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ABSTRACT 

The purpose of this study is to describe characteristics of 

childbirth pain communicative behaviors among laboring Thai women, 

determine mode of pain communication, and determine relationships among 

behaviors and parturients' age, parity, education, and occupation. 

This study employed an exploratory description design. Direct struc

tural observation was used to collect data. The study was conducted at 

a general hospital in Bangkok, Thailand, with 32 subjects participa

ting. The "Observation Checklist of Laboring Women's Behavior" was 

used to record the subjects' behaviors. Descriptive statistics, the ~ 

test, and Pearson product moment correlation were used to analyze data. 

Data analysis indicated that the subjects of this study commu

nicated pain via nonverbal channels and in a quiet manner. The range 

of nonverbal behaviors ranked from the greatest to the least frequent 

occurrences and included tactual, facial, lips, body movements, eyes, 

and respiratory behaviors. The range of verbal reports ranked from the 

greatest to the lowest frequencies and included reports of sensation, 

self evaluation of tolerance of pain, asking for information, request

ing help and comfort, and asking for permission. Reports of pain were 

the most predominant of all the verbal reports. 

There were no statistically significant differences between 

behaviors and age, parity, education, and occupation. Pain behaviors 

were more prevalent among primiparae. Subjects who were younger or bad 



fewer years of education ask for more information relating to the 

childbirth process compared with their counterparts. The younger 

subjects tended to communicate their pain via verbal mode; the older 

subjects tended to communicate their pain through nonverbal channels. 

Information derived from this study contributed to clinical 

practice, research, and theoretical knowledge of nursing. The infor

mation will help nurses understand about pain communication among the 

Thai women. Findings also will serve as empirical data for future 

investigations and can be used as a basis for childbirth pain 

assessment. 

The findings of this study are not generalizable because 

subjects were not randomly selected and the sample size was small. 

Rcco;mnenda:tions for futu.r~ study tn~lnd~ the use of larger sample 

12 

sizes, refinement of the checklist, and the use of multiple methods to 

collect the data. 
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CHAPTER 1 

INTRODUCTION 

The essence of this study emerges from the investigator's 

clinical practice in the maternity area. Observing laboring women of 

diverse ethnic-cultural backgrounds offers the opportunity to see the 

ways they respond to childbirth. 

It was evident that certain ethnic groups respond to the 

subjective and private event, the pain in childbirth, by openly 

expressing such inner experience through their verbal and nonverbal 

behaviors. In this instance, their pain and suffering are known to 

others immediately. 

In contrast, certain ethnic groups seem to be more reserved in 

expressing their inner and subjective experiences, such as the pain in 

childbirth. t .. s a r~sult, it is more difficult for others to judge 

whether persons are in pain or not because there are almost no 

objective evidences. 

The dissimilarity in their responses to the same physiological 

phenomenon, childbirth process, motivated this investigation of the 

ways women of her native country, Thailand, communicated their child

birth pain to others. Since it is believed that the real and inner 

experiences, including pain, often manifest themselves through 

nonverbal behaviors, the Thai women probably use this channel to 

communicate pain as well. 
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Statement of the Problem 

The problem of this study stems from insufficient clinical 

research-based information about pain in childbirth. In reviewing the 

literature, it appdars that childbirth or labor pain has received less 

attention from clinicians and/or researchers as compared to surgical, 

dental, phantom, visceral and vascular structures, and cancer pain. 

As a result, research-based data related to childbirth pain are still 

needed. 

Another problem underlying this study is the lack of substan

tiated information regarding childbirth pain among Thai women. Few 

studies of pain related to Thais have been conducted; none have been 

related to pain in childbirth per se (Davitz, Davitz, & Rubin, 1980; 

Fabrega and Tyma, 1976; Diller, 1980). Therefore, the childbirth pain 

phenomenon in Thai women is in need of further investigation. 

Finally, there is a need for a practical measure to assess pain 

in childbirth. In caring for laboring women, one of the most frequent 

problems encountered is how best to assess pain. Pain can be measured 

by monitoring physiological activities and by the self-reporting of 

pain experience (Br~~er & Suddarth, 1988; McCaffery & Beebe, 1989; 

Syrjala & Chapman, 1984; Ross & Ross, 1988). However, these methods 

may not be practical to assess pain in childbirth. 

The measurement of physiological activities provides objective 

findings, but it can yield unreliable results over time as well as 

requiring sophisticated equipment. The self-report method provides 

immediate and direct assessment of the laboring women. However, it 
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requires a great deal of compliance from the subjects. The self-report 

method can be obtrusive in this instance as well as inappropriate for 

pain that is intense, periodic, and increasing in frequency of 

duration like childbirth pain. 

Observation of the sufferers' overt behaviors is a method which 

can be used to assess pain. This method is relatively flexible and 

nonobtrusive. Gustafson (1982, 1988) studied the communication of 

women in labor using observation. Observation was used to identify 

behaviors that could be inferred as ftpain communicative behaviors" or 

as "behavioral pain indicators" of the Thai women in labor. 

Significance of the Problem 

Information gained from this study will contribute to the 

advancement of knowledge in the nursing profession, in arp.~s of edu

cation, clinical practice, and research. In the realm of nursing 

education, information gained from this study enhances understanding of 

the phenomenon of pain in childbirth. In addition, the findings of 

this study provided insight into the pain response among an ethnically 

different sample. 

In terms of research in nursing, information derived through 

this study will serve as empirical clinical-referenced data that could 

be used in developing the instrument to measure pain that is still 

needed, especially for practical clinical purposes. Also, information 

derived through this study could be used to generate hypotheses for 

further investigations. 
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In terms of clinical nursing, knowledge gained from this study 

is helpful in pain assessment. Assessment of pain is a primary concern 

in nursing. Fagerhaugh and Strauss (1977), Teske, Daut, and Cleeland 

(1983), and Wiener (1975) found that staff tend to underestimate the 

intensity of pain experience as compared to the sufferers' reports of 

their pain. As a result, more information regarding the pain 

phenomenon is needed in order to perform assessment of pain. 

Knowledge obtained through this study contributes not only to 

pain assessment but to pain control as well. Nurses can promote 

significantly various kinds of nonpharmacologic pain relief methods, 

i.e., giving information, providing emotional support, using cognitive 

interventions, and using various forms of cutaneous stimulations. 

These methods may not absolutely eliminate pain sensations, but they 

may modify the perception of pain experience. Bonica and Chadwick 

(1989) noted that prenatal education decreases pain behaviors among 

laboring women. 

In general, unrelieved pain or repeated stimulations from 

noxious variables will sensitize the pain receptors, lower the pain 

threshold, and increase sensitivity to stimulation, even to noise and 

sound (Peck, 1986). This mechanism can be affected seriously because 

the pain receptors do not adapt to repeated stimulation. As a result, 

the affected area is likely to become more sensitive over time (Long, 

1989). 

Severe and prolonged acute pain such as pain in childbirth is 

often associated with increased self absorption, withdrawal from inter-
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personal contact, fear, anxiety, increased vulnerability, diminished 

coping ability, and even loss of self control. These events can evoke 

a general stress response, "flight or fight syndrome." Once this 

unfavorable situation occurs, it is very difficult to obtain compli

ance from the sufferers (Olds, London, & Ladewig, 1988; Pillitteri, 

1985, Reeder, Mastroianni, & Martin, 1983). 

Unrelieved pain in childbirth potentially can elicit anger and 

hatred toward the father and the infant. This resentment can bring 

about temporary withdrawal or rejection of the father and the baby. 

For example, a mother has been quoted as saying that it took her a year 

to forgive the child for causing so much pain and to be able to 

establish a favorable relationship with the baby. Also, fathers have 

been known to state that they held a grudge against the infant for 

causing severe pain to the mother (Reeder et al., 1983). 

Phillips and Cousins (1986) stated that unrelieved severe pain 

can lead to sympathetic overactivity, tachycardia, increased peripheral 

resistance, increased blood pressure, cardiac overload, and oxygen con

sumption that may lead to myocardial ischemia and infarction, gastric 

stasis and urinary retention. In high-risk pregnancy, unrelieved 

severe pain can lead to increased gastric stasis, increased oxygen con

sumption, maternal acidoses, venous stasis, platelet aggregation, pre

disposition to deep vein thrombosis and pulmonary embolism, immobili

zation of the skeletal muscle. Prolonged severe pain may inhibit 

uterine contraction and decrease uterine blood flow. As a result, this 



condition can be harmful to the mother and the baby (Bonica, 1980, 

1984; Phillips & Cousin::; , 1986). 

In contrast, pain control is likely to benefit patients. 

Reeder et al. (1983) noted that pain control in childbirth will 

minimize suffering, foster emotional and physiocological benefits to 

the laboring women. A childbirth process that is associatec with 

minimum pain will render a more satisfactory childbirth experience to 

the mother as well as foster a more positive experience toward 

parenthood. Mothers whose pain is controlled or minimized are likely 

to cooperate better with therapeutic regimes. 
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Observing the laboring women's behaviors while they are experi

encing pain enables nurses to see patterns of behavioral responses to 

pain in childbirth. Since pain can be communicated to others through 

the sufferer's behaviors, observation of laboring women while experi

encing pain will help nurses gain understanding about pain commu

nicative behaviors. Also, recording the characteristic, intensity, as 

well as factors that may influence pain will help move the pain 

phenomenon from a subjective to a more objective realm (McCaffery & 

Thorpe, 1989). 

In addition, people communicate their feelings, experiences, 

and sensations, through verbal and nonverbal behaviors (Birdwhistell, 

1970; King, 1981; Jasmin & Trygstad, 1979; Pluckhan, 1978; Polit & 

Hungler, 1987). As a result, nurses oUght to be familiar with both 

modes of communication, especially nonverbal channels which may not 

yield the immediate or direct result that verbal messages can. Nurses 



• 

should be aware and sensitive to both modes of communication in order 

to understand the meaning of the message sent by patients (Jasmin & 

Trygstad, 1979). Otherwise, the intended message may be lost or 

disregarded . 
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Understanding of patients' behaviors will enable nurses to 

communicate better with patients. Communication is significant and 

essential for the establishment of the meaningful nurse-patient 

relationship that is the prerequisite for the nursing process. Nurses 

can give better care if they are sensitive ro patients~ behaviors and 

if they are able to validate and interpret the meaning of such 

behaviors (Angelini, 1978). 

Figure 1 exemplifies the reciprocity of laboring women's 

conveying of childbirth pain and nurses' interventions. The message 

"childbirth pain" is initially perceived by the women themselves. 

This message can be communicated via verbal or nonverbal modes. 

Verbal channel refers to spoken or written words whereas non-

verbal channel refers to kinesic and extralinguistic behaviors. 

Usually, a verbal message is immediately recognizable and 

interpretable (Sapir, 1973). If the intended messages sent by the 

laboring women are recognized by the nurses, interpersonal communi

cation takes place (King, 1981). This process will enable nurses to 

assess and implement nursing intervention for the laboring women. 

Nonverbal behaviors include extralinguistic and kinesic. 

Extralinguistic refers to all vocal features remaining after words have 

been removed (Harrison, 1974; Pittenger & Smith, 1966; Siegman, 1978; 
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Smith, 1966). Kinesic refers to body movements, facial expressions, 

gestures, and postures. Nonverbal behavior is believed to contain a 

message that is comparable to a verbal message (Birdwhistell, 1970; 

Duncan, 1969; Sundeen et al., 1989). Nonverbal messages may not yield 

as immediate or meaning as verbal message. As a result, the intended 

message sent by the laboring women may be lost if the nurses are not 

sensitive to nonverbal cues and are not capable of interpreting them. 

In such an instance, no interpersonal communication takes place; the 

message remains with the laboring women, and pain will persist. 

In contrast, nurses who are sensitive and capable of inter

preting nonverbal cues sent by laboring women will recognize that 

laboring women are experiencing pain. In this respect, the goals 

of the sender (laboring women) and receivers (nurses) are shared; 

therefore, interpersonal cOID~unication takes place. This process 

enables nurses to assess and implement nursing intervention. 

Finally, in~n~ation gained from this study will be applicable 

and relevant to the needs of the investigator's native country, especi

ally in the field of maternity nursing. Knowledge gained will be 

useful in nursing research, clinical practice, and education in 

Thailand. 

Purpose of the Study 

The purpose of this study was to: 

1. Observe and describe the characteristics of childbirth pain 

communicative behaviors expressed by laboring Thai women during 

the active phase of labor. 
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2. Determine the salient modes of childbirth pain communication. 

3. Determine the associations among observable childbirth pain 

communicative behaviors, and the parturients' parity, age, 

occupation, and level of education. 

Limitations 

1. The sample size was small; therefore, the findings may not be 

generalizable. 

2. The selection of subjects was nonrandom; thus, the sample may 

not be representative of the population. 

Assumptions 

1. All behaviors contain purposeful messages and behaviors 

synonymous with communication (Watzlawick, Beavin, & Jackson, 

1967). 

2. The existence of pain is evidenced through the individuals' 

behaviors (Brunner & Suddarth, 1988; Craig & Prkachin, 1983; 

Long, 1989; Ross & Ross, 1988). 

3. Behaviors that occur when laboring women are experiencing 

childbirth pain can be inferred as nchildbirth pain 

communicative behaviors. n 

Research Questions 

1. What are the characteristics of behaviors expressed by laboring 

Thai women when experiencing pain in the active phase of labor? 

2. What is the salient mode of pain communicative behaviors? 



3. What are the characteristics of behaviors classified as the 

salient mode of pain communication? 
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4. What are the relationships among childbirth pain communicative 

behaviors and age, parity, educational levels, and occupation 

of laboring women? 

Operational Definitions 

The following terms were operationally defined for the purpose 

of this study: 

Communication--The process of eliciting and conveying a meaningful 

message. 

Nonverbal behaviors--The observable acts that consist of vocal 

expressions and gestures such as facial expressions or body 

movements. 

Verbal behaviors--The observable acts that involve spoken words. 

Perception--The ways the individual experience and interpret the event 

based on how she feels or thinks about it. 

Pain experience--The individuals' integrations of sensation, feeling, 

thinking, and responding to painful stimulation. 

Pain threshold--The lowest stimuli that the individuals first perceive 

as discomfort or painfc.l. 

Pain responses or pain communication--The manners that pain manifests 

itself or the ways the styles the individuals exhibit when 

experiencing pain. The responses could be physiological, 

behavioral, and verbal expressions. 



Pain communicative behaviors--Observable acts that occur when the 

individuals are experiencing pain. 

Salient pain communicative behaviors--Observable acts that occur most 

often in terms of their frequency. 
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Active phase--The stage in the labor process when cervical dilatation 

is at least about 4 centimeters, but less than 8 centimeters. 

Childbirth or labor pain--Extreme discomfort associated with the 

childbirth process only during the first stage of labor. 

Parity--The number of times of giving birth to children who were alive 

at birth. 

S~ary 

Pain in childbirth has not been widely studied when compared to 

other kinds of clinical pain such as dental, surgical, visceral and 

vascular structures, cancer pain, and so forth. Childbirth process has 

been a debatable issue as far as pain is concerned. This notion is in 

part due to the evidence that childbirth pain manifestations are highly 

explicit in women of certain cultural groups while almost inconspic

uous in another cultural group. As a result, this study was conducted 

in order to determine: the characteristics of pain communication among 

the laboring Thai women; salient mode of pain communication; and 

relationships among pain communication and parturients' age, parity, 

education, and occupation. 

The findings of this study will contribute to theoretical 

knowledge, research, and clinical practice in nursing. Sample size of 

this study was small and was purposive selected instead of randomly 



selected. As a result, the findings of this study is not gener

alizable. 
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CHAPTER 2 

CONCEPTUAL ORIENTATION 

The substantive ar.~, of this study has not yet been extensively 

investigated. Therefore, 8 C ~nceptual orientation was used as the 

framework for this study and integrated three major elements: commu

nication, pain in childbirth, and pain response or pain communication. 

Communication 

Communication is the process of eliciting meaning and sending a 

meaningful message. The term "communicationn ought to be distinguished 

from the term "communications," which refers to the technical means 

used to transmit the message, i.e., television, radio, telephone, 

newspaper (Pluckhan, 1978). All communication is intentional or has 

purpose such as to persuade, to influence, to obtain pleasure, to 

control, to su~ive, to generate meaning, to inform others about one's 

self and the world (Argyle, 1975; Birdwhistell, 1970; 1 luckhan , 1978). 

In nursing, communication is very important. It is the funda

mental means by which nurses and patients establish a relationship that 

is the prerequisite of optimal nursing process. In essence, communica

tion is the vehicle to understand and respond to others meaningfully 

(Jasmin & Trygstad, 1979; King, 1981). Auvenshine & Enriquez (1985) 

stated that all communication, be it verbal or nonverbal, may be 

helpful for nurses in assessing pain. 



Classification of Communication 

In general, communication is classified into two major areas: 

verbal and nonverb~l (Jasmin & Trygs~ed, 1979; King, 1981; Sundeen et 
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a1., 1989). However, classification of communication behavior is not 

so easy. Ray Birdwhiste11, the pioneer in nonverbal research, said 

that studying nonverbal communication is like studying noncardiac 

physiology (Knapp, 1978, p. 3). His perceptive remark is supported by 

Knapp (1978), that verbal and nonverbal dimensions are closely related 

in a subtle way. The intimate relationship between the two spheres 

leads some of the foremost scholars of nonverbal behavior to refuse to 

segregate these two dimensions from each other but prefer to study them 

under the broader perspectives of "communication" or face-to-face 

interaction (Knapp, 1978). A diagram of behavior classifications (Fig. 

2) and Laver and Hutcheson's (1972) four-way classification of 

behaviors involved with communication (Fig. 3) are provided. 

Verbal Communication 

The verbal or linguistic mode is concerned with actual words 

used in speaking and writing to convey ideas, or meaning, from one 

person to another (Jasmin & Trygstad, 1979; King, 1981). The verbal 

mode is the most explicit form of communication of every known society 

(Sapir, 1973). According to Sapir, this dimension is conscious, 

officially and socially accredited. It is the primary mode of 

communication that involves physiological and cognitive mechanisms 

(Rosenthal et a1., 1979; Sundeen et a1., 1989). 
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SPOKEN WRITTEN KINESIC PARALINGUISTIC 

Figure 2. Modes of communication (Adapted from Jasmin & 
Trygstad, 1979; King, 1981; Sundeen et a1., 1989). 

NONVERBAL 
VERBAL BEHAVIORS BEHAVIOR 

VOCAL Linguistic or Paralinguistic, 
BEHAVIORS Spoken Word Extralinguistic, 

Nonlinguistic, 
or Non1exicon 

NONVOCAL Linguistic or Kinesic 
BEHAVIORS Written or 

Printed Word 

Figure 3. Laver and Hutcheson's (1972) Four-way Classi
fications of Behaviors involved in communication 
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Nonverbal Communicative Behaviors 

This domain is vast and subject to a variety of interpretations 

(Knapp, 1978). Usually the nonverbal domain encompasses proxemic (use 

of personal space or territorial ism) , paralanguage (voca1izatinn, 

extralinguistic, or nonlexicon), kinesic (ways people communicate 

through body motion, gestures), and use of artifacts (Bull, 1983; 

Duncan, 1969; Knapp, 1978; Pluckhan, 1978; Siegman, 1978). 

Communication does not necessarily occur only through the ver

bal mode. Birdwhistell (1970) regarded human beings as multisensorial 

beings capable of communicating verbally or nonverbally. Communication 

occurs significantly via nonverbal channels without our awareness 

because their occurrences are so ingrained into our daily life (Bird

whistell, 1970; Duncan, 1969; Rosenthal et al., 1979; Sundeen et al., 

1989). 

Nonverbal behaviors enacted by the individuals in communication 

are believed to be capable of generating messages that can be goal

directed or intentional (MacKay, 1972) (Fig. 4) as well as elicit mean

.ing that is parallel to the actual words (Birdwhistell, 1970; Dance, 

1967; Ekman & Friesen, 1969, 1972, 1975; Ekman, Friesen, & Ella~orth, 

1972; Knapp, 1978; Pluckhan, 1978). Therefore, the occurrences of 

nonverbal behaviors are not just a mere expression, but those expres

sions are meaningful within the context they occur (Bateson & Jackson, 

1964; Pluckhan, 1978; Sapir, 1973). 

Although Birdwhistell (1970) stated that universal symbols for 

gestures have not yet been well established, Sundeen et al. (1989) 
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GOAL 
DIRECTED 

INTERPRETED AS 
GOAL DIRECTED 

NONVERBAL SIGNS 

~NONGOAL 
DIRECTED 

NOT INTERPRETED 
AS GOAL DIRECTED 

Figure 4. Mackay'S model of intentionality generated by 
nonverbal signals (Mackay, 1972). 

argued that nonverbal behaviors are capable of eliciting meaning that 

is more universal than the spoken word and its language. Moreover, 

nonverbal behaviors are capable of eliciting meaningful response that 

could be called by Po1anyi (1966) as "tacit knowledge." This rlotion is 

congruent with Sapir's (1973, p. 556) succinct remark that "in spite of 

these difficulties of conscious analysis, we respond to gestures with 

an extreme alertness and, one might almost say, in accordance with an 

elaborate and secret code that is written nowhere, known by none, and 

understood by all." 
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Not only do nonverbal behaviors serve as one mode of communi

cation or capable of eliciting meaningful messages, it is believed that 

messages that are conveyed through nonverbal means are more accurate 

and trustworthy than those of verbal mode (King, 1981). It is believed 

that human beings cannot completely hide their real feelings. Although 

they can conceal their real feeling verbally, these hidden verbal mes

sages will usually find their outlet through nonverbal channels 

(Mehrabian, 1972; Murray & Zentner, 1975). 

The notion that although human beings are capable of hiding 

their true experience via verbal mode they can never completely hide it 

through nonverbal mode was supported by Freud (cited in Pluckhan, 1978, 

p. 521), who stated that "no mortal can keep a secret. If his lips are 

silent, he chatters with his fingers . . . betrayal oozes out of him at 

every pore." This evidence was also substantiated by Pluckhan, who 

regarded human body language as a human lie detector that keeps the 

persons from hiding their inner states the way verbal behavior can. 

Nonverbal behaviors are believed to contain more accurate 

information about the individual's inner state because such behaviors 

are difficult to fake or to be manipulated. 'fherefore, what we see 

reflects the person's real world (Argyle, 1975; Rein, 1980; Jasmin & 

Trygstad, 1979; King, 1981; Mehrabian, 1972). 

Classification of Nonverbal Behaviors 

Since nonverbal behaviors are a broad area (Bull, 1983; Knapp, 

1978), the discussion of nonverbal behaviors in this study focuses only 

on two elements--paralinguistic and kinesic behaviors. 
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Kinesic Behaviors 

These behaviors refer to the ways people communicate through 

their body motions, facial expressions (grimace, frown, furrow of 

brow), postures (slump of shoulders), eye behaviors (blink, gaze, pupil 

size), gestures (Birdwhistell, 1970; Ekman & Friesen, 1969, 1972, 1975; 

Ekman et al., 1972; Knapp, 1978; Pittenger & Smith, 1966; Smith, 1966). 

Kinesic behaviors are believed to contain information analogous to 

verbal and, therefore, open to interpretation. Ekman and Friesen 

(1969) and Knapp (1978) referred to these elements as "emblems." The 

emblems are referred to as nonverbal acts that reflect specific verbal 

translations, which are known by the majority of a particular 

community. Emblems are often used when the verbal channel is blocked 

or failed, and they are used in the manner that is almost similar to 

verbal usage. Emblems are usually produced by hands, but they can be 

generated by other parts of the budy as well. Several emblems that 

seem to be recognized by many people include the following: nose 

wrinkle - "I'm disgusted" or "Phew! It stinks!"; nod head ~ agreement; 

shake fist - anger; clapping - approval; raising hand - need attention; 

yawning - boredom; thumb down = disapproval (Ekman & Friesen, 1969; 

Knapp, 1978). 

Extralinguistic Behaviors 

There is no agreement as to what a5pects of behaviors should be 

included in this domain. Technical terms such as paralinguistic, 

nonlanguage, and nonlexical have be~n used interchangeably with 

extralinguistic behaviors (Harrison, 1974; Siegman, 1978). In the 
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broad sense, this vocal nonverbal domain refers to all vocal features 

of message that remained after the words have been removed (Harrison, 

1974; Pittenger & Smith, 1966; Siegman, 1978; Smith, 1966). Trager 

(1958) stated that this domain is concerned with how something is said 

rather than what is said. In essence, extralinguistic is involved with 

vocal and nonverbal aspects of communication; tilat is, the sound is 

produced but without gestures. 

Generally extralinguistic dimensions consist of voice quality, 

vocal character, vocal segregates, and vocal emblems (Harrison, 1974; 

Knapp, 1978; Pittenger & Smith, 1966; Trager, 1958). 

1. Vocal Characters. Vocal characters refers to vocal features 

such as laughing, crying, sighing, yawning, belching, modified 

respirations, yelling, whining, snoring, coughing, hiccuping, 

clearing the throat, moaning, groaning, end ~qhisper:i.T!g 

(Harrison, 1974; Knapp, 1978; Trager, 1958). 

2. Vocal qualifiers. Vocal qualifiers refers to the pitch, 

intensity, and extent of the voice. Vocal qualifiers include: 

pitch range from over low to over high; voice intensity, from 

over soft to over loud; and vocal extent, from extreme drawl 

to extreme clipping (Harrison, 1974; Knapp, 1978; Trager, 

1958). 

3. Vocal Segregates. Vocal segregates refers to the utterance of 

the sound that used to punctuate, interject, or affirm verbal 

elements. Vocal'segregates include Huh-huh," "umm," noh," and 

"ah-hah," which implies yes; "uh-uh" or "ah-ah," which refers 



to no; and variants thereof (Harr.ison, 1974; Knapp, 1978; 

Pittenger & Smith, 1966; Trager, 1958). 
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4. Vocal Emblems. Vocal emblems refers to vocal sounds that are 

not actual words but attain emblem status. These vocal sounds 

are parallel to verbal messages and understood by most members 

of such society (Harrison, 1974; Knapp, 1978). Vocal emblems 

that are believed to represent pain experience by people of 

certain ethnic groups are nouchn or nboohoon for the Europeans, 

naiyoon for the Chinese (Diller, 1980), and noyn for the Thais. 

Vocalization or the extralinguistic dimension is believed to be 

learned, patterned, and is used as one mode of communication. Sapir 

(1973), as well as Pittenger and Smith (1966), stated that vocalization 

may convey information about the person's attitude, emotional state, 

and hostility the ways gesture can. 

The controversy about nonverbal behaviors is that some 

researchers view this dimension as an unknown sphere, and it can be 

just a mere expression (Knapp, 1978; Mehrabian, 1972). It is vague, 

and without explicit rules to be followed like the verbal or linguis

tic. Besides, it can be ambiguous if its occurrence is inconsistent 

with verbal expressions (Pluckhan, 1978). 

In summary, nonverbal behaviors, whether kinesic or extra

linguistic, are believed to be capable of eliciting meaning that is 

parallel to actual words. Nonverbal behaviors are used as one mode in 

communication. Although nonverbal behaviors are still a debatable 

issue, it is believed that a message generated through nonverbal means 
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is more accurate and trustworthy than via verbal mode. Therefore, 

nonverbal behaviors may be served as a valid means of communication 

comparable to verbal means. Despite complexity, it is a necessary area 

to study because pain is communicated only nonverba11y in many 

cultures. If we do not study nonverbal communication, it will not be 

possible to study expression of pain and limits effectiveness of care. 

Pain Phenomenon 

In order to describe childbirth pain meaningfully, an overview 

discussion of the pain phenomenon is necessary. The discussion focuses 

on: (1) cOb::eptualization of pain, (2). classifications of pain, and 

(3) childbirth pain. 

conceptualization of Pain 

Conceptualization of pain has long been an issue in the study 

of pain phenomenon. In terms of conceptualization, the derivations, 

definitions, classification of pain, and theories of pain are 

discussed. 

Derivations of the Term "Pain" 

The word "pain" is derived from the Latin "poena" and from the 

Greek word "poine." The words themselves imply punishment. French, 

Spanish, or other languages of Latin derivation use the term "dolor" to 

signify pain. In French, "peine" conveys punishment and penalty that 

signify emotional connotation of anguish and anxiety. The word 

"excruciating" is derived from the Latin "crucifigere" or to crucify. 

This term is used to describe the worst pain, which is comparable to 
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Christ's suffering on the cross. The Latin npoenan can be traced to 

the Sanskrit word npu," which means "purification." The original 

meaning of these terms has nothing to do with pain, but does imply the 

notion of victimization, penalization, and vengeance. ·This idea may be 

related to corporal punishment used in ancient Rome and may have led to 

the shift of the term "poena" to "pain." In essence, semantic 

variations of pain terms have demonstrated that each culture may hold 

different attitudes toward pain (Martinelli, 1987; Zborowski, 1969). 

Definitions of Pain 

Pain is difficult to define because different groups of people 

view the pain phenomenon differently. For example, neurologists speak 

about pain in terms of nerve impulses or quantifiable sensation; 

philosophers speak of realms of sensations, feeling, suffering, and 

meaning; psychologists use terms of emotional qualities of affective 

state; and theologians describe pain in terms of guilt and punishment; 

lay persons use terms of evil punishment, burden, and challenging 

(Degenaar, 1979; Sandelowski, 1984). Therefore, the choice of defini

tion is dependent on one's professional orientation (Sternbach, 1968). 

Pain has been defined since ancient times. Plato regarded 

pain as sensation, whereas Aristotle viewed pain as purely affective, 

the opposite of pleasure, "a passion of the soul." The ancient Romans 

such as Galen and Decartes as well as the Arabian Avicena described 

pain as a specific and distinct sensation. By the same token, Indian, 

Buddhist, and Hindu peoples view pain as a sensation, but they give 

greater significance to emotional aspects (Bonica, 1980). 
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To date, there is no general agreement aDDut the definition of 

the pain phenomenon. The International Association Study of Pain 

(lASP), headed by Merskey (1986, p. S2l7) , defined pain as "an unpleas

ant sensory and emotional experience associated with actual or poten

tial tissue damage." 

This definition was challenged by Yolff (1984, p. 186) because 

" not all pain is unpleasant. Yhile acute pain is usually associ-

ated with tissue damage, such a correlation is much more tenuous for 

chronic pain." 

Another disagreement was expressed by Noordenbos (1984), who 

stated that pain is not necessarily a result of tissue damage. The 

example given is visceral pain or renal colic, which is one of the 

severest pains, but ceases immediately after the stone is passed and 

is without tissue damage. 

McCaffery (1979, p. 11) defined pain as "what the patient says 

it is and exists when he says it does." A similar netion was echoed by 

Noordenbos (1984, p. 2) in that "pain is what the patient tells us he 

feels." However, the d5.1emma of these notions was expressed by the 

succinct comment of Degenaar (1979, p. 281), as "I thought I knew what 

pain was until I was asked to say what the pain means. ft 

To entirely rely on the sufferer's report of hisfher feeling 

when experiencing pain was further challenged by Fordyce (1976), 

stating that pain is not simply what patient says it is or exists where 

they say it does. There are at least two things that can confound a 

patient's report of pain. First, the patients' knowledge and percep-



tion may limit their ability to recognize, interpret, and report what 

happens to their bodies, even though they may wish to do so. Second, 

pain expression is similar to other expression of human experiences; 

that is, the inconsistency of verbal and nonverbal behaviors. 

Presently, we do not yet know which one is more reliable. 

Theories of Pain 
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Prior to the nineteenth century most authorities viewed the 

pain phenomenon similar to Aristotle's view in the realm of emotion 

(Merskey, 1978; Zborowski, 1969). Later, knowledge in sensory 

physiology gave rise to the different view of pain phenomenon, that is, 

pain as sensation. (The sensation view is the fundamental of the 

specific theory in pain event (Johnson, 1977». 

Theories about pain have been proposed and tested for 

centuries. The most widely known included the specific theory, the 

pattern or intensity theory, and the gate control theory. Although 

these theories are still being debated, some of their elements survive 

scientific scrutiny as well as have served as the foundati?n for 

further investigation (Nolan, 1987). These theories are discussed 

accordingly. 

1. Specific theory. This theory was b~sed on Muller's (1840) 

notion of specific nerve energy and von Frey's (1894) specific 

sensory modalities (i.e., heat, cold, pressure, and pain) 

(cited in Ross and Ross (1988». This theory views pain as a 

distinct sensation with its own receptors and pathway. Pain 

impulses are perceived through the pain receptors and travel 
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through the pain pathway in the spinal cord up to the hypothal

amus and cerebral cortex where pain and other sensations are 

interpreted. 

The implication of this theory rests on the assumption 

that the interruption of the presumptive specific pain pathway 

either within the periphery, spinal cord, or brain stem ought 

to abolish the pain sensation without disrupting other sen

sations. However, this proposal, although theoretically sound, 

can be impractical. The limitations of this theory are its 

failure to explain phantom pain, causalgia pain, the ineffec

tiveness of rhizotomy (cutting of the nerve root in order to 

relieve intractable pain), and the "relief effect" of 

anesthetic that still persists even after drug action is 

diminished. 

2. Pattern or intensity theory. This theory was based on 

Goldscheider's (cited in Ross & Ross, 1988) notion that there 

are no specific receptors, pathways, or neural pools for pain 

sensation. Pain experience is the result of excessive activity 

or. intense stimulation of nonspecific peripheral receptors. 

In other words, summation of impulses that are excessive result 

in a reverberatory pattern. This self-propagating pattern is 

capable of sending bursts of nerve impulses to the higher cen

ters where the impulses are interpreted. Once the pattern is 

established, the pain is perceived even though the stimulation 

is abolished or is removed. 



40 

This theory accounts for the ineffectiveness of rhizotomy, 

neurectomy, phantom pain, causalgia pain; as well as provides 

a rough explanation for unexplained clinical pain syndromes. 

The drawback of this theory is the deemphasis on physiological 

specialization which is prevalent in the pain phenomenon. 

3. Gate control theo~ of pain. This theory was proposed by 

Melzac~ ~~d Wall (1965), who suggested that the pain experience 

is a multidj~ensional phenomenon that encompasses sensory, 

psychosocial, and cultural dimensions of the individuals. 

Melzack and Wall (1965) proposed that pain experience is 

mediated by the following factors: Sensory dimension is 

mediated by competitive activity between two different kinds of 

nerve fibers, large and small nerve fibers. The large nerve 

fibers, the A-beta, are responsible for touch and pressure 

sensation whereas the small nerve fibers, the A-delta and the 

C-fibers, are responsible for pain sensations. The A-delta are 

larger and myelinated and are implicated with fast onset, 

sharp, well localized, pricking pain. The C-fibers are smaller 

and unmyelinated and are involved with slow onset, dull, 

aching, diffusely localized pain as well as burning sensation. 

It has been proposed that the C-fibers contain the P, or pain 

producing substance. This substance is believed to be a major 

neurotransmitter of the pain impulse. 
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Both the large and small fibers branch into the dorsal 

horns of the spinal cord. The cells of the dorsal horns are 

known as nSubstantia Ge1atinosan (SG) and are believed to have 

a ngating property.n Stimulations of the large nerve fibers, 

which are located abundantly on the skin, by various means-

i.e., rubbing, massaging, stroking, pressing, acupressure, and 

so forth--wi11 activate the set to close the nhypothesized 

gate. n Once the gate is closed, the pain impulse is blocked 

from reaching a level of awareness. Guyton (1987) also stated 

that stimulations of large nerve fibers depress the transmis

sion of pain signals either from the immediate or distant areas 

of the body. 

Stimulation of the large fibers is believed to be related 

to the release of endorphins, an nopiate-1ike substance n that 

occurs naturally within our body. Endorphins are believed to 

block the pain transmission (Brunner & Suddarth, 1988). 

In contrast, stimulation of the small fibers by noxious fac

tors, such as mechanical, chemical, electrical, and thermal 

stimulation will inhibit or minimize the activity of the SG. 

Once the SG is inhibited, the gate will be opened; this allows 

for or enhances the transmission of the pain impulse to a level 

of awareness. 

Affective-evaluative dimensions are believed to be 

mediated by cognitive and affective activities such as 

attention, emotion, personality, past experience, memory, 



thoughts, and so forth. It is believed that affective

evaluative dimensions are implicated by a higher level of the 

Central Nervous System (CNS) such as the brain stem, 

hypothalamus, and cerebral cortex. 
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Although the relationship between cognitive and affective 

dimensions and the CNS activities are not ~~ell understood, it 

is proposed that these elements play an important role in pain 

perception. These dimensions may account for the subjective, 

complexity, and private nature of pain, which may contribute to 

variations in pain response among individuals or ethnic

cultural groups, even though their sensory dimension is similar 

(Bobak & Jensen, 1987; Hardy, Wolff, Goodell, 1967; Melzack & 

Wall, 1983; Sternbach & Tursky, 1965; Zborowski, 1969). 

Although the gate control theory does not provide &n 

absolute truth, this unified theory helps understanding of the 

pain phenomenon. ~e multidimensional perspectives of this 

theory helps explain the variation in pain response in 

individuals, as well as among the different ethnic~cultural 

groups. The sensory dimension of this theory.allows for the 

use of various forms of cutaneous stimulations (rubbing, 

pressing, massaging, acupressure, transcutaneous electrical 

stimulation or TENS, etc.). The affective-evaluative 

perspectives of this theory provides for the application of 

cognitive interventions such as support, anxiety reduction 
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guided imagery, suggestion, hypnosis, distraction, desensi

tization, concentration, and relaxation (Auvenshine & Enriquez, 

1985; Bobak & Jensen, 1987; Brunner & Suddartil, 1988; Reeder & 

Martin, 1987). 

Classification of Pain Phenomenon 

Pain phenomenon can be classified into experimental and 

clinical pain (Rosen, 1977; Stewart, 1977). Experimental pain refers 

to pain induced by the experimenter. In this instance, the intensity, 

quality, and duration of pain are controlled by an experimenter. It 

neither truly mimics clinical situations nor is associated with anxiety 

since subjects know that pain will be limited (Rosen, 1977). In 

contrast, clinical pain or real pain is not subjected to the 

experimenter's manipulation. The stimulus can be highly variable 

(Rosen, 1977). The experience of clinical pain varies from person to 

person, even though the sufferers undergo similar pain-producing 

procedures (Stewart, 1977). 

Generally, clinical pain is divided into two major types, acute 

and chronic pain. Acute pain refers to pain of a recent onset or of 

brief duration. It may last from seconds to about 6 months. Acute 

pain is associated with changes in the activities of the autonomic 

nervous system. The overall pattern of acute pain is an emergency 

response, also known as the fight/flight reaction. This response 

pattern is similar to panic disorders and anxiety states (McCaffery, 

1979; Sternbach, 1986). 
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In contrast, chronic pain is defined as pain which lasts longer 

than 6 months. Back, shoulder, and neck pain are common kinds of 

chronic pain. The chronic pain mechanism is complex and thus difficult 

to understand. Sleep disturbance, loss of appetite, decreased libido, 

irritability, somatic preoccupation, withdrawal, and disturbance in 

family and social relationships, helplessness, and hopelessness are 

characteristics of chronic pain. These characteristics are also seen 

in depressive reactions and hypochondria (McCaffery, 1979; Sternbach, 

1986) . 

Childbirth Pain 

Childbirth, parturition, or labor pain, is referred to as the 

unpleasant sensation that occurs during the childbirth process. Child

birth pain is often used interchangeably with uterine contraction. 

Childbirth pain can be regarded as an acute and visceral pain (Fig. 5) 

(Akamatsu & Bonica, 1976). Visceral pain refers to pain that is 

produced by stimulations to the hollow visceral somatic structures. 

The stimulations can be chemical, thermal, electrical, or ~echanical 

origins. Mechanical stimulations such as traction, contraction, 

distention, compression are found to effectively produce severe 

visceral pain (Bonica, 1967; Guyton, 1982; Hardy et al., 1967; Phillips 

& Cousins, 1986). Visceral pain is characterized as vague, poorly 

localized, dull, may refer to other areas. The pain can be colicky or 

cramplike similar to childbirth pain (Bonica, 1967; Guyton, 1982). 
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PHENOMENON 

~ 
/PAIN 

Pain Clinical 

/ ~ 
Experimentally 

Induced 
Pain 

Duration Location 

/~ /~ 
Chronic Acute Visceral Peripheral 

~/ 
Childbirth 

Figure 5. Classifications of pain phenomenon.--Adapted from 
Akamatsu and Bonica (1976), Guyton (1982), Rosen (1977), and Stewart 
(1977) . 

Pain in childbirth has been the topic of controversy and is inundated 

with myth and misconceptions that can be misleading and confusing 

(Bonica & Chadwick, 1989; Melzack et al., 1984; Melzack et al., 1981; 

Ramanathan, 1988; Reeder et al., 1983). Some investigators and 

childbirth educators view the childbirth process as natural physi-

ologica1 phenomenon and may be similar to menstruation. Hence, partu-

rition should be painless (Behan, 1914; Lamaze, 1970; Lyman, 1881, 

Vellay, 1972; Ve1vovsky, 1972). It is believed that pain and suffering 

are not observed among animals when giving birth; therefore, the 

same principle is extrapolated to human beings as well (Bradley, 1981). 
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Since suffering or pain was not observed among primitive women 

when giving birth, it is assumed that labor pain is a product of civi

lization, modernization, a thought process, or an imagination (Behan, 

1914; Dick-Read, 1984; Lamaze, 1970). Or childbirth pain exists only 

in abnormal circumstance or from stimuli such as loud noise, bright 

light, presence of stranger, or uncomfortable position assumed by the 

birthers (Bradley, 1981); unfavorable attitude toward childbearing, and 

unhappy marriage (Vellay, 1972; Velvovsky, 1972). 

The notion that childbirth pain is the product of modernization 

is not without challenge. Pain in childbirth has been mentioned since 

ancient times in the writing of the Babylonians, Greek, Chinese, and 

Egyptians (Bonica, 1967; Moir, 1980). In 1551, Euffame MacAlyane of 

Edinburg was buried alive on the grounds of seeking childbirth pain 

relief from her midwife (FUlop Miller, 1938; Phillips, 1974). 

The evidence that the childbirth process was associated with 

pain has been observed worldwide (Bonica & Chadwick 1989; Freedman & 

Ferguson, 1950; Reid & Cohen, 1950; Stanton, 1979). The same notion 

was supported by Hardy, ~olff, and Goodell (1943) that pain is a 

subjective phenomenon and the response to pain was conditioned by 

environmental-cultural factors. Therefore, lack of overt pain 

responses does not necessarily imply th~t pain does not exist (Reeder 

et a1., 1983). Phillips (1974) noted that women in societies where 

pain relief methods are not readily available tend to exhibit self

control or be stoic rather than openly express their misery because to 

do so will only bring disapproval. 
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Self-control or stoicism during childbirth may be due to the 

fact that in Oriental societies, the relief of childbirth pain is not 

encouraged (Orio1 & Warfield, 1984). The Bariba of West Africa admire 

self-control during childbirth (Sargent, 1984) while laboring women in 

some African tribes would bite on a stone to suppress expression of 

their labor pain (Abou1eish, 1977). Based on the investigator's 

experience, se1~-contro1 was observed among Thai women. 

The notion that the birthing process is extremely painful even 

in animals has ~ong been acknowledged. Darwin (1965) noted that the 

hippopotamus suffered tremendously when giving birth to their off

springs. The claim that parturition in nonhuman primates is painless 

was reevaluated by Lefebvre and Carli (1985). The majority of animals 

observed show signs of moderate to severe pain when giving birth. The 

assumption that the birth process in humans and infrahuman primates is 

similar was challenged by Beischer & Mackay (1986). Parturition in 

human beings is much more difficult than the quadrupeds, such as the 

ewes, because the former have to push the fetus upward through the bony 

pelvis (with the sacrum at the back and pubic symphysis at" the front) 

simultaneously. In contrast, the ewe's pelvis is much simpler than 

human's. Since the ewe's pelvis is shaped like a bony ring, these 

animals experience less difficulty when giving birth because they do 

not have to push the fetus through a bony-basin pelvis as human beings 

do. 

Evidence that the childbirth process in humans is associated 

with pain was substantiated by Bonica (1980, 1984), Bonica and Chadwick 
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(1989), Ramanathan (1988), and Cogan (1975). In the same light, 

Me1zack et a1. (1981) as well as Me1zack et a1. (1984) found that the 

childbirth process reported as extremely painful and the pain rank 

among one of the most intense clinical pain recorded by the McGill Pain 

Questionnaire (MPQ). 

Gaston-Johansson, Fridh, and Turner-Norvell (1988) found that 

sensory dimension of childbirth pain is more severe than the affective 

dimension. This finding was substantiated by Me1zack et a1. (1981) 

that childbirth process is still painful even with prenatal education. 

The preparation does not alter the sensation experience but will modify 

one's response to noxious stimuli. Bonica and Chadwick (1989) noted 

that prenatal education diminishes pain behaviors. 

Labor pain is unique, it exists only for a limited period and 

progresses from mild and infrequent to an intense, frequent, and 

unbearable sensation (Auvenshine & Enriquez, 1985). The discomfort 

sensation is usually felt in the lower abdomen, lower back, umbilical 

area, and/or around upper thighs (Jensen & Bobak, 1985; Neeson & May, 

1986). Many pan:uLJ.ents describe labor pain as acute, aching, ,."., .......... ;,." rr 
""_~ .... ~.ab' 

cramping, sharp-shooting, exhausting, and unbearable (Auvenshine & 

Enriquez, 1985; Bonica, 1980, 1984; Dubnisson & Me1zack, 1976). The 

mixed pain sensations are probably due to the double system of the 

innervation of the pain nerve fibers, the A-delta and the C-fibers. 

The A-delta fiber is implicated with an immediate, sharp, and fast 

pain, whereas the C-fibers are responsible for slow, aching, and 

burning sensations (Guyton, 1987). 
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Several parturients report that the pain becomes more severe as 

the childbirth process advances. Cogan, Henneborn, and Klopper (1976) 

found that many parturients stated that the pain was severe when cer-

vical dilatation was greater than 5 centimeters. By the same token, 

Javert and Hardy (1950) noted that the pain was intense during the 

acceleration phase of labor when cervical dilatation and uterine con-

tractions reach their maximum. Bonne1 and Boureau (1985) found that 

there was a relationship between pain experience and cervical 

dilatation. 

The evidence of childbirth as associated with pain and suffer-

ing was stated by Oakley (1980). The parturients reported that 

childbirth was more painful than they expected it would be. The excru-

ciating pain of childbirth was vividly described by FUlop-Miller (1938, 

pp. 334-335) as 

Thus from Edinburgh came the man who delivered childbearing 
women from the horrible pain imposed by malignant nature. 
Other 'pains are accidental or were due to the people's own 
actions. But the pangs of childbirth were attached, cruelly 
attached to the essential phase in the reproduction of the 
species. The most unjust of all pains could henceforward be 
allayed. 

In a similar vein, Bonica (1980, 1984), Bonic~ and Chadwick 

(1989), and Ramanathan (1988) stated that pain in childbirth did exist. 

It is not the product of modernization, civilization, or a thought 

process as assumed by some investigators. Presently several factors 

are believed to be capable of eliciting pain in childbirth. 
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Factors Contributing to Pain in Childbirth 

The definitive cause of childbirth pain is still inconclusive. 

Several factors are believed to contribute to pain in childbirth. 

These factors are ischemia of uterine muscle; dilation of the cervix 

and lower uterine segment (LUS); pressure of the presenting part upon 

nerve ganglia adjacent to cervix, vagina, urethra, bladder, rectum, and 

traction of the peritoneum, supporting ligament of the uterus; and 

psychological factors. 

Uterine Ischemia 

Contractions of the uterus result in diminished blood and 

oxygen supply to the uterine muscles and gives rise to the condition 

known as temporary ischemia and anoxia. This condition may be asso

ciated with the release of substances such as bradykinin, proteolytic 

enzymes, histamine, serotonin, prostaglandins, and excess potassium 

ions. These substances may decrease pain threshold or stimulate the 

pain nerve ending, thus bringing about pain (Guyton, 1982; Long, 1989; 

Moore & Strickland, 1983; Naulty, Datta, & Ostheimer, 1986; Olds et 

a1. ,1988) . 

Diminished oxygenation also gives rise to a condition known as 

"anaerobic metabolism," which is when the metabolism occurs without 

oxygen (Guyton, 1982). Anaerobic metabolism leads to the production 

accumulation of lactic acid, which is believed to be implicated in pain 

sensation (Guyton, 1982; Long, 1989; Holmes & Magiera, 1987). 

The intensity of the contraction is usually about 50-100 mm Hg, 

higher than 70-75 mm Hg of the menstrual cramps (Riemer & Robert, 
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1986). The contraction is perceptible by abdominal palpation when the 

intrauterine pressure (IUP) is greater than 20 mm Hg and felt as dis

comfort or pain by the laboring women themselves when the IUP exceeds 

25 mm Hg (Clayton, Lewis, & Pinker, 1980; Naulty et al., 1986; Symonds, 

1987). Corli et al. (1986) found that there was a relationship between 

pain sensation and the intensity of uterine contraction. 

In brief, contractions of the uterus are believed to be asso

ciated with pain during the childbirth process (Oxorn, 1968; Symonds, 

1987). So, the term ncontractions n has been used interchangeably with 

childbirth pain or synonymous with pain in childbirth. The parturient 

usually experiences pain during uterine contractions and is quite free 

from pain during uterine relaxation (Jensen & Bobak, 1985). The 

ischemic condition that occurs during uterine contraction is believed 

to be comparable to a condition as nangina pectoris,n which is 

associated with myocardial hypoxia (Jensen, Benson, & Bobak, 1981; 

Long, 1989; Oxorn, 1968). 

Dilatation of the Cervix and Pressure of the Presenting Part 

Cervical activities refer to effacement and dilatation of the cervix. 

Effacement is the thinning or shortening of the cervix from its usual 

length (1.5-2.0 cm) to the stage of complete obliteration. Dilatation 

is the enlargement of the cervix from an orifice with a few milli

meters in diameter to an aperture that can a~commodate fetal head 

(approximately 10 cm). Uterine contractions are believed to create 

hydrostatic pressure upon the amniotic sac. This pressure can 

subsequently dilate the cervix. Pain in childbirth also results from 
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stretching of the lower uterine segment, traction of uterine ligaments, 

fallopian tubes, peritoneum. In addition, descending of the presenting 

part of the fetus upon pelvic structures is believed to elicit pain in 

childbirth as well (Auvenshine & Enriquez, 1985; Bonica, 1984; Jensen & 

Bobak, 1985; Moore & Strickland, 1983; Symonds, 1987). 

Psychological Factors 

Pain phenomenon is viewed as multidimensional. Although 

physiological response to a noxious stimuli is quite universal among 

different ethnic-cultural groups, the manner in which people respond to 

pain are varied. The variation is probably due to the individual's 

psychological, social, and cultural backgrounds (Bromm, 1984; Bobak & 

Jensen, 1987; Martinelli, 1987; Melzack & Wall, 1983; Reeder & Martin, 

1987; Zhorowski, 1969). These factors are not the actual or direct 

causes of pain, but they can significantly influence the way persons 

react to pain. 

Psychological factors such as emotional states, past experi

ence, personality, cognitive appraisal of situations, etc. can influ

ence pain perceptions. Olds et al. (1988) stated that those that have 

unfavorable experience with pain in the past are more sensitive to pain 

stimuli. Emotional tension, excessive anxiety, fear, attention, antic

ipation of pain, and suggestion tend to maximize pain perception and 

pain behaviors (Bobak & Jensen, 1987; Bonica, 1967; Nettlebladt, Fager

strom, & Uddenbera, 1976; 01ds et al., 1988; Reeder & Martin, 1987). 

Fear can contribute to pain experience. Dick-Read (1984) pro

posed that fear may give rise to increased tension of uterine muscles; 
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thus, decrease uterine blood supply. This condition is known as 

ischemia and can bring about pain. Fear also prevents complete uterine 

relaxations, which lead to accumulation of the waste product and causes 

pain. Once this condition develops, it is likely to turn into a 

vicious circle known as "fear-tension-pain syndrome." This condition 

will further aggravate pain, because fear leads to muscle tension; 

muscle tension elicits pain; and pain results in fear (Fig. 6). 

As far as personality is concerned, extrovert persons tend to 

exhibit more pain expression, whereas the introverts are apt to inhibit 

their pain expressions (Bond & Pearson, 1969). Butani and Hodnett 

(1980) reported th~t those who feel helpless and experience a lack of 

control over a situation are likely to express more pain. In contrast, 

those who perceive themselves as capable can handle pain more 

effectively. 

Pain 

Fear 

Tension 
I 

Figure 6. Illustration of the fear-tension-pain syndrome.-
From Dick-Read (1984). 
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Cognitive appraisal of the meaning of pain experience impacts 

the individual's response to pain. Wolff and Langley (1975) reported 

the Alaskan Indians tolerate painful procedures quite well when they 

know they will be relieved or recover from the misery. Wissler (1921, 

cited in Melzack & Wall, 1983, p. 31) indicated that the Plains Indians 

of North America tolerated a painful self-torture held during the 

sacred Sun Dance ceremony quite well. Participation in this ceremony 

was the means for young men to enter the noble status of warrior as 

well as to acquire prestige and fortune. 

The meaning of pain experience in relationship to the pain 

responses has long been recognized by Beecher (1946). Beecher noted 

that soldiers who were severely wounded during World War II expressed 

pain to a lesser extent than civilians did when they suffered to a 

comparable degree. The wounded soldiers were euphoric, while the 

civilians regarded their surgical wounds as depressing, calamitous 

events. The euphoria expressed by the severely wounded soldiers may 

reflect the fact that the soldiers had survived and would be taken to 

the hospital. 

The significance or the meaning of pain experience is expli

citly seen in childbirth. Pain in childbirth is one of the most 

intense pains measured by the MPQ. However, this kind of pain is often 

associated with ecstasy or positive notion such as the sense of ful

fillment or accomplishment (Reeder & Martin, 1987). Therefore, pain in 

childbirth is likely to be accepted and endured by women in many 

societies even though it is painful. 
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Socioeconomic Factors 

As far as gender is concerned, Woodrow et al. (1972) and 

Noterman and Tophoff (1975) reported that males tolerate pain better 

than females. Those from a low socioeconomic status were more likely 

to express their pain. Sweeney and Fine (1975) found that subjects who 

come from small families tend to express their pain to a greater 

extent. 

Cultural Beliefs 

Culture is defined by Taylor (cited in Griffith, 1982, p. 181) 

as "the complex whole that includes knowledge, belief, art, law; 

morals, customs, and any other capabilities and habits acquired by man 

as a member of society." 

Obviously, culture exerts control over the individual's way 

of living, as well as prescribes explicit rules for dealing with the 

aversive events such as pain (Martinelli, 1987; Ross & Ross, 1988). 

Thus, a prescribed rule is acceptable in one society, but can be 

totally irrelevant or unacceptable in other societies. 

Sternbach and Tursky (1965) reported that all people, regard

less of cultural background, have a uniform sensation or lower thresh

old (the lowest stimulus value that a sensation such as tingling or 

warmth is first detected by the person). However, individuals are 

different in pain perception threshold (the lowest stimulus value that 

subjects report as painful) and pain tolerance level or upper threshold 

(the lowest stimulus value that the individuals refuse, withdraw, or 

ask the stimulation to be withheld). 
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The impacts of ethnic and cultural backgrounds on pain 

responses were reported by Hardy, Wolff, and Goodell (1952). They 

stated that the levels of radiant heat reported as warmth by Northern 

Europeans are perceived as painful by Italians and Jews. Zborowski 

(1952) found that Italians and Jews were not as inhibited in their 

response to pain as compared to Irish and the descendants of Anglo

Saxon groups. Sternbach and Tursky (1965) found that women of Italian 

descent expressed less tolerance to electric shock than women of Anglo

Saxon or Jewish origin. 

The Bariba of West Africa (Sargent, 1984) and the Samoans 

(Clark et al., 1974) idealize self-control when experiencing pain; 

therefore stoicism is observed among laboring women. Abouleish (1977) 

stated that the laboring women in some tribes in Africa bite on a stone 

to suppress their pain because screaming is regarded as a sign of an 

illegitimate pregnancy. Davitz et al. (1980) reported that stoicism 

was observed among the Orientals. Similarly, Hollingsworth, Brown, 

& Broten (1980) found that the Vietnamese women were very quiet when 

giving birth. They did not moan or cry out loud when in labor, only 

grimacing or grunting were observed. A strong self-control was 

observed among Cambodian women. A lack of self-control will only bring 

about shame to them and their families (Hollingsworth et al., 1980). 

In contrast, overt verbal expression of pain and vocalization such as 

moaning, screaming, and crying out loud were observed among the Arab 

women (Meleis & Sorrel, 1981). 
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Tolerance to pain in childbir~h or unexpressive behaviors 

observed among certain laboring women may be due to the belief that 

pain in childbirth is inevitable punishment or a means to accomplish 

motherhood (Fagerhaugh & Strauss, 1977; FUlop-Miller, 1938; McCaffery & 

Beebe, 1989; Moore & Strickland, 1983). This belief can affect the 

ways the women respond to childbirth pain. The most pervasive belief is 

that pain in childbirth is the consequence of Eve's mischief. As a 

result, God imposed this would-be "primal curse" on her. It was 

exemplified in Genesis 3:16 that "unto the women He said, I will 

greatly multiply thy sorrow and thy conception; in sorrow thou shall 

bring forth children." According to this primal curse, the "heritage 

pain" has been passed on to all women, from generations to generations 

(FUlop-Miller, 1938). 

Another factor that helps perpetuate the idea that pain in 

childbirth ought to be t:olerated came from the moralists. At that time 

the majority viewed childbirth pain as a moral guarantee for maternal 

affection. This morality was a sacred foundation for society. 

According to this belief, childbirth pain was the essence for moral 

development and affection. Without experiencing labor pain, maternal 

affection would not develop and only those that suffered from such pain 

were capable of loving their offspring (FUlop-HilleL, 1933). To many 

people, childbirth pain was essential, inevitable, end must be endured 

(Sandelowski, 1984). 

Martinelli (1987) speculated that the variations in pain 

expressions may be partly due to the differences in time perspectives. 
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Chinese and Europeans such as English are "past oriented." They view 

pain as a punishment for some behavior in the past, so they tend to 

accept pain as part of their life. In contrast, the Spanish Americans 

are "present oriented." They view the future as vague or uncertain, 

and they neither plan nor hope the future will be better than the 

present. As a result, they tend to express their pain as well as 

request an immediate remedy for that pain. 

In the realm of time perspectives, Anglo-Americans ere "future 

oriented." For them, the past is not so meaningful and the present is 

unsatisfactory. They value growth and change as well as look forward 

to the future. Anglo-Americans tend to tolerate the present pain 

because it is a means for future benefit, better health, earning 

capabilities, etc. The expression of "no pain, no gain," which is 

quite common in the United states, demonstrates this concept 

(Martinelli, 1987). 

Religious Beliefs 

Religion can profoundly influence pain expressions. Abou1eish 

(1977) reported that women in some Mediterranean regions are taught to 

scream during childbirth in order to chase the evil spirits away. 

While working with laboring women in Thailand, the investigator was 

told by some women that screaming during childbirth was a means to get 

attention from their God. Some Christians believe that pain in 

childbirth ought to be endured because it was the primal curse as well 

as a punishment that the almighty God imposed on Eve for wrongdoing. 

Pain is also accepted as a worthwhile experience by many Christians 
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because it is comparable to the suffering of Christ on the cross (Hardy 

et a1., 1967). 

Buddhism is the integral part of the majority of people from 

Thailand. The doctrine rests on the belief that life is characterized 

by imperfection, suffering, and sorrow. The sources of this misery 

are: (1) illusion (unaware of the true nature of life, which is char

acterized by imperfection, sorrow, and suffering); (2) greed (for 

wealth, power, beauty, or even happiness); and (3) passions (hatred, 

wrath, anguish, grief, lust, or even lack of self-control). To mini

mize this suffering, Buddha suggested the "Middle Way," or the concept 

of moderation. Buddhism also emphasizes self-reliance, self-control, 

and modesty. Obviously, this belief can influence pain expression. 

Based on this investigator's experience, self-control (which is often 

misinterpreted as passivity, stoicism, or even fatalism) is quite 

common among the Thai laboring women. 

In addition to divine punishment, human beings accept pain as 

God's will. Christian devotees in the Middle Age viewed pain that of 

as well as life, came from God, whose wisdom greatly surpassed human 

kind. Their beliefs seemed to center around the concept that stated, 

"Since god Almighty, in his wisdom, thought fit to impose suffering 

upon women, it could be impious to run counter to the will of the 

Lord." According to this divine will, pain in childbirth ought to be 

endured regardless (FUlop-Miller, 1938, p 336). 
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Pain Responses or Pain Communication 

How do we know that people are having pain or what are the 

characteristics of a sufferer's response to pain that are recognized by 

the others. To know that pain does exist in patients, we have to have 

ways to measure pain experience. In terms of measuring, Sternbach's 

(1968) stated that measurement of pain is quite problematic. Contro-

versy about the measurement of pain was also echoed by Lord Kelvin's 

comment (cited in Bryan-Brown, 1986, p. I), about pain measurement: 

When you can measure what you are speaking about and express 
it in numbers, you know something about it, but when you 
cannot measure it, or cannot express it in numbers, your 
knowledge is of a meager and unsatisfactory kind; it may 
be the beginning of knowledge, but you have scarcely in your 
thoughts, advanced to the stage of science, whatever the 
matter may be. 

Although measurement of pain can be a debatable issue, the 

conceptualization of pain as a multidimensional event that encompasses 

both sensation and response (or reaction) to pain makes it feasible to 

measure pain. The sensory component of pain refers to the sensation 

itself or pure sensation. The sensory realm is concerned with the 

function of neurological structures, quality, and location of pain. 

The response or reaction to pain is involved with the 

cognitive-affective elements of pain. Beecher (1959) stated that 

sensation alone does not account for the totality of the pain event. 

This reactive dimension is called by Me1zack and Wall (1965) as 

affective-evaluative spheres concerned with an individual's perception 

and response to pain. As a result, even though basically pain is a 

physiological event (Reeder & Martin, 1987), the ways individuals 
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report events are different. This difference is mediated by the 

individual's psychosocial and cultural factors (Hardy et al., 1952; 

Johnson, 1977; Martinelli, 1987; Me1zack & Wall, 1965, 1983; Zborowski, 

1969). This reactive dimension is believed to be inseparable and 

interdependent of the sensory domain (Beecher, 1959; Hardy et al., 

1952; Me1zack & Wall, 1965, 1983; Zborowski, 1969). 

The conceptualization of pain as a composite phenomenon gives 

rise to ways to measure pain. Presently, there are three acceptable 

methods to measure pain: (1) measuring physiological activities, (2) 

reporting subjective experience, and (3) observing the sufferer's overt 

behaviors (Fig. 7) (~runner & Suddarth, 1988; McCaffery & Beebe, 1989; 

Ross & Ross, 1988; Syrja1a & Chapman, 1984). The physiological a;pect 

of pain is related to sensation per se, whereas, the psychological 

aspect is concerned with the perception or the ways individuals 

conceptualize pain. Both physiological and psychological aspects of 

pain give rise to pain experience, which is known to the individuals 

themselves. Once pain is established, it manifests itself through 

physiological indices (altered autonomic activities) and verbal and 

nonverbal behaviors. Verbal behaviors include a spoken or written 

manner, whereas the nonverbal element encompasses kinesic and extra

linguistic behaviors. This manifestation is known not only to the 

sufferers themselves but to others as well. At this stage, the meaning 

of inner experience "pain" is communicated from the sufferers them

selves to others. This communication is known as interpersonal 

communication (King, 1981). 
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Figure 7. Model of the laboring women's childbirth pain 
communicative behaviors.--Adapted from Beecher (1959), Br~nner & 
Suddarth (1988), King (1981), Melzack & Wall (1965), and Szasz (1975). 
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Measure of Physiological Activities 

Using physiological indices as pain indicators is based on 

the idea that changes in the autonomic nervous system (ANS) activities 

reflect the existence of pain. These indices include an increase in 

stroke volume, heart rate, blood pressure, respiration, skin tempera

ture, perspiration, palmar sweat, pupillary diameter as well as other 

wanifestaticns such as paller, ~iloerection, nausea, vomiting, muscular 

tension, decrease in gut motility, salivary flow, superficial capillary 

flow, release of glycogen, adrenal in , and noradrenalin (Bonica, 1986; 

Long, 1989; Sternbach, 1986; Syrjala & Chapman, 1984; Wolff, 1980). 

Physiological indices yield a precise and objective result, 

as well as provide clues about the mechanism underlying pain phenome

non (Ross & Ross, 1988). The ANS responses are involuntary, therefore 

less likely to be manipulated by the sufferers, except those who 

practice biofeedback techniques (Wolff, 1980). As a result, physi-

ological indices can be used to complement cthe~ methods of pain 

measurement. 

The disadvantages of using physiological indices as pain 

indicators are: 

1. The ANS activities are unstable and they tend to diminish over 

time even though the pain is still in existence (McCaffery & 

Thorpe, 1989; Ross & Ross, 1988; Wolff, 1980), which render 

unreliable results. 

2. Nonspecific responses of the ANS activities to nonpain or 

arousal factors such as stress and anxiety make it difficult to 
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judge that changes in ANS activities are indeed due to the paf.n 

itself and not by arousal factors (Ross & Ross, 1988). 

3. Lack of sophisticated equipment that can really measure pain. 

In fact, we have not had the ability to capture the relation

ship between the central nervous system (CNS) activities and the 

cognitive and affective dimensions of pain phenomenon (Chapman et al., 

1985; Syrjala & Chapman, 1984). In other words, the complexity of 

subjective pain experience cannot be reduced to merely measurement of 

neurological activities and other physiological parameters (Price, 

1988). 

Self-report of Pain Experience 

The self-report method includes oral and written reports of the 

sufferer's subjective feeling; that is, the pain experiences. Oral 

report employs the interview technique whereas written reports encom

ps.:::::: .::. • .. ~!Ci~ty of !,<'Iin "Gales < The subjective report methods provide 

information on cognitive, affective, and sensory dimensions of pain 

experiences (Syrja1a & Chapman, 1984). Self-report is quite reliable 

and provides information about different kinds of diseases, conditions, 

or injuries (Craig & Prkachin, 1983; Prkachin & Craig, 1985). 

The written self-report of pain experiences include the use of 

diaries, the adjective checklist (ACL) , the graphic procedures, the 

pain color matching technique. The most widely used pain scales are 

the Simple Descriptive scale (SDS) , the Visual Analogue Scale (VAS), 

the Graphic Rating Scale (GRS) , the Numeric Rating Scale (NRS), the 
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Pain Color and Pain Circle Scale, the Analogue Chromatic Continuous 

Scale, and the Facial Expression Picture Scale. These scales are 

simple to use, but they can assess only one dimension of pain, the 

intensity. They are reliable and their face validity seems to be 

promising. The Facial Expression Picture Scale is suitable for 

children or for those with language or mental problems. The VAS is 

more sensitive than the NRS and the SDS in assessing pain experience. 

However, the VAS can be confusing to the persons whose abstract 

thinking is deteriorated (Chapman et al., 1985; Melzack, 1975; Ross & 

Ross, 1988; Stewart, 1977; Syrjala & Chapman, 1984). 

Another approach to self-reporting pain scale is the use of the 

Adjective Checklist (ACL). The most widely used ACL is the McGill Pain 

Questionnaire (MPQ). The MPQ is a multidimensional scale that can 

assess the quality and quantity of sensory, affective, and evaluative 

dimensions of pain experience (Melzack, 1975). This scale is sophis

ticated; however, it can be time-consuming as well as confusing for 

those with limited education or with language problems (LeResche, 1982; 

Van Buren & Kleinknecht, 1979). Moreover, the MPQ may even be 

cumbersome to assess childbirth pain (Bonnel & Boureau, 1985; Niven & 

Gijsbers, 1984). 

Interviewing provides direct assessment of pain experience. 

However, this technique requires a well-trained interviewer in order 

to obtain relevant information about pain. The interview may not be 

appropriate for those who have limited education, have language prob

lems, are noncompliant, or have trouble expressing themselves verbally. 



This technique can be highly obtrusive, can sensitize the subject to 

situational demands or responses, or can be subjected to the inter

viewee's manipulation. As a result, this technique can yield unreli

able results (Brink & Wood, 1988; Po1it & Hung1er, 1987; Treece & 

Treece, 1986). 
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In summary, the self-report method provides direct assessment 

about pain experience, is convenient, and has been used widely. How

ever, this method can be obtrusive (Craig & Prkachin, 1983; Syrjala & 

Chapman, 1984), subjected to the sufferer's manipulation (Craig & 

Prkachin, 1983; Syrja1a & Chapman, 1984); sensitize persons to situa

tional demands such as cover up, deemphasize, exaggeration, faking, or 

falsify the experience (Craig & Prkachin, 1983; McCaffery & Beebe, 

1989; Sternbach, 1986; Syrja1a & Chapman, 1984; Wolff, 1980). 

The self-report method may not be appropriate when pain is very 

intense (Syrjala & Chapman, 1984), when verbal communication is diffi

cult such as in advanced labor process (Van Muiswinke1, 1984). The 

self-report of subjective experience may not be relevant for those who 

have trouble with verbal communication (Craig & Prkachin, 1983; 

Johnson, 1977; Syrjala & Chapman, 1984). Moreover, the words that are 

used to describe pain experience may not convey the meaning intended. 

The subjectivity of terms used to describe pain is also an issue 

(Ventafridda et al., 1983). Reliability of the self-report method is 

still debatable. This notion was mentioned by La Piere (cited in 

Deutscher, 1973, p. 22), that nwhat people say and what they do are not 

always in concordance. n 
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Observation of the Sufferer's Overt Behaviors 

The existence of pain is not necessarily known only by the 

sufferers themselves; that is, pain is not merely an internal affair. 

People can communicate the unpleasant experience to others, or at an 

interpersonal level. That is, this inner and personal experience of 

pain can be visible to others as well. The process by which the 

information is conveyed from one person to another person is regarded 

as interpersonal communication (King, 1981; Szasz, 1975). Interper

sonal communication takes place when a message conveyed by the sender 

is recognized by the receiver as meaningful. In this instance, 

sufferers communicate the message of the pain to others through the 

sufferer's overt behaviors. 

Behaviors are essential to communication. Watzlawick et al. 

(1967) stated that behaviors and communication are synonymous because 

all behaviors, words or silence, active or inactive, contain some kind 

of information or behavior occurs with referent (Wiener et al., 1972). 

Certain characteristics of nonverbal behaviors were found to contain 

meanings that may be comparable to actual words (Dance, 1967; Bird

w~istell, 1970; Ekman & Friesen, 1969, 1972, 1975; Jasmin & Trygstad, 

1979; Knapp, 1978). 

Melzack and Wall (1983), Wall (1979), and Zborowski (1969) 

stated that the existence of pain elicits compelling needs in suffer

ers. These give rise to behaviors that are observable and identifi

able. Such identifiable behaviors, in turn, inform others about the 

sufferer's conditions which includes the nature of pain, threatening 
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pain. 
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The need to convey the inner experience, the pain sensation, is 

similar to other needs that originate internally, such as thirst, 

hunger, or fatigue. The needs that are ~licited internally usually 

give rise to predictable and observable behaviors (Pluckhan, 1978; 

Wall, 1979). For example, the response to hunger would be searching 

for food or searching for relief when in pain. In contrast, behavioral 

responses to external stimuli such as hearing and seeing are not 

necessarily predictable (Wall, 1979). 

The message-based behaviors, which are elicited internally by 

pain sensation, represent the individuals' actual experience because 

they are the data gatherers themselves. The message needs no valida

tion because it is real for the individuals (Jasmin & Trygstad, 1979; 

Plucy~an, 1978; Melzack & Wall, 1983; Szasz, 1975). The individual's 

inner experience cannot be directly assessed. As a result, inferences 

must be made from the sufferer's observable behavior (King, 1981; 

Pluckhan, 1978). 

King (1981) defined behavior as "human act" whereas Fordyce 

(1976, p. 76) referred to behaviors as "observable, countable action." 

Therefore, by monitoring the individual's observable acts, we are able 

to assess their inner experience, the pain. These observable behaviors 

would reflect pain experience and could be inferred as "pain 

communicative behaviors." 
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The validity of using observable behaviors as pain indices was 

pointed out by Craig and Prkachin (1983), behaviors that are not usu-

ally present or behaviors that are evidence during pain episodes could 

be considered as pain related behaviors because these behaviors are 

neither attended to nor controlled by the sufferers. 

Using observable behaviors expressed by individuals while in 

pain as pain indicators may be in accordance with Mead's (1996, cited 

in Zborowski, 1969) eloquent description. Mead (pp. ix-x) stated that 

pain is 

a form of human experience, so sharp, so unmistak
able, so immediate, that members of any culture can recog
nize, empathize, or identify with another human being in 
pain. The cry of genuine anguish knows no linguistic 
boundaries, and fortitude under the needle and the knife 
needs no interpreters. 

Certain observable behaviors have been identified as pain 

related behaviors. These expressions include verbal and nonverbal 

behaviors. Verbal behaviors allow for direct and immediate assess-

ment. 

Nonverbal behaviors observed when the persons are in pain 

reveal identifiable patterns of behaviors. These behaviors include 

changes in facial expressions (closed eyes, tightening of skin around 

eyes, lowering brow, clenching teeth); changes in body movements 

(clenched fist, guarding of the affected part, writhing, restless, 

thrash about); agitation; and respiratory modifications, blanch, 

flushing (Craig & Prkachin, 1983; Ekman & Friesen, 1969; Ekman & 

Friesen; Ellsworth, 1972; LeResche, 1982; Leventhal & Sharp, 1965; 

McCaffery & Beebe, 1989; Von Baeyer, Johnson, & McMillan, 1984). 
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Le Resche (1982) found that facial expression of pain is quite distin

guishable from fear, anger, or disgust. Bonne1 & Boureau (1985) and 

Teske et a1. (1983) found that observed behaviors are related to the 

sufferer'S self-report of pain. 

Vocalization which occurs concomitantly with pain episode 

include moaning, crying, sobbing, sighing, and screaming (Craig & 

Prkachin, 1983; Craig et a1., 1984). Tomkins (1963) stated that 

behaviors such as whining, grimacing, clenching fingers or toes, or the 

likes, represent adults' modified forms of behavioral responses to 

distressing situatioTIs, which otherwise would be equivalent to crying 

in the infants. 

Behaviors observed in laboring women included changes in facial 

behaviors, gestures, vocalization. The women become quiet, se1f

absorbed, restless, withdrawn, anxious, and display respiratory 

modifications (Angelini, 1978; Bobak & Jensen, 1987; Holmes & Magiera, 

1987; Leventhal & Sharp, 1965; Moore & Strickland, 1983; Richardson, 

1984; Van Muiswinke1, 1984). Since childbirth is often regarded as 

extremely painful (Auvenshine & Enriguez, 1985; Bonica, 1980, 1984; 

Me1zack et a1., 1981, 1984), behaviors which occur during childbirth 

may reflect the existence of pain. 

Observation of the sufferers' behaviors is found to yield rich, 

objective, and more reliable information of the individual's inner or 

actual experience when compared to information derived through the 

self-report method. Observation is relatively unobtrusive, so its 

result is less likely to be manipulated by the observed. 'rhe unobtru-
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sive nature enables the observers to capture the sufferers' hidden or 

inner world, thus, providing information beyond the self-report method 

(Argyle, 1975; Blondis & Jackson, 1982: Craig & Prkachin, 1983; Ekman & 

Friesen, 1969, 1972, 1975; Prkachin & Craig, 1985; Ross & Ross, 1988). 

The limitation of observation of the sufferers' behaviors is its 

potential bias because observation is based on the observer's frame of 

references (Kerlinger, 1986; Polit & Hungler, 1989). However, use of a 

structured checklist and interraters will help minimize this bias 

(Polit & Hungler, 1987; Selltiz, Wrightsman, & Cook, 1976). 

Soomary 

The substantive area of this study has not yet been inves

tigated extensively. Therefore, conceptual orientation which include 

communication, pain in childbirth and pain communication or pain 

response are used as the framework of this study. 

Presently, measuring physiological indices, self reporting of 

subjective experiences, and observation of the individual's behaviors 

are methods to measure pain. Measuring physiological indices require 

sophisticated equipment, thus may not always be practical in clinical 

settings. Physiological indices may yield unreliable results over 

time. The self report of subjective experience allows for direct 

assessment of pain experience. This method, however, may not be ideal 

for those with language problems, with limited education, or those who 

have trouble expressing themselves. The individuals' behavioral 

expressions are believed as reflecting the individuals' inner 

experiences. Observation, therefore, of the individuals' behaviors, 
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while they are having pain, should provide information about their pain 

experiences. 



CHAPTER 3 

METHODOLOGY 

The methodology section covers the discussion of research 

design, setting, population and sample, method of data collection, 

instrument, procedure in collecting data, proposed data analysis, 

protection of human subjects, and ways to obtain trustworthiness. 

The Research Design 

An exploratory descriptive design was used to answer the 

research questions. The design includes a qualitative approach and 

structured-direct observation. 

Oualitative Methodology 
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In the broadest sense, qualitative methodology refers to 

research that generates descriptive data (Taylor & Bogdan, 1984). The 

qualitative method is considered to be one element of research methods 

and is a scientific method (Seaman, 1987). Kirk and Miller (1986) 

stated that, like other sciences, qualitative research concerns ordered 

sequences; invention (preparation, design, planning for action), 

discovery (data collection), interpretation (data analysis); and 

explanation (communication research finding, message producing). 

Leininger (1985), Knapf1 & Howard (1984), Po1it & HtL~gler 

(1987) stated that qualitative research is a systematic inquiry aimed 



at discovering, exploring, describing, analyzing, interpreting of 

attributes, patterns, or characters, or meaning of specific, 

contextual, or gestalt features of a phenomenon of interest. It is 

also aimed at hypothesis or theory generating. Usually qualitative 

research employs three major methods of data collection: indepth 

personal interviews, direct observations, and written documentaries 

such as diaries and questionnaires (Patton, 1987). 
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Some researchers regard this approach as "soft science" or 

"artistic approach" (Sande10wski, 1986). However, qualitative research 

yields data that are unique, rich, insightful, meaningful, relevant, 

and productive (Leininger, 1985; Patton, 1987; Treece & Treece, 1986) 

in what Miles and Huberman (1984) call "undeniable data." 

Qualitative research is relevant and applicable to nursing. 

Beno1iel (1984) recommended that the qualitative method be used if the 

research is interested in gaining understanding about individuals' 

adaptation to crisis or initial life experienee such as developmental 

change. Qualitative research is also appropriate when the researcher 

is interested in the totality of the phenomenon rather than its part 

(Leininger, 1985; Watson, 1985), to gain insight into a particular 

situation (Wilson, 1989), or to gain a fresh perspective or to clarify 

the traditional view in nursing (Leininger, 1985). 

Leininger stated that the qualitative method is relevant to 

nursing because nursing has its philosophical, historical, and epis

temological beliefs that are deeply grounded in humanistic service and 

caring for humankind. Nursing is also concerned with human health 
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problems which are broad, complex, subjective, and personal. To 

provide humanistic care, nurses must have first hand knowledge about 

the subjective and complex nature of humankind. This hidden dimension 

is best captured by the qualitative approach. 

The relevancy of using the qualitative approach as an 

alternative means to obtain knowledge in nursing has been pointed out 

by Watson (1985). According to Watson, the traditional or empirical 

scientific paths usually concern causal and objective evidence that 

may be incongruent with nursing care ideology. Since the hard 

scientific path emphasizes objectivity, manipulation, instrumentation, 

and validation of repetitive facts, this approach may be inconsistent 

with humanistic aspects of nursing practice. 

A qualitative method will be used for this study because it is 

relevant to the purpose, nature, and question of this study (Evaneshko 

& Kay, 1982). Treece and Treece (1986) noted that not all research 

questions can be answered by quantitative method. Some research 

problems need to be answered by qualitative method. 

Method of Data Collection 

This study employed direct-structured observation as the method 

to collect data. In general, observation refers to a method used to 

gather data through the use of the senses (Diers, 1979; Waltz, Strick

land, & Lenz, 1984), visual measures (Treece & Treece, 1986), recording 

of behaviors that occur spontaneously or are induced (Denzin, 1989), or 

by watching the research situation (Fox, 1970). Structured observation 

refers to the observation that behavior to be observed is coded or 
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categorized so chat quantitative data could be obtained (Phillips, 

1986). This procedure requires that behaviors which are to be observed 

must be predetermined (Polit & Hungler, 1987). 

In general, observation is the method of choice to study 

behavior. It is an excellent method for investigating complex situ

ations, nonverbal behaviors, or si~~tions that are difficult to study 

in p&rt or as a whole (Fox, 1970; Polit & Hungler, 1987; Selltiz et 

al., 1976). Observation allows for immediate recording of behaviors at 

the moment they occur; therefore, it helps diminish biases or inac

curacies in subjects' recall of events (Fox, 1970). The technique is 

flexible and unobtrusive; thus, allows for direct capture of the 

totality of the phenomenon to be studied. By and large, training of 

the observers is relatively simple (Treece & Treece, 1986). Obser

vation is widely used in nursing (Fox, 1970). 

Initially, directed observation was used to gather data for 

this study because observation t:evealed a great amount about behaviors 

and yielded rich information th~lt was needed for the construction of 

the Observation Checklist of the Laboring Women's Behaviors (OCLWB) to 

be used to assess childbirth pain behaviors. In order to accomplish 

this task, rich and detailed data were needed for meaningful conclusion 

because insufficient data could lead to erroneous conclusion. 

Direct-structured observations were used to collect data for 

this study because it was relevant to the purpose of the investigator, 

that is, to describe child birth pain communicative behaviors among 

laboring women. The pain phenomenon lends itself to this type of 
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observation (Fox, 1970; Po1it & Hung1er, 1987; Se11tiz et a1., 1976). 

Pain experience is a complex and composite phenomenon that consists of 

subjective as well as objective elements. The subjective part is the 

inner experience perceived by the individual and is not readily 

observable, whereas the objective dimension (behaviors, verbal 

expressions, and physiological indices) are observable (Sternbach, 

1983). For these reasons, the most appropriate method to study pain 

behavior is observation. 

Another rationale for using direct-structured observation to 

collect data was based on the fact that pain in childbirth is intense, 

intermittent, sharp-rising, increasing in frequency and duration of 

pain as labor progresses. The pain contributes to the laboring women's 

decrease in perceptual field, coping abilities, self control, and 

possibly compliance (Bobak & Jensen, 1987; Holmes & Magiera; 1987; 

Richardson, 1979, 1984). Interviews or pain scales require compliance 

from laboring women; they may not be as suitable a way to collect data 

as the observation method. 

Event sampling was used to obtain observations of childbirth 

pain behaviors. Event sampling refers to the observing and recording 

of behaviors that occur during specific events, which were the uterine 

contractions and relaxations. Event sampling has several advantages. 

It represents natural lifelike situation and, thus, possesses validity 

that may lacking in time sampling. Moreover, event sampling maintains 

continuity and totality of the behaviors or situations rather than 

fragmenting them into discontinuous segments as time sampling does. 
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Also, event sampling enables the observer to see actions that are rare 

or that infrequently occur. In order to use event sampling the 

investigators must either know in advance when such an event will occur 

or be in a position to be present in the research setting when the 

situations occur (Kerlinger, 1986; Polit & Hungler, 1987). 

Event sampling was employed in this study because the inves

tigator knew beforehand about the occurrence of the situations and was 

capable of being present in the research setting when the events took 

place. Moreover, the event sampling enabled the investigators to 

observe the whole gamut of behavior that occurs concomitant with 

uterine contractions and relaxations without fragmenting them. 

Setting 

This study was conducted in the labor and delivery unit of a 

general hospital in Bangkok, Thailand. 

A profile of Thailand is presented here in order to provide 

readers with a clearer perspective of the nation. The Kingdom of 

Thailand has a 700 year history; it was known as Siam prior to 1939. 

It is situated in Southeast Asia and is 198,000 square miles 

(512,820 sq. km.) in size, or about two-thirds the size of Texas (Fig. 

8). Thailand has a tropical climate, warm and humid (Bunge, 1981; 

Eyre, 1964). The population in the 1980 census was 47,500,000 (Bunge, 

1981). 

Thai language consists of 44 letters, 32 vowels, and 4 dia

critics. In written or printed format, the letters are written from 

left to right in an uninterrupted manner until the end of the thought. 
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Neither capitalizations nor spaces between words are used in written 

format. Words are not modified to indicate gender, numbers, or tense 

(Eyre, 1964). 
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Theravada or Hinayana Buddhism (closely adhering to the 

original Buddhism) is officially recognized as the nation'S religion. 

The majority of Thais practice Buddhism (Eyre, 1964). Although 

government-developed health care services are available in the rural 

areas, more modern health care services are available and accessible in 

Bangkok and the provincial towns. The life expectancy in 1977 was 61 

years of age (Bunge, 1981). 

The hospital where research was conducted could be classified 

as a Level III facility and is affiliated with nursing and medical 

schools. There are approximately 300 to 400 deliveries per month. 

Normal deliveries are conducted by the nurse-midwives and the 

physicians, whereas abnormal deliveries are conducted only by 

obstetricians. 

There are 12 beds in the labor room where all laboring women 

share the same open room (Fig. 9). However, each bed can be 

partitioned individually by a curtain if privacy is needed. The 

laboring women are transferred to the delivery room when they are in 

the second stage of labor. Presently, electronic fetal monitoring is 

not routinely used with laboring women, and family members are not 

allowed to be with the women in the labor and delivery room. 
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Population and Sample 

The sample for this study was drawn from a population of 

laboring women admitted to the labor and delivery unit of a hospital. 

Permission to conduct the study was granted by the Assistant Hospital 

Administrator and the Chief of the Obstetric and Gynecological 

Department. 
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Subjects consisted of laboring women who were admitted to labor 

and delivery unit during the week of November 8, 1989 to December 10, 

1989. It was estimated that at least 30 laboring women would 

participate in this study. They were recruited through the assistance 

of the nursing instructor and labor and delivery room nurses who also 

validated the size of the cervical dilatation. Purposive sampling was 

used for recruiting of the sample. The criteria for the recruitre.ent of 

the sample were: (1) having no known systematic disease either 

previously or concomitant to this pregnancy, (2) expecting a normal 

labor and delivery, (3) not being the recipient of conduction 

anesthesi.a, and (5) having cervical dilatation of 3-6 centimeters. 

Instruments 

The scant numbers of studies related to childbirth pain 

behaviors implied that an inductive methodology may be appropriate for 

the study of this area. Direct observations of behaviors expressed by 

laboring women when they were having uterine contractions and 

relaxations were conducted at labor and delivery unit of the hospital 

in southwest region of the United States. The observations were based 

on the assumption that behaviors that are concomitant with the 
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contractions would be classified as pain behaviors. It was found that, 

certain behaviors occur more frequently during contractions than during 

relaxation. These behaviors could be regarded as naturalistic 

indicators (Denzin, 1989). 

These naturalistic indicators could be considered as child

birth pain indicators because they are observable and occurred more 

frequently during uterine contractions which have been known to cause 

pain. Observations revealed major pain behaviors in both verbal and 

nonverbal elements. The verbal elements were roughly grouped into 3 

subcategories; positive, negative and neutral behaviors comprised pain 

behavior. Positive behaviors referred to the reports that implied that 

pains were diminished or feeling better. Negative behaviors included 

the reports of pain or asking for help. Neutral behaviors referred to 

behaviors that did not belong to either positive or negative behaviors. 

Nonverbal behaviors were classified into 7 subcategories, vocalization, 

respiration, lips, eyes, facial, body movements, and tactual behaviors. 

These behaviors were used to construct the "Observation Checklist of 

Laboring Women's Behavior." This checklist was translated'into Thai 

language so that it could be used with laboring Thai women. In the 

Thai version the verbal part was not specified, so the observers could 

record the verbal behaviors as they occurred. 

Prior to the actual structured observation, the checklist was 

tested on one laboring Thai woman in order to determine the 

applicability of this checklist. Slight modifications were needed. 

For example, indicators such as cracking knuckles and clenching teeth 



were added to the categories. This checklist seems applicable to the 

laboring Thai women. 

Reliability and Validity of Observation Checklist 
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Content validity refers to the extent to which items in the 

instrument sufficiently depict the universe of content being measured 

(Polit & Hungler, 1987), to the degree to which the content is ade

quately sampled and represented (Phillips, 1986) and the representa

tiveness of the measuring instrument (Kerlinger, 1986). Behaviors used 

to construct the observation checklist were derived empirically through 

observations of laboring women's behavior when they were experiencing 

pain in childbirth. 

Use of these behaviors to construct the observation checklist 

was in accordance with the criteria used to assess validity of natu

ralistic indicators (Denzin, 1989). Also, the obtained data were well 

grounded in the existing theoretical perspective of pain phenomenon and 

were substantiated by experts (the dissertation committee, maternity 

nursing instructor, and the nursing staff working in the labor and 

delivery room). As a result, it is believed that content validity of 

the observation checklist was ascertained. 

The reliability of this checklist was obtained by providing the 

manual for observers to follow. The reliability of the observation 

was also achieved by having two independent interraters simultaneously 

using the same sit.u.at.!'011. Irlt:errat~rs i reliabili·ty is pres2.nted ~~n 

Table 1. 
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Table 1. Interrater reliability of the Observation Checklist 
of the Laboring Women's Behaviors 

Observer 

Behaviors 1 2 3 4 

Vocalization 

Cries x x 
Moans 
Screams 
Grunts 

Lips 

Compressed 
Opened 
Closed 
Pursed 
Bit 
Clenched teeth 

Body movements 

Turning x 
Thrashing x 
Extremities 

Face 

Neutral 
Turn 
Distorted 
Smile 

Eyes 

Opened 
Closed 
Fixed x x 
Rolled-up 



Table l.--(Continued). 

Behaviors 

Tactual 

Face/head 
Neck/chest 
Thigh 
Abdomen 
Sacrum 
Hip 
Genitalia/pubic symphysis 
Hand 
Person 
Object 

Respiration 

Altered 

Number of disagreement with 

Observer 1 

Agreement (%) 

1 

Observer 

2 3 

1 2 

96.88 93.75 

x - Disagreement with Observer 1 (principal investigator) 
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4 

3 

90.62 
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Steps of Data Collection Procedure 

1. Uterine contractions were used as childbirth pain indicator. 

2. Uterine contractions were objectively determined only by the 

observers' palpation of the laboring women's abdomen, not by 

asking them about the occurrences of their contractions. 

Objective determination of the observers was significant 

because usually uterine contractions begin prior to and end 

after they can be felt abdominally or sensed by the laboring 

women themselves (Caldeyro-Barcia & Poseiro, 1960; Hamilton, 

1984; Neeson & May, 1986; Marx & Orkin, 1969; Pi11iteri, 1985). 

Contractions are usually perceptible by hand (through abdominal 

palpation) when the intrauterine pressure (IUP) is about 20 mm 

Hg and felt as discomfort or painful by laboring women when the 

IUP exceeds 25 mm Hg (Auvenshine & Enriquez, 1985; Ca1deyro

Barcia & Posiero, 1960; Marx & Orkin, 1969; Pil1itteri, 1985; 

Symonds, 1987; Ziege1 & Cranley, 1984). 

3. The observations were conducted by two observers. The first 

observer was the investigator. The second observer' was a 

nursing instructor or a third year nursing student. The 

nursing students had completed the Obstetrics I and Maternity 

Nursing I (the courses that cover normal pregnancy, laboring, 

delivery, and postpartum). They currently were studying 

Obstetrt~~ II and Maternity Nursing II (complications in 

pregnancy, labor, delivery, and postpartum periods) and 



training in clinical practicum in maternity in the labor and 

delivery unit. 

4. All second observers were trained by the investigator to 

conduct observations and to monitor uterine contractions. 
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Since electronic fetal monitoring was not routinely used in 

this setting, abdominal palpation was used to determine uterine 

contractions and relaxations. 

5. Uterine contractions and relaxations were determined by placing 

the fingers lightly but firmly on the bare skin of the laboring 

woman's abdomen (Hamilton, 1984; Ingalls & Salerno, 1987; 

Pillitteri, 1985; Reeder & Martin, 1987). Fingers were placed 

around the fundal area where contraction started (Myles, 1985). 

Fingertips are preferred because they are more sensitive than 

the palm. Adequate contact between fingertips and abdomen are 

required to ascertain accurate contractions and relaxations. 

The uterine contractions are recognized as the abdomen felt 

firm or became perceptible to the fingertips. Contractions are 

ended as the abdomen becomes soft or indentable by the finger

tips. This period is known as "relaxation." The time from the 

beginning to the end of the contraction, "the duration," was 

counted as one contraction, and the time from the end of one 

contraction until the onset of the next was counted as one 

relaxation (Fig. 10). 
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Figure 10. Illustration of uterine activities.--Adapted from 
Bobak & Jensen (1985, p. 424); Olds, London, & Ladewig (1988, p. 581); 
and Reeder & Martin (1987, p. 463). 

6. The second observers were trained to use the Behav!oral 

Checklist (Appendix B) to record laboring women's behaviors. 

Behaviors contained in the checklist were simulated for the 

observers to practice recording. The agreement of the 

observations between the first observer and the second observer 

must be at least 80%. 

7. The observers approached the prospective subjects, introduced 

themselves, explained the purpose and the procedures of the 

study, and asked for their participation. 
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8. When the consent was secured from the subjects, both observers 

simultaneously determined uterine activities three times in 

order to ascertain the agreement of uterine contractions and 

relaxations. 

9. After the agreement on uterine activities was obtained, the 

observers sat or stood on either side of the bed (Fig. 11). 

10. One observer monitored uterine activities according to the 

prescribed procedure. Signaling of the onset of the contrac-

tion to the other observer was done by "nodding" and the end of 

the contraction by turning her face sideways. The observers 

simultaneously observed the laboring women's behaviors and then 

Laboring Woman 

1st Observer 

Figure 11. Illustration of the observation conducted by the 
observers 
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recorded independently on an Observation Checklist of Laboring 

Women's Behaviors. Overt behaviors, both vocalization and 

bodily movements, were recorded during uterine contraction and 

relaxation on the same form by using red ink for relaxations 

and blue ink for contractions. The tally marks were placed in 

categories relevant to the behaviors observed. 

11. Each woman was observed during three periods of uterine 

contraction and relaxations. Then observation ceased for 10 

minutes in order to minimize reactivity effect of the subject. 

Observation of three additional cycles of contraction and 

relaxation was resumed and then followed by a second lO-minute 

rest period. Then a final observation of uterine contractions 

and relaxations was done. The total observation consisted of 

nine uterine contractions and nine relaxations. The time spent 

for observing each subject was approximately 1 1/2-2 hours. 

12. The unit of observation was based on specific and observable 

behaviors that are expressed by the laboring women. A new unit 

began when behavior changed or was repeated. If more than one 

behavior occurred simultaneously, each behavior was considered 

as a separate unit. 

Trustworthiness 

The ultimate goal of inquiry, in either quantitative or 

qualitative approaches, is seeking the truth or gaining knowledge 

(Field & Morse, 1985; Sandelowski, 1986; Watson, 1985). Since both 

methods are based on different frameworks and perspectives, traditional 
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criteria that is used to judge the merit of quantitative research such 

as reliability, validity, and objectivity may not be applicable for 

judging qualitative research (Sandelowski, 1986). Guba (1981) and 

Lincoln & Guba (1985), as well as Sandeloski (1986), noted that cri

teria for assessing quantitative research share some similarity with 

the criteria used to confirm the rigors of data obtained through 

naturalistic inquiry or qualitative research. The criteria for estab

lishing trustworthiness or truth value for qualitative are "credibil

ity," in lieu of internal validity; "transferability" for external 

validity; "depen~~bility" for reliability, and "confirmability" for 

objectivity. 

Credibility 

Credibility of naturalistic inquiry refers to truth value or 

accuracy of the finding of the study (Lincoln & Gruba, 1985). It is 

equivalent to the internal validity of quantitative research. In 

naturalistic inquiry or in qualitative approach, truth value aims at 

discovering humans' experiences that are perceived by individuals 

rather than verifying a priori concepts (Sandelowski, 1986); to record, 

analyze behavior, describe behaviors; to better understand a particular 

phenomenon but not to test or measure the behaviors (Denzin, 1983; 

Polit & Hungler, 1987). In qualitative approach truth value is 

relative and irreplaceable. 

Since this study employed a structure observation as the method 

to collect data, any threats to this method could jeopardize the 

credibility of this finding. Factors such as the observers' incorrect 
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inferences (observers' bias or inadequacies and rea~tivity; subjects's 

awareness of being observed) may distort the finding of the observation 

(Denzin, 1989; Ker1inger, 1986; Po1it & Hung1er, 1987; Treece & Treece, 

1986; Waltz et a1., 1984). However, observation could achieve scien

tific merit if it: (1) is concerned with selection, observation, and 

recording of behaviors relevant to the research problem (Po1it & 

Hung1er, 1987); (2) serves the purpose of the study; (3) is planned and 

systematically conducted; and (4) controls reliability and validity 

(Se11tiz et a1., 1976). 

In this study, the observation method in4eed served the purpose 

of study. That is, to describe pain behaviors among laboring women. 

It was planned and systematically conducted. Behaviors used as pain 

indicators in the Observation Checklist of Laboring Women's Behaviors 

were derived empirically and well grounded into the theoretical 

perspective. Several observations were conducted on laboring women 

when they experienced labor pain. lhen behaviors that occurred 

frequently were recorded and were used to construct the Behavioral 

Checklist that was used for observation and recording. It was assumed 

that these behaviors indicated pain in childbirth because they occurred 

repeatedly while the laboring women were having uterine contractions 

which were found to be associated with pain. Moreover, the occurrences 

of these behaviors were consistent with Craig and Prkachin's (1983) 

assumption that behaviors that are not usually present during pain 

episodes could be considered as pain related behaviors because they 



94 

are neither attended to nor controlled by the sufferers. The 

characteristics of behaviors that were used as pain indicators for this 

study resemble labor pain behaviors described by Bonnel and Boureau 

(1985) and Craig and Prkachin (1983). 

Behavioral indicators and categories were clearly defined and 

explained. The procedures that was used to collect data were explic

itly outlined and, thus, provided the clear direction for the observers 

to follow as well as maximizing the credibility. Brink and Wood (1988) 

stated that the validity of qualitative findings was likely to be 

accomplished if variables were defined. In essence, the credibility of 

the Behavioral Checklist was ascertained because it met the criteria 

used to assess naturalistic indicators proposed by Denzin (1989). 

These criteria were: 

1. Behavior validity, which refers to the frequency of the 

occurrences of such behaviors. The more frequently they occur 

the greater their validity. 

2. Repeatability of the behaviors. They must be sufficient or 

occur repeatedly so that observations can be conducted. 

3. Behavior observability refers to behaviors that can be observed 

by anyone. 

Credibility of qualitative research could be achieved by a 

review of literature and consulting with experts (Brink and Wood, 

1988). Extensive literature review and consultation with experts such 

as the dissertation committee and colleagues who have taught and worked 



in the labor and delivery unit were part of this study. As a result, 

it was expected that the credibility of this study was maximized. 
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In addition, the truth value of naturalistic inquiry could be 

accomplished by prolonged engagement, persistent observation, referent 

check, member check, and triangulation (Lincoln & Guba, 1985). In this 

study, prolonged engagement was achieved by the observers' spending of 

sufficient time in the L&D unit in order to become familiar with the 

setting as well as to collect sufficient data. Persistent observation 

was obtained by conducting three observations in each sample requiring 

about one and a half to two hours for each subje~t. 

Referential adequacy was ascertained by frequently referring to 

a manual used for data collection. Thus, the truth value of the on

going study was preserved. Periodic consultation with colleagues and 

staff in the labor and delivery unit served as the member checking. 

Sufficient time for rest was provided between the observation of each 

sample because observers' fatigue could be a threat to the accuracy of 

the finding. 

Triangulation is a method often used to establish credibility 

of qualitative research. This technique employs multiple measures to 

study the same phenomenon. Such measures include the use of mUltiple 

investigators in ord~r to converge or arrive at accurate conclusions 

(Denzin, 1989; Po1it & Hung1er, 1987). In this study, two independent 

investigators simu1tane~usly observed the same event in order to 

minimize bias or ambiguity. 
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Transferability 

Transferability refers to the degree to which the findings from 

a study can be applied to other similar situations or the fitness of 

the findings to the context outside the study situation. In other 

words, are the findings applicable or generalizable to other situations 

or does the audience regard it as meaningful (Lincoln & Guba, 1985). 

Transferability is equivalent to external validity or generalizability 

of quantitative research. 

Transferability is likely to be ascertained if theoretical or 

purposive sampling is used to recruit subjects (Sandelowski, 1986). 

Subjects recruited through theoretical sampling tend to reflect the 

phenomenon being studied (Sandelowski, 1986). Even though subjects are 

not representative in the sense of the quantitative realm, they are 

selected according to study criteria. As a result, any subjects 

belonging to specific groups are considered as representative for they 

illuminate a Nslice from the life worldN (Denzin, 1983, p. 134). 

Transferability of this study was enhanced because subjects were pur

posively selected and those that met the criteria were draWn from the 

population of laboring women. Subjects were of different socioeconomic 

backgrounds. The women who participated in this study could be consid

ered as representative of laboring Thai women in active phase of labor. 

In summary, it was not unreasonable to expect that trans

ferability of this study could be achieved because purposive sampling 

was employed. Those subjects that met with the predetermined criteria 

were drawn from populations of laboring women. Also, it is hoped that 
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similar findings will emerge from studies related to childbirth pain 

phenomenon. Detailed and sufficient description of the finding derived 

of this study will enable audiences to contemplate the applicability of 

such findings to other settings. 

Dependability 

Dependability refers to the uniqueness of the experience and 

seems to be similar to consistency, stability, reliability, and stand

ardization of quantitative research. The findings will be dependable 

or auditable given that the same data and perspectives are provided. 

Other investigators ought to be able to arrive at similar or comparable 

but not contradictive conclusions (Lincoln & Guba, 1985). 

Achievement of the dependability of this study was through 

prolonged engagement, using the structured method and instruments to 

collect data, training of observers, having interraters to observe and 

record behaviors independently and simultaneously, as well as control 

for reactivity or the "Hawthorne effect." In this study, the obser

vations were planned and structured. The category checklist is pre

determined, exhaustive, and mutually exclusive. Categories were 

exhaustive because behaviors in each category were classified into one 

and only one category (Polit & Hungler, 1987; Selltiz et al., 1976). 

Mutually exclusivity refers to categories that are nonoverlapping or 

independently from each other (Field & Morse, 1985; Polit & Hungler, 

1987; Selltiz et al., 1976; Waltz et al., 1984). 

Molecular behaviors (behaviors that are broken down into small 

and specific entities) are used as unit of observation. Using 
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molecular behavior as units of observation will minimize global judg

ment on the part of the observers, which may lead to inaccuracy. 

Behavioral indicators used to construct this observation checklist were 

directly and clearly defined. Clearly and explicitly describing 

behaviors to be observed allows for less inference from observers. 

When global judgment and inference of observers are controlled, the 

accuracy of the observation is likely to be obtained (Kerner & 

Alexander, 1981; Polit & Hungler, 1987). 

Use of a structured checklist with clear and explicit descrip

tions minimizes the observers' bias and assists unskilled observers to 

accurately record the behaviors. The checklist also helps to accu

rately and immediately record behaviors which occur rapidly or simulta

neously and, thus, maintain the reliability of the observation (Treece 

& Treece, 1986). Therefore, use of the checklist increases the depend

bility of the findings because the observers have a clearcut idea of 

whether certain behaviors occurred or not and to what categories they 

belonged (Diers, 1979; Polit & Hungler, 1987; Waltz et al., 1984). 

Using independent interraters to observe and record behaviors 

simultaneously maintains the reliability of the observation. Denzin 

(1989) noted that an observation is more reliable if it is not biased 

by the observers' idiosyncracies, times, places, and research instru

ments. This notion resembles the objectivity of measurement as stated 

by Kerlinger (1986). that is, objectivity L~fers to the extent to which 

two independent investigators observe the same event, follow the 
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prescribed procedure, and arrive at similar finding. Objectivity helps 

minimize ambiguities and confusion that may arise. 

Interraters were used to observe and record behaviors by 

using the same checklist. The agreement between the interraters, the 

reliability coefficient, was determined by the following formula 

(Selltiz et al., 1976): 

Reliability 
Coefficient Number of Agreements 

Number of Agreements + Number of Disagreements 

The value of agreement of .80 or above is requir~r ~er, 1979). 

Dependability was also enhanced by minimizing the reactivity or 

Hawthorne effect. Reactivity or observer interference refers to the 

situation in which the presence of the observers' influence the sub-

jects' behaviors because the latter know that they are being observed. 

As a result, their behavior may be modified or inconsistent (Abdellah & 

Levine, 1986; Patton, 1987: Polit & Hungler, 1987). 

Reactivity can be controlled if the observers are blended into 

the situation or become less conspicuous (Abdellah & Levine, 1986; 

Johnson & Bolstad, 1973). In this study, the observers dressed like 

the nursing staff in the labor and delivery room to make themselves 

inconspicuous to the subjects; thus, decreasing reactivity. 

Explanation given to the subjects when recruiting them for the 

study can influence their behaviors (Johnson & Bolstad, 1973; Ross & 

Ross, 1988). In this study, the observers explained the purpose and 

the procedures of the study to the subjects, using simple and 
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straightforward language. Clear and simple statements minimized undue 

anxiety which can influence subjects' behaviors. 

Prolonged engagement was obtained by the observers' spending 

sufficient time in the setting prior to data collection. This extra 

time enabled the observers to be sensitive to the surrounding as well 

as allowed the subjects to become familiar with the presence of the 

observers. Sufficient time must be spent in the setting establishing a 

relationship with patients in order to minimize reactivity (Field & 

Morse, 1985). Waltz et al. (1984) recommended at least ten minutes be 

spent in the research setting prior to data collection. This length of 

time enabled the subjects in this study to become accustomed to the 

presence of the observers. 

Reactivity or observer interference was diminished in this 

study by periodic observation, rather than continuous observation 

(Waltz et al., 1984). The observation for this study was periodically 

conducted with an intermittent period of 10 minutes between 

observations. 

Training of observers is essential in qualitative research 

because often the researchers themselves are the instrument for data 

collection (Field & Morse, 1985; Patton, 1987: Polit & Hung1er, 1987; 

Waltz et a1., 1984). Being perceptive, sensitive, knowledgeable, and 

insightful are essential qualifications for qualitative researchers 

(Field & Morse, 1985). Training of the observers was provided by 

following the prescribed procedure that was discussed earlier. 
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The dependability of this study was also maximized by using a 

dry run or a pilot study as recommended by Polit and Hungler (1987). 

The pilot study followed the prescribed procedure designed for an 

actual structured observation. Also, as stated by Kerlinger (1986), 

all methods of observation have objectivity if the objectivity refers 

to the agreement among the independent observers. This investigator 

believed that the dependability of this observation was ascertained. 

Confirmability 

Confirmability or neutrality refers to the extent to which the 

findings of a study are actually derived from the samples and the 

context of the research rather than from other sources such as bias, 

perspectives, and researchers' idiosyncracies (Guba, 1981; Lincoln & 

Guba, 1985; Sandelowski, 1986). In this study, confirmability was 

likely to be accomplished because credibility, transferability, and 

dependability of the study were addressed. 

Pilot Study 

A pilot study was conducted in Thailand in order to test the 

Observation Checklist of Laboring Women's Behavior as well as to: 

(1) identify characteristics of childbirth pain communicative 

behaviors; (2) determine the salient mode of pain behaviors; and 

(3) identify characteristics of the salient mode of pain communicative 

behaviors. The subject selected was 23 years old, parity 1, who had 

finished the ninth grade and worked on an assembly line in an electric 

motor factory. After the subject agreed to participate in this study, 
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observations were conducted when she was in active labor with a 4 to 5 

centimeters cervical dilation. 

Two independent investigators simultaneously observed and 

recorded the subject's behaviors. Three observations were conducted. 

Each observation consisted of behaviors that occurred during three 

uterine contractions and three relaxations. One hour and twenty 

minutes were spent observing. Data were analyzed and are presented in 

Table 2. 

Data analysis revealed that behavior occurred more frequently 

when the subject was having uterine contractions (was experiencing 

childbirth pain) as compared to when she was having uterine re1~~aLion 

(was having little or no pain). Nonverbal behaviors occurred 

during pain experience were 60.42% (frequency - 58) as compared 

to 39.58% (frequency - 38) observed during uterine relaxations. 

Verbal expression was not observed during uterine relaxations. 

Only one verbalization was heard during uterine contraction, and 

it was: "Doctor, when the baby is going to be born?" (English 

translation). 

Eye behaviors (open and close combinations) were the most 

salient pain behaviors (34.48%) followed by body movements (18.98%) and 

facial behaviors (15.52%). If consider~d as a separated unit, body 

movement was the most explicit pain behavior. Moaning was the only 

vocal behavior observed. It was found that childbirth pain experience 

gave rise to identifiable behaviors. Of all nonverbal behaviors 



103 

Table 2. Nonverbal behavior observed in pilot study 

Behaviors 

Vocalization 

Moan 

Lips 

Compressed 
Pursed 
Clenched teeth 

Body movements 

Extremities 

Facial 

Distorted 
Smile 
Neutral 
Turned 

Eyes 

Open 
Close 

Tactual 

Face/head 
Chestjback 
Thigh 
Abdomen 
Person 

Respiratory 

Altered 

Total 

Contractions 

Absolute 
Frequency 

1 

1 

6 

4 
1 
1 

11 

11 

9 

9 

20 

10 
10 

6 

2 
1 
1 
1 
1 

5 

5 

58 

Relative 
Frequency 

1.72 

1.72 

10.34 

6.89 
1. 72 
1.72 

18.98 

18.98 

15.52 

15.52 

34.48 

17.24 
17.24 

10.34 

3.44 
1.72 
1.72 
1.72 
1.72 

8.62 

8.62 

100.00 

Relaxations 

Absolute Relative 
Frequency Frequency 

6 15.78 

1 2.63 
1 2.63 
3 7.89 
1 2.63 

30 78.93 

15 39.47 
15 39.47 

2 5.26 

2 5.26 

38 100.00 



expressed, the kinesic element such as body movements and facial 

expressions was found to greatly outnumber vocalization. 
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In conclusion, the observation checklist was found to be 

helpful for the immediate recording of the laboring women's behav

iors. The pilot study revealed that nonverbal behaviors were the most 

salient mode of pain expression. Interestingly, verbalization and 

vocalization were heard only once. A conclusion could be drawn from 

this finding that this select laboring Thai woman tended to be the 

least vociferous in the expression of pain but rather channelled 

her expression through nonverbal and nonvocal means (kinesic 

mode). 

Protection of Human Subjects 

The study was reviewed by the committee of the University 

of Arizona, College of Nursing, and met the requirement for human 

subject protection. The permission to collect data was also granted 

by the Assistant Hospital Administrator in Bangkok, Thailand (Appendix 

A). 

The disclaimer (Appendix A) was read to the subjects in order 

to obtain their consent. The subjects were informed about the follow

ing conditions: (1) anonymity would be maintained, (2) there was no 

known risk involved, (3) they would be free to withdraw from the study 

any time they wish, and (4) they would receive answers regarding this 

study. 
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Analysis of Data 

Analysis of data is a way to organize or to make sense out of 

the obtained data in such a way that the research questions can be 

answered. Presently, there are no hard an& fast rules or universally 

accepted methods existing to analyze qualitative data (Po1it & Hung1er, 

1987; Taylor & Bogdan, 1984). Usually qualitative data analysis is 

concerned with examining patterns or regularities that evolve from the 

data themselves (Burns & Grove, 1987; Po1it & Hung1er, 1987; Taylor & 

Bogdan, 1984). 

In this study demographic, verbal, and nonverbal data were 

examined. Demographic data consisted of age, parity, education, and 

occupation. Coding of demographic data is presented in Appendix C. 

Structured observation allowed for the assignment of 

quantitative value to qualitative data (Phillips, 1986). Since 

nonverbal behaviors (Appendix B) were predetermined, an immediate 

quantification of these behaviors could be obtained during data 

collection. After frequencies of nonverbal behaviors were obtained, 

they were coded and recorded on the Fortran Coding Form for further 

analysis. About 34 variables comprised nonverbal behaviors. The 

coding scheme for nonverbal behaviors is presented in Appendix C. 

In contrast, analysis of verbal data was found to be arduous 

and time consuming. Unlike the nonverbal data, immediate quanti

fication could not be obtained from verbal data. The obtained verbal 

data were not predetermined. As a result, they had to be examined for 

concepts, patterns, regularity, and relationships that emerged from the 
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data themselves prior to quantification (Burns & Groves, 1987; Polit & 

Hungler, 1987; Taylor & Bogdan, 1984). Then, these data were 

translated into English. 

Translation and validation of the data were conducted by three 

persons: (1) The investigator, who is a Thai and has been educated in 

the United States from baccalaureate to doctorate level; (2) an 

American, who received her baccalaureate degree from a university in 

the United States and who is married to a Thai man who has taught 

English in Thailand for about 16 years; and (3) a Thai woman, who 

received her baccalaureate degree in English, and who has taught 

English in Thailand for about 15 years. 

Five major categories evolved from verbal data: (1) reports 

of sensation, (2) self-evaluation related to tolerance of pain, 

(3) request for comfort and help, (4) asking for information, and 

(5) asking for permission. (Coding scheme for verbal data is presented 

in Appendix C.) Categories of verbal behaviors are: 

I. Report of sensation consisted of: 

1. Needs to defecate were expressed as: 

a. "I would like to go the bathroom." 

b. "I want to shit." 

c. "It feels like I have to go to the bathroom." 

2. Urge to void was expressed as: "I want to piss." 

3. Experience of pressure and pulling were expresaed a~. 

a. "When the pains come, it feels like something pulling down 

there." 
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b. "It feels like it is pushing." 

c. nIt is coming out. n 

d. n1 am going to push.n 

4. Expression of pain and discomfort: 

a. nReal torment. n 

b. ../. ' "Pain 1 (jeb, chep, dzep) 

c. 
~ _ ... 

nPain 2 (puad, puat, poat) 

d. "Oy! How come it hurts like this," 

e. "I've just realized how much it hurts." 

f. "Oy! It hurts." 

g. "The pains are faster and harder." 

h. "The pains were very bad." 

i. "Oy! Doctor." 

j . "Abdominal pain." 

5. Other pain expressed as: 

a. "My tail bone hurts." 

b. "The pains radiate to my back." 

c. "My waist hurts." 

d. "My back hurts." 

6. Skin sensation was expressed as: 

a. "It is very hot." 

b. "It feels like my water is broken." 

II. Self-evaluation related to tolerance of pain was expressed 

as: 

1. "I can't take it." 



108 

2. "I cannot take it anymore." 

3. "I can stand it." 

4. "I am afraid of giving birth because it is painful." 

5. "I feel much better." 

6. "It is not better." 

7. "I have no energy." 

8. "1'm tired." 

III. Requests for comfort/help were expressed as: 

l. "I would like to lie on my back." 

2. "Big Sister! Please take the blanket off." 

3. "Please get the doctor." 

4. "Doctor." 

5. "Please dry my abdomen and body." 

IV. Requests for information were expressed as: 

1. "How come it hurts on my abdomen and down there too?" 

2. "Will the pains go away if I lie down?" 

3. "My hands are falling asleep, is there anything wrong?" 

4. "Has my face turned blue yet?" 

5. "When will the baby be born?" 

6. "How come my back hurts?" 

V. Requests for permission were expressed as: 

1. "May bend my leg?" 

2. "May I sit up?" 
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Frequencies were obtained from verbal data after they were 

categorized. Data were coded on the Fortran Coding form for 

further analysis. About 54 subcategories comprised verbal behav-

iors. 

Descriptive statistics such as frequency counts, percentage, 

measurement of central tendency (the means), and measurement of vari-

ability (the standard deviation) were used to analyze data. Subjects 

were divided into two groups for comparison of communicative behaviors 

with age, parity, education, and occupations and were examined by means 

of independent ~ tests. Pearson Product Moment Correlations were used 

to examine the relationship of the types of verbal and nonverbal 

behaviors with demographic characteristics. 

Coding of Data 

Each behavior of the verbal and nonverbal categories was 

coded. Two digits ranging from 01-99 were assigned to each behavior. 

The coding scheme for verbal and nonverbal behaviors is provided in 

Appendix C. 

Coding of verbal and nonverbal data are illustrated in this 

example. During one contraction, Subject 1 touched her abdomen three 

~ , 
times and said "chep or jeb" (pain 1): during one relaxation, subject 

also touched her abdomen one time but said nothing. Coding of these 

data will look like Figure 12. 



Column 1 2 3 4 5 19 20 22 23 - 64 65 - - 80 

ROW 1 0 0 0 0 0 0 0 0 0 0 0 0 3 0 0 

ROW 2 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 

ROW 3 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 

ROW 4 0 0 0 0 0 0 

ROW 5 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

ROW 6 0 0 0 0 0 0 

Key: Row 1 - Nonverbal behaviors observed during uterine 
contractions. 

Row 2 = Nonverbal behaviors observed during uterine 
relaxations. 

Rows 3 &4 = Verbal behaviors observed during uterine 
contractions. 

Rows 5 & 6 - Verbal behaviors observed during uterine 
relaxation. 

Leave column blank. 

Figure 12. Illustration of coding of verbal and non
verbal data 

0 

0 

0 

0 
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S~a~ 

Explorato~ descriptive design was used to answer the research 

questions. Qualitative methodology using structured direct observation 

was used to gather data. The study was conducted at the labor and 

delive~ unit of a general hospital in Bangkok, Thailand. The "Obser

vation Checklist of Laboring Women's Behavior" was used to record the 

laboring women's behaviors during their active phase of labor. 

Thirty-two laboring Thai women participated in this study. 

Their ages ranged from 17 to 38 years of age, and their education 

varied from never having attended school to holding baccalaureate 

degrees. The subjects were housewives, laborers, clerks, salespersons, 

waitresses, teachers, facto~ workers, and self-employed women. Each 

subject was observed for three different periods. Each of these 

periods consisted of three uterine contractions and three uterine 

relaxations. A 10-minute rest period was provided after each period 

of observation. 

Descriptive statistics, the independent ~ test, and Pearson's 

Product Moment Correlation Coefficient were used to analyze the data. 

Since this study is of a qualitative nature, credibility, 

dependability, transferability, and confirmability were used--in lieu 

of reliability and va1idity--to assess trustworthiness. 



CHAPTER 4 

PRESENTATION OF THE DATA AND FINDINGS 

This chapter discusses the characteristics of the sample, 

analysis of the data, empirical findings, and summary. Empirical 

findings derived from this study were: (1) characteristics of pain 

communicative behaviors among selected laboring Thai women, (2) the 

salient mode of pain communicative behaviors, (3) characteristics of 

salient mode of pain communicative behaviors, and (4) relationships 

among pain communicative behavior and age, parity, education level, 

and occupation. 

Characteristics of the Sample 
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Subjects were selected from laboring women who were admitted 

to the Labor and Delivery Unit (L&D Unit) of the General Hospital of 

Bangkok, Thailand. When they arrived at the L&D Unit, they were first 

taken to the examining room and evaluated by the physician for their 

labor progress. Those who were in a true labor stage, that is: 

(1) had regular uterine contractions with shortened interval and 

increase in intensity and duration (2) had presence of mucus or blood 

show, (3) had pains located in lower back and intensified by walking, 

and (4) had cervical effacement and dilation (Jensen & Bobak, 1985; 

Reeder & Martin, 1987) were admitted to the labor room. Those who were 

not in true labor were sent home or remained for observation. The 
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laboring women stayed in the labor room until they were almost ready to 

give birth. Then they were transferred to the delivery room, which was 

adjacent to the labor room. The mothers stayed in the recovery area 

for 2 hours after they gave birth after which they were transferred to 

the Maternity Unit. 

The following guidelines were used as criteria to transfer the 

laboring women to delivery rooms: bearing down, increased apprehension 

or irritability, sudden increase in show, rupture of ~ambrane, perineal 

bulging, dilated anul v~ificc, or the reports of urge to defecate. 

However, multipara could be transferred to the delivery room during the 

end of the first stage when the presenting part is about +1 or +2 while 

primipara could wait until the vertex was seen at the introitus (Bobak 

& Jensen, 1985). 

Subjects consisted of 32 laboring women. All were Thai and all 

were married. Each subject was identified by code number. Their ages 

ranged from 17-38 years. The mean age was 24.03 years with the 

standard deviation of 5.52 years of age. The majority of subjects 

were in the age range of 17-25 years. 

The sample consisted of 16 primipara and 16 multipara (Table 

3). The parity ranged from having never given birth to having given 

birth of up to two children. Their educations varied from never 

attended school to graduated from college with baccalaureate degree. 

Samples of occupations included housewife, laborer, salesperson, 

factory worker, waitress, clerk, and self-employed. 



Table 3. Characteristics of subjects 

17-23 
24-38 

Parity 

o 

Total 

1 or mor e 

Total 

Education 

Never attended school 
Information not available 
Grade school 
High school 
Trade or vocational schools 
Baccalaureate 

Total 

Occupation 

Housewife 
Laborer 
Sales person 
Factory worker 
Clerk 
Self employed 
Waitress 
Teacher 

Total 

Absolute 
Frequency 

19 
13 

32 

16 
16 

32 

2 
1 
9 

13 
4 

.-l 

32 

23 
1 
1 
2 
1 
1 
1 

....2. 

32 
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Relative 
Frequency 

59.37 
40.63 

100.00 

50.00 
50.00 

100.00 

6.25 
3.13 

28.13 
40.69 
12.52 

9.38 

100.00 

71.88 
3.13 
3.13 
6.25 
3.13 
3.13 
3.13 
6.25 

100.00 



Presentation of Data According to 
Research Questions 

Behavior Characteristics Expressed by Selected 
Laboring Thai Women Experiencing Pain in 

Active Phase of Labor 
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The data revealed that pain behaviors among selected laboring 

Thai women could be broadly classified into verbal and nonverbal pain 

behaviors (Fig. 13). Nonverbal behaviors were observed 2708 times with 

a mean of 84.63 and a standard deviation of 23.73. Tactual behaviors 

ranked the highest followed by facial, lips, body movements, eyes, 

vocal, and respiratory behaviors (see Tables 4 & 5). 

In the tactual category, grasping of objects (railsides, 

blankets, pillows) accounted for one-third of all total behaviors. 

Then, facejhead, abdomen, sacrum, and thighs were the body parts that 

were most often touched by the laboring women. The predominant 

characteristics of facial pain behaviors were "distorted" (frown, 

grimace) and "turning of the face sideways." 

The prevalent lip behaviors indicative of pain were pursing and 

compressing of the lips. Movements of the extremities and moaning were 

other major nonverbal behaviors observed among the selected laboring 

Thai women. Modified respirations such as holding of breath or 

increasing rates of respiration were observed. The details of 

nonverbal behaviors are presented in Table 4. 
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en ~ SELF-EVALUATION OF 
~ TOLERANCE OF PAIN 
o 

~ NEED TO DEFECATE 

_~> REPORT OF SENSATION » URGE TO VOID 

~ PRESSURE/PULLING 

) ASKING FOR PERMISSION ~PAIN/DISCOHFORT 

c:Q ~ REQUEST FOR HELP/COMFORT OTHER PAINS 

~ SKIN SENSATIONS 

_--,)~ ASKING FOR INFORMATION 

~ EXTRALINGUISTIC -----~> VOCALIZATION 

EYES 

FACE 

TACTUAL 

BODY MOVEMENTS 

~ PHYSIOLOGICAL RESPIRATION 

Figure 13. Behaviors expressed by laboring Thai women 
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Table 4. Nonverbal behaviors during uterine contractions and 
relaxations 

r.ontractions Relaxations 

Absolute Absolute 
Frequency X SD Frequency X SD 

Vocalization 

Cries 28 .87 2.25 2 .06 .24 
Moans 213 6.65 5.09 12 .37 .83 
Screams 27 .84 3.55 1 .03 .18 
Gru:nts r::'J , CoCo 1.47 8 .25 .76 JJ .L. vu 

Lips 

Compressed 110 3.44 4.04 18 .56 1.08 
Opened 57 1. 78 2.38 23 .72 1.17 
Closed 96 3.00 1. 74 71 2.22 1. 78 
Pursed 213 6.66 5.59 13 .41 .71 
Bite 17 0.53 1.11 2 .06 .35 
Clenched teeth 1 0.03 0.12 

Body movements 

Turn 70 2.19 2.29 4 0.13 0.34 
Thrash 93 2.91 3.55 5 0.16 0.52 
Extremities 171 5.34 3.46 51 1.59 2.50 
Sit-up 3 0.09 0.39 6 0.19 0.74 
Crack knuckles 8 0.25 0.88 12 0.38 1.21 

Face 

Neutral 20 0.61 1. 77 69 2.16 1. 74 
Turn aWay 1')1., ,. ,.,. 

5.16 22 0.69 1.28 LJ,.J 0.00 

Distorted 263 8.22 5.41 22 0.69 1.06 
Smile 18 0.56 2.18 
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Table 4.--(Continued). 

CUlatractions Relaxations 

Absolute Absolute 
Frequency X SD Frequency X SD 

~ 

Opened 123 3.84 2.23 126 3.98 2.66 
Closed 162 5.06 2.86 169 5.28 3.33 
Fixed 46 1.44 1.34 43 1.33 1.56 
Rolled-up 14 0.44 2.47 7 0.22 1.07 

Tactual 

Face/head 74 2.31 2.90 33 1.03 1.49 
Neck/chest 16 0.50 0.80 16 0.50 0.72 
Thighs 40 1.25 1. 39 19 0.59 1.04 
Abdomen 84 2.62 2.33 47 1.47 3.57 
Sacrum 56 1. 75 3.12 7 0.22 0.42 
Genitalia 27 0.84 1.46 2 0.06 0.25 
Hips 17 0.53 1. 91 4 0.13 0.42 
Hands 27 0.84 1.41 7 0.22 0.66 
Persons 19 0.59 1. 54 2 0.06 0.25 
Objects 208 6.50 4.61 34 1.06 1.37 

Respirations 

139 4.34 1.72 101 3.16 1.44 

Total 2708 84.63 23.73 976 30.50 13.14 



119 

Table 5. Summary of nonverbal communications during active 
phase of labor 

Uterine Contraction 

Absolute Relative 
Frequency Frequency 

Vocalization 

321 11.85 

Lips 

494 18.24 

Body movements 

345 12.74 

Face 

496 18.31 

Eyes 

345 12.74 

Tactual 

568 20.67 

Respiration 

139 5.13 

Total: 

2708 100.00 

x 

10.03 

15.44 

10.78 

15.50 

10.78 

17.75 

4.34 

84.63 

7.39 

9.74 

6.11 

7.66 

5.72 

8.59 

1.71 

23.72 

Uterine Relaxation 

Absolute Relative 
Frequency Frequency 

23 2.36 

127 13.01 

78 7.99 

131 13.42 

345 35.35 

171 17.52 

101 10.35 

976 100.00 

-
X 

.72 

3.97 

2.44 

4.09 

10.78 

5.34 

3.15 

30.50 

1.19 

2.60 

2.80 

3.42 

5.49 

4.47 

1.43 

13.14 



As shown in Tables 6 and 7, verbal behaviors during pain 

experience consisted of five categories: (1) report of sensation, 
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(2) self-evaluation of tolerance of pain, (3) request for comfort and 

assistance, (4) seeking information, and (5) asking for permission. 

The data suggest that report of sensation constituted the major part 

of overall verbal reports, followed by self evaluation of tolerance 

of pain, asking for information, asking for comfort, and asking for 

permission. Pain reports were the most common element. These reports 

were characterized as, "Real torment, pain (jeb, puad) , Ouch! 

it hurts, Ouch, Doctor!" Pain reports were also expressed as, "1 

cannot take it anymore," "I'm tired," "1 have no energy," and "It is 

not better." 

Other sayings included requests for comfort or assistance, 

asking for information, and asking for permissions. Asking for comfort 

and help were, "Big Sister (referring to the attending nurses), please 

take the blanket off." "Please get the doctor." "Please dry my 

abdomen and my body." In realm of information seeking, inquiries about 

the parturients' well-being or the time when the baby will be born were 

of major concerns. Finally, asking for permission was primarily 

related to physical activities during labor. 
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Table 6. Verbal communication during active phase of labor 

Contractions Relaxations 

Absolute Absolute 
Frequency X SO Frequency X SO 

Report of Sensation 

Needs to defecate 5 

Urge to urinate 1 
Pressure and pulling 4 

Expression of pain/ 
discomfort related 
to childbirth 48 2 

Expression of other 
pain/discomfort 4 

Report of skin 
sensation 4 1 

Subtotal 66 2.06 1.85 3 .09 .39 

Self-evaluation of Tolerance of Pain 

Sayings implied pain 
was unbearable 7 

"Afraid" 1 1 

Sayings implied pains 
were persistent 2 

"Tired" 1 

"No energy" 1 

"Feel better" 1 

Subtotal 12 .37 .94 2 .06 .25 
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Table 6. - - (Continued) . 

Contractions Relaxations 

Absolute Absolute 
Frequency X SD Frequency X SD 

Requests for ComfortIHe1p 

Comfort 4 

Help 1 

Subtotal 5 .16 .37 

Asking for Information 

Concerns about one's 
own well-being 6 

Concerns about unborn 
baby's well-being 1 

Subtotal 7 .22 .55 

Asking for Permission 

Physical activities 2 .06 .25 1 .03 .17 

Total 92 2.88 2.36 6 .19 .59 
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Table 7. Summary of verbal behaviors occurring during uterine 
contractions and relaxations 

Uterine Contractions 

Absolute Relative 
Frequency Frequency X 

Reports of sensations 

66 71. 74 2.06 

Reports of self-evaluation of 
tolerance to pain 

12 13.04 .37 

Asking for comfort and help 

5 5.43 .16 

Asking for information 

7 7.61 .22 

Asking for permission 

2 2.17 .06 

Total: 
92 100.00 2.88 

1.85 

.94 

.37 

.55 

.25 

2.37 

Uterine Relaxations 

Absolute Relative 
Frequency Frequency X 

3 50.00 .09 

2 33.33 .06 

1 16.67 .03 

6 100.00 .19 

.39 

.25 

.18 

.59 
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Salient Hode of Pain Communicative Behaviors 

Data indicated that the laboring Thai women of this study 

communicated their childbirth pain via nonverbal behaviors (Tables 4, 

5, 6, & 7). During pain episodes, nonverbal behavior occurred 2,708 

times compared to 92 verbal behaviors (Table 8). The mean of nonverbal 

behaviors observed during uterine contractions was 84.63 and the 

standard deviation was 23.73 compared to 2.88 and 2.37 verbal behaviors 

(Table 8). Also, it was noted that both verbal and nonverbal behaviors 

occurred more often during uterine contractions than during uterine 

relaxations. 

Table 8. Mode of communication during active phase of labor 

Nonverbal Communication Verbal Communication 

Absolute Absolute 
Frequency X SD Frequency X SD 

Contraction 

2708 84.63 23.72 92 2.88 2.37 

Relaxation 

976 ·30.50 13.14 6 .19 .59 



Characteristics Classified as Salient 
Mode of Pain Communication 
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Nonverbal behaviors were the salient mode of pain communication 

(Tables 5 & 6). Vocalization, facial expressions, lips, eyes, body 

movements, respiratory, and tactual behaviors comprised the salient 

mode. The hallmarks of this mode included moaning, pursing and 

compressing of lips, moving of extremities, facial distortion, grasping 

of objects, and touching of body parts such as facefhead, abdomen, 

sacrum, as well as thighs. 

Comparison of Pain Behaviors According to Parity. 
Age. Education. and Occupation 

Due to small sample sizes in some categories such as occu-

pations and education, subjects were divided into two groups according 

to parity, age, education, and occupation (Table 9). Parity was 

divided into those who have never given previous birth and those who 

had delivered at least one child. In terms of age, the younger 

subjects were 17-23 years old. The older subjects were 24-38 years 

old. As far as education was concerned, Group 1 consisted of those 

who had no education through those who had attended high school. 

Group 2 consisted of those who attended business or vocational school 

or college. Occupation was divided into Group 1 (housewives) and Group 

2 (others). Independent ~ tests with 8 level of probability set at .05 

were used to assess data. Relationships among pain communicative 

behaviors and parity, age, education, and occupation were examined by 

calculation of Pearson's Product Moment Correlation. 
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Table 9. Sample divided into two groups according to age, 
parity, education, and occupation 

1. Parity 

Group 1. 
Group 2. 

II. Age 

Group 1. 
Group 2. 

III. Education 

Primiparae, never had given birth (n - 16) 
Multiparae, had given birth to at least one child 
(n = 16) 

17-23 years (n - 19) 
24-38 years (n - 13) 

1. No education up to attending high school (n - 24) 
2. Other (business or vocational schools, college) (n - 8) 

IV. Occupation 

Group 1. 
Group 2. 

Housewife or those who were not employed (n = 23) 
Those who engage in employmeut; i.e., teacher, laborer, 
clerk, salesperson, waitress, factory worker, self
employed (n - 9) 
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Pain COmmunicative Behaviors and Parity 

Data revealed no significant relationship between nonverbal 

behavior and parity (~- 1.22, ~ - .271; Tables 10 & 11). Although the 

differences were not statistically significant, it was found that the 

mean (X - 89.31) of nonverbal behaviors was higher in those who had 

never given birth than the mean (X - 79.74) of those who had given 

birth to at least one child. When examining behavioral expressions in 

detail, scores of vocalization, facial expressions, and eye behavior 

were slightly higher in primipara group. 

Analysis of verbal behaviors revealed that there was no sig

nificant difference between the two groups (~- .591) (Table 12). How

ever, the absolute mean (X - 3.13) of primipara was higher when 

compared to multipara (2.63). Although the differences were not 

significant, reports of pain sensations and asking for comfort and help 

were higher in primipara. asking for information and self evaluation 

of tolerance of pain were more prevalent in multipara. 

Pain Communicative Behaviors and Age 

The mean of nonverbal behaviors (Tables 13 & 14) was higher in 

older samples (88.31) as compared to younger samples (82.11). However, 

this difference was not significant (~- .417). Facial expressions and 

tactual behaviors were predominant in older age group. The overall 

mean for verbal reports (Table 14) were higher in younger group (3.47) 

compared to the older group (2.00). However, this difference was not 

significant (~- .083). Reports of pain sensation, self-evaluation of 

tolerance of pain, and asking for information were more prevalent in 

the younger group (Table 15). 
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Table 10. Comparison of nonverbal behavior during active phase 
of labor according to parity 

Voca1i- Respi-
zation Lips Body Face Eyes Tactual ration 

Primiparae (n - 16) 

X 12.313 15.688 10.750 18.000 11.250 17.000 4.313 

.@ 8.538 11. 353 7.380 8.847 6.787 7.554 2.120 

Absolute Freq. 197 251 172 288 180 272 69 

Multiparae (n - 16) 

X 7.750 15.188 10.813 13.000 10.313 18.500 4.375 

SD 5.360 8.183 4.750 5.453 4.586 9.723 1.258 

Absolute Freq. 124 243 173 208 165 296 70 

J;. value 1.810 .143 .028 1.925 .458 .487 .101 

p. .080 .887 .977 .064 .650 .630 .920 

R < .05 

Table 11. Comparison of pain behaviors during active phase of 
labor according to parity 

Nonverbal Behaviors 

Absolute 
Frequency 

PriminRTRe (n - 16) 

X 
J;. 

value 

1429 89.313 24.325 1.122 
p. =- .271 

Multiparae (n ~ 16) 

1279 79.938 22.916 

p. < .05 

Verbal Behaviors 

Absolute 
Frequency X 

J;. 
value 

50 

42 

3.125 1.962 .59 
p. -.559 

2.625 2.754 
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Table 12. Comparison of verbal behaviors during active phase 
of labor according to parity 

Sensation Tolerance Comfort Information Permission 

Primiparae (n - 16) 

X 2.438 0.188 0.250 0.188 0.063 

SD 2.308 0.750 0.447 0.544 0.250 

Absolute 
Frequency 39 3 4 3 1 

Multiparae (n - 16) 

X 1.688 0.563 0.063 0.250 0.063 

SD 1.195 1.094 0.250 0.577 0.250 

Absolute 
Frequency 27 9 1 4 1 

.!. value 1.154 l.131 1.464 .315 .000 

P. .258 .267 .154 .755 1.000 

P. < .05 



130 

Table 13. Comparison of nonverbal behaviors during active 
phase of labor according to age 

Voca1i- Respi-
zation Lips Body Face Eyes Tactual ration 

Younger .s. 23 yr (n - 19) 

X 10.053 15.947 11.474 13.947 9.789 16.368 4.526 

SD 7.457 10.962 6.527 6.527 6.754 5.698 1.867 

Absolute Freq. 191 303 218 265 186 311 86 

Older < 24 yr (n - 13) 

X 10.000 14.692 9.769 17.769 12.231 19.764 4.077 

SD 7.583 7.983 5.525 8.852 3.492 11. 613 1.498 

Absolute Freq. 130 191 127 231 159 257 153 

.t. value .019 .353 .771 1.408 1.194 1.103 .722 

11 .985 .727 .447 .170 .242 .279 .476 

l!. < .05 
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Table 14. Comparison of nonverbal and verbal behaviors during 
active phase of labor according to age 

Nonverbal Behaviors 

Absolute .t. 
Frequency X SD value 

Younger < 23 yr (n - 19) 

1560 82.105 23.024 .721 
It- .417 

Older > 24 yr (n - 13) 

1148 88.308 25.194 

Verbal Behaviors 

Absolute 
Frequency X 

.t. 
value 

66 3.474 .609 .340 
It - .736 

26 2.000 .439 

Table 15. Comparison of verbal behaviors during active phase 
of labor according to age 

Sensation Tolerance 

Younger > 23 yr (n - 19) 

X 

SD 

Absolute 
Frequency 

2.368 

2.033 

45 

Older ~ 24 yr (n - 13) 

X 

SD 

Absolute 
Frequency 

.t. value 

It < .05 

1.615 

.459 

21 

1.137 

.264 

0.526 

1.124 

10 

0.154 

.229 

2 

1.103 

.279 

Comfort 

0.158 

.375 

3 

0.154 

.229 

2 

.030 

.976 

Information Permission 

0.368 

.684 

7 

.000 

o 

0.053 

.229 

1 

0.077 

.229 

1 

.270 

.789 
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Pain Communicative Behaviors and Education 

Data reveal that there was no significant relationship between 

pain behaviors of the women according to education (~- .602). However, 

when data were examined in detail, the mean of nonverbal scores was 

higher in Group 2 (those with more years of education). The mean of 

this group was 88.50 compared to 83.33 of Group 1 (the less educated). 

Vocalization, facial expressions, and tactual behaviors were predominant 

in the group with more years of education (Tables 16 & 17). 

Analysis of verbal behaviors (Table 18) indicated that the 

group with more years of education has a higher mean score (X - 3.13) 

than the group with fewer years of education (X - 2.79). However, this 

difference was not significant. Reports of pain sensation, asking for 

comfort, and asking for permission were higher in the group with more 

years of education. 

Pain Communicative Behavior and Occupation 

Analysis of data suggests that the mean score of behaviors 

(Table 19) was higher in housewives (Group 1) (X - 85.57) compared to 

those that were employed outside the home (Group 2) (X - 88.22). 

However, this difference was not significant (~= .726). Vocalization, 

lips, body movements were higher in the housewife group (Table 20). 

Verbal data revealed that housewives (Group 1) had a mean score of 3.13 

(Table 19) compared to 2.22 of Group 2 (others). Nevertheless, this 

difference was not significant (~- .337). Group 1 was found to have 

higher scores in reporting of pain sensation, asking for comfort and 

help, and asking for permission (Table 21). Although it was not 
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Table 16. Comparison of nonverbal behaviors during active 
phase of labor according to education 

Voca1i- Respi-
zation Lips Body Face Eyes Tactual ration 

~roup 1 (n - 24) « High School) 

X 9.417 16.792 10.125 14.333 10708 17.458 4.500 

SD 7.217 10.819 5.211 6.253 5.945 8.495 1. 769 

Absolute Freq. 226 403 243 344 257 419 108 

Group 2 (n - 8) (> High School) 

X 11.875 11.375 12.750 19.000 11.000 18.625 3.875 

SD 8.079 3.204 8.362 10.623 5.345 9.441 1.553 

Absolute Freq. 95 91 102 152 88 149 31 

.!. value .811 1. 382 1.055 1.523 .123 .328 .889 

It .424 .177 .300 .138 .903 .746 .381 

It < .05 
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Table 17. Comparison of nonverbal and verbal pain behaviors 
during active phase of labor according to education 

Nonverbal Behaviors 

Absolute 
Frequency x 

.!. 
value 

Group 1 (n - 24) « High School) 

2000 83.333 25.522 .527 

Verbal Behaviors 

Absolute .!. 
Frequency X value 

67 
12. - .602 

2.792 0.500 .340 
12. - .736 

Group 2 (n - 8) (> High School) 

708 88.500 18.182 25 3.125 0.789 

12. < .05 

Table 18. Comparison of verbal behaviors during active phase 
of labor according to education 

Sensation Tolerance 

Group 1 (n - 24) « High School) 

X 2.000 0.375 

SD 1.934 .924 

Absolute 
Frequency 48 9 

Group 2 (n - 8) (> High School) 

X 2.250 0.375 

SD 1.660 1.669 

Absolute 
Frequency 18 3 

!. value .327 .000 

12. .746 1.000 

12.< .05 

Comfort 

0.125 

.338 

3 

0.250 

.463 

2 

.826 

.415 

Information Permission 

0.250 

.608 

6 

0.125 

.354 

1 

.548 

.588 

0.042 

.204 

1 

0.125 

.354 

1 

.826 

.415 
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Table 19. Comparison of nonverbal and verbal behavior during 
active phase of labor according to occupation 

Nonverbal Behaviors Verbal Behaviors 

Absolute .!;. Absolute .!;. 
Frequency X SD value Frequency X SD value 

Group 1 (n - 23) (Housewife) 

1968 85.565 24.563 .353 72 3.130 0.496 .976 
.P.- .726 .P.- .337 

Group 2 (n - 9) (Other) 

740 82.222 22.665 20 2.222 0.778 

.p. < .05 
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Table 20. Comparison of nonverbal behaviors during active 
phase of labor according to occupation 

Voca1i- Respi-
zation Lips Body Face Eyes Tactual ration 

Group 1 (n - 23) (Housewife) 

X 10.174 16.130 11.217 14.913 11.261 17.748 4.391 

.ml 7.284 10.708 6.381 7.128 6.062 8.140 1.828 

Absolute Freq. 234 371 258 343 259 402 101 

Group 2 (n - 9) (Other) 

X 9.667 13.667 9.667 17.000 9.556 18.444 4.222 

§!2 8.078 6.874 5.523 9.179 4.825 10.175 1.481 

Absolute Freq. 87 123 87 153 86 166 38 

j;, value .172 .637 .640 .687 .753 .282 .247 

It .865 .529 .527 .497 .457 .780 .807 

,E.< .05 
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Table 21. Comparison of verbal behavior during active phase of 
labor according to occupation 

Sensation Tolerance Comfort Information Permission 

Group 1 (n - 23) (Housewife) 

X 2.391 0.261 0.174 0.217 0.087 

SD 1.901 .864 .388 .600 .288 

Sum 55 6 4 5 2 

Group 2 (n - 9) (Other) 

X 1.222 .667 .111 .222 

SD 1.481 1.118 .333 .441 .000 

Sum 11 6 1 2 

J;. value 1.653 1.099 .427 .022 

l!. .109 .208 .672 .983 

l!.< .05 
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significant, it was interesting to find that none in Group 2 asked for 

permission for anything. 

Correlations Amon~ Nonverbal Behaviors and 
Age. Parity. Education. and Occupation 

The relationships among behaviors and age, parity, and educa-

tion were examined. Pearson Product Moment Correlations (Ja < .05) 

were used to examine the relationship among variables. There was a 

positive correlation between parity and age. The correlation was .506 

and was significant (Table 22). There were negative correlations 

between age and education; education and parity. The correlation 

between age and education was -.209. The correlation between parity 

and education was -.494; the relationship was significant. 

The Pearson Product Moment Correlations of nonverbal behavior 

and parity was -.201; nonverbal behavior and age was -.090; and 

nonverbal behavior and occupation was -.064; as well as nonverbal 

behaviors and education was .240. None of these correlations were 

significant (Table 23). 

Correlations Amon~ Verbal Behaviors and 
Parity. A~e. and Education 

The Pearson Product Moment Correlation was used to determine 

the relationships among parity, age, and education. The Pearson 

Product Moment Correlation was not computed on occupation variable 

because subjects in this variable were highly heterogeneous. There 

were negative relationships among verbal behaviors and parity and age 

during pain episodes, but the relationship was not statistically 



Table 22. Correlation matrix of age, parity, education, and 
occupation and nonverbal pain behaviors 
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Age Parity Education Occupation 

Age 1.000 .506 - .209 .249 
(32) (32) (32) (32) 

;e.- l!,- .002* ;e.- .126 ;e.- .085 

Parity .506 1.000 - .494 .070 
(32) (32) (32) (32) 

;e.- .002* l!,-. ;e.- .002* ;e. - .353 

Education - .209 - .494 1.000 .081 
(32) (32) (32) (32) 

;e.- .126 l!,- .002* ;e.-. ;e.- .329 

Occupation .249 .070 .081 1.000 
(32) (32) (32) (32) 

;e.- .085 l!,- .353 ;e.- .329 ;e.-

Vocalization - .186 - .314 .258 - .031 
(32) (32) (32) (32) 

;e.- .154 l!,- .040* ;e.- .077 ;e.- .432 

Lips - .150 - .026 - .141 - .116 
(32) (32) (32) (32) 

;e.- .206 l!,- .444 ;e.= .221 ;e.- .264 

Body - .142 .005 .134 - .116 
(32) (32) (32) (32) 

ll-- .219 l!,- .489 ;e.- .233 ;e.- .264 

Face .220 - .332 .429 .124 
(32) (32) (32) (32) 

;e.= .114 l!, = .032* ;e.- .007* ;e.- .249 

Eyes .046 - .083 .013 - .136 
(32) (32) (32) (32) 

;e.- .400 l!,- .325 ;e.- .471 ;e.- .229 

Tactual - .019 .089 .165 .051 
(32) (32) (32) (32) 

;e.- .458 l!,- .315 ;e.- .183 ;e.= .390 

Respiration - .125 .019 - .081 - .045 
(32) (32) (32) (32) 

;e.- .248 ;e.- .460 ;e.- .329 ;e.- .403 

;e. < .05 
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Table 23. Correlation of total nonverbal behaviors and age, 
parity, education, and occupation during active phase of labor 

Age Parity Education Occupation 

Nonverbal -.090 -.201 .240 - .064 

Behaviors (32) (32) (32) (32) 

l!. .... 312 l!. - .135 l!. - .081 l!. "'" . 363 

l!. < .05 

significant (Table 24). There were negative relationships between 

parity and report of sensation, request for comfort and help, and 

asking for permission; but these relationships were not significant. 

There were negative relationships between age and overall pain reports, 

but only the "request for comfort" and "asking for information" were 

significant. There were also negative relationships between education 

and self-evaluation of pain, asking for information, and asking for 

permission. There was also a negative relationship between verbal and 

age during pain episodes, but the relationship was not significant. 

There was a positive relationship between verbal report and education 

(Table 25). 
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Table 24. Correlations of verbal behaviors and parity, age, 
and education.--Contr. - Contraction; Relax. - Relaxation. 

Pari~ Age Education 

Contr. Relax. Contr. Relax. Contr. Relax. 

Report of sensation 

- .195 .033 - .190 .027 .170 .090 

p,- .286 p,- .985 p,- .312 p,- .883 p,- .351 p.- .624 

Self-evaluation of tolerance of pain 

.052 .297 - .184 .021 - .009 .395 

p.- .779 p.- .099 p.- .842 p.- .910 p.- .962 p,- .025 

Request for comfort and help 

- .286 - .037 .200 

p, ~ .139 p, - .024* p, ~ .272 

Asking for information 

.110 - .237 - .175 

p, - .548 p, - .004* p. - .338 

Asking for permission 

- .055 - .161 - .098 - .200 -.036 .100 

p, ~ .765 P. ~ .380 P. - .594 P. ~ .272 p. - .847 P, - .558 

p, - < .05 
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Table 25. Correlation of total verbal behaviors and parity, 
age, and education during active phase of labor.--Contr. - Contraction; 
Relax. - Relaxation. 

Parity Age Education 

Contr. Relax. Contr. Relax. Contr. Relax. 

Verbal 

- .153 .078 - .293 - .033 .116 - .033 

R. .... 402 R. - .673 R. - .103 R. - .857 R. - .526 R.- .857 

R. < .05 

Summary 

Empirical findings were presented in this chapter in order to 

identify and describe childbirth pain communicative behaviors awong 

selected laboring Thai women. The findings were used to identify 

relationships among pain communicative behaviors and age, parity, 

education and occupation. Data indicated that pain behaviors occurred 

more frequently during pain experiences. The selected laboring Thai 

women communicated their childbirth pain through nonverbal mode in a 

relatively silent manner. 

Nonverbal pain behaviors observed were tactual, facial, lips, 

body movements, eyes, vocal, and respiratory behaviors. Tactual, 



facial expressions, and lips behaviors were the major nonverbal 

behaviors observed, whereas vocalization ranked next to the lowest. 

143 

Reports of pain constituted the major part of overall verbal 

behaviors. Sensory dimension of pain experience was the predominant 

report. Abdominal and back pains were most frequently reported. Other 

verbal reports included self evaluation of tolerance of pain, asking 

for information, comfort and assistance, as well as for permission. 

Comparisons of behaviors with age, parity, education, and 

occupation were computed. Relationships were not statistically 

significant; however, when examining data carefully, more pain 

behaviors were observed among those that had never given previous 

birth. The younger group tended to communicate pain throuzh a verbal 

mode while the older group expressed their pain via nonverbal mode. 

Those subjects with fewer years of education and those subjects in the 

younger group tended to ask more information related to childbirth 

process. 



CHAPTER 5 

DISCUSSION, IMPLICATIONS, RECOMMENDATIONS, 
AND SUMMARY 

This chapter presents the discussion of empirical findings 
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derived from the quest for pain communicative behaviors among selected 

laboring Thai women. Also, implications drawn from this study and the 

recommendations for future study are presented. 

Discussion 

Findings of this study are discussed in relation to the 

existing theoretical perspectives and empirical evidence. Pain 

experiences were observed during the childbirth process among selected 

laboring Thai women. They tended to communicate thejr pain through 

nonverbal channels. Nonverbal behaviors are assumed to reflect 

underlying meaningful messages of pain. In other words, nonverbal 

behaviors were purposeful or goal-directed. 

Tactual, facial, and lip behaviors were major nonverbal behav-

iors observed among the Thai women. Vocalization occurred very seldom. 

Vociferous expression--screaming--occurred the least frequently. 

Grasping of objects such as siderails, pillows, blankets, and bed 

sheets occurred with the greatest frequency. This finding is in 

accordance with the reports of Angelini (1978), Bonnel and Boureau 

(1985), and Gustafson (1982, 1988). 
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The findings indicate that laboring Thai women who participated 

in this study communicated their childbirth pain through nonverbal 

channels and in a quiet manner. Although the evidences of distress 

were obvious, these women seldom communicated their pain verbally. 

Their modesty in pain expression may be, in part, due to culture 

(Zborowski, 1969). Zborowski found that the Irish Americans and the 

descendants of Anglo-Saxons tended to be inhibited while the 

descendants of the Jewish or Ita.lians openly express their pain. 

Similar behavior was noted by Mougne (1978) that neither crying 

out nor screaming was ob~erved in the Thai woman; only the gritting of 

teeth and the gripping of others' hands were observed. Mougne (1978) 

stated that self-controlled behaviors observed in Thai women could be 

due to: (1) the belief that crying out loud or screaming will cause 

the "wind" (expulsion or bearing down force) to move upward instead of 

moving down, thus prolonging the childbirth course; (2) the belief that 

women are destined to suffer and to give birth in pain; (3) adherence 

to Buddhist doctrine. It may be said that Buddhism plays a very 

significant role in Thai culture. Culture, then, shapes the 

individual's personality. Buddhism is practiced by more than 90% of 

the Thai people (Kaplan, 1981). It is not the fatalistic theory, as 

understood by many Westerners, that directs people to accept whatever 

happens to them without.intervening, complaining, or questioning. 

According to the "Law of Karma" or "action and reaction," previous 

action (karma) will determine the individual's life in general ways. 
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At the same time, it leaves the person with flexibility to choose how 

they will behave. 

Buddhism views life as ~~terspersed with sorrow, suffering, 

instability, and transiency (Eyre, 1964; Insor, 1961; Sivaraksa, 1971). 

This misery is primarily caused by selfishness and illusions. Avidly 

and excessively searching for grandeur and pleasure are illusion, which 

will eventually lead to suffering. 

According to Buddhist dogma such suffering can be minimized by: 

1. Practicing of the "middle way." That is, not to attach to the 

two extremes, optimism and pessimism. Clinging to optimism 

will lead one to over-estimate quality of life and attach to 

pessimism will lead one to underestimate quality of life, thus 

unproductive (Sivaraksa, 1971); 

2. Practicing "selflessness," not self," or "non-egoism." 

Selflessness is the uniqueness of Buddhism; 

3. Being intellectually alert; that is, understand true nature of 

life and the world which is not without agony, changes, and 

imperfections; 

According to Buddhism, the individuals are influenced by their 

own thought and desire and they are responsible for themselves (Eyre, 

1964). The notion that S1n can be purified by others is not 

characteristic of Buddhism. Neither God nor spirits can influenc~ the 

person, but the persons themselves. These cultural-religious beliefs 

can significantly determine pain expressions of the Thai women who 

participated in this study. The women may have used nonverbal behavior 



to express pain because according to Buddhism, suffering and pain is 

part of life. 
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A "future oriented" attitude may play a significant role in the 

self-controlled behaviors among laboring Thai women. The notion is 

quite prevalent among the Thais that it is better to endure hardships 

now in order to reap and enjoy happiness or good fortune in the future 

which can be tomorrow or even in the next life. This attitude is quite 

similar to the Anglo-American's "No pain, no gain" (uartinelli, 1987). 

Martinelli stated that "future oriented" attitudes of the Anglo

Americans may influence the ways they tolerate pain. For this study, 

the Thai's attitude about "live-and-let-Iive" (Eyre, 1964) could 

influence pain communication as well. For example, they tend to accept 

adversity. 

Another speculation that may underlie the practice at self

control among the selected Thai women is related to body parts that are 

associated with pain. Hardy, Wolff, and Goodell (1967) noted that 

culture may prescribe the individuals' response to pain as far as body 

parts are concerned. Hardy et al. (1967) stated that people tend to be 

more sympathetic toward the sufferers when pain originates around the 

head, chest, or extremities compared to pains which occurs at the 

genitalia, anus, or rectum. Since pain in childbirth was primarily 

related to women's reproductive organs, the parturients may be less 

expressive about their pain for fear of disapproval or disdain. 

In terms of body parts, abdomen, sacrum, thighs, and genitalia 

were most often touched by the parturients of this study. Similar 
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findings were reported by Angelini (1978), Gustafson (1982, 1988), and 

Pathanapong (1988). Fewer pain communicative behaviors included 

modified respirations, eye behaviors, body movements, and vocalization. 

Bonne1 and Boureau (1985) and Darwin (1965) noted that labored 

respiration, hyperventilation, and holding of breath occurred during 

pain episodes; whereas Angelini (1978) stated that laboring women, in 

general, conveyed their pain through vocalization. 

As far as facial behaviors were concerned, Le Resche (1982) 

found that the so-called "prototypic pain expressions" were charac

terized by tightening the eyelids, closed eyes, and tightening of lips 

while Leventhal and Sharp (1965) noted that wrinkles and movements of 

forehead, brow, and eyelids were presented in laboring women. By the 

same token, Dar~in (1965) found that tightly compressed mouth, 

retracted lips, clenched teeth, wildly opened eyes, heavily contracted 

brows, and movement of certain facial muscles were associated with pain 

experience. In this study, facial distortion, pursing and compressing 

of lips occurred consistently. 

In the verbal domain, sensation was the reported to be the 

major dimension of pain experience. This finding was congruent with 

the report by Gaston-Johansson, Fridh, and Turner-Norvell (1988) that 

reports of sensory component were more predominant in laboring women, 

both primipara and multipara. Pushing, hot, moist and pulling were 

terms used to describe labor pain sensation among selected Thai women. 

Gaston-Johansson et al. ·(1988), Me1zack et al. (1981) found that 



pressing, cramping, aching, throbbing, stabbing, hot, heavy, and 

shooting were used in general to describe childbirth pain. 
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In the realm of affective evaluative dimension of pain, 

"afraid," torturing," and words that suggested "unbearable" (n1 cannot 

take it,n nI cannot take it anymore n) were verbalized by the Thai 

women. The similar views toward childbirth experiences were reported 

as "painful and scaryn and "strong, scary, making you tired beyond 

words to dascribe; so great that it is indescribab1en in Filipino women 

(Affonso, 1978). 

By the same token, Brown, Campbell, and Kurtz (1989) found that 

terms such as discomfort, excruciating, tiring, exhausting, and 

unbearable were chosen to describe pain; whereas, Gaston-Johansson et 

al. (1988) noted that troublesome, tiring, happy and terrible were used 

by the Swedish women to describe pain. In addition, Melzack et a1. 

(1981) noted that tiring, exhausting, and intense were used to depict 

pain in childbirth. 

As far as locations of pain were concerned, abdomen and back 

were the most frequently reported as related to pain in childbirth. In 

contrast, Affonso (1978) reported that abdominal and perineal pain 

constituted 33% whereas generalized body pain accounted for 64% of 

reported childbirth pain. 

The Thai women talked about the intensity of their pain as 

follows: nI cannot take it" or n1 cannot take it anymore" also implies 

that pain was "intense" whereas "1 feel much bettern indicated that 
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pain became "mild or diminished." Level of labor pain was also noted 

by Richardson (1979) as "that one hurt worse than others." 

Although spatial dimension of pain sensation such as pushing or 

pulling were observed among the Thai women, temporal dimension of pain 

experience was not reported by them. In contrast, temporal dimension 

of childbirth pain was reported by Affonso (1978) as "Long and hard" 

and by Richardson (1979) as "that one lasted such a long time." 

There are several terms used to qualify labor pain in English 

(Gaston-Johansson et al., 1988; Melzack et al., 1981). While there are 

about 15 pain descriptors available in Thai (Diller, 1980), only 2 

descriptor3 "jeb (dzep, thep) and puad (pUat, poat) were used by 

laboring Thai women to describe their childbirth pain. 

Fabrega and Tyma (1976), as well as Diller (1980), differenti

ated jeb from puad. However, these two terms were used frequently and 

interchangeably and the two were not sharply distinguished. Also, 

semantic interpretation of these terms pretty much depend on the 

speaker's context. In this study, "jeb and puad" are equally referred 

to as pain in childbirth by laboring women. Each of them was used 16 

times. 

Fabrega and Tyma (1976) noted that "jeb (dzep or ~hep)" refers 

to "to hurt, to feel or experience pain that is externally situation or 

with visible origin while "puad (poat, puat)" refers to pain of inter

nally situated or without visible source. Diller (1980) believed that 

"jeb" serves as a general cover-term used to describe pain in general 

and specific way, whereas, "puad" implies deep-seated aching and 



usually felt as diffuse, burning, and continuous such as gastric 

distress. 
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Tnis finding suggests that the selected Thai women tended to 

use primary pain terms to qualify childbirth pain. Primary pain terms 

are those that directly relate to unpleasant experiences and they were 

expressed as "ache, pain, sore, hurt" in English (Fabrega and Tyma, 

1976). Whil~ in English, "discomfort or contraction" could be used to 

substitute or refer to labor pain. Such substitution or inference was 

uot observed in Thai. 

Secondary pain terms refer to words that were used to qualify 

pain in a particular way. Terms such as pressing, burning, cramping, 

sharp, and pressure still convey ideas about pain experiences (Fabrega 

& Tyma, 1976). In this study, only one secondary pain term, "pulling," 

was used to qualify childbirth pain. Tertiary pain terms refers to 

words that borrow from lexicon. By themselves they are not directly 

related to pain but are used to complement pain. Such terms include 

"tiring and depressing" (Fabrega & Tyma, 1976). The Thai women in this 

study used terms such as "afraid and torturing" to describe their labor 

experience. 

Fabrega and Tyma (1976) noted that secondary pain terms or 

metaphors are not usually used to qualify pain in Thai as they are in 

English. The Thais not only use primary pain terms but also they use 

the simile to describe their pain experiences. The results of this 

study are in accordance with the finding of the Fabrega and Tyma (1976) 

study. Example of similes expressed by the Thai women in this study 
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included, "It feels like I have to go to the bathroom," "When the pains 

come, it feels like something pulling down there," "It feels like it is 

pushing" and "It feels like my water is broken." 

Language specific pain interjection or exclamation such as 

"Ouchl" for English and "Aiyooul" for Chinese (Diller, 1980) was 

observed among the Thai women. The vocal emblem of pain exclamation in 

Thai was "Oy!". 

The relationships between behavior and manifestation of child

birth pain and parity have been examined by Leventhal and Sharp 

(1965). The researchers found that signs of distress were more 

prevalent among primiparae when compared to multiparae. Melzack et al. 

(1981) reported that childbirth pain intensity was reported signifi

cantly higher in primiparae when compared to multiparae (~- 2.1, 

R - 0.03). 

Similar findings were also reported by Brown et al. (1989) that 

primiparae reported significant higher pain scores than multiparae. 

They chose more pain descriptors than the multiparae. This evidence 

was substantiated by Gaston-Johansson et a1. (1988) that significant 

higher pain scores in both sensory and affective domains were reported 

by the primiparae during first stage of labor. 

There is little information exclusively related to pain 

experiences and parturient£' age, education, and occupation. Melzack 

et al. (1981) found that age and economic status were negatively 

related to the pain (MPQ) scores in Canadian mothers. Socioeconomic 

status was the main predictor for pain report for both Canadians 



primiparae and mUltiparae. The findings of this study indicate that 

the relationship's between pain communicative behaviors and 

parturients' age, education, parity, and education were not 

statistically significant. 
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However, pain behaviors were more prevalent among the first

time mothers, those that were younger, and those who had fewer years of 

education. They tended to ask more information relating to labor and 

course of progress than their counterparts. The finding that the 

first-time mothers tend to report more pain than those who already had 

children was congruent with that of Melzack et al. (1981). 

In the realm of verbal reports, request for assistance and 

relief from discomfort as well as concerning about own well-being were 

noted by Richardson (1979). Requests for comfort and help and concern 

about the parturients' well-being were found in this study as well. 

Implications 

The findings of this study have implications for theoretical 

knowledge, research, and clinical nursing. In terms of nursing 

knowledge these findings have relevancy for understanding childbirth 

pain phenomenon, as well as to help gain insight about pain responses 

of Thai women. The findings indicate that the childbirth process was 

associated with pain, but the pain was expressed in a subtle manner 

and a nonverbal and quiet mode. This knowledge is essential and is a 

prerequisite for nursing practice. Information gain~d from this study 

could be incorporated into nursing intervention for laboring women. 
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In the realm of research, the data obtained through this study 

could be used as a basis for further investigation. Data could be used 

to develop and refine an instrument to assess pain in childbirth. 

Since there is a need for reliable and valid instruments that are 

relatively simple to use and can yield immediate results, not a mere 

assessment of only one element of pain. The findings of this study 

provided a combination of the features of pain in childbirth, i.e., 

sensory, affective and evaluation, quality, and locations of pain, that 

could be used as a foundation for future study and the development of a 

more refined, reliable and valid instrument. 

As far as clinical contribution is concerned, the findings 

derived from this study indicate that certain behaviors herald the fact 

that laboring women are experiencing pain. Therefore, these behaviors 

ought to be recognized as valid indices to evaluate pain in childbirth 

and to determine stage of labor. This notion is congruent with 

statements ~ade by Bonnel and Boureau (1985), Butani and Hodnett 

(1980), Prkachin and Craig (1985) and Teske et al. (1983) that 

behaviors could be used as valid index to assess pain and that the 

self-report of pain experience and observed behavior were quite 

parallel. As a result, if nurses are more perceptive to the laboring 

woman's behavioral cues, they should be able to give care that is 

relevant to the immediate needs of the mothers. 

The data of this study suggest that pain communication took 

place vi~ nonverbal channels. Thus, this finding will help increase 

the nurses' awareness of the alternative mode of pain communication in 
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general. In particular, the findings suggest that the selected 

laboring Thai women expressed their pain experience through nonverbal 

mode and in a rather silent manner. In essence, the finding of this 

study may enhance patient-nurse communication, which is an essential of 

nursing practice. 

Finally, even though the relationships between pain communi

cative behaviors and demographic data did not achieve statistical 

significance, they were clinically significant. Statistical signifi

cance or figures per se should not preclude reality. Examining data in 

detail reveals that those laboring women, who were younger « 23 years 

old), had fewer years of education (up to high school), and had never 

given previous birth, asked for more information related to childbirth 

process than their counterpart groups. Also, pain behaviors were 

predominant among those who never had given previous birth. This 

finding suggested that nurses should be aware of such needs and be 

prepared to meet those unexpressed needs. 

Recommendations 

The following recommendations are made for future study: 

1. The use of a video camera and tape-recorders to record the 

laboring women's behaviors. This would enablp. researchers to 

accurately observe and record behavior of the laboring women, 

especially when behaviors occur rapidly and simultaneously. If 

pOSSible, several cameras ought to be used because they enable 

the observers to view the situation from various directions. 

Unlike actual observation, use of the video camera allows the 
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researchers to view the situation repeatedly; therefore, this 

would enhance the reliability of the observation. Placing the 

tape recorder close to the laboring women will minimize 

ambiguity of the laboring women's report of pain, especially 

for those who are soft-spoken. 

2. The use of multiple methods to collect data, such as interview, 

use of pain scales. 

3. Replicate this study using larger sample size. 

4. Refine and continue the use of observation checklist. 

5. Use this instrument with different types.of subjects, fo~ 

example, surgical patients. 

Summary 

Discussion of findings in relation to the existing theoretical 

perspective and empirical findings, implications, and recommendations 

were presented. The findings of this study are consistent with the 

existing theoretical and empirical evidence and contribute to the 

understanding of pain as it is related to childbirth pain phenomenon. 

Results regarding relationships between pain communicative 

behaviors and age, parity, education, and occupation provide insight 

into pain during childbirth. The findings regarding the above are 

found to be clinically significant but not statistically significantly. 

Findings of this study could be used as the basis for nursing 

intervention for women in labor and be incorporated into maternity 

course content for nursing students. The findings may serve as 

empirical data as well as a founciation tor t'urther investigation. 
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Recommendations for future study include methodological triangulation 

and the use of video cameras to record the laboring women's behaviors. 

It is also recommended that this study be replicated using the 

objective checklist with larger sample sizes. 
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FROM: 

DATE: 

SUBJECT: 

THE UNIVERSITY OF ARIZONA 
TUCSO~ ..... RIZOr-: .... 85721 

COLLEG[ OF \'URSI'\G 

MEMORANDUM 

Poonsri Pathanapong. M.S.N., R.N.} 
17 J L J..1l· !,,-'" 

Carolyn MurdaUghYi6k.tf., R.N. 0 
Director of Clinical Research 

October 23. 1989 
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Human Subjects Review: 'Childbirth Pa:n Communicative Behavior Amcng Selected 
Laboring Thai Women' 

Your project has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee and the Director of Research. A consent form with subject 
signature is not required for projects exempt from full University review. Please use only a 
disclaimer format for subjects to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the oNice of the Director of Research if yeu need access 
to it. 

We wish you a valuable and stimulating experience with your research. 

CM:ch 
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Disclaimer Written in Thai 
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English Translation of Disclaimer 

Disclaimer 

Hello. my name is Poonsri Pathanapong. a doctoral nursing 

student. I am going to conduct a study entitled: "Childbirth Pain 

Communicative Behaviors among Selected Laboring Thai Females." The 

purpose of this study is to determine childbirth pain communicative 
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You are cordially asked to participate in this study. If you 

decide to do so. you will be periodically observed while you are in 

labor. The re is no knotm risk invo 1 ved in th is study, and you may 

withdraw from this study anytime you wish without jeopardizing the care 

you receive. Your name and identity will be anonymous. You will 

receive answers to your questions, if you so desire. 

Your participation will be greatly appreciated. 

If you have any questions, please contact me at the Royal Thai 

Army School of Nursing, 315 Rajavidhee St., Bangkok 10400. 

Poonsri Pathanapong, R.N., M.S. 

College of Nursing 

The University of Arizona 

Tucson, Arizona 85721 

(602) 626-6154 
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English Translation of Letter to Hospital Administrator 
in Bangkok Requesting Permission to Conduct Study 

June 30, 1989 

College of Nursing 
University of Arizona 
Tucson, Arizona 85721 

Ref: Request for permission to collect data in Labor Room, 
Obstetric and Gynecologic Department 

To Hospital Administrator 
Pramongkutklao Hospital 
Bangkok, 10400 
Thailand 
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I have been a nursing instructor at the Royal Thai Army School of 
Nursing and now I am a doctorate nursing student at the University of 
Arizona College of Nursing. I am doing the dissertation title 
"Childbirth Pain Communicative Behaviors among Selected Laboring Thai 
Women." The proposal has been approved by the dissertation committee. 
I would like to ask for permission to collect data for the dissertation 
research to be conducted at the Labor Room of the Obstetric and 
Gynecologic Department from November 1, 1989 - De~ember 8, 1989. 
Observation and recording will be used to collect data. There is no 
known risks to the mothers and their unborn infants. Data collection 
will not interfere with routine activities of the Labor Room staff. 
The obtained data will be useful in nursing care of the laboring women. 

Regards, 



Memorandum from Pramongkutklao Hopsita1 Administration 
Approving Request to Conduct Study 
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English Translation of Approval Memorandum 

MEMORANDUM 

Address: Division of Education, Pramongkutklao Hospital 

Date: July 14, 1989 

Subject: Request for permission to collect data in Laboring 
women at the Labor Room, Obstetric and gynecologic 

Department. 

To: Major Poonsri Pathanapong 
Letter dated June 30, 1989 

165 

In accordance with your request to collect data in the Labor room for 
the dissertation research titled "Childbirth Pain Communicative 
Behaviors among Selected Laboring Thai Women," from November I, 1989 -
December, 10, 1989 the permission is granted. It is hoped that the 
obtained data will be beneficial to nursing care of the laboring women. 

In accordance with the Hospital Administrator's order, 

Col. 
Assistant Hospital 

Administrator 
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Address 

Date 

Subj.;,ci: 

English Translation of Memorandum to Head of 
Obstetric and Gynecologic Department 

of Hospital 

MEMORANDUM 

The request for permission was acknowledged 

Please ask the Assistant Hospital Administrator for review 

Major General 

Hospital Administrator 
July 11, 1989 

To: Head of Obstetric and Gynecologic Department 

Please review and take appropriate action. 
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In accordance with the Hospital Administrator's order 

Col. 
Assistant Hospital Aaminist~aLur 

The permission is granted 

Col. 

July 18, 1989 
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APPENDlX B 

RESEARCH INSTRUMENT 
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Observational Checklist Written in Thai 

,MR _____________________________ o,q, _____________ U ~'u~uni~n'~ftftaft~~~ ____________ _ 

e,~" n"~nu' ~'nu~~n _________________ ~.~. 

L;uuunn iu~~ ---------------------------------- ----------------------

l~,~~~Ln~ ~a:Q~Gunn ~,U~Ufti~~B~"q~n"u~~n~;BBntuR~~ ~~:'BftaB~ n'~' 

Gunnftq~n"U~lnft~U tu~~:~un"II~i~i~ ~a:~a'V~~~B~Uft~n l~,~uunn"q~n"uriLnAtu~~:ri 

u~~nll~i~~~ ~~V"Und'L~u ~a: ~~:~U~~n~R'U~~~~V"Un~A~ ~B~BU~NtUA~'U~'U~B~B~ri'U 



2.1 "'''!o Lt);i\l dlu\I 

;iI\ll,; 

fI"!o"lrJfl'1'\I 

lI=lnu 

"~u/ililn~:lu" 

.. 
('1 =l!) ilU 1 

ujutJ,n ______ _ 

"~ni"l . _______ _ 

lUlU. tn. ~u 1 _____ _ 

\ilU 

Q,umi, _______ _ 

.. 
UlJ 

2.5 ~ 

511 

n;i'u 

'iliI\I 

~l1iiil n 

~u 1 ('1 =1/) . 

a:l"n __________________ __ 

. 
n~: HI'Ll "iiiJiJ 

~~q.--------~-------------
'lflflil __________________ _ 

Ju , ("!o :Ij) ________ _ 

IlI~UUUtJihl 
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OBSERVATION CHECKLIST OF LABORING 'WOMEN'S BE..u.AVIOR 

Code: Age: Parity: 

Education: Occupation: Cervix: 

Begins: Ends: 

Instruction 

During each uterine contraction and relaxation, please record the 

frequencies of the behaviors expressed by laboririg women. Please 

observe and record three (3) uterine contractions and three (3) uterine 

relaxations consecutively. 

Please use a blue pen for contractions and a red pen for relaxation. 

Thank you. 

Example: ~ III 



1. Voca 11 lotion 

.... hlnes 

CrIes 

Moans 

Scre3ms 

G,·unts 

Others 

~. I.JM 

TIghten 

Open 

Closed 

Pursed 

91le 

C~hers 

eQ!lli HQV!:I!l!U!U 

TurnIng SIdeways 

Restless/thrashing 

Fle .. lng 

ReachIng (objects) 

ReachIng (person) 

O:hers 

A. Verbal 3ehJvjors 

4. FacIal BehavIors 

Neutral 
T~rning ___________________________________ ___ 

Distorted _____________________________ ___ 

Others ______________________________ _ 

5. U!li 

6. 

Op.~n 

C \;)scd 

Half-open 
F \.(ed- s t <: re ____________________ _ 
Rolled-UP _______________________________ _ 

Others 

~ 

Face/head 

Neck/chest 

Thighs 

Abdomen 

lower back 

Gen1talla 

Clenched hands 

Others 
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Operational Definitions 

Terms used to describe behaviors in the "Observational Checklist of 

Laboring Women's Behaviors" are operationally defined for the purpose 

of this observation. 

~: The periodic or continuous soft or audible vocalization 

accompanied with tears. 

Distorted: Changes in facial expressions that are visible, such 

as frowning, grimacing .. 

Flex: Bending or bringing the body parts close to each other or 

to the body, i.e., arms, legs, feet, neck, etc. 

~: A deep, harsh, throaty, hoarse vocal expression. 

Moan: Periodic or continuous loud vocalization occurring 

without tears. 

Restless/thrashing: Vigorous body movements or tossing of the 

body from left to right or from top to bottom of the bed. 

Neutral: Unexpressive facial behaviors, i.e., no smiling, 

frowning, or grimacing observed. 

Scream: Single or periodic, loud, high pitch vocal expression 

(louder than moaning) occurring without t.E:ars. 

Whine: Single or periodic soft, peevish, feeble utterances 

occurring without tears. 
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APPENDIX C 

CODING SCHEME 
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Coding Dictionary for Verbal Behaviors 

Variable Variable Label Code Column 

R2ti 

ID Subject ID 01-99 1-2 

Age Age 01-40 3 -l~ 

Parity Parity 0 - primipara 5 

1 mUltipara 

Ed Education 0 no education 6-7 
1 information not 

av"ailable 
2 grade school 
3 - high school 
4 - business/voca-

tional school 
5 college 

Oc Occupation 1 housewife 8 
2 teacher 
3 laborer 
4 sales person 
5 factory worker 
6 clerk 
7 self employed 
8 waitress 

Blank 9 

Cry cries 10-11 
Moan moans 12-13 
Scr scream 14-15 
Grunt grunts 16-17 
Comp compressed Each variable 18-19 
Open opened is coded 00-99 20-21 
Close close 22-23 
Purse purse 24-25 
Bite bite 26-27 
CT clenched teeth 28-29 
Turns turn side 30-31 
Thrash thrashing 32-33 
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Variable Variable Label Code Column 

Row 1 

Extr extremities 34-35 
Situp sit up 36-37 
Crack crack knuckles 38-39 

Blank 40-41 
Neutral neutral 42-43 
TurnF turn face 44-45 
i.Jistort distorted 46-47 
Smile Smile 48-49 
Eopen eye open 50-51 
Eclose eye close 52-53 
Fixed fixed Each variable is 54-55 
Roll rolled '.1p coded 00-99 56-57 
FaceF face/head 58-59 
NeckC neck/chest 60-61 
Thigh thighs 62-63 
Abdomen abdomen 64-65 
Sacrum sacrum 66-67 
Pubic pubic symphysis/ 68-69 

genitalia 
Hips hips 70-71 
Hand hands 72-73 
Person person 74-75 
Object objects 76-77 
Ralt:er respiration 78-79 

Row 3 

SENlA "I would like to go to BR" 4-5 
SENIB "I want to shit" 6-7 
SENIC "I feel like going to BR" 8-19 
SEN2 "I want to piss" 10-11 
SEN3A "When pain comes ---" 12-11 
SEN3B "It feels like it is pushing" 14-15 
SEN3C "It's coming out" 16-17 
SEN3D "I'm going to push Each Variable is 18-19 
SEN4A "Real torment" coded 00-99 20-21 
SEN4B "jeb" (pain 1) 22-23 
SEN4C "puad" (pain 2) 24-25 
SEN4D "Ouch! how come it hurts" 26-27 
SEN4E "1 have just realized ---" 28-29 
SEN4F "Ouch! Doctor, it hurts" 30-3J 
SEN4G ::Pains are faster . " 32-33 
SEN4H "Pains were really bad" 34-35 



Variable 

SEN41 
SEN4J 
SEN5A 
SEN5B 

SENse 
SEN5D 
SEN6A 
SEN6B 
TOPl 
TOP2 
TOP3 
TOP4 
TOPS 
TOP6 
TOP7 
TOP8 
COM1 

COM2 
COM3 
COM4 
COM5 

Row 4 
INFOI 
INF02 
INF03 
INF04 
INFOS 
INF06 
PERM1 
PERm 

Variable Label Code 

"Oy! Doctor!" 
"Abdominal pain" 
"My tailbone hurts" 
"Pain radiates to my back" 

Blank 
>:My waist hw:ts" 
"My back hurts" 
"It feels like my water ... " 
"It is very hot" 
"1 can't take it" 
"1 can't take it anymore" 
"1 can't stand it" 
"I am afraid . " 
"I feel much better" 
"It is not better" 
"I have no energy" 
"I'm tired" 
"I would like to lay on my 
back" 

"Big sister " 
"Please get the doctor" 
"Doctor!" 
"Please clean my body" 

"How come it hurts " 
"Yill the pains go away . 
"Hy hands are asleep ." 
"Has my face " 
"When will the baby 
"How come my back hurts 
"May I bend my legs?" 
"May I sit up?" 

" 

" 

" 

Each variable is 
coded 00-99 

Each variable is 
coded 00-99 
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Column 

36-37 
38-39 
40-41 
42-43 
44-45 
46-47 
48-49 
50-51 
52-53 
54-55 
56-57 
58-59 
60-61 
62-63 
64-65 
66-67 
68-69 
70-71 

72-73 
74-75 
76-77 
78-79 

4-5 
6-7 
8-9 

10-11 
12-13 
14-15 
~6-1; 

18-19 
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