rEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 

18. The back-lying ·po.ition 1e probably the be.t one tor 
delive~, although eo .. wo .. n wiab to do It .quatt1ng or 
on their .ide •• 

STRONGLY 
AGREE 

AGREE TEND TO 
AGREE 

TEND TO 
DISAGREE 

DISAGREE STRONGLY 
DISAGREE 
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POSITIVE PRESBNCB IND~~ 

Instructions: Thi. questionnaire pre.ents a ser1es ot statements about 
the care you received fro. the nurse-midwife who was with you during 
your labor and birth. Think about your labor and birth experience. 
Indicate whether you agree or disagree with each etatement by circl1ng 
the ONB re.pon.e that best de.cribe. your actual experience. Read each 
st~tement carefully. Answer as honestly as you can remember events 
happening. It any .tatement i. not clear to you, please ask tor help. 

During IIY labol' and birth ••• 

1 • The Dva.-.idwU. azpla1ud wbat eba __ going to do befora ahe did 
tbinga to _. 

STRONGLY MODBRATELY SLIGHTLY UNDBCIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGRE2 AGREE DIS~GREE DISAGREE DISAGREE 

2. Tbe DUl'aa-.idw1fe ae.aed to know .bat I n .. ded betol'e I .. ked. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

3. Tbe Dva.-.idwj~f. gave .. confidanc. in IIY CMIl abil1ti ••• 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREB AGREE DISAGREE DISAGREE DISAGREE 

,. Tbe nv_-.1dw1f. abou14 bave paid 1101'. attent10n to _. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREB DISAGREE DISAGREE 

5. Tbe nva.-.1d1fif. conf1r_d tbat .bat I ... ' •• l1ng ... nor_1. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

6. Th~ nUZ'ae-a1dw1fe helped .. to cope .itb IIY labor contractiona. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREB AGREE AGREE DISAGREE DISAGREE DISAGREE 

7. 2'he Dva.-.1dw1f. a .. aed to know what wou14 work beat for ... 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 
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8. The nur •• -al~lf. ll.teDad wben I .xpr •••• d ., conc.rne. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

9. 'I'b. nur_-aldwlf .... out of the rooa too aucb of the t1_. 

S~RONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

10. 'I'he nur_-aldwif. helped _ to work wlth wbat I ... f •• Unll. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

11. 'I'he nur •• -aldwlf. w .. conelderat. of ay f .. l1y and frl.nde. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATE~Y STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

12. 'I'he nur •• -aldwlfe gave .. re_.urence wh.n tblnll. Ilot toullh. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

13. Th. nur.e-aldwlfe'. toucb __ co.tortlng. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

16. The nur •• -aldwlte dld not UDder.tend wbat I wao .aylnll .t tl .... 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

1&. The nur •• -aldwlte took car. ot .v.rythlng .1 ••• 0 I could 
concentrate on ., labor. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

16. The nur.e-aldwlfe under.toad wbat I w_ .. ylng even wben the word. 
c ... out all juabled up. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGRBE AGREE AGREE DISAGREE DISAGREE DISAGREE 



17. The Dur.e-.idwite belped _ to tell the othGr people around •• 
wbat I needed < 
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STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

18. The Dure~-.idw1te .ncovag.d _ eo that I could do the beet 
I ... capable ot doing. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAOR~E DISAGREE 

1 II • The Dur.e-.i4lf1te jut did th1Dg. wi tbout t 1r.t ulting _ ho. I 
wou14 l1ke th1D\I. to be done. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

20. The Duree-.1dwite helped _ to UDder.tand how ay body worD. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

21. The Dur.e-.1dwite helped .. to be .. co.fort.ble ..... po •• 1ble. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

22. The Dur .. -.idw1te re.poDd.4 to ay CODcerD. iD & •• Y that ••• 
f_il1er to ... 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

23. The Dur •• -.141f1te ... an expert .t what tlbe did. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERA'r!LY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

24. Th. Dur .. -.1dwit. did Dot help _ to relax with -r labor. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 
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2~. The Duzoe.-a1d,dt.'. 1fOI'de "1'. eootb1Dg. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGRBB DISAGREE DISAGREE DISAGREE 

26. The Duzoee-a1dwU .... _d to v.nd.retand what w •• happening to ... 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGRBE AGREE AGREE DISAGREE DISAGREE DISAGR2E 

21. The nuzo.e-a1dwU. helped ay labor coacb to work w1tb ... 

STRONGLY MODERATELY SLIGHTLY UNDECIDID SLIGHTLY MODERATELY STRONGLY 
AGREE AGRBB AGREE DISAGREE DISAGREE DISAGREE 

28. 'lbe Duzo .. -.1dwUe prepared _ tor wbat to expect next. 

STRONGLY MODBRATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREB AGREB AGREE DISAGREE DISAGREE DISAGREE 

29. '1'he Duzo .. -.1dwUe did 11 ttl. to e_e ay paiD and lS1eco.tort. 

STRONGLY MODERATELY SLIGHTLY UNDECIDED SLIGHTLY MODERATELY STRONGLY 
AGREE AGREE AGREE DISAGREE DISAGREE DISAGREE 

;hank you tor your responses! 

1986 @ El.-Joy Lehrman 



LABOR AJII) aIRR SOPPORT lwurrOR~ 

Directions: The purpose of this questionnaire is to find 
out about the .upport you received from a significant person 
during your labor and birth experience. Significant person 
refers to the person or people you chose to be with you, such 
aa your husband, partner, sist~r, aother, friend, and so on; 
do NOT include any health professionals in your answer. 

Pirst, list the person or people who provided most of your 
labor and birth support in ths space below, and indicate 
his/her/their relationship to you: 

1. 
(name or initials) (relationship) 

2. 
(name or initials) (relationship) 

3. 
(name or initials) (relationship) 

4. 
(name or initials) (relationship) 

5. 
(name or initials) (relationship) 

Keep this person or these people in mind as you complete the 
rest of this questionnaire. 

Next, for each item below, circle the letter of the category 
that BEST describes your labor and bi~~~ experience. The 
categories are: A - More than I wanted 

B - As much as I wanted 
C - Less than I wanted 

During·.y labor and/or birth, 
the abov. support person(s) ••• 

A - Mor. than I want.d 
B - A. auch a. I wanted 
C - L •• s than I want.d 

1. Helped me get ready when it was 
time to go. A B C 

2. Took ms to be checked. A B C 

3. Told mt:l things that helped me stay calm. A B C 

,. Reminded me how to do my breathing. A B C 

5. Gave me support when I needed to walk. A B C 
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During ~ l.bor and/or birtb, 
the .bov. .upport pereon (.) ••• 

A - Mor. than I want.d 
B - A8 .uch •• I want~d 
C - L... than I wanted 

6. Wa. ther. with me. A 

1. Liatened to my fear. and concerna. A 

8. Helped to pa •• the time with me A 

9. Told me I w •• doing well. A 

10. Helped me to concentrate on what I 
wa. doing. A 

11. Kept me going when I felt like giving up. A 

12. Timed my contractions. A 

13. Helped me to move into a comfortable 
position. A 

1 •• Helped me to stay in control, or 
to regain control. A 

15. Brought me .omething to eat or drink. A 

16. Helped me make a decision about the 
care I received. A 

17. Sharea 1n my crying ana tears. A 

lB. Reminded me how to do thing. I had 
practiced. A 

19. Let me know that I wa. important. A 

20. U.ed humor to help me keep ay perspective. A 

21. Held my hand. A 

22. Asked me if I was doing alright. A 

23. Helped me with my pushing. A 

2 •. Shared 1n my first seeing the baby. A 

25. Showed affection towards ae. A 

26. Gave me a shoulder to lean on. A 

1987 @ £la-Joy Lehrman 
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THE COPIMG 1M LABOR AYD DELIVERY SCALE 

Each woman cope a with t~e .tre.. of 
labor and delivery in her own unique 
~y. I am intere.ted in how you 
managed thia aituation. Each of the 
following i. a way of coping in labor 
and delivery. How often did you uae the 
following method.? Pleaae an.wer by 
circling one number for each item. 

Coping Method 

1. U.ed breathing pattern •• 

2. llleeded .omeone to breathe with _. 

3. Aaked .omeone to .tay with me. 

•• Pelt better with another 
peraon nearby. 

5. Wllnted to touch aomeone. 

6. Wanted aomeon. to touch .e. 

7. Pound comfort in aoothing 
BI'!""U!'"iI). .uch a. backrub., 
ica chipa, heating pad, etc. 

8. ;1anted .01ll8l)ne to talk to. 

9. Pound cOlllfort in aOllleon.'. 
wareS. of encourag_ent. 

leo Asked for rea •• urance. 

11. Apologized for lIY.elf. 

12. Weeed the Dur.-'dvU. CO be tbare. 

13. Asked for the doctor. 

14. Refu.ed thing •• 

15. Rafu.ed to do .a.ething. 

16. Refu.ed .omeoae'. help. 

17. Complained about ===thin;. 

18. Cried. 

19. Yelled, .creamed or .caned. 
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II · u >-... · ~ • ! .. ! oC 

0 .. .. .. c · .. II J 
.. 

~ Coping Method " u ... 
:! c ... 

0 0 c 
28. Got annoyed or fruatrated. 1 2 3 4 5 

2 •• Got angry or 10.t my temper. 1 2 3 4 5 

22. Begge~ and pleaded for 1 2 3 4 5 
aomething. 

23. A8ked for medication. Took 1 2 3 4 5 
medication if offered. 

24. '1'old eo_one that I 1 2 3 4 5 
want.ed t.o puah. 

4.5. Wanted to know when a 1 2 3 4 5 
contraction waa coming. 

26. Timed contraction •• 1 2 3 4 5 

27. Did aomething ju.t to keep buay. 1 2 3 4 5 

28. Walked. 1 2 3 4 5 

29. Tried to re1az lIlY body. 1 2 J 4 5 

3", Sat in chair or rocker. 1 2 3 4 5 

31. Changed po.itione in bed. 1 2 3 4 5 

32. Focuaed on eomeone'. face. 1 2 3 4 5 

33. Focuaed on a focal point. 1 2 3 4 5 

34. Tried to keep lIlY eye. c10.ed. 1 2 3 4 5 

35. Tried to keep lIlY eye. open. 1 2 3 4 5 

36. Tried to look at the bright aide. 1 2 3 4 5 

37. Tried to be ill control of the 1 2 3 4 5 
.ituation. 

38. Tried to -bold on- or -haag in 1 2 3 4 5 
there-. 

39. 'nlought about II.omething to keep 1 2 3 4 5 
ay aiDeS off vhat va. happening. 

48. Tried to think of aometbing relazing. 1 2 3 4 5 

41. 'nlought -thb will all be worth it- • 1 2 3 .. 5 

42. U.ed pa.t knowledge to help 1 2 3 4 5 
ay.e1f. 
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Coping Method ! c 
0 0 c 

43. Tried to cooperate or help 1 2 3 4 5 
lIly.elf. 

44. Tried to ·tak. it a. it com •• •• 1 2 3 4 5 

45. Tried to get prepared lIlentally or 1 2 3 4 5 
·p.ych lIIy.elf". 

46. Tried to keep a •• nll. of humor. 1 2 3 4 5 

47. Did not allow my •• lf to think 1 2 3 4 5 
negatively_ 

48. Worried about aOIll.thing. 1 2 3 4 5 

49. Wiahed it would b. ov.r. 1 2 3 4 5 

5". Wanted to go hOllle. 1 2 3 4 5 

51. Slept whenever I could. 1 2 3 4 5 

52. Turned to God, prayed. 1 2 3 4 5 

53. Wanted aOlllething to eat. 1 2 3 4 5 



LABOR AND DELIVERY SATISFACTION QUESTIONNAIRE 

The following .tatem.nt. pertain to your .ati.fact10n with 
the nurs.-midwif.ry matern1ty care you received during your 
labor and de11very. Plea.e c1rcle the letter(s) which best 
indicate your fee11nge regarding the care you received. 

SA Strongly agree w1th the .tatement 
A Agr •• with the atat.m.nt 
D Di.agree w1th the .tat.ment 

SD Strongly d1.agr.G w1th the .tat.mant 

1. As long as the nur •• -midwlfe thought 
it was safe. I was free to do what I 
want.4 during labor and deliv.ry. 

2. The nurs.-.idwlf. was with •• during 
most ot my labor. 

3. The nurs.-midwif. sometlmes mad. m. 
feel asham.d of my behavior. 

•. I f.lt confident !n the n~rQ.=-midwife'a 
ability to care for a •• 

6. The nur.e-midwif. did too many 
vaginal examinations. 

6. The nurse-mldwife did not help me 
with my breathing. 

1. I felt I had no .ay in what happened 
to me durlng labor and d.llvery. 

8. The nurse-aidwife kept m. inform.d 
of my progr •••• 

g. Sometimes I did not trust the 
nur •• -aidwit •. 

10. The nurs.-mldwii. was always 
sugge.ting I take so.e •• dicatlon •. 

11. I was allow.d to hold my baby when 
I want.d to. 

12. I do not think the nur •• -midwife 
wa. very .upportiv. during labor 
and deli very. 

13. The nurse-mldwife tnew what she 
was doing. 

SA A D 80 

SA A D SD 

SA A 0 SD 

8A A 0 SD 

SA A D SD 

SA A D SD 

SA A D SO 

SA A D SD 

SA A 0 SD 

SA A D SD 

SA A D SD 

SA A D SD 

SA A D SD 
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SA Strongly agree with the .tate.ent 
A Agre. with the .t.t •• ent 
D Di •• gree with the .t.te •• nt 

ID Strongly di.agr •• with the statement 

U. The nuree-midwif. did not think it 
w.. n.c •••• ry for everyone to have 
an I.V. during labor and delivery. SA A D SD 

115. I f.lt the nur •• -midwife wa. 
accopting ot my behavior during 
labor and delivery. SA A D SD 

16. I wa. allowed to d.liver in the 
po.ition I wanted. SA A D SD 

11. The nurse-midwife re.lly helped .e 
during my l.bor. SA A D SD 

18. The nuree-midwife reep.cted my 
teeUngs. SA A D SD 

li. I would have felt sa~er with a 
doctor caring for .e. SA A D SD 

20. The nurse-midwife did not think 
ev.ryone should hav. the fetal 
monitor during labor. SA 1 D SD 

21- I was not allowed to make decisiens 
for .yself during labor and delivery. SA 1 D SD 

22. I do not think the nurse-midwife 
wa. really interested in me during 
.y labor and delivery. SA 1 D SD 

23. The nurse-midwife only did va::!!!al 
examination. wh.y they were 
nece •• ary. SA 1 D SD 

24. I felt the nurse-midwife enjoyed being 
with .e during .y labor and delivery. SA A D SD 

25. I felt .ecur. with the nur.e-midwife 
caring for •• during my labor and 
deUv.ry. SA 1 D SD 

lGS3 @ Paa.la Ann .:Joseph 
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SBL~-CONCIPT, Alternate ~ormet· 

Directions: Tha words below describe how people teel about 
themselves. How do you fe.l about yourself tod&y? Put a 
slash .ark ( / , acro.s each line at the place that BEST 
describe. how you feel about yourself right now. Work 
quickly and do not spend too auch ti.e on anyone Hen. 

AC'tIW 
Extre.ely Not at All 

AlGt'l'IOOS 
Extremely Not at All 

USDUva 
Extra.ely Not at All 

CL&AR-'fJIIHI.11 
Extr •• ely Not at All 

CONIIOMPLACE 
&.xtrellely Not at All 

COnIDKII'r 
Extremely Not at All 

COV!' lClEOOS 
Extremely Not at All 

DE'l'IUUIIDD 
Extre.ely Not at All 

DOLL 
Extre_ly Not at All 

IJIUClftIC 
Extre_ly Hot <At All 

U'l'KRPKISI.O 
Extre_ly Hot at All 
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U'l'BUSIUnC 
Extr •• ely Hot .t All 

GOOD-LOOltIMG 
IXtr ••• ly Not at All 

1IJ.AL'l'BY 
IXtre .. ly Hot at All 

BOS1'ILa 
Extr ••• ly Hot at All 

IIOIIO.OUS 
Extr •• ely Hot at All 

III'l'U.LIGDt' 
Extra.ely Hot at All 

Extre.ely Net et All 

Extremely Not e:t All 

IWJCn:MG 
Extr •• ely Hot at All 

OU'l'SPODII 
Extr •• ely Hot at All 

QUIa1' 
Extremely Hot at All 

IWIUVG 
Extremely Hot at All 

DSomtCIJ'UL 
Extre.ely Hot at All 

Su.I'-COIIJ'IDD'!' 
Extremely Hot at All 



S&LI'ISB 
Extreaely Not at All 

8JWIP-MI'l'ftD 
Extremely Hot at All 

SILD'l' 
Extremely Hot at All 

SOCIABLa 
Extre.ely Hot at All 

S'l'ItO.G 
Extre_ly Not at All 

SUBMISSIYJ: 
Extl'ellely Hot at All 

SUSPICIOUS 
Extre_ly Not at All 

Extremely Hot at All 

NI'fBI)JWOf 
Extremely Hot at All 

• Adapted and reproduced by .pecial permi •• ion ot the 
publi.her. Consulting Psychologists Pres •• Inc •• 
&71 College Avenus. Palo Alto, Calitornia ~'306 
tro. Ad1ective ~ ~ by Harrison G. Gough ~1983. 
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COMPARISON RATING SCALES 

DIRBCTIONS: The next que.tion. a.k for a different kind of re.ponse. 
ror each of the •• que.tion., r.a~ th= ~e=cription above the line and 
answer by placing a .la.h .ark ( I ) aero •• the line in the location 
that BEST descr1be. your labor and birth experience. 

H&re 1. a ... ple que.tion: 

During labor, women feel different amount. of fatigue, or being 
tired. Place a .la.h aero •• the line below at the locatlo~ that BEST 
lnd1cate. how tired you felt during your labor and birth. 

I 
The .o.t tired 
I could i_gina 
ever feeling 

len thl. example, the .lash placed on the line Indicates feeling very, 
very tired, 

Now complete the following que.tion. in a .1milar manner. 
Please a.k for help if you are unsure what to do. 

1986 @ Bla-Joy Lehrun 
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POSITIVB PRESENCB INDEX. Alt.rnat. ~ormat 

R.call the nura.-.idwif. taking car. of you during your labor and 
birth. You probably r •••• b.r how ah. took care of you. Sh ... y have 
given you p.r.onal att.ntion and information about what was happening. 
She .. y have bee~ ~en&1t1vM to wh.t you ne.d.d. and perhaps she seemed 
to know what you w.r •• xp.ri.ncing. P.rhap. ah. al.o ••••• d like an 
exp.rt at caring for women in labor. Wh.n tho nurs.-midwife works 
with wOllen in labor in thia way. this i. call.d "po.itiv. pre •• nc •. " 
Taken all togeth.r. how much of th.s. qualities did tho nurse-midwife 
ahow towarda you during your labor and birth? 

Plac. a slash acro •• tho line below at the location that BEST 
indicat •• tho .. ount of the qualiti •• of po.itiv. pr •• enco the nur •• -
m1dw1f •• how.d toward you during your labor and birth. 

.0 
Po.itive 
pr ••• nce 

LABOR AND BIRTH COPING INDEX 

Th. 80at 
Po.itiv. 
Pr ••• nce I 
could i"w1n8 

Womon work with th.ir lebor and birth in different ways and 
usually have an opinion about how well th.y were able to handle or 
"cop. withM their own labor and birth. In your opinion. how well weI'. 
you able to cope .ith your labor and birth .xperi.nc.? 

Place a .la.h aero •• tho lin. b.low at tho location that BEST 
indicat •• how .ell you handl.d your labor and birth. 

I ... compl.tely 
unable to baDdl. 
-V labor 
• birth 

LABOR AND BIRTH SATISFACTION INDEX 

I .ao able to 
bandl. ay 
labor • birth 
v.ry well 

Many thing. contr1but. to how plea •• d womon ar. w1th the care 
they receiVe during labor and birth. Taklng all these thlng. together. 
how .atisfied are you wlth the care you received from the nurse-midwife 
durlng your labor and birth experl.nce? 

Place a .lash acro.. tho line below at the location that BEST 
indicat •• how .ati.fied you are with the care you rec.ived from the 
nur.e-mldwif. during your labor and blrth • 

• ot AUafled 
wlth 
anythiag 

btl"e .. ly 
.atl.fled 

with ev.rythlng 
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APPENDIX B 

CONSTRUCTION AND PILOT TESTING OF NEW INSTRUMENTS 



Background 162 
. A primary issue in causal analysis, the methodology 
of choice for the dissertation research, is the 
measurement of the independent variables without error 
(Pedhazur, 1982). Realistically, in the social sciences 
where 100% measurement precision has not been achieved, 
this statistical assumption is met by the use of 
instruments with high levels of reliability and 
validity. Thus, the establishment of acceptable 
estimates of the psychometric properties of an 
instrument for research follows a series of steps, one 
of which is pilot testing. 

As an emerging theoretical framework, the Nurse
Midwifery Practice Model with newly identified concepts 
required that mew measurement instruments be developed. 
The purposes of the pilot testing were 1) to estimate 
the psychometric properties of the newly constructed 
instruments prior to use in the dissertation research, 
2) to evaluate the ease of subject responses to two 
different scaling methodologies, 3) to evaluate problems 
in administering the instruments, and 4) to explore the 
potential for utilizing the instruments in causal 
analysis. The lack of comparable instruments in the 
literature and considerations regarding the utilization 
of the multitrait-multimethod ~ethodo109y for convergent 
and discriminant validity (Campbell & Fiske, 1959) for 
the dissertation research resulted in the development of 
instruments with a more than one scaling methodology. 

Methodology . 
Design 

Two phases of pilot testing were conducted. For 
the first phase, an exploratory design was utilized in 
the pilot testing of seven instruments that had been 
constructed to accompany concepts from the Intrapar.tum 
Care Level of the Nurse-Midwifery Care Model. Only 
those findings regarding the four instruments utilized 
in the dissertation are reported here. Those instruments 
were the Positive Presence Index, the Positive Presence 
Index -Alternate Format, the Labor and Birth Coping 
Index, and the Labor and Birth Satisfaction Index. 

The second phase of pilot testing consisted of the 
content validity evaluation of the above four 
instruments as well as an additional newly developed 
instrument, the Labor and Birth Support Inventory. An 
adapted in~t!ument, the Self-Concept Index - Alternate 
Format, was additionally evaluated for the technical 
aspects of administration of this mUlti-item visual 
analogue scale. The criterion for the retention of each 
item as written was a content Validity Index (CVI) of 
.80 for the instrument as recommended by Waltz, 

... ..... 
• 
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strickland and Lenz (1984) and Lynn (1985). Each 
content expert was instructed to evaluate each item as 
accurate and relevant on a scale fr.om 1 (not relevant) 
to 4 (very relevant) •. Definitions of each concept were 
provided with the instructions for each instruw~nt. In 
addition, each judge was requested to comment in writing 
as desired on the content of the items. The content 
from these comments was used in rewriting items. 
Procedure 

A list of potential subjects and phone numbers was 
provided by the director of the birth center. The 
investigator contacted each woman by telephone to 
request an interview. When contacted for phase one, 3 
qut of 23 subjects declined to participate in the pilot 
testing. In phase two, all women who were contacted 
agr.eed to participate. All interviews were conducted in 
the women's homes at their convenience. Before 
beginning each interview, each subject was asked to read 
the disclaimer and given an opportunity to ask questions 
of the investigator. Both verbal and written 
instructions were provided by the investigator. All 
participants were offered a fr.ee six-month subscription 
to American Baby magazine. 

During each phase one interview, the women 
completed the Positive Presence Index (PPI), the 
Positive Presence Index-Alternate Form (PPIA), the Labor 
and Birth Coping Index (LBCI) and the Labor and Birth 
Satisfaction Index (LBSI) by self-administration. With 
the women's permission, a second PPI was left with a 
self addressed stamped envelope and instructions for 
completion and mailing of the instrument within a 
specified time, ranging from three to seven days from 
the initial testing. All women agreed to complete and 
mail the retest. In phase two, all six instruments were 
administered in the first evaluation, with only the 
Laboi and Birth Support Inventory administered in 
subsequent evaluations. 
Sample/Subjects 

The convenience sample for phase one consisted of 
women who had received care fr.om nurse-midwives at a 
birth center in a Southwestern city. The planned 
subject selection criterion of completion of labor and 
birth at the birth center could not be met due to the 
limitation of the number of subjects available through 
the birth center in the allotted time frame. The sample 
consisted of 20 women who had been cared for during 
labor and birth by a nurse-midwife, with 15 subjects 
giving birth in the birth center and 5 subjects giving 
birth in the hospital. The limitation cited above 
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further altered the planned time of administration of 
the instruments within 24 hours of the birth: the women 
in the sample had given birth from 2 weeks to 16 months 
prior to testing .. There were nine first time mothers, 
eight second time mothers, two third time mothers and 
one mother with four children. Fifteen of the women had 
given birth at the birth center and two of the women had 
given birth in the hospital, as planned. For three of 
the women who had planned to give birth at the birth 
center, the birth occurred in the hospital due to 
problems that developed during the labor. 

The sample for phase two of the pilot testing 
consisted of women who had recently given birth through 
the birth center used for the dissertation research. 
Potential subjects were obtained in the same manner as 
in phase one. Content experts were selected from a pool 
of available names, with six judges selected for each 
review. In the final review, four judges were first
time reviewers, one judge was a second-time reviewer, 
and one judge was a third-time reviewer. 
Instrument Construction 

The Positive Presence Index (PPI). The PPI indexed 
the subjective clinical phenomena'~f perceived positive 
presence. For the instrument, the concept of positive 
presence was defined as the nurse-midwife's response to 
the woman during labor which encompassed nurturance, 
professional expertise, knowledge, intuitive awareness, 
sensitivity, personal attention and presumed validity of 
the woman's subjective experience (Lehrman, 1985b). The 
intent of the instrument was that of scaling people, 
with the measurement of women's perception of positive 
presence during the intrapart~~ phase of pregnancy. In 
keeping with the unit term for the Intrapartum Care 
Level of the N-MP Model, the instrument was designed to 
be administered to recipients who had received nurse
midwifery care during labor and birth. 

Each of the 30 items in the instr.ument was 
developed from qualitative data and theoretical indexing 
from the Intrapartum Care Level of the Nurse-Midwifery 
Practice Model. The definition of positive presence 
provided the terms nurturance, sensitivity, personal 
attention, professional expertise, knowledge, intuitive 
awareness of needs and validation of the subjective 
experience. These terms were the key words for a table 
of specifications, as recommended by Anastasi (1982). 
With this procedure, the number of items based on each 
of the definitional terms was evenly distributed, 
insuring content adequacy of tne items in the PPI. 

Due to ethical considerations regarding the 
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administration of a research instrument during a woman's 
labor, the PPI was designed to be administered to women 
following the birth. Findings by Christensen-Szalanski 
(1984) indicated that the women's values were different 
depending if a measure was taken before, during or 
following the completion of labor. With these two 
concerns in mind, the goal was to develop an easily 
understood, straight forward instrument that could be 
administered with minimal distraction as soon following 
the birth as possible. The Likert format was selected 
to meet this goal of construction. 

A traditional Likert scaling model (Likert, 1932) 
was used where each item c0ntained five steps with the 
verbal anchors of -strongly agr.ee, mildly agree, 
undecided, mildly disagree, strongly disagree.- Each 
response step was assigned a value from one to five. 
Some items were positively worded, while others were 
negatively worded; the negatively worded items were 
reverse scored prior to summation. 

For the PPI, a summative rating scale, a higher 
total score (with a possible maximum of 150 points) 
indicated greater perceived positive presence for the 
woman completing the scale. As with all Likert 
instruments, the scale theoretically produces a 
monotonic, probabilistic trace line (Nunnally, 1978). 
As a mUlti-item scale with an underlying unidimensional 
concept of positive presence, no subscales were proposed 
for the instrument. 

The Positive Presence Index-Alternate Form (PPIA), 
the Labor and Birth Coping Index (LBCI) and the Labor 
and Birth Satisfaction Index (LBSI). 

Each of these three scales was constructed as a 
single item visual analogue scale. The advantages of 
the visual analogue scaling methodology, as pointed out 
by Bond and Lader (1974), include ease of subject 
understanding, efficiency in completion and scoring, low 
dependency on subject motivation and freedom for the 
subject to make as fine a discrimination as desired. 
There was also a suggestion that the visual analogue 
could reduce the tendencies for a response set. Scott 
and Huskinsson (1976) found greater sensitivity with the 
visual analogue format over a descriptive scale, and 
that the horizontal format was better accepted by 
subjects than a vertical format. They recommended that 
numbers not be superimposed on the scale, and that an 
introductory item be included to acquaint the subject 
with the methodology. The content for the visual 
analogue instruments was developed by theoretical 
indexing from the Intrapartum Care Level of the N-MP 
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Model. 

A sample item was presented prior to all the visual 
analogue instruments to demonstrate the desired type of 
response to the subject. In addition, an introductory 
sentence preceded each line with instructions regarding 
the placement of a slash to indicate the desired 
measure. Each scale consisted of a single item, 
constructed of a horizontal 100 millimeter line without 
numerical markjngs. Verbal anchors at both ends of the 
lines indicated the direction of the quanitification of 
the concept. The scales were scored by measuring the 
distance in millimeters from the left end of the line to 
the slash mark. 

The Positive Presence Index-Alternate Format 
tPPIA). The PPIA is a visual analogue scale consisting 
of a single measure. The stem incorporated the 
definition of positive presence used for the PPI. The 
verbal anchors for the line were "No positive presence" 
and wThe most positive presence I could imagine from 
anyone." Subjects were instructed to place a slash 
across the line at the location that best indicated the 
amount of positive presence shown towards them by the 
nurse-midwife during the labor and birth. The higher 
score indicated the greater amount of positive presence. 

The Labor and Birth Coping Index (LBCI). Coping 
was defined as the woman's perceived success in dealing 
with or handling labor. The LBCI, with the verbal 
anchors of "I was completely unable to handle my labor" 
and "I was able to handle my labor and birth very, very 
well," measured the woman's perception of how well she 
coped during labor. The higher score indicated a more 
effective level of coping with labor. 

The Labor a~d Birth Satisfaction Index (LBSI). The 
LBSI was developed as a measure of the woman's overall 
satisfaction with the labor and birth experience. 
Satisfaction was defined as the woman's perception of 
the overall adequacy of labor and birth care she 
received. The verbal anchors were "Not satisfied with 
anything" and "Extremely satisfied with everything." 

The Labor and Birth Support Inventory (LBI) was 
constructed for the dissertation research as a measure 
of the concept of labor support from the Intrapartum 
Care Level of the Nurse-Midwifery Practice Model, and at 
the more abstract level, the construct of social 
support. The rationale for the construction of a new 
instrument was the specificity of the concept labor 
support. In relation to the construct of social 
support, Eckenrode and Gore (1981) had pointed out that 
the context of the situation often determines the 
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meaning of events. Furthermore, according to Norbeck 
(1986),'a general measure of social support may not be 
applicable and situation specific support may dictate 
what measure works in a given situation. 

The LBI was designed to index the woman's 
perception of the adequacy of supportive behaviors such 
as verbal praise and encouragement, advocacy and 
physical comfort measures she received from a 
significant person or people during labor and birth. 
Significant person was identified as anyone selected by 
the WQ~an to accompany her during labor and birth (other 
than a health care provider), and when more than one 
person met this criterion, the supportive behaviors of 
~hose people were evaluated as a whole. 

In the special situation of a woman in labor, there 
was no evidence to support or refute the parallel with 
the concept of social network, which looks at the number 
of people as well as the strength of the support 
provided (M. Shearer, personal communication, October, 
1987). Therefore, the LBI was constructed to evaluate 
the adequacy of labor and birth support, and 
additionally to directly evaluate the number of persons 
involved in providing that support. 

The structure of the instrument and the content for 
the items of the LBI were guided by qualitative data 
obtained in an earlier project (see Chapter 2), 
qualitative data obtained from the literature (Armstrong 
& Feldman, 1987; Fields, 1987: Gabel, 1982), a 
literature review of labor and birth support (Bennett, 
Booker, Hewson, Holliday & Andrews, 1984: Birch, 1986: 
Brown, 1986: Cronewett, 1985; Kitzinger, 1987: Klaus, 
Kennell, Robertson & Sosa, 1986: Mercer, Hackley & 
Bostrom, 1983; Newton, 1986: Nicholson, Gist, Klein & 
Stand1et, 1983: Norbeck & Tilden, 1983: Oakley, 1985; 
O'Hara, 1986; Shearer, 1981: Richardson, 1979), and a 
literature review of social support measures and 
conceptual reviews (Barrera, 1986: Barrera & Ainlay, 
1983; Cohen & Syme, 1985; Gottlieb, 1981: McFarlane, 
Neale, Norman, Roy & Streiner, 1981: Norbeck, Lindsey & 
Carrieri, 1981 & 1983; Procidano & Heller, 1983: Tilden, 
1986; Tilden & Galyen, 1987: Turner & Noh, 1983; Vaux, 
Phillips, Holly, Thomson, Williams & Stewart, 1986: 
Weinert, 1987). The one labor and birth support measure 
located in the review (Bennett, Booker, Hewson, Holliday 
& Andrews, 1984) contained no reported estimates of 
reliability and validity, and was only partially 
congruous with the social support literature. Measures 
of general social support, particularly those that 
concentrated on the social network (e.g., the Norbeck 
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Social Support Questionnaire, Norbeck, Lindsey & 
Carrieri, 1981 & 1983) were evaluated to be unadaptable 
for the purpose of the measure in the dissertation 
research. The Personal Resources Questionnaire '85 
(Weinert, 1987) had the advantages of measuring 
perceived social support from a view point consistent 
with the desired perspective of the dissertation 
research, and presented the possibility for adaptation 
with retention of many of the original features ahd the 
potential for the evaluation of concurrent criterion 
validity. However, one of the authors (Weinert) 
declined permission for adaptation of that instrument. 
With this background, the rationale for devising a new 
instrument for the dissertation research was to provide 
a measure of social support specific to the 
circumstances of labor and birth within the broader 
framework of general social support. 

The LBI addressed the question of how well the 
support the woman received during labor and birth from a 
significant person or persons met her specific needs. 
An inventory format was selected due to the range of 
needs expressed by women in the qualitative data. For 
example, some women indicateo that they did not want to 
be touched during labor, while others requested firm 
back massages. Other women reported that during parts 
of their labor they were most comfortable being 
relatively alone, with the significant person close by 
but perhaps involved in other activities. This 
observation led to the inclusion of items such as "Was 
there with me." 

The experience of o~hers with social support 
research was incorporated into the structure of the LBI 
as well. For example, Norbeck (1986) had found in her 
work with social support and pregnancy that women tended 
not to include the health care practitioner as a source 
of social support. In addition, the investigator 
anticipated administering this instrument simultaneously 
with the PPI which is specific to the care provider. 
Confounding of the variables could have occurred without 
efforts to differentiate sources of support. Therefore, 
the LBI was designed to be specific to social contacts, 
and the directions gave explicit instructions not to 
include the health care practitioner when responding. 

Tilden & Galyen (1987) had pointed out that support 
is not always positive and can at times be more 
detrimental than helpful. Therefore, the response 
option of "More that I wanted" seemed important to 
include. Reciprocity of support (e.g., MCFarlane, 
Neale, Norman, Roy & Streiner, 1981; Tilden & Stewart, 
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1985) was determined by the investigator not to be 
applicable to the labor and birth situation and was not 
evaluated by the instrument. 

In a recent work, Barrera and Ain1ay (1983) 
reviewed the social support literature for consistent 
themes, finding six categories on which they based the 
content of their 40-item Inventory. of Socially 
Supportive Behaviors. With a sample of 370 introductory 
psychology students, their factor analysis of these 
items produced four factors that were congruent with the 
social support literature and the purposes of this 
research. Those factors were labeled Directive 
Guidance, Nondirective Support, Social Interaction and 
~angib1e Assistance (Barrera & Ainlay, 1983). These 
four categories provided the headings of a table of 
specifications used in writing items for the LBI, as 
recommended by Anastasi (1982). The last category of 
Tangible Assistance had nearly double the items of the 
other categories with the expectation that some items 
would be deleted during the review by the content 
experts. No subscales were prorosed; however, future 
analysis may explore this issue. A dichotomous, 
summated format was selected for the LBI, where the 
higher score indicated the greater amount of labor and 
birth support, with a theoretical range from 26 to 52. 

The Self-Concept Index, Alternate Format (SCrA) was 
adapted froln the 34 adjectives on the Self-Confidence 
scale (S-Cfd) of the Adjective Check List (ACL) (Gough & 
Heilbrun, 1983). Permission for the adaptation and use 
of the adapted format was obtained from the publisher, 
Consulting Psychologists Press, for use in the 
dissertation research. 

The rationale for this instrument adaptation was to 
provide more complete data for the visual analogue 
portion of the multitrait-multimethod matrix in the 
dissertation research, and to insure adequate 
sensitivity of the measure of self-concept for entry 
into the regression equations since the original ACL 
format was dichotomous. 

The adapted format was a multiple-item visual 
analogue scale where the higher summated score indicated 
a higher self-concept. Negative indicators of self 
concept were reversed scored prior to summation. The 34 
adjectives were alphabetically arranged, as in the 
original ACL, and each was placed above a 100 millimeter 
line with the end anchors of "Extremely" and "Not at 
all". The directions were modified somewhat to clarify 
the type of response desired. 
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Results 

Preceding the phase one analysis was the 
determination of differences between those women who had 
given birth at the birth center, as in the original 
design, and those who gave birth in the hospital. With 
the student's t-test, a significant difference was found 
between the means for these two groups on the PPI, the 
PPIA and the LBSI. Given the small samples, the 
representativeness of this difference is questionable, 
however, the 5 subjects who did not give bir.th at the 
birth center were excluded from the subsequent analysis. 

The PPI. Several estimates of reliability were 
obtained for the PPI in the pilot study analysis. The 
first reliability obtained was internal consistency, an 
estimate of the homogeneity of the scale (Anastasi, 
1982). A standardized coefficient alpha of at least .70 
is desirable at this stage of development of an 
instrument (Nunnally, 1978). Coefficient alpha for the 
PPI in the initial pilot testing with a subsamp1e of 15 
subjects was .80. However, items 1, 3, 6, 8, 9, 11, 12, 
and 18 were automatically deleted from the analysis due 
to zero variance, so that the standardized alpha of .80 
was calculated on only 22 items. Inspection of the 
item-to-item correlation matrix revealed that many of 
the items did not meet the desired levels of .30 to .70. 
As a result, additional items were deleted, resulting in 
the retention of items 7, 13, 24, 25, 26, 28 and 29, and 
a 7-item scale. with these 7 items, coefficient alpha 
was recalculated to be .92. Again the item-to-item 
correlation matrix was inspected to find that the 
majority of the correlations ranged from .42 to .69. 
Therefore, the 7-item Likert format positive Presence 
Index was used as the basis for the remaining 
calculations. 

A second estimate of the reliability of the PPI was 
test-retest, an estimate of stability over time 
(Anastasi, 1982). A problem was the failure of all the 
women to return the retest by mail. Of the 20 subjects, 
17 (85%) returned the retest. The number of days 
between the initial testing and the mailing of the 
retest ranged fr.om 3 to 15, with the majority being 
returned within 5 days. For the subgroup of 15 women 
who gave birth at the birth center, 12 returned the 
retest. The test-retest correlation was .99 for the 
revised 7-item PPI, with the subsample of 12 women who 
gave birth at the birth center and who returned the 
retest. 

A third type of reliability was split-half 
reliability, an estimate of the consistency of content 
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sampling (Anastasi, 1982). A procedure recommended by 
Anastasi (1982) is the calculation of the correlation 
between the odd and the even items of the scale. 
Following this procedure, and applying the Spearman 
Brown formula to obtain a coefficient for the entire 
scale, a reliability of .90 was found for the subsample 
of 15 subjects who gave birth at the birth center. 

For the PPI, content validity was first addressed 
with the table of specifications utilized in the 
construction of the instrument. A second effort to 
achieve content validity consisted of a review of the 
instrument by content experts. All items were reviewed 
by four nurse-midwives who each had at least two years 
experience providing nurse-midwifery intrapartum care. 
The criterion for retention of items was achievement of 
at least 80% agreement among the experts for items 
indexing the concept of positive presence. However, the 
directions for review of the PPI did not specify how to 
handle the negatively worded items. As a result, all 
the items that were positively worded achieved 100% 
agreement among the nurse-midwives, while the negatively 
worded items produced inconclusive results. 
Subsequently, all 30 items were retained for the pilot 
testing. 

The simultaneous administration of the PPI and the 
PPIA in phase one provided an opportunity to address the 
construct validity of the PPI. The correlation between 
the total score for the PPI and the PPIA was .77 
(p=.OOl) for the subsample of 15 subjects. 

Revisions of the PPI were extensive following these 
analyses. The wording of one of the seven items was 
noted to be in present tense and this was changed to 
past tense for consistency among all items. An 
additional sentence was included in the directions, 
encouraging the women to respond 0ased on the experience 
of labor and birth as they remembered it. The items 
that had been eliminated were rewritten to achieve a 
thirty-item instrument. The scaling responses were 
altered by changing the word Rmildly· in the responses 
to ·slightly·. 

In phase two for the Positive Presence Index, there 
was confusion regarding the negatively worded items in 
much the same manner as had occurred with the content 
evaluation by nurse-midwives in the previous pilot 
testing. Even though the negative wording had been 
explained by the investigator, the judges responded to 
the items from the perspective of their own experience. 
They were unable to step back and be objective about the 
content, even though they verbalized understanding of 
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the assigned task. Subsequently, all the negatively 
worded items were retained on the final form of the 
instrument. One item was deleted in response to 
comments from half of the judges. The remaining 23 
items on the PPI achieved a CVI of .91 among the six 
judges. Two items had two judges rating the item as 
Rnot relevant R and these items were rewritten based on 
the judges comments. The final form of the Positive 
Presence Index for the dissertation research contained 
29 items, six of which were worded negatively. In 
addition, the Likert format was expanded to include 
seven response options in an effort to insure adequate 
variability. 

Reliabilities for the PPIA, LBCI and LBSI were 
estimated in phase one with intrarater reliability, with 
a coefficient of .99 obtained for all scales. The 
content validity of the visual analogue scales, other 
than the PPIA as indicated above, was not tested at 
in phase one. Minor revision were made in the wording 
of the stems and anchors for the PPIA, the LBCI and the 
LBSI based on administration and feedback from the 
sample during pilot testing. 

In phase two, the initial review of each single 
item visual analogue instrument achieved the criterion 
CVI of .80. For each of the three instruments with a 
visual analogue scaling format (the Positive Presence 
Index - Alternate Format, the Labor and Birth Coping 
Index, and the Labor and Birth Satisfaction Index), a 
CVI of 1.00 or unanimous agreement regarding the 
relevancy of each was obtained among the six judges. 

The initial and the second reviews of the LBI 
failed to achieve the criterion CVI of .80. After the 
first review, items that were judged as not relevant 
were rewritten. After the second review, items that 
were judged as not relevant a second time were deleted, 
while those judged as not relevant for the first time 
were rewritten. Also after the first and second 
reviews, new items were written using content suggested 
by the judges and incorporated to maintain an adequate 
item pool. The third review achieved a CVI of .85, with 
22 of the 26 items receiving a rating of 2 or greater 
fr.om all six of the judges. Having met the 
predetermined criterion, this format of the LSI was 
retained as written, and was used in the dissertation 
research. 

The preliminary testing of the Self-Concept Index, 
Alternate Format focused on the technical aspects of 
administration of the scale. The adapted instrument was 
also evaluated by a panel of 6 judges for ease of 
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response. The criterion for retention of the adapted 
format was a 60% agreement among the judges in regards 
to ease of responding to the items: a 100% agreement was 
obtained. Since the item-adjectives for the scrA were 
taken directly from the Adjective Check List without 
changes, the content validity for the SCIA wa~ taken by 
assumption. 

Discussion 
For newly developed instruments, the initial 

estimates of reliability were above the criterion of 
.70: content validity was determined to be supported. 
Construct and criterion validity needed further testing. 

During the post-testing discussion, the women 
indicated that the items in the PPI contained content 
which was relevant to their labor and birth experiences. 
Several wom8n indicated a preference for the visual 
analogue format because they had more freedom in choice 
of response. 

There may have been a confounding effect in the 
measurements due to the investigator being a nurse
midwife, when the desired index of positive presence was 
between the woman and the nurse-midwife who cared for 
her during labor and birth. To prevent this in future 
research, the person administering the instruments 
should not be a nurse-midwife. 
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THE UNIVERSITY OF ARIZONA 
TUCSON. ARIZONA 85721 

COLLEGE OF NURSING 

~ THEORETICAL FRAMEWORK FOR NURSE-MIDWIFERY PRACTICE 

STUDY DISCLAIMER 

The purpose of this study is to determine what factors 
contribute to the health outcomes of childbearing for women 
who receive care froa nurse-midwives during labor and birth. 

The study will include two interviews, one nov during 
the last month of your pregnancy, and a second interview 
following the birth of your baby. During each interview 
lasting about an hour, you will be asked to complete 
questionnaires about different aspects of your pregnancy and 
your labor and birth, and about how you felt about the care 
you rece i ved • 
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All information requested is related to your pregnancy 
and your labor and birth experience. You are being asked to 
voluntarily give your answers to questions. By responding, 
you will be giving your consent to participate in the stUdy. 
Your confidentiality viII be protected; your name is not on 
the questionnaires and will be known only to the investigator 
and the research assistant. You may cl:.oose not to ansver 
some or all of the questions ~~ you so deslre, and you may 
withdraw from the study at any time. Whatever you decide, 
your care will not be affected in any way. Any Questions you 
have are welcomed and will be answered at any point during 
the interview. There are no known risks to this study. For 
your participation, you will receive a six-month free 
subscription to American Baby magazine. 

Thank you for your time and your responses. 

Ela-Joy Lehrman, RN, HS, CNH 
Principal Investigator 
Doctoral Candidate 
College of Nursing 
University of Arizona 
Tucson, Arizona 85721 
(602) 626-6154 



THE UNIVERSITY OF ARIZONA 
TUCSON, A RIZON A 85m 

COLLI:GE OF NURSING 

'1'0: Ms. Ela-Joy Lehrman 

FROM: 

DATE: 

RE: 

Linda R. PhilliplI. PhD. RN. F¥JI'II 
Dir~tor of Rellearch 

Decllllbar 2. 1987 

Human Subjects Revi.w: II Theoretical Framework for Nurse-Midwifery Practice 

Your project has been revi.IOed and approved as 8lCempt from University revi .. w by the 
College of Nursing Ethical Review SubcOlllllittee of the Research coamittee and the 
Director of Research. II consent form with subject signature 1s not required for 
proj.ct. exempt frCal full Univ.r.ity r.viow. Pl.... u •• only • dillcl.i .... r formal 
Cur subject. to read befora giving thair oral con •• nt t.o tha research. The Hwnan 
Subjects Project Approval Form 18 fil.d in the offica of the Director of Research if 
you n.ed accen to it. 

w. wi.h you a valuable and .timul.ting experi.nc. with your research. 

LRP/ms 
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_THOMAS-DAViS 
is MEDICAL CENTERS 

BIRTH CENTER 

March 18. 19B7 

Ela-Joy Lehrman 
4431 E. Haven Lane 
Tucson. AZ. B5712 

Dear Ela-Joy. 

l've discussed your research proposal with Elaine Cutts. my Immediate supervisor at 
THOMAS-DAVIS cliniC. and at this time there see." to be no obstacles to your reseilrch 
being conducted at our facility. Because It is non-interventionist research. it's her 
decision that review by the HlI!1an Subjects Committee is not necessary. 

We look forward to working with you. 

Sincerely. 

'1r/QlUQ n nJ 
Mariann Shinoslr.ie MSN CNM 
Supervisor 
THOMAS-DAVIS BIRTH CENTER 

MS/jh 

3966E. Pima 
Tucson, Ar,zona 85712 
(&02) 785-2154 
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UNIVERSITY OF CALIFORNIA. SAN DIEGO 

.-~, 0 ~,. ° •• m. ° ~ .~~ ° _D,_ ° _._ ° M. ~ t. M~"~ °Mm_ 

UCSF/UCSD INTERC ... MPUS GR ... DUATE STUDIES, 
F ... MILY NURSE PR ... CTICE NURSE·MIDWIFER Y 
DEP ... RTMENTOF COMMUNITY ... NIl FAMILY MEDICINE 
UNIVEkSITY OF C ... LIFUkNI .... S"'N III ECO, T·UU9 
L ... JOLL ... , CALI FORNI ... 92093 

EI ~J"" Lehrman. ~M 
4431 East Havei! Lana 
Tucson. ArIzona 85712 

Dear Ms. Lehrman, 

(619) 294·J68S 

You are more than welcome to the materIals used In development of my 
"Attitude Tc.ard Issues of ChoIce In Childbirth" scale. I enclose the 
relevant sectIons from my c.n dIssertatIon which address the Issue of scale 
constructIon and assessment. I have not, despIte the best of Intentions, 
conducted further studIes on thIs Instrcment. I have shared these same 
materIals wIth at least fIve other students over the prevIous six years. all 
of whom IndIcated an Interest In carryIng the work forward, but have never 
received feedback fran any of them. 

You have my unreserved permIssion to use these materials for any research 
related purpose. I reserve the rIght to eXlllllne your use of my materIals 
wIthIn any Instrument which might be developed for public purchase and to 
receive appropriate canpensatlon. The materials have been copyrighted to 
protect this Interest. 

I am very Interested in your comments/crItIques, and hope that you woul d 
share the results of yoUI' research wIth ma should these materIals prove useful 
to you I n that process. 

Sincerely, 

~~ 
Judith T. Fullerton. Ph.D., ONN 
Assl,.tant Dean for Joint Progrlllls at UCSD 

UCSF School of Nurs I ng 
Associate ell nlcal Professor 

UCSD School of Madlclne 
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Manchesrer. New Hampshire OJ102 Phane (60,'3) 669-1030 

Ella-Joy Lehrman, R.N. 
4431 East Haven Lane 
Tuscon, Arizona 85712 

Dear Ms. Lehrman, 

November 13, ~9B7 

Thank you for your interest in Coping in 'Labor and Delivery 
Scale. I have enclosed the materials we discussed in our 
telephone conversation. 
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Permi~sion is granted to use the Coping in Labor and 
Delivery Scale under my copyright, for your study at the 
Uni\·.raitY' of Arizona. When your research is completed, I would 
like a summary of the proposal and the raw coping data as well as 
demographic information. This will be used to further 
investigate the reliability and validity of the tool. 

If l can be of further assistance, please feel free to 
contact me. Best wishes with your research plans. 

Sincerely, 

~sdJl?t' lud&~ 
Christine Williams, D.N.Sc., R.N. 
Associate Professor 
Department of Nursing 
St. Anselm College 
~~nchester, N.H. 03037 



Pamela A. Joseph, R.N., M.S., C.N.M. 
38 Vista Drive Nanticoke, Pm. 18634 

Ela-Joy Lehrman, M.S., C.N.M. 
4431 East Haven Lane 
Tucson, Arizona 85712 

Dear Ms. Lehrman, 

October 1, 1988 

This is to confirm my earlier permission for 
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the use of my instruments, the Prenatal Satisfaction 
Questionnaire and the Labor and Delivery Satisfaction 
Questionnaire, in your doctoral dissertation research. 

t also grant permission to include a copy of each 
of the questionnaires in the dissertation Appendix, 
and extend permiSSion for the instruments to be 
included in the microtilmed copy of the dissertation. 

~z~e~lY~'~y 
Pamela Jos 
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CONSULTING PSYCHOLOGISTS PRESS, INC. 
577 College Ave. (P.O. Box 60(70), Palo Alto, California 94306 (415) 857-1444 

Ela-Joy Lehrman 
4431 East Haven Lane 
Tucson, AZ 85712 

Dear Ms. Lehrman, 

December 18, 1987 

I am writing in response to your letter to me dated December 12, 1987, 
which was written subsequent to our .. elephone conversation on this 
subject. Since we talked by phone I have discovered that we sell a 
"not prepaid" version of the ACL combination test and answer sheet which 
is magenta in color and would serve your purposes. I didn't know this 
existed because it was developed in June and hasn't made it into one 
of our catalogs as yet. Anyway, you should go ahead and order these 
not prepaid ACLs, using product 12141. They come in packages of 50 anD 
are priced at $16.00 per package, with a discount at 10 packages and 
above down to $14.50 a package. The price is just for che ~nswer sheet 
(with the test printed on them) and not for scoring. 

This letter will serve as permission to have these answer sheets scored 
by the University of Arizona Office of Instructional Development and 
Research, for this one project only. If you need further permission, or 
if any of this is not clear, please contact me by phone. 

HopI! this helps, and have a wCflderful holiday season ••• ! 

Sincerely, 

~fiI::-
Contracts Supervisor 

PJHG:mo 



r 

L 

CONSULTING PSYCHOLOGISTS PRESS, INC. 
577 College Ave. (P.O. Box lUi36), Palo Alto, California 94W6 (415) 857·91H2 

Ela-Joy Lehrman 
4431 East Haven Lane 
Tucson, AZ 85712 
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In ~spc;:~ to your request of November 23, 1987 permission is hereby granted you to 

reproduce your adaptation of the Self-Confidence Scale of the Adjective 
Check List for your use in your study, as per your letter, 

subject to the following restrictions: 

"Adapted 

(a) Any and all material used will contain the following credit line: 

an!XReproduced by special permission of the Dublis!1er, Consulting Psychologists Pet·S). 
Inc., 577 College Ave., Palo Alto, CA 94506. 
from Adjective Check List 

PUBLICATION 

by __________ H_a_r_r_is_o_n __ G_,_G_o_u~g~h __ ~~~-----------------© 1983 
AUTHOR 

(b) None of the materials may be sold or used for purposes other than those mentioned above. 

(c) One copy of any material reproduced will be sent to the Publisher, to indicate that the 
proper credit line has bee" used. 

(d) Payment of a royalty/license fee of FEE WAIVED for this adaptation. ______ _ 

(e) Both copies of this permission should be signed and returned to me to indicate your 
agreement with the abov~ restrictions. If payment is due under paragraph (d), your check 
should accompany this fOi .... 

OO:uLnNG~pSYCI;lOL~STS PRESS,INC. 

R~ ~~ ~iiUlJllU ontracti--Supervisor 

Dale ...I.L~'f4~-

I/WE AGREE TO THE TERMS LISTED ABOVE 

By We do not need your signatul~ueslor 
here 8S we have it in your letter. Date _________ _ 



183 

REFERENCES 

Adams, C. J. (1985). Management of Delivery by United 
States Certified Nurse-Midwives. Journal of Nurse
Midwifery, 30(1), 3-8. 

Affonso, D. D. & Domino, G. 
Depression: A Review. 

(1984). postpartum 
~irth, 11(4), 231-235. 

American College of Nurse-Midwives (ACNM). (1983) 
Philosophy. Washington, D.C.: ACNM. 

American College of Nurse-Midwives (ACNM). (1978) 
. Definition of a Nurse-Midwife. Washington: D.C.: 

ACNM. 

Anastasi, A. (1982). Psychological Testing. New York: 
Macmillan Publishing Company, Inc. 

Andrews, W. A. (1982). Today's Midwife Tomorrow. 
Journal of Nurse-Midwifery, 27(1), 31-33. 

Andrews, C. M. & Andrews, E. C. (1983). Nursing, 
Maternal Postures, and Fetal Positions. Nursing 
Research, 32, 336-341. 

Arizmendi, T. G. & Affonso, D. D. (1984). Research on 
Psychosocial Factors and Postpartum Depression: A 
Critique. Bir.th, 11(4), 237-240. 

Armor, D. J. (1973). Theta Reliability and Factor 
Scaling. In Costner, H. (Ed) Sociological 
Methodology 1973-1974. San Francisco: Jossey-Bass 
Publishers. 

Armstrong, P. & Feldman, S. (1987). A Midwife's story. 
Childbirth Educator, 6(2), 22-27. 

Asher, H. B. (1983). Causal Modeling. Beverly Hills: 
Sage Publications .. 

Barnard, K. E. & Sumner, G. (1981). The Health of Women 
with Fertility Related Needs. In Klerman, L. V. 
(Ed) Research Priorities in Maternal and Child 
Health: A Report of a Conference. Waltham, Mass.: 
Brandeis University. 



Barrera, M. (1986). Distinctions Between Social 
Support Concepts, Measures and Models. American 
Journal of Community PsycholoiX, 14(4), 413-445. 

184 

Barrera, M. & Ainlay, S. L. (1983). The structure of 
Social Support: A Conceptual And Empirical 
Analysis. Journal of Community Psychology, 11(4), 
133-143. 

Baruffi, G.; Dellinger, W.; Stobino, D.; Rudolph, A.; 
Timmons, R.; & Ross, A. (1984). A Study of 
Pregnancy Outcomes in a Maternity Center and a 
Tertiary Care Hospital. American Journal of Public 
Health, 74(9), 973-978. 

Baxter, L. (1980). Thoughts on Nurse-Midwifery and 
Research. ~ourna1 of Nurse-Midwifery, 25(3), 1-2. 

Baxter, L. (1986). Documenting Nurse-Midwifery 
outcomes: The Need for a National Database. 
Journal of Nurse-Midwifery, 31(4), 169-170. 

Beal, M. W. (1984). Nurse-Midwifery Intrapartum 
Management. Journal of Nurse-Midwifery, 
29(1),13-19. 

Beeman, R. c, (1984). The Art of Nurse-Midwifery. 
Frontier Nursing Service Quarterly Bulletin, 
60(2), 4-7. 

Bennett, A.; Booker, E.; Hewson, D.; Holliday, S. & 
Andrews, S. (1984). Factors Affecting the 
Physical and Psychological Experience-ofNOrmal 
Childbirth. N. Ryde, New South Wales, Australia: 
Macquarie University Press. 

Birch, E. R. (1986). The Experience of Touch Received 
During Labor. Journal of Nurse-Midwifery, 31(6), 
270-276. 

Blalock, H. M. (1964). Causal Inferences in 
Nonexperimenta1 Research. New York: W. W. Norton & 
Company, Inc. 

Bond, A. & Lader, M. (1974). The Use of Analogue 
Scales in Rating Subjective Feelings. British 
Journal of Medical Psychology, 47, 211-218. 



185 

Brown, M. A. (1986). Social Support During pregnancy: 
A Unidimensional Construct? Nursing Research, 
35(1), 4-9. 

Burgin, K. (1986). Adverse Childbirth outcomes: A 
Midwifery Dilemma. Journal of Nurse-Midwifery, 
31( 6), 253-254. 

Campbell, D. T. & Fiske, D. W. (1959). Convergent and 
Discriminant Validation by the Multitrait
Multimethod Matrix. Psychological Bulletin, 
56, 81-105. 

carveth, J. A. 
Midwifery. 
20-25. 

(1987). Conceptual Models in Nurse
Journal of Nurse-Midwifery, 32(1), 

Chinn, P. L. & Jacobs, M. K. (1983). 
Nursing: A Systematic Approach. 
V. Mosby Co. 

Theory and 
St.Louis: The C. 

Christensen-Szalanski, J. J. J. (1984). Discount 
Functions and the Measurement of Patient's Values: 
Women's Decisions During Childbirth. Medical 
Decision Making, 4(1), 47-58. 

Cohen, J. (1977). Statistical Power Analysis for the 
Behavioral Sciences. Orlando: Academ~c Press, Inc. 

Cohen, R. (1982). A Comparative Study of Women 
Choosing Two Different Childbirth Alternatives. 
Birth, 9(1), 13-19. 

Cohen, S. & Syrne, S. L. (1985). Issues in the study and 
Application of Social Support. In Cohen, S. and 
Syrne, S. L. (E6s) Social support and Health. 
Orlando: Academic Press, Inc. 

Cronenwett, L. R. (1985). Network Structure, Social 
Support, and Psychological Outcomes of Pregnancy. 
Nursing Research, 34, 93-99. 

Diers, D. & Burst, H. V. (1983). Effectiveness of 
Policy Related Research: Nurse-Midwifery as Case 
Study. Image, 15(3), 68-74. 



186 

Eckenrode, J. & Gore, S. (1981) • stressful Events and 
Social Supports: The Significanc~ of context. In 
Got~lieb, B. H. (Ed) Social Networks and Social 
Suppor..!=.. Beverly Hills: Sage Publications. 

Ernst, K. M. (1964). How the Midwife Can Contribute to 
Scientific Research. Bulletin of the American 
College of Nurse-Midwives, 9(1), 1-7. 

Ernst, E. K. M. (1986). Nurse-Midwifery in the 
Freestanding Birth Center. In Rooks, J. & Haas, 
J. E. (Eds) Nurse-Midwifery in America. 
Washington, D. C.: American College of Nurse
Midwives, 32-35. 

Ernst, E. K. M. & Forde, M. P. (1975). Maternity Care: 
An Attempt at an Alternative. Nursing Clinics of 
North America, 10(2), 241-249. 

Fawcett, J. (1984). Analysis and Evaluation of 
Conceptual Models of Nursing. Philadelphia: F. A. 
Davis Company. 

Fawcett, J. (1980). On Research and the Journal of 
Nurse-Midwifery: A Researcher's Viewpoint. 
Journal of Nurse-Midwifery, 25(2), 2-4. 

Fawcett, J. & Downs, F. S. (1986). The Relationship of 
Theory and Research. Norwalk, Connecticut: 
Appleton-Century-Crofts. 

Ferketich, S. & Verran, J. (1988). Causal Modeling. 
Unpublished manuscript. 

Ferketich, S. & Verran, J. (1984). Residual Analysis 
for CausRl Model Assumptions. Western Journal of 
Nursing Research, 6(1), 40-60. 

Fields, C. (1987). The Power of JOY. Pre- & Perinatal 
Psychology News, 1(1), 2-7. 

Fischer, S.: Fullerton, J. T. & Trezise, L. (1981). 
Fetal Movement and Fetal Outcome in a Low-Risk 
P0pulation. Journal of Nurse-Midwifery, 
~(1 ), 24-30. 



187 

Fitzpatrick, J. & Whall, A. (1983). Conceptual Models 
~f Nursing: Analysis and Application. Bowie, 
Maryland: Robert J. Brady Company. 

Flynn, P. A. R. (1970). Holistic Health: The Art and 
.Science ·of Care. Bowie, Maryland: Robert J. Brady 
Company. 

Fox, C. G. (1969). Toward a Sound Historical Basis for 
Nurse-Midwifery. Bulletin of the American College 
of Nurse-Midwives, 14(3), 76-82. 

Friedman, E. A. (1978). Labor: Clinical Evaluation 
. and Management. New York: Appelton-Century-Crofts. 

Fullerton, J. D. T. (1982) • The Choice of In-Hospital 
or Alternative Birth Environment as Related to the 
Concept of Control. Journal of Nurse-Midwifery, 
27(2), 17-22. 

Gabel, H. (1982). Childbirth Experiences of Unprepared 
Fathers. Journal of Nurse-Mi.dwifery, 27(2), 5-8. 

George, J. B. (Ed) (1985). Nursing Theories: The Base 
for Professional Nursing Practice. Englewood 
Cliffs, New Jersey: prentice-Hall, Inc. 

Gibbs, J. P. (1972). Sociological Theory Construction. 
Hinsdale, Illinois: The Dryden Press Inc. 

Gough, H. G. & Heilbrun, A. B. (1983). The Adjective 
Check List Manual. Palo Alto, California: 
Consulting Psychologists Press. 

Gordon, R. (1968). Issues in Multiple Regression. 
American Journal of Sociology, 73, 592-616. 

Glaser, B. G. (1978). Theoretical Sensitivity. rHll 
Valley, Ca.: The Sociology Press. 

Glaser; B. G. & Strauss, A. L. (1967). The Discovery of 
Grounded Theory: strategies for Qualitatiye 
Research. New York: Aldine Publishing Company. 

Goldberg, B. D.; Baisch, M. J. & Fox, R. A. (1986). 
Teen Pregnancy Service. Journal of Nurse
Midwifery, 31(6),263-269. 



188 

Goldenberg, R. L. & Koski, J. F. 
Pregnancy outcome Project. 
The University of Alabama. 

(1984). The Improved 
Birmingham, Alabama: 

Gottlieb, B. H. (Ed) (1981) Social Networks and Social 
Support. Beverly Hills: sage Publications. 

Haire, D. (1981). Improving the Outcomes of pregnancy 
Through Increased Utilization of Midwives. Journa~. 
of Nurse-Midwifery, 26(1), 5-8. 

Halfar, M. M. (1985). Frequency of Labor Dysfunction 
in Nulliparas Over the Age of Thirty. Journal of 
Nurse-Mid~ifery, 30(6), 333-339. 

Hart, E. (1981). Why Research in Midwifery? Journal 
of Nurse-Midwifery, 26(4), 37-38. 

Hartwig, F. & Dearing, B. E. (1979). Exploratory Data 
Analysis. Beverly Hills: Sage Press. 

Hazle, N. R. (1985). Perceptions of Role Conflict 
Between Obstetric Nurses and Nurse-Midwives. 
Journal of Nurse-Midwifery, 30(3), 166-173. 

Hinshaw, A. S. & ALwood, J. R. (1982). A Patient 
Satisfaction Instrument: Precision by Replication. 
Nursing Research, 31(3), 170-175. 

Hodnett, E. D. & Abel, S. M. (1986). Person
Environment Interaction as a Determinant of Labor 
Length Variables. Health Care for Wome~ 
International, 7, 341-356. 

Hood, R. (1973). Religious Orientation and the 
Experience of Transcendence. Scientific study of 
Religion, 12(4), 441-449. 

Institute of Medicine. (1982). Research Issues in the 
Assessment of Birth settings. Washington, D. C.: 
National Academy Press. 

Joseph, P. (1983). Consumer Satisfaction with Nurse
Midwifery Maternity Care. Unpublished master's 
thesis, The University of Arizona, Tucson, 
Arizona. 



189 

Kerlinger, F. 
Research. 
Inc. 

(1986). Foundations for Behavioral 
New York: Holt, Rinehart and Winston, 

Kim, H. S. (1983). The Nature of Theoretical Thinking 
in Nursing. Norwalk, ct.: Appleton-Century-cro£ts. 

Kim, J. & Mueller, C. (1978). Factor Analysis -
statistical Methods and Practical Issues. Beverly 
Hills: Sage Publications. 

Kitzinger, S. (1987). The Journey Through Labor. 
American Baby, 49(9), 35-42. 

Klass, D. & Gordon, A. (1978). Varieties of 
Transcending Experience at Death. Omega, 9(1), 
19-37. 

Klaus, M. H.; Kennell, J. H.; Robertson, S. S. & Sosa, 
R. (1986). Effects of Social Support During 
Parturition on Maternal and Infant Morbidity. 
British Medical Journal, 293, 585-587. 

Klerman, L. V. (Ed) (1981). Research Priorities in 
Maternal and Child Health: A Report of a 
Conference. waltham, Mass.: Brandeis University. 

Lang, D. (1972). The Midwife Returns - Modern Style. 
Parent's Magazine, October, reprint. 

Lederman, R. P. (1986). Maternal Anxiety in pregnancy: 
Relationship to Fetal and Newborn Health Status. 
In Werley, H., Fitzpatrick, J. & Taunton, R. (Eds) 
Annual Review of Nursing Research. New York: 
Springer Publishing Company. 

Lederman, R. P. (1984). Psychosocial Adaptation in 
Pregnancy: Assessment of Seven Dimensions of 
Maternal Development. Englewood cliffs, New 
Jersey: Prentice-Hall, Inc. 

Lee, G. (1982). Relationship of Self-Concept During 
Late pregnancy to Neonatal Perception and Parenting 
Profile. Journal of Obstetric & Gynecologic 
Nursing, May/June, 186-190. 



Lehrman, E. J. (1981). Nurse-Midwifery Practice: A 
Descriptive study of Prenatal Care. Journal of 
Nurse-Midwifery, 26(3), 27-41. 

LlenLllldU, E. J. (l985a). Birth in the Left Lateral 
Position: An Alternative to the Traditional 
Delivery Position. Journal of Nurse-Midwifery, 
IQ.(4), 193-197. 

190 

Lehrman, E. J. (l985b). Labor and Birth: A Theoretical 
Model of Nurse-Midwifery Care. Unpublished 
manuscr ipt. 

tehrman, E. J. (1986). Measuring Client's Perception 
of the Components of Nurse-Midwifery Care. 
Unpublished manuscript. 

Lehrman, E. J. (1987a). The Construction and Proposed 
Pilot Testing of the Labor and Birth support 
Inventory. Unpublished manuscript. 

Lehrman, E. J. (l987b). The Feasibility of Utilizing 
Secondary Analysis of Birth Center Records for 
Causal Analysis of the Intrapar.tum Care Level of 
the Nurse-Midwifery Practice Model. Unpublished 
manuscript. 

Likert, R. (1932). A Technique for the Measurement of 
Attitudes. Archives of Psychology, 140(22), 5-55. 

Lubic, R. (1979). The Impact of Technology on Health 
Care -The Childbearing Center: A Case for 
Technology's Appropriate Use. Journal of Nurse
rHdwifery, ?..!J 1), 6-10. 

Lubic, R. (1982). Nurse-Midwifery Education - The 
Second 50 Years. Journal of Nurse-Midwifery, 
£L( 5), 5-9. 

Lubic, R. (1984). The Politic Nurse-Midwife and the 
Shaping of Health Policy. Frontier Nursing Service 
Quarterly Bulletin, 60(2), 8-10. 

Lynn, M. R. (1986). Determination and Quantification 
of Content Validity. Nursing Research, 35(6), 
382-385. 



191 

Macfarlane, A. (1977). The Psychology of Childbirth. 
Cambridge, Mass.: Harvard University Press. 

Martuza, V. (1977). Applying Norm-Referenced and 
Criterion-Referenced Measurement in Education. 
Boston: Allen & Bacon. Inc. 

Maslow, A. H. (1964). Religious Values and Peak 
Experiences. Columbus: Ohio state University 
Press. 

MCFarlane, A. H., Neale, K. A., Norman, G. R" ROY, R. 
G. & Streiner, D. L. (1981). Methodological 
Issues in Developing a Scale to Measure Social 
Support. Schizophrenia Bulletin, 7, 90-100. 

Meglen, M. C. (1972). Nurse-Midwives and the Maternity 
Health Care Team. Bulletin of the American College 
of Nurse-Midwives, 17(3), 65-72. 

Meleis, A. I. (1985). Theoretical Nursing: 
Development and Progress. Philadelphia: J. B. 
Lippincott Company. 

Mercer, R. T. (1986). The Relationship of 
Developmental Variables to Maternal Behavior. 
Research in Nursing & Health, 9, 25-33. 

Mercer, R. T.; Hackley, K. C. & Bostrom, A. G. (1983). 
Relationship of Psychosocial and Perinatal 
Variables to Perception of Childbirth. Nursing 
Research, 32(4), 202-207. 

Meserve, Y. (1982). Mamagement of Postpartum Breast 
Engorgement in Nonbreastfeeding Women by Mechar.ical 
Extraction of Milk. Journal of Nurse-Midwifery, 
27(3), 3-8. 

Murphy, P. A. (1983). Nurse-Midwifery Research. 
Journal of Nurse-Midwifery, 28(2), 1-2. 

Naisbitt, J. (1984). Megatrends: Ten New Directions 
Transforming Our Lives. New York: Warner Books. 

National Association of Childbearing Centers. (1985). 
Uniform Client Data Form. Perkiomenville, Ma: 
NACC. 



192 

Newton, N. (1986). Special Issues in Nurse-Midwifery: 
A Look at the Past and Future. Journal of Nurse
Midwifery, .~.~_ (5), 232-239. 

Nicholson, J.; Gist, N. F.: Klein, R. P. & Standley, K. 
(1983). Outcomes of Father Involvement in 
Pregnancy and Birth. Birth, 10(1), 5-9. 

Norbeck, J. S. (1986, November). Instrumentation Issues 
in the Measurement of Social Support. Paper 
presented at the Instrumentation Lecture Series, 
Tucson, Arizona. 

Norbeck, J. S.; Lindsey, A. M. & Carrieri, V. L. 
(1981). The Development of an Instr.ument to 
Measure Social Support. Nursing Research, 30(5), 
264-269. 

Norbeck, J. S.; Lindsey, A. M. and Carrieri, V. L. 
(1983). Further Development of the Norbeck Social 
Support Questionnaf~a: Normative Data and Validity 
Testing. Nursing Research, 32(1), 4-9. 

Norbeck, J. S. and Tilden, V. P. 
Social Support and Emotional 
Complications of Pregnancy: 
Multivariate Study. Journal 
BehaVior, 24, 30-46. 

(1983). Life Stress, 
Disequilibrium in 
A Prospective 
of Health and Social 

Nunnally, J. (1978). ~~~hometric Theory. New York: 
McGraw-Hill Book Company. 

Oakley, A. (1983). Social Consequences of Obstetric 
Technology: the Importance of Measur.ing "Soft" 
Outcomes. Birth, 10(2), 99-108. 

Oakley, A. (1985). Social support in Pregnancy: Thp. 
'Soft' Way to Increase Birth Weight? Social 
Science Medicine, 2l(11}, 1259-1268. 

Oakley, A. (1980). 
of Childbirth. 

Women Confined: Towards a Sociology 
Hew York: Schocken Books. 

O'Hara, M. W. (1986). Social Support, Life Events, and 
Depression During pregnancy and the Puerperium. 
AL~hives of General psychiatry, 43, 569-573. 



Parse, R. (1981). Man-Livinq-Health: A Theory of 
Nursing. New York: John Wiley & Sons. 

Pedhazur, E. J. (1982). Multiple Regression in 

193 

Behavioral Research. 
Winston. 

New York: Holt, Rlnehart and 

Pritchard, J. A.; MacDonald, P. C. & Gant, N. F. 
(1985) • (17th edition) Williams Obstetr ics. 
Norwalk, Connecticut: Appleton-century-crofts. 

procidano, M. E. & Heller, K. (1983). Measures of 
Perceived Social Support From Friends and From 
Family: Three validation Studies. American Journal 
of Community Psychology, 11, 1-24. --------------"-"-

Raisler, J. (1985). Improving pregnancy outcomes with 
Nurse-Midwifery Care. Journal of Nurse-Midwifery, 
30(4), 189-192. 

Reed, P. G. (1987). Spirituality and Well-Being 
in Terminally III Hospitalized Adults. Research in 
Nursing & Health, 10, 335-344. 

Richardson, P. (1979). Approach and Avoidance 
Behaviors by Women in Labor Towards Others. 
Maternal-Child Nursing Journal, 8(1), 1-21. 

Riehl, J. P. & ROy, C. (1980) • Conceptual Models for 
Nursing Practice. (Second Edition) Norwalk, ct.: 
App1eton-Century-Crofts. 

Roy, C. (1980). The Roy Adaptation Model. In Riehl, 
J. P. and ROY, C. Conceptual Models for Nursing 
Practice. Norwalk, Connecticut: Appleton-Century
Crofts. 

ROY, C. & Roberts, S. L. (1981). Theory Construction 
in Nursing: I.n Adaptat ion Model. Englewood 
Cliffs, New Jersey: Prentice-Hall, Inc. 

Scott, J. & Huskisson, E. C. 
Represen~ation of Pain. 

(1976) • Graphic 
Pain, 2, 175-184. 

Scupholme, A. & Kamons, A. S. (1987). Are Outcomes 
Compromised When Mothers are Assigned to Bir.th 
Centers for Care? Journal of Nurse-Midwifery, 
R( 4), 211-215. 



194 

Shearer, B. (1981). The Support of a Third Person 
During Labor Helps an Expectant Couple Enormously. 
Childbirth Educator, 1(1), 21-26. 

Slome, C.: Wetherbee, H.; Daly, M.; Christensen, K.; 
Meglen, M. "& Theide, H. (1976). Effectiveness of 
Certified Nurse-Midwives. American Journal of 
Obstetrics & Gynecology', 124(2), 177-182. 

stewart, R. B. & Clark, L. (1982). Nurse-Midwifery 
Practice in an In-Hospital Birth Center: 2050 
Births. Journal of Nurse-Midwifery, 27(3), 21-26. 

Sweeney, C.; Smith, H.; Foster, J. C.~ Place, J.; 
Specht, J.; Kochenour, N. & Prate=. B. (1985). 
Effects of a Nutrition Intervention Program During 
Pregnancy. Journal of Nurse-Midwifery, 30(3), 149-
158. 

Thomas, M. w. (1965). The Practice of Nurse-Midwifery 
in the united states~' Washlngton, D.C.: U.S. 
D.H.E.W. Children's Burea~. 

Thompson, J. E. (1986). Nurse-Midwifery Care: 1925 to 
1984. In Werley, H. H.; Fitzpatrick, J. J. and 
Taunton, R. L. (Eds) Annual Review of Nursing 
Research, Vo~~~~~ New York: springer Publlshing 
Company. 

Tilden, v. P. 
Support. 

(1986). New Perspectives on Social 
The Nurse practitioner, 11(8), 60-62. 

Tilden, v. P. & Galyen, R. D. (1987). co;:;t and 
Conflict: The Darker Side of Social Support. 
western Journal of Nursing Research, S(l), 9-18. 

Tilden, A. P. & Stewart, B. J. (1985). Problems in 
Measuring Reciprocity with Difference Scores. 
Western Journal of Nursing Research, 7, 381-385. 

Turner, B. A. (1981). Some Practical Aspects of 
Qualitative Data Analysis: One Way of Organizing 
the Cognitive Processes Associated with the 
Generation of Grounded Theory. Quality and 
Quantity, 15, 225-247. 



Turner, R. J. & Noh, S. (1983). Class and 
Psychological Vulnerability Among Women: The 
Significance of Social Support and Personal 
Control. Journal of Health and social Behavior, 
~, 2-15. 

195 

Varney, H. (1980). Nurse-Midwifery. Boston: Blackwell 
Scientific Publications, Inc. 

Vaux, A.; Phillips, J.; Holly, L~ Thomson, B.; Williams, 
D. & Stewart, D. (1986). The Social Support 
Appraisals (SS-A) Scale: Studies of Reliability and 
Validity. American Journal of Community 
Psychology, 14(2), 195-219. 

Verran, J. & Ferketich, S. (1984). Residual Analysis 
for Statistical Assumptions of Regression 
Equations. Western Journal of Nursing Research, 
§j1), 26-39. 

Waltz, C.; Strickland, o. & Lenz, E. (1984). 
Measurement in Nursing Research. Philadelphia: F. 
A. Davis Company. 

Weinert, C. (1987). A Social Support Measure: PRQ85. 
Nursing Resear.ch, 35(5), 273-277. 

Williams, C. (1987, September). Anxiety and Coping in 
Complicated and Uncomplicated Labor and Delivery. 
Paper presented at the 15th Annual Nursing Research 
Conference, Tucson, Ar.izona. 

wylie, R. C. (1979). The self-Concept Revised Edition 
Volume Two: Theory and Research on Selected Topics. 
Lincoln: University of Nebraska Press. 

Yeates, A. & Roberts, J. (1984). A Comparison of Two 
Bearing-Down Techniques During the Second Stage of 
Labor. Journal of Nurse-Miawifery, 29(1), 3-11. 

Zeller, R. & Carmines, E. (1980). Measurement in the 
Social Sciences: The Link Between Theory and Data. 
London: Cambridge University Press. 

Zeller, R. & Levine, Z. (1974). The Effects of 
Violating the Normality Assumption Underlying r. 
Sociological Methods and Research, 2(4), 511-519. 


