
CONSUMER SATISFACTION WITH
NURSE-MIDWIFERY MATERNITY CARE.

Item Type text; Thesis-Reproduction (electronic)

Authors Joseph, Pamela Ann.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:31:31

Link to Item http://hdl.handle.net/10150/274845

http://hdl.handle.net/10150/274845


INFORMATION TO USERS 

This reproduction was made from a copy of a document sent to us for microfilming. 
While the most advanced technology has been used to photograph and reproduce 
this document, the quality of the reproduction is heavily dependent upon the 
quality of the material submitted. 

The following explanation of techniques is provided to help clarify markings or 
notations which may appear on this reproduction. 

1.The sign or "target" for pages apparently lacking from the document 
photographed is "Missing Page(s)". If it was possible to obtain the missing 
page(s) or section, they are spliced into the film along with adjacent pages. This 
may have necessitated cutting through an image and duplicating adjacent pages 
to assure complete continuity. 

2. When an image on the film is obliterated with a round black mark, it is an 
indication of either blurred copy because of movement during exposure, 
duplicate copy, or copyrighted materials that should not have been filmed. For 
blurred pages, a good image of the page can be found in the adjacent frame. If 
copyrighted materials were deleted, a target note will appear listing the pages in 
the adjacent frame. 

3. When a map, drawing or chart, etc., is part of the material being photographed, 
a definite method of "sectioning" the material has been followed. It is 
customary to begin filming at the upper left hand corner of a large sheet and to 
continue from left to right in equal sections with small overlaps. If necessary, 
sectioning is,continued again-beginning below the first row and continuing on 
until complete. 

4. For illustrations that cannot be satisfactorily reproduced by xerographic 
means, photographic prints can be purchased at additional cost and inserted 
into your xerographic copy. These prints are available upon request from the 
Dissertations Customer Services Department. 

5. Some pages in any document may have indistinct print. In all cases the best 
available copy has been filmed. 

University 
Microfilms 

International 
300 N. Zeeb Road 
Ann Arbor, Ml 48106 





1321390 

JOSEPH, PAMELA ANN 

CONSUMER SATISFACTION WITH NURSE-MIDWIFERY MATERNITY CARE 

THE UNIVERSITY OF ARIZONA M.S. 1983 

University 
Microfilms 

International 300 N. Zeeb Road, Ann Arbor, MI 48106 

Copyright 1983 

by 

JOSEPH, PAMELA ANN 

All Rights Reserved 





PLEASE NOTE: 

In all cases this material has been filmed in the best possible way from the available copy. 
Problems encountered with this document have been identified here with a check mark V . 

1. Glossy photographs or pages 

2. Colored illustrations, paper or print 

3. Photographs with dark background 

4. Illustrations are poor copy 

5. Pages with black marks, not original copy 

6. Print shows through as there is text on both sides of page 

7. Indistinct, broken or small print on several pages \/ 

8. Print exceeds margin requirements 

9. Tightly bound copy with print lost in spine 

10. Computer printout pages with indistinct print 

11. Page(s) lacking when material received, and not available from school or 
author. 

12. Page(s) seem to be missing in numbering only as text follows. 

13. Two pages n u mbered . Text fol lows. 

14. Curling and wrinkled pages 

15. Other 

University 
Microfilms 

International 





CONSUMER SATISFACTION WITH NURSE-MIDWIFERY 

MATERNITY CARE 

by 

Pamela Ann Joseph 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 
For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

19 8 3 

Copyright 1983 Pamela Ann Joseph 



STATEMENT BY AUTHOR 

This report has been submitted in partial ful
fillment of the requirements for an advanced degree at the 
University of Arizona and is deposited in the University 
Library to be made available to borrowers under the rules of 
the Library. 

Brief quotations from this report are allowable 
without special permission, provided that accurage acknow
ledgement of source is made. Requests for permission for 
extended quotation from or reproduction of this manuscript 
in whole or in part may be granted by the copyright hojde.ry 

SIGN 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

/ / (/ JOYCE VERRAN Y/~ // Date 
Aj^sistant Professor of Nursing 



DEDICATION 

This thesis is dedicated to my parents, my 
faithful canine companion, and to myself. To 
my father, who left me with a desire for 
learning, and to my mother, who has provided 
me with loving support and encouragement. To 
Coco for her companionship during long hours 
of typing and to myself for having the forti
tude to complete my graduate studies. 

iii 



ACKNOWLEDGEMENTS 

I would like to express my sincere appreciation to 

Dr. Joyce Verran, chairperson, who gave of her time, pa

tience and expertise throughout the completion of this the

sis. Appreciation is also extended to other members of my 

thesis committee, Lois Prosser and Alice Noyes, for their 

advice and assistance in the process of completing this the

sis. 

I would also like to thank those women who so gra

ciously volunteered to participate in this study, and the 

personnel at the institution where the data was collected. 

Both the nursing staff and the paramedical personnel were 

very helpful during the period of data collection. 

Appreciation is also extended to the certified 

nurse-midwives at the facility where data was collected for 

their permission to collect the data at their facility and 

their cooperation during the data collection period. Appre

ciation is also extended to the other certified nurse-

midwives who contributed to this thesis. 

A very special thanks to my family arid friends who 

provided constant support throughout my graduate studies. 

iv 



TABLE OF CONTENTS 

Page 

LIST OF TABLES . viii 

LIST OF ILLUSTRATIONS xii 

ABSTRACT xiii 

1. INTRODUCTION 1 

Statement of the Problem 4 
Effectiveness and Quality of 

Nurse-Midwifery Maternity Care .... 4 
Consumer Satisfaction with 

Nurse-Midwifery Maternity Care .... 8 
Purpose of the Study 10 
Significance of the Study 11 
Summary ....... 12 

2. CONCEPTUAL FRAMEWORK 13 

Consumerism and the Women's Movement 15 
Dissatisfaction with Traditional Health and 

Maternity Care and the Demand for Health 
and Maternity Care Innovations 18 

Use of Nurse Practitioners and Nurse-
Midwives 24 

Satisfaction with Nurse-Midwifery 
Maternity Care 26 

Definitions of Consumer Satisfaction 
Dimensions 27 

Control 29 
Support 29 
Personal Interest 30 
Competency 31 
Intervention 31 

Summary 32 

3. RESEARCH METHODOLOGY 34 

Research Design 34 
The Setting 34 
The Sample 35 
Protection of Human Subjects 37 
Development of Measurement Tools. ...... 38 

Estimation of Content Validity 38 

v 



TABLE OF CONTENTS - Continued 

Page 

Satisfaction with Prenatal Care 
Questionnaire. 40 

Satisfaction with Labor and Delivery 
Care Questionnaire 42 

Pilot Study 44 
Reliability of the Satisfaction 

Questionnaires 44 
Method of Data Collection 45 
Method of Data Analysis 47 
Limitations of the Study 50 
Summary 52 

4. PRESENTATION OF DATA 55 

Characteristics of the Prenatal Sample. ... 55 
Satisfaction Levels of the Prenatal Subjects. 63 

Subscale Responses ... 64 
Total Scale Response ...... . . . . 66 
Intercorrelations 66 
Acquiescent Response Set 67 

Characteristics of the Labor and Delivery 
Sample. . . 70 

Satisfaction Levels of the Labor and 
Delivery Subjects 77 

Subscale Responses 79 
Total Scale Response 80 
Intercorrelations 81 
Acquiescent Response Set 84 

Reliability Testing 85 
Prenatal Satisfaction Questionnaire. . . 85 

Stability 85 
Internal Consistency 85 

Labor and Delivery Satisfaction 
Questionnaire 90 

Summary 98 

5. DISCUSSION OF FINDINGS AND CONCLUSIONS 100 

Discussion of Findings and Conclusions 
Related to Satisfaction Levels of 
Study Subjects 100 

Discussion of Findings and Conclusions 
Related to Satisfaction Questionnaires. . . 110 

Implications for Nursing Practice 115 
Implications for Further Research ...... 116 

vi 



TABLE OF CONTENTS - Continued 

Page 

APPENDIX A: HUMAN SUBJECTS COMMITTEE APPROVAL . . 118 

APPENDIX B: FACILITY LETTER OF APPROVAL 120 

APPENDIX C: SUBJECT DISCLAIMERS 122 

APPENDIX D: ORIGINAL PRENATAL QUESTIONS 125 

APPENDIX E: ORIGINAL LABOR AND DELIVERY QUESTIONS 128 

APPENDIX F: REVISED PRENATAL QUESTIONNAIRE. . . . 131 

APPENDIX G: REVISED LABOR AND DELIVERY 
QUESTIONNAIRE 134 

APPENDIX H: DEMOGRAPHIC QUESTIONS 136 

REFERENCES ..... 139 

vii 



LIST OF TABLES 

Table Page 

1. The Number of Items Contained in the Prenatal 
Satisfaction Questionnaire's Subscales 41 

2. The Number of Items Contained in the Labor and 
Delivery Satisfaction Questionnaire's Subscales . 43 

3. Mean, Standard Deviation and Range of Prenatal 
Subjects by Age (N = 60) 55 

4. Demographic Characteristics of the Prenatal 
Sample (N=60) 57 

5. Distribution of Prenatal Subjects by How They 
Heard About This Nurse-Midwifery Service (N=60) . 58 

6. Distribution of Prenatal Subjects by Why They 
Chose This Nurse-Midwifery Service (N=60) .... 59 

7. Distribution of Prenatal Subjects by Their 
Desire To See One Nurse-Midwife Throughout 
Their Pregnancies and Then Be Delivered by That 
Same Nurse-Midwife (N=60) 60 

8. Distribution of Prenatal Subjects by Their 
Responses to Whether There Were Too Many 
Student Nurse-Midwives at the Facility (N=60) . . 61 

9. Distribution of Prenatal Subjects by Their 
Gravidity and Parity (N = 60) 62 

10. Distribution of Prenatal Subjects by Their Past 
Prenatal Care Provider and Their Desire for 
Their Future Prenatal Care Provider (N=60).... 63 

11. Means, Standard Deviations and Ranges for the 
Subscales and Total Prenatal Satisfaction Scale 
(N=60) 64 

12. Pearson Product Moment Correlation Coefficients 
Between Selected Demographic Characteristics of 
the Prenatal Sample and Prenatal Subscale 
Scores and the Total Prenatal Satisfaction 
Score (N=60) 68 

viii 



Table Page 

13. Chi-Sguare Values for Selected Variables for 
the Prenatal Sample (N=60) . . . 69 

14. Mean, Median, Standard Deviation and Percentage 
for ARS for the Prenatal Satisfaction Question
naire (N = 60) 69 

15. Mean, Standard Deviation and Range of Labor and 
Delivery Subjects by Age (N = 25) 70 

16. Demographic Characteristics of the Labor and 
Delivery Sample (N=25) 71 

17. Distribution of Labor and Delivery Subjects by 
How They Heard About This Nurse-Midwifery Ser
vice (N=25) 73 

18. Distribution of Labor and Delivery Subjects by 
Why They Chose This Nurse-Midwifery Service 
(N=25) 74 

19. Distribution of Labor and Delivery Subjects by 
Their Desire To See One Nurse-Midwife Through
out Their Pregnancy and Then Be Delivered by 
That Same Nurse-Midwife 75 

20. Distribution of Labor and Delivery Subjects by 
Their Response to Whether There Were Too Many 
Student Nurse-Midwives at This Facility (N=25). . 75 

21. Distribution of Labor and Delivery Subjects by 
Where They Delivered (N = 25) 76 

22. Distribution of Labor and Delivery Subjects by 
Their Gravidity and Parity (N=25) 77 

23. Distribution of Labor and Delivery Subjects by 
Their Past Delivery Attendant and Their Desire 
for Their Future Delivery Attendant (N=25) .... 78 

24. Means, Standard Deviations and Ranges for the 
Subscales and Total Labor and Delivery Satis
faction Scale (N=25) 79 

25. Pearson Product Moment Correlation Coefficients 
Between Selected Demographic Characteristics of 
the Labor and Delivery Sample and the Labor and 
Delivery Subscale Scores and the Total Labor 
and Delivery Satisfaction Score (N=25) 82 

ix 



Table Page 

26. Chi-Square Values of Selected Variables of 
Labor and Delivery Sample (N=25) 83 

27. Mean, Median, Standard Deviation and Percentage 
for ARS for the Labor and Delivery Satisfaction 
Questionnaire (N=25) 84 

28. Pearsonian Test-Retest Correlation Coefficients 
for the Subscales and Total Prenatal Satisfac
tion Questionnaire (N=25) 86 

29. Pearsonian Inter-Item Correlation Coefficients 
for the Control Subscale of the Prenatal Satis
faction Questionnaire (N = 60) 86 

30. Pearsonian Inter-Item Correlation Coefficients 
for the Support Subscale of the Prenatal Satis
faction Questionnaire (N=60) 87 

31. Pearsonian Inter-Item Correlation Coefficients 
for the Personal Interest Subscale of the Pre
natal Satisfaction Questionnaire (N=6'0) 87 

32. Pearsonian Inter-Item Correlation Coefficients 
for the Competency Subscale of the Prenatal 
Satisfaction Questionnaire (N=60) 88 

33. Pearsonian Inter-Item Correlation Coefficients 
for the Intervention Subscale of the Prenatal 
Satisfaction Questionnaire (N=60) 88 

34. Summary of Item-Item Correlations Within Sub-
scales of the Prenatal Satisfaction Question
naire (N=60) 89 

35. Pearsonian Correlation Coefficients for 
Subscale-Subscale and Subscale to Total Scale 
for the Prenatal Satisfaction Questionnaire 
(N=60) 91 

36. Subscale and Total Scale Reliabilities for the 
Prenatal Satisfaction Questionnaire (N=60). ... 92 

37. Pearsonian Inter-Item Correlation Coefficients 
for the Control Subscale of the Labor and De
livery Satisfaction Questionnaire (N = 25) 93 

x 



38. Pearsonian Inter-Item Correlation Coefficients 
for the Support Subscale of the Labor and De
livery Satisfaction Questionnaire (N=25) 93 

39. Pearsonian Inter-Item Correlation Coefficients 
for the Personal Interest Subscale of the Labor 
and Delivery Satisfaction Questionnaire (N=25). . 94 

40. Pearsonian Inter-Item Correlation Coefficients 
for the Competency Subscale of the Labor and 
Delivery Satisfaction Questionnaire (N=25).... 94 

41. Pearsonian Inter-Item Correlation Coefficients 
for the Intervention Subscale of the Labor and 
Delivery Satisfaction Questionnaire (N=25).... 95 

42. Summary of Item-Item Correlations Within Sub-
scales of the Labor and Delivery Satisfaction 
Questionnaire (N=25) 96 

43. Pearsonian Correlation Coefficients for 
Subscale-Subscale and Subscale to Total Scale 
for the Labor and Delivery Satisfaction Ques
tionnaire (N=25) 97 

44. Subscale and Total Scale Reliabilities for the 
Labor and Delivery Satisfaction Questionnaire 
(N=25) 98 

xi 



LIST OF ILLUSTRATIONS 

Figure Page 

1. Causal Model Leading to Satisfaction with 
Nurse-Midwifery Maternity Care. . . 14 

2. Taxonomy of Consumer Satisfaction Dimensions. . . 28 

xii 



ABSTRACT 

This descriptive study was designed to determine if 

consumers who accept nurse-midwifery maternity care were 

satisfied with that care. The study also sought to answer 

the question of what characteristics of nurse-midwifery ma

ternity care the consumers found most satisfying. 

Sixty prenatal clients and 25 labor and delivery 

clients participated in this study by completing a question

naire which focused on five dimensions related to satisfac

tion with maternity care: control, support, personal inter

est, competency and intervention. Findings revealed that 

nurse-midwifery maternity care consumers were very satisfied 

with their care. The characteristic with which prenatal 

consumers were most satisfied was support given by the 

nurse-midwives; labor and delivery subjects identified com

petency as the most satisfying characteristic of the nurse-

midwife. 

The Prenatal Satisfaction Questionnaire demonstrated 

stability; both the Prenatal and Labor and Delivery Satis

faction Questionnaires demonstrated internal consistency. 

Reliability of the questionnaires reinforced the findings of 

this study. 

xiii 



CHAPTER 1 

INTRODUCTION 

Since the 1960s, the United States has seen a revo

lution of the lay person, referred to as a consumer. This 

consumer phenomenon has been particularly evident in the 

health field, especially in the area of maternity care. 

Previously the major focus of maternity care has been the 

best possible maternal-neonatal outcome. Today, however, 

maternity care consumers are not only demanding competency 

in their health care provider, they are demanding care which 

offers them active participation in the decisions that in

fluence their experiences. Practitioners who convey a 

humanistic attitude toward maternity care are being actively 

sought. 

A significant consequence of modern technology has 

been the decline of humanistic care provided by the tradi

tional medical establishment (Howard and Strauss 1975). One 

of the ways the medical profession has found to combat this 

problem is through the utilization of nurse practitioners. 

This represents a shift in health care supervision which was 

traditionally associated only with physicians. In the past 

decade the obstetrical and gynecological community has 
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recognized the effectiveness and qualifications of one type 

of nurse practitioner, the certified nurse-midwife. 

A certified nurse-midwife (CNM) is a registered 

nurse who has completed an additional educational program to 

prepare her/him to provide, and to manage independently, the 

health care of essentially normal women during the intercon-

ceptual and intraconceptual cycles. Nurse-midwives function 

in association with obstetricians-gynecologists, to whom or 

with whom they refer, consult, and/or collaboratively manage 

clients with complications or high-risk conditions. 

Mary Breckinridge, an Eng1ish-trained midwife, in

troduced nurse-midwifery into the United States when she 

established the Frontier Nursing Service in 1925 (Varney 

1980). Six years later the first American nurse-midwifery 

educational program was started by the Maternity Center As

sociation in New York City. According to Dempkowski (1982) 

there are now 21 nurse-midwifery educational programs in the 

United States. Although all of these programs are asso

ciated with major universities, some are part of a Master's 

Degree program, and others grant a certificate rather than a 

degree. Both kinds of programs offer nurse-midwifery educa

tion which prepares the student nurse-midwife for clinical 

practice. Students who successfully complete their educa

tion programs and pass the American College of Nurse-

Midwives' (ACNM) certification examination are certified as 

nurse-midwives. 
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There are approximately 2,500 trained nurse-midwives 

in the United States. An estimated 1,275 nurse-midwives are 

in clinical nurse-midwifery practice. Another estimated 625 

nurse-midwives are working in related areas such as maternal 

and child health positions. The remaining 600 nurse-

midwives, according to Dempkowski (1982), did not respond to 

the ACNM survey taken in 1976-77. Although most of the 

nurse-midwives in clinical practice manage deliveries, 16 

percent do not. No reference was made as to why some of the 

nurse-midwives do not perform this function. Nurse-midwives 

managing deliveries average 65 deliveries each year. This 

accounts for an estimated 69,600 deliveries a year, or about 

two percent of the national births (Dempkowski 1982). 

The inception of nurse-midwifery in the state of 

Arizona began in 1972. The Indian Health Service estab

lished a nurse-midwifery service at Fort Defiance, Arizona, 

in January 1972. The first private nurse-midwifery service 

was established six months later at Phoenix Memorial Hospi

tal, Phoenix, Arizona. Today there are approximately 50 

certified nurse-midwives licensed to practice in the state 

of Arizona. There are seven nurse-midwifery services, 

nurse-midwives in private practice, and the first free

standing birth center in Arizona was established by two 

nurse-midwives in July 1982. 



Since the Arizona Bureau of Vital Statistics does 

not distinguish between births managed by certified nurse-

midwives and births managed by lay or licensed midwives, 

specific data as to the number of births managed by CNMs is 

not available for this state. However, all nurse-midwives 

engaged in clinical practice in Arizona manage deliveries. 

Statement of the Problem 

The increasing utilization of nurse-midwives and 

their potential for meeting the health needs of maternity 

care consumers has generated the need for assessment of the 

clients' perceptions relevant to maternity care rendered by 

nurse-midwives. The following review of literature de

scribes the effectiveness and quality of nurse-midwifery ma

ternity care. Literature substantiating the importance of 

measuring consumer satisfaction is also reviewed. 

Effectiveness and Quality of 
Nurse Midwifery Maternity Care 

Client outcomes in regard to effectiveness and qua

lity of nurse-midwifery maternity care have been documented 

by numerous investigators. A prospective study conducted by 

S1ome, et al. (1976) followed 438 low risk maternity pa

tients throughout their prenatal, intrapartal and postpartal 

care. These maternity patients were randomly assigned 

either to the nurse-midwifery or the house staff service at 

a major southern medical center. Results showed that the 
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nurse-midwifery clients kept 94 percent of their prenatal 

visits compared to 80 percent of the residents' clients. A 

significantly greater proportion of the nurse-midwifery 

clients (82 percent) than of the residents' clients (62 per

cent) had spontaneous deliveries. This difference was ex

plained mainly by the rate of low forceps deliveries, which 

was three times higher in the residents' clients than in the 

nurse-midwifery clients. Slome et al. (1976:151) state this 

"suggests that physicians are more likely to perform low 

forceps deliveries for reasons other than medical indica

tions." Low forceps are defined as obstetrical instruments 

that are applied to the fetal head once it has reached the 

perineal floor and the scalp is visible at the vaginal in-

troitus (Pritchard and MacDonald 1980). 

Mann (1981) investigated the perinatal morbidity and 

mortality rates for the first 1000 nurse-midwifery de

liveries at San Francisco General Hospital. Eighty percent 

of the infants had a one-minute Apgar score of seven or 

above, and 92 percent had a five-minute Apgar score of seven 

or above. Prematurity rates (infants less than 2,500 gm) 

were four percent. This was less than the prematurity rate 

experienced by the whole Department of Obstetrics. The 

perinatal mortality rate was nine per 1,000 births for the 

nurse-midwifery service compared to 13 per 1,000 for the 

hospital, 18 per 1,000 for the city of San Francisco, and 24 

per 1,000 for the state of California. 



6 

The effectiveness of nurse-midwives in reducing in

fant mortality was also documented by Levy et al. (1971) 

when they measured newborn health indices before, during and 

after a nurse-midwifery program was introduced to relieve a 

health manpower shortage at a county hospital in rural Cali

fornia. During the program prenatal care increased, and 

prematurity and neonatal mortality rates decreased. After 

discontinuation of the nurse-midwifery program, prenatal 

care decreased while prematurity rose from.6.6 percent to 

9.8 percent and neonatal mortality rose from 10.3 percent to 

32.1 percent per 1,000 births. 

Levy et al. (1971) concluded that the discontinua

tion of the nurse-midwifery service was a major factor in 

the increased neonatal morbidity and mortality rates. On 

the basis of their study, they recommended the utilization 

of nurse-midwi ves in areas of physician shortage and high 

prematurity and neonatal mortality rates. 

Stewart and Clark (1982) studied 2,050 births 

managed by nurse-midwives in a hospital birthing center in 

Douglas County, Georgia. Neonatal mortality rates for the 

years 1977 through 1980 were 22.1 per thousand for the 

nurse-midwifery service compared to 39.8 per thousand for 

the state of Georgia and 36.5 per thousand for the United 

States. 
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Nurse-midwives affiliated with tertiary care hospi

tals are increasingly finding themselves associated with the 

care of high risk patients. Scupholme (1982) documented the 

effectiveness and quality of nurse-midwifery care in a peri

natal center. Of 6,313 births, 95.9 percent resulted in 

normal spontaneous vaginal deliveries (NSVD), 2 percent out

let forceps deliveries, and 2.1 percent caesarian sections. 

The overall caesarian section rate at this institution was 

17 percent. Five-minute Apgar scores were seven or above in 

99.65 percent of the nurse-midwifery deliveries. 

In an evaluation study conducted at the North Bronx 

Hospital in New York City, Haire (1981) reviewed the records 

of 2,608 nurse-midwifery births. Every mother admitted to 

the obstetrical service, whether low risk or high risk, was 

cared for by nurse-midwives. 

Eighty eight percent of the deliveries were NSVD. 

Ninety three percent of the infants over 1000 gm had one-

minute Apgar scores of seven or above. Ninety-eight percent 

of the five-minute Apgar scores were seven or above. The 

perinatal mortality rate among infants 750 gm or over was 

14.5 per 1,000 nurse-midwifery births. For all other muni

cipal hospitals in the city this rate was 20.6 per thousand. 

The overall rate for New York City for infants 750 gm or 

over was 15.9 per thousand (Haire 1981). 

The effectiveness and quality of nurse-midwifery ma

ternity care has been well documented by the aforementioned 
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investigators. With nurse-midwifery maternity care, preg

nant consumers are not only more likely to keep their pre

natal appointments, they are also more likely to seek pre

natal care. Nurse-midwifery maternity care of both the low 

risk and high risk client has demonstrated the reduction of 

neonatal and perinatal morbidity and mortality rates. Some 

studies document that maternity consumers under the care of 

nurse-midwives are also more likely to experience normal 

spontaneous vaginal deliveries as opposed to those cared for 

by the traditional obstetrical establishment. 

Consumer Satisfaction with 
Nurse Practitioner Care 

There has been an increase in the number of empiri

cal and theoretical publications regarding consumer satis

faction with health and medical care services. Ware (1977) 

believes that this emphasis is consistent with a trend 

toward holding health care providers more accountable to 

their consumers in ways other than the ones that commonly 

define the health care system. Donabedian (1968) proposed 

that quality of care could be measured by its effectiveness 

in achieving or producing health and satisfaction. 

Other investigators have presented justification for 

the usefulness of the patient satisfaction concept as a 

variable in health and medical care. Becker and Maiman 

(1975) in their review of the literature regarding 
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determinants of compliance with health care found a positive 

correlation between patient satisfaction levels and degree 

of compliance with health care recommendations. Stone 

(1979) developed the Health Transaction Model, which was di

rected toward increasing the effectiveness of physician-

patient interaction. He proposed that health care providers 

should develop effective communication skills and display an 

understanding of human behavior, thus increasing patient 

satisfaction and compliance with treatment regimes. 

The aforementioned investigators echo Stoeckle et 

al. (1963) and Weinerman (1964) who stated that satisfaction 

influences what people do and to what extent advice is ac

cepted and heeded. Anderson (1973) and McKinlay (1972) 

noted the usefulness of patient satisfaction in understand

ing the reasons people do or do not seek care. 

Since the advent of nurse practitioners, who assumed 

the role of primary care providers, recent research has been 

directed toward consumer satisfaction with these extended 

nursing roles. Numerous attitudinal studies describing con

sumer satisfaction with Family Nurse Practitioners (FNPs) 

have provided empirical evidence that consumers not only ac

cept FNPs, but are satisfied with the care rendered by them 

(Kramer 1972; Kubla and Clever 1974; Robinson 1976; Linn 

1976; Lewis and Cheyovick 1976; Levine et al. 1978; Prescott 

and Driscoll 1980). Levine et al. (1978) reported that even 

those patients who had not previously been seen by FNPs 



reported favorable attitudes toward these primary health 

care providers. 

Consumer satisfaction with Pediatric Nurse Practi

tioners (PNPs) has also been well documented. Day et al. 

(1970) conducted a survey of 68 parents of patients cared 

for by a PNP. Results showed that 95 percent of the parents 

expressed satisfaction with the services provided. Other 

investigators (Burnip et al. 1976; Richelson 1982) have also 

documented parental satisfaction with care rendered by the 

PNPs. Studies by Breslau (1977) and King et al. (1977) de

monstrated that parental satisfaction with PNPs was higher 

among parents who had been formally introduced to the nurse 

practitioner by the physician and by those parents who had 

previous contact with the PNP. 

While there is anecdotal evidence of consumer ac

ceptance of nurse-midwifery maternity care (Gatewood and 

Stewart 1975; Perry et al. 1976; Reid and Morris 1979; Haire 

1981), few studies have presented empirical validation of 

consumer satisfaction with nurse-midwifery maternity care. 

Thus, evaluation of consumer satisfaction with nurse-

midwifery maternity care constitutes the focus of this 

study. 

Purpose of the Study 

The purpose of this study was to determine if con

sumers who accept nurse-midwifery maternity care were 



satisfied with their care. In addition the study sought to 

answer the question of what characteristics of nurse-

midwifery maternity care consumers found most satisfying. 

Significance of the Study 

An increasing number of maternity consumers are ac

tively seeking out nurse-midwives as their health care pro

viders during the childbearing period. As an accepted ma

ternity innovation, nurse-midwifery maternity care is unique 

in two ways. It offers the consumer qualified experts in 

the management of normal childbearing with the added dimen

sion of a humanistic approach to maternity care. However, 

acceptance is less positive in connotation than satisfac

tion. Thus, it is important that consumers, as the recipi

ents of and participants in their maternity care, not only 

accept this innovation in maternity care, they must also be 

satisfied with their care. Therefore, it is imperative to 

document empirically consumer satisfaction with nurse-

midwifery maternity care. Unless the factors that promote 

consumer satisfaction are explored and documented, the basic 

nurse-midwifery philosophy of providing both safe and satis

fying birth experiences for the childbearing family is with

out meaning. 
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Summary 

With the increased utilization of nurse practi

tioners and the changing role of health care consumers from 

passive recipients to active participants in their health 

care, it is imperative that nursing research be directed 

toward empirically documenting the consumer's satisfaction 

with health care rendered. While the literature documents 

the effectiveness and quality of nurse-midwifery maternity 

care in terms of morbidity and mortality rates, it lacks em

pirical documentation of consumer satisfaction with nurse-

midwifery maternity care. 

Therefore, this study was designed to determine if 

consumers who accept nurse-midwifery care were satisfied 

with their care. The study was also designed to determine 

what characteristics of nurse-midwifery maternity care the 

consumers found most satisfying. 



CHAPTER 2 

CONCEPTUAL FRAMEWORK 

In evaluating quality of care, Donabedian (1968) 

argued that consumer satisfaction was an important outcome 

of care. Thus, the concept under analysis in this study is 

satisfaction with nurse-midwifery maternity care. The de

scriptive framework was therefore based upon a taxonomy of 

consumer satisfaction dimensions, which were delineated from 

the literature. The signficance of the satisfaction taxo

nomy is that it defines the consumer satisfaction concept, 

which may be used for future research utilizing a causal mo

del containing several concepts. This model, shown in Fig

ure 1, will be described first, followed by a delineation of 

the satisfaction taxonomy. 

The model illustrates that consumerism and the wo

men's movement led to dissatisfaction with traditional 

health and maternity care. From these two latter concepts 

emerged the concepts of demand for health and maternity care 

innovations. These health and maternity care innovations 

led to the use of nurse practitioners and nurse-midwives. 

The use of nurse-midwives provided the linkage to the opera-

tionalized concept of satisfaction with nurse-midwifery 

maternity care. 



Dissatisfaction with 
Traditional Health Car 

Consumerism 

r 
Demand for Health 
Care Innovations 

Use of Nurse 
Practitioners 

+ 

Women's Movement 

'Dissatisfaction with 
Traditional Maternity 

Care 

Demand for Maternity 
Care Innovations 

UBe of Nurse-
Midwives 

Satisfaction 
with Nurse-
Midwifery 
Maternity 

Care 

Prenatal 
Satisfaction 
Questionnaire 

and 

Labor and 
Delivery 

Satisfaction 
Questionnaire 

Figure 1. Causal Model Leading to Satisfaction with Nurse-Midwifery Care, 
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Consumerism and the Women's Movement 

Monson (1977:4) defines consumerism as "the growing 

phenomenon whereby recipients of services are becoming more 

involved and concerned with the quality of services offered 

to them." While the consumer protection issue arose as a 

new discovery in the 1960s, it had been the subject of pub

lic concern since the earliest years of the republic. Prior 

to the sixties, the two most extensive and controversial 

periods of consumer-related activity involved attempts by 

the federal government to declare pure food and drug stan

dards (Rosen et al. 1977). 

A concern with consumerism, the consumer interest 

and revision of the perceived role of the consumer in so

ciety began its upward momentum on March 15, 1962. In the 

first comprehensive statement to Congress on the consumer by 

President John F. Kennedy, a "declaration of right" was pro

claimed for all Americans (Rosen et al. 1977). Approxi

mately four years later, President Johnson emphasized that 

the consumers' interest paralleled the American interest and 

that new and progressive programs were required to protect 

consumers' rights (Rosen et al. 1977). 

Richard M. Nixon saw consumerism as a healthy de

velopment, with consumers having the right to voice dis

satisfaction with services or products. President Nixon 

declared that consumers had the right to expect that their 
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health and safety be taken into account by those who pro

vided consumers with services (Rosen et al. 1977). 

Extensive literature exists regarding consumerism in 

America. Industrial groups have studied the consumer with 

emphasis on the introduction of new products and the effects 

of advertising. The objective of these studies has been to 

understand consumer behavior in order to increase the sel

ling of products and/or services (Rosen et al. 1977). 

Other studies have considered the impact of regula

tion, legal protection for the consumer, and the politics of 

consumer movements (Rosen et al. 1977). One such study 

conducted by Haug and Lavin (1979) concluded that consumer

ism in medicine was inconsistent with the traditional au

thority relationship between physicians and patients. Haug 

and Lavin (1979:844) define authority as "the right to in

fluence and direct behavior. . .in short, authority is legi

timate power." These authors further describe consumerism, 

with its focus on purchasers' (patients') rights and sel

lers' (physicians') obligations, as a challenge to the phy

sicians' authority. 

The consumer movement of the 1960s was paralleled by 

the women's movement. While the sixties saw the role of wo

men redefined, the first women's movement took place in the 

18th century when Mary Wol1stonecraft demanded citizen sta

tus (Rabinowitz and Wortis 1972). The suffrage movement of 

1910 depicted that time as the "Progressive Era" from which 



the term "new woman" was coined (Sochen 1971). This "new 

woman" was better educated than her mother or grandmother. 

More women were going to college and earning degrees than 

ever before. 

Between 1910 and 1914 the women's movement made its 

voice heard in areas of restrictive educational policies 

which prevented married teachers, once they had become preg

nant, from returning to the school system; they advocated 

child care centers, and women marched with Margaret Sanger 

for the free distribution of birth control information 

(Sochen 1971). This earlier women's movmeent had an in

terest in changing America's values so that people would be 

judged according to human standards and not sexually defined 

standards. 

The women's movement of the 1960s again recognized 

the importance of health care to women and the essential 

components of that care (Mandle 1979). The prevailing myth 

of women being passive, uneducated recipients of health care 

has changed. By demanding that their rights be recognized 

and respected, especially in the area of maternity care, wo

men have become active participants in their maternity 

health care. 

Porter and Bermosk (1979:54) state that "nowhere in 

medical care is sexism more apparent than in the male-

dominated arena of childbirth." These authors continued by 



saying that many Western physicians have the firm conviction 

that they can improve everything, even natural childbirth in 

a healthy woman. However, medical intervention and the lack 

of personalized humanistic care delivered by many of the 

current obstetrical establishment has come under closer 

scrutiny by maternity consumers and their families. 

Dissatisfaction with Traditional Health and Maternity Care 
and the Demand for Health and Maternity Care Innovations 

Technologic advances in health care in recent years 

have generated sharp increases in consumer concerns about 

medical care. As a result, the balance of power between 

consumers and providers of health care is shifting. The 

consumer is changing from a passive recipient of health care 

to one who acts as a part of an organized group with power 

and influence to determine policy. Relationships between 

consumers and their health care providers are changing 

(Rosen et al. 1977). 

The high cost of medical care and the failure of the 

health care system to meet the expectations of the consumer 

have gradually forced increased recognition of: (1) the 

maldistribution and inappropriate nature of manpower, fa

cilities and services; (2) the way in which technology gene

rates unnecessary and at times unsafe utilization of drugs 

and equipment; and (3) the impersonal delivery of health 

care (Miller and Miller 1981). In recent years these 



economic, technological and organizational problems have be

come common subjects of discussion. 

Perhaps the most widely discussed characteristic of 

medical care today is its depersonalized and dehumanized ap

proach to health care delivery. Specialization is a major 

element of this problem. Specialists, according to Spiegel 

et al. (1981), are less willing to attend to the needs of the 

"whole person." This is partially due to physicians' in

creased dependence upon technology. Physicians are depen

dent upon technology for diagnosis. Reliance upon the care

ful taking of histories and skillful performance of physical 

diagnoses has become less common (Spiegel et al. 1981). 

Thus there is decreased conversation between patient and 

physician, less physical contact, and less personalized care 

rendered. 

Rogers (1962:13) defines an innovation as "an idea 

perceived as new." Rogers continued by saying that when a 

more restrictive definition is required, innovation can be 

preceded by an appropriate word such as "technical" or "or

ganizational." Innovations in health care, whether they are 

technical or organizational, play an important role in re

sponding to health needs of the consumer. The following 

examples serve as illustrations of health care innovations 

instituted in anticipation of solving the aforementioned 

problems. 
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The Health Maintenance Organization (HMO) Act of 
/ 

1973 was a health care innovation that sought to answer the 

questions of consumers' accessibility and utilization of 

health care facilities (Miller and Miller 1981). HMOs em

phasize preventive care with early detection and treatment 

of dysfunctions; thus a shift in the type of services pro

vided was also incorporated with this health care innovation 

(Richelson 1982). 

Quality care activities such as Professional Stan

dards Review Organizations (PSROs) have been established to 

review length of hospital stays and the use of specific 

technology (Spiegel et al. 1981). These authors state that 

concise information on the impact of technology can never' be 

attained. However, it is obvious that questions regarding 

the safety and efficacy of the established technologies need 

continual evaluation. 

Recently attempts have been made by consumers to or

ganize and to publicize their views about requirements for 

change in other areas of the health care system. Examples 

of organizations involved in such actions are the Citizen 

Board of Inquiry into Health Service for Americans and the 

Health Policy Advisory Center (Rosen et al. 1977). The 

Citizens Board of Inquiry was established jointly by the 

Universities of North Carolina and California "to study 

America's health services from the point of view of the con

sumer, not from the viewpoint of the professional" (Rosen et 



al. 1977:13). A series of recommendations were called for, 

including public accountability for health professionals; a 

consumer role in establishing delivery system goals; mechan

isms to enhance consumer skills; and attainment of resources 

to facilitate consumer participation in the decision-making 

process (Rosen et al. 1977). 

Other segments in the health care industry have re

sponded positively to demands for a greater consumer role in 

health care delivery. The American Hospital Association's 

Statement on Consumer Representation in Coverance of Health 

Care Institutions" recognizes the right of users of services 

to become involved in policy-making. The 1972 "Patient's 

Bill of Rights" proposes that patient relationships with 

health care institutions are reciprocal affairs and affirms 

the consumer's right to participate in decision-making rela

tive to treatment (Rosen et al. 1977). Also, consumer par

ticipation in hospital accreditation has been made possible. 

Consumers can be present at a hospital's accreditation sur

vey and state their complaints (Rosen et al. 1977). 

An extensive review of literature failed to demon

strate a concise definition for dissatisfaction with tradi

tional maternity care. Thus, the concept of dissatisfaction 

with traditional maternity care is defined by this investi

gator as maternal discontent with prenatal and labor and de

livery care provided by the traditional obstetrical 



community. This discontent with traditional maternity care 

encompasses both the art and technical quality of care ren

dered . 

•Stewart and Stewart (1977) reviewed the reasons for 

discontent among the maternity consumers. Their reasons in

cluded: the disallowance of the consumer's right to parti

cipate in the decision-making process pertaining to her 

care; the lack of support and guidance given by the tradi

tional obstetrical health care provider?' the lack of per

sonal interest and understanding expressed by the tradi

tional maternity care provider; and the excessive and at 

times aggressive intervention sometimes utilized by the 

health care provider. 

In a study of 200 women, Hartman et al. (1979) found 

that higher levels of dissatisfaction with traditional ma

ternity care were demonstrated by those women who had parti

cipated in childbirth education classes. This sentiment is 

in agreement with Scaer and Korte (1978) when they stated 

that maternity care providers are increasingly confronted 

with informed consumers, who are now making their demands 

heard. 

Maternity consumers complain that their questions 

are not answered, and they feel "put down" and hurried dur

ing their office visits. During the laboring process, mo

thers are left alone and not given needed support and guid

ance. Consumers also complain that medical interventions 
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are being used as the standard of practice rather than for 

individual needs (Banta and Marinoff 1975). Thus, according 

to Ernst and Forde (1975), maternity consumers are express

ing their discontent with the traditional maternity care 

rendered and are demanding that changes be made. 

Consumers of traditional obstetrical care have be

come increasingly sophisticated and more aware of the power 

and influence they have on creating changes with maternity 

care. The following illustrations serve as examples of ma

ternity care innovations brought about by the maternity con

sumer's dissatisfaction with traditional care. 

According to Bing (1971) psychoprophylaxis in child

birth was the forerunner of many of the maternity care inno

vations of today. Psychoprophylaxis was introduced in the 

United States in 1960 when Marjorie Karmel published her 

book entitled Thank You, Dr. Lamaze. With this method of 

childbirth, the father became an active participant in the 

birth of his child. 

The concept of family centered maternity care was a 

natural progression from having the father become and active 

participant in the birthing process. Soon many hospitals 

allowed siblings, friends and other family members unlimited 

visitation during labor and delivery. 

The birthing room concept was then introduced into 

many obstetrical units to accommodate families and friends 
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attending a birth. The birthing room also provided a more 

natural environment in which to give birth. 

A more recent example of a maternity care innovation 

is the alternative birth center (ABC). DeVries (1980) 

states that the ABC is one manifestation of a larger trend 

toward the humanization of maternity care. He continues by 

stating that this willingness of medical professionals and 

institutions to alter their delivery of maternity care can 

be attributed to a variety of factors: (1) a reaction to 

the increased use of technology; (2) criticisms which sug

gest strictly defined medical outcomes and ignore the 

socia 1-psycho 1ogica1 aspects of care; and (3) a concern 

among medical professionals to improve relationships with 

consumers. 

DeVries (1980) states, however, that the main reason 

for innovations in maternity care is consumer pressure. He 

states that consumer pressure can be direct or indirect. 

Direct pressure involves a straightforward presentation of 

complaints and suggestions for change; indirect pressure is 

the avoidance of established modes of care in favor of al

ternative modes of care. 

Use of Nurse Practitioners and Nurse-Midwives 

Breslau and Novack (1979) advocate the delegation of 

some tasks traditionally performed by the physician to para

medical personnel, e.g., nurse practitioners. These authors 
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state that with the increased utilization of nurse practi

tioners the quality of patient care increases. In their 

study of ,808 patients, Breslau and Novack (1979) found that 

patients were pleased with the care rendered by the nurse 

practitioner. These authors, however, are quick to point 

out that the inception of nurse practitioners as a health 

care innovation stemed from an economical point of view. 

While the areas of physician accessibility and de

livery of personalized care were considered separate, 

Mechanic (1979) believes that they are interrelated. He 

stated that the solutions of rationalizing and organizing 

medical services so that they were more efficiently dis

tributed and, at the same time, responsive to the personal 

needs of the consumer served as the impetus for increased 

utilization of nurse practitioners. 

Nurse practitioners such as nurse-midwives serve as 

an example of health care innovations brought about by the 

consumer and women's movement. Consumers' demands for both 

quality and quantity health care have influenced the health 

care system to recognize nurse-midwifery maternity care as a 

viable health care innovation. 

Burchell et al. (1982) state that an attempt to re

spond to the needs of maternity consumers has been the util

ization of nurse-midwives as a maternity care innovation. 

These authors further state that many women turn to nurse-
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midwives because they feel that there will be a greater 

chance of a normal birthing experience. 

Statistics from a joint obrstetr ician-nurse-midwife 

practice in Georgia indicated that 60 percent of the women 

who had normal deliveries elected to be delivered by the 

nurse-midwife (Gatewood and Stewart 1975). In a study by 

Perry et al. (1976) of a prepaid group practice with three 

obstetricians and one nurse-midwife, 13 percent of the women 

chose to have the nurse-midwife care for them during their 

labor and delivery. 

Satisfaction with Nurse-Midwifery Maternity Care 

Statistically significant differences in satisfac

tion scores between adolescent maternity clients cared for 

by obstetrical residents and those cared for by nurse-

midwives were obtained by Keiffer (1977). In her study, re

sults suggested that there was an element of care provided 

by the nurse-midwives that was not present with the resident 

physicians. Questions directly related to the interaction 

between the consumer and health care provider differed by 10 

or more points in a positive direction toward the nurse-

midwifery service (Keiffer 1977). This author found that 

the statement "I felt the person taking care of me was in

terested in me and tried to understand how I was feeling" 

showed the greatest difference in scores (17 points—posi

tive toward the nurse-midwifery service). Keiffer (1977) 



concluded that patients' perceptions of the providers' human 

warmth and caring had a significant impact on the level of 

satisfaction with care rendered. 

The horizontal link, illustrated in the conceptual 

model, between the concept of use of nurse-midwives and the 

concept of satisfaction with nurse-midwifery maternity care 

states that for those consumers who were dissatisfied with 

traditional maternity care and who demanded maternity care 

innovations such as nurse-midwives, the scores on the Pre

natal and Labor and Delivery Satisfaction Questionnaires 

will be high. Satisfaction with nurse-midwifery maternity 

care is defined as the nurse-midwifery service's ability to 

"supply fully what is desired, expected or needed" (Keiffer 

1977:15) by the consumer in the area of prenatal and labor 

and delivery care. This was measured by the maternity con

sumers' responses to statements concerning satisfaction with 

nurse-midwifery maternity care rendered. 

Definitions of Consumer Satisfaction Dimensions 

The taxonomy of consumer satisfaction dimensions, 

depicted in Figure 2, was based on a review of literature 

pertaining to studies dealing with consumer satisfaction 

with health and maternity care. The taxonomy provides the 

basis of the conceptual framework for this study. 
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Satisfaction with Nurse-Midwifery Maternity Care 

CONTROL 

SUPPORT 

PERSONAL INTEREST 

COMPETENCY 

INTERVENTION 

Figure 2 .  Taxonomy of consumer satisfaction dimensions. 



Control 

Hayes-Bautista (1976) proposed a theoretical model 

based upon patient noncompliance as a means of asserting 

control in the patient-practitioner relationship in order to 

obtain satisfaction with the treatment. This author con

tends that when the patient perceives some degree of parti

cipation in the decision-making process concerning the 

treatment regime, compliance with the treatment is far more 

likely to occur. 

Willmuth (1975) and Humenick (1981) surveyed mothers 

to determine what factors influenced their satisfaction with 

their health care providers;. These authors found perception 

of control was the most cited factor. "Being in control" 

again referred to the feeling of being an active participant 

in the health care decision-making process. Self suffi

ciency and a sense of autonomy were included in these au

thors' definitions of control. 

Support 

"Support" refers to information leading the subjects 

to believe that they are members of a network of mutual ob

ligations. The giving of information, encouragement and 

instrumental help were described as support by Dimond 

(1979). Norbeck (1981) in her article pertaining to social 

support presented a statement concerning the importance of 

support that is applicable to this dimension of the 
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taxonomy. Stated in this article was the fact that support 

functions as a moderating variable that facilitates coping 

with crisis and adaptation to change. 

Hartman et al. (1979) describes the giving of sup

port by the health care provider as being an important fac

tor leading to satisfaction with the birthing process. 

Mothers reported more positive attitudes regarding their ex

perience when they were provided with a supportive care

taker . 

Personal_Interest 

Ware (1977) defines this dimension as the "art of 

care." He states that this is the most frequently measured 

dimension of satisfaction and pertains to the aspects of 

provider conduct. The focus of this dimension of consumer 

satisfaction consists of those aspects pertaining to the 

provider's characteristics of sincerity, respect'for the 

consumer's feelings and behaviors, consideration to use 

words understandable by the consumer, and spending enough 

time with the consumer. 

In her study of adolescent maternity patients, Keif-

fer (1977) also defined this dimension of satisfaction as 

the "caring" component of health care. She further stated 

that this "caring" lends itself to a more trusting relation

ship between the consumer of health care and the provider of 

health care. 
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Competency 

This dimension, which also pertains to provider con

duct, focuses on the competence of the health care provider 

and his adherence to high standards of management and treat

ment. Ware (1977) describes this dimension of satisfaction 

as the "technical quality of care." 

Howell et al. (1976) refer to this dimension of con

sumer satisfaction as the "curing" component of health care, 

which encompasses the aspects of diagnosis and management. 

Thus, included in this dimension are the consumer's percep

tions regarding the skills, knowledge, and abilities of the 

health care providers. 

Intervention 

This dimension of the satisfaction taxonomy pertains 

to the consumer's perception of the misuse and/or overuse of 

equipment, medications, laboratory studies and intrusive 

procedures. Again Hartman et al. (1979) found a negative 

correlation between the amount of intervention and the level 

of satisfaction during the birthing process. These findings 

are congruent with a Burchell et al. (1982) study that de

termined that women are choosing nurse-midwifery care be

cause consumers feel there is less chance of use of compli

cated procedures and interference with the normal birthing 

process. 
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Summary 

The phenomenon of consumerism of the 1960s was 

paralleled by the women's movement and together they had a 

tremendous impact on the health care system. Consumers 

voiced their dissatisfaction with the traditional health 

care delivery system, especially in the area of maternity 

care. With the increased use of technology in health care, 

depersonalized and dehumanized care was recognized as a 

leading problem in the delivery of health services. Due to 

consumers becoming organized and publicizing their views, 

certain health care innovations were instituted. The 1972 

"Patient's Bill of Rights," the increased utilization of 

nurse practitioners such as the certified nurse-midwife, and 

an increase in consumer input into their health related 

treatment serve as examples of the aforementioned health and 

maternity care innovations. 

The use of nurse-midwives sought to provide the ma

ternity consumer with an increased ability to participate in 

her maternity care, support and guidance throughout her 

childbearing experience, personal interest and understanding 

expressed by her health care provider, and the decreased use 

of intrusive procedures. This provided the maternity con

sumer with a safe and satisfying childbearing experience. 

While nurse-midwifery maternity care has become an 

accepted maternity care innovation, the literature fails to 

empirically document consumer satisfaction with nurse-
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midwifery maternity care. Therefore, it is the intent of 

this study to determine if consumers of nurse-midwifery ma

ternity care are satisfied with that care in the specific 

dimensions of control, support, personal interest, compe

tency and intervention. 



CHAPTER 3 

RESEARCH METHODOLOGY 

This chapter presents the design of the study, the 

sample and the setting, the measurement tools for data col

lection, and the method of data analysis. The limitations 

of the study are also defined in this chapter. 

Research Design 

This investigation used a descriptive research de

sign to determine if consumers who accept nurse-midwifery 

maternity care were satisfied with their care. The study 

was also designed to determine what characteristics of 

nurse-midwifery maternity care consumers found most satis

fying . 

The Setting 

The study was conducted at a hospital-based nurse-

midwifery service and postpartum unit located in a private 

hospital in a large southwestern city. Four full time 

nurse-midwives, one part time nurse-midwife and one part 

time family nurse practitioner provide prenatal care in this 

setting. Maternity care consumers see all the nurse-

midwives and the family nurse practitioner and are delivered 

by any one of the five nurse-midwives. 

34 
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The nurse-midwifery service was established in 1972 

and now manages over 600 deliveries per year. Under the di

rection of the nurse-midwifery staff, student nurse-midwives 

also provide services throughout the year. 

The Sample 

Two categories of research participants comprised 

the convenience sample for this study. These categories 

were expectant mothers and postpartum mothers. Thus the two 

categories of research participants were in keeping with the 

definition of maternity care, which encompasses the prenatal 

and labor and delivery periods. Prospective participants for 

the Labor and Delivery Satisfaction Questionnaire (LDSQ) 

were approached within 24 hours after their delivery. Time 

restrictions prevented the investigator from having the 

research participants who completed the Prenatal Satisfac

tion Questionnaire (PSQ) also complete the Labor and De

livery Satisfaction Questionnaire (LDSQ). 

Sixty expectant mothers who volunteered to partici

pate in the study and who met the study criterion were in

cluded in the prenatal sample. The criteria for selection 

of the expectant mothers was that they: 

1. Be in their second or third trimester of pregnancy; 

2. Have had a minimum of four visits with the nurse-

midwives of the service; and 

3. Could read and understand English. 



Criterion number one excluded women in their first trimes

ter. The rationale for this exclusion was that the first 

trimester according to Varney (1980) is the period of 

adjustment and acceptance of the pregnancy. Therefore, in 

an attempt to eliminate the possible response bias due to 

ambivalence over the pregnancy, research participants were 

in their second or third trimesters. 

A minimum of four visits with the nurse-midwives was 

thought to ensure homogeneity of the sample and a degree of 

consumer familiarity with the nurse-midwives in the service. 

This criterion also provided the subjects with some degree 

of familiarity with the type of maternity care provided by 

the nurse-midwives. 

In order to avoid inherent problems with interpreta

tion of the Questionnaires into languages other than Eng

lish, the participants were required to read and understand 

English. This also provided for a greater degree of sample 

homogeneity. 

Twenty five postpartum mothers who volunteered to 

participate in the study and who met the study criteria were 

included in the sample of postpartum mothers. The criteria 

for selection of postpartum mothers was that the subject: 

1. Be delivered within the past 24 hours; 

2. Be delivered by one of the nurse-midwi ves from the 

study service; and 

3. Could read and understand English. 



There were two reasons for the first criterion. First, the 

labor and delivery experience was fresh in the minds of the 

new mothers, and Second, the normal length of stay post de

livery in this institution was 24 hours. The second cri

terion was determined by the fact that while some mothers 

were followed throughout labor by a nurse-midwife, they may 

have required physicians for their deliveries. Thus, to 

control for the extraneous variable of physician delivery, 

participants were required to have been delivered by one of 

the nurse-midwives. Rationale for the third criterion is 

the same as cited for the sample of pregnant mothers. 

Protection of Human Subjects 

The study received prior approval by the College of 

Nursing, University of Arizona, Human Subjects Committee 

(Appendix A). The study was also approved by the Director 

of the Nurse-Midwifery Service, Nursing Administration, and 

the OB/GYN Committee at the institution where the study was 

conducted (Appendix B) . 

Each subject received a subject disclaimer (Appendix 

C) and was assured that her care at the nurse-midwifery ser

vice would not be affected by her choice of whether or not 

to participate in the study. Each subject was assured of 

confidentiality and anonymity in the collection of data. 

Each subject was also informed that she could withdraw from 

the study at any time without fear of harassment. 
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Development of Measurement Tools 

The tools used in this study were developed by this 

investigator based upon the review of literature and past 

clinical experience. In addition, 10 items were adapted 

from Keiffer's (1977) Prenatal Questionnaire. These items 

were then revised in an attempt to get both positive and 

negative scale items. 

Estimation of Content Validity 

A panel of experts was utilized to determine content 

validity for the original tools (Appendices D and E). Two 

nurse-midwives with master's degrees, each of whom had a to

tal of five years clinical experience and a nurse-midwife 

who held a certificate in nurse-midwifery and had three 

years clinical nurse-midwifery experience served as the 

panel of experts. 

Each of the three panel members had had three years 

experience as members of a nurse-midwifery service and had 

served as adjunct faculty for a Certificate Nurse-Midwifery 

Program. At the time of serving on the panel, two of the 

nurse-midwives were in private practice and the other nurse-

midwife was serving as direcor of a nurse-midwifery service. 

The criterion of 75 to 100 percent agreement was set 

for retention of items in the tools. Seventy five to 100 

percent agreement was obtained for all 25 items of the LDSQ, 
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but only 19 of the 25 items in the PSQ demonstrated this 

level of agreement. Thus, the six items that demonstrated a 

50 percent agreement were reworded for a better fit. These 

reworded items were not resubmitted to the panel of experts. 

The revised PSQ which was used in this study to de

termine subjects' satisfaction levels is shown in Appendix 

F, as is its alternate form used for test-retest reliabili

ties. The revised LDSQ which was used in this study is re

presented in Appendix G. Demographic questions asked of the 

study subjects appear in Appendix H. 

The Prenatal and Labor and Delivery Satisfaction 

Questionnaires contained five subscales intended to measure 

the five dimensions of consumer satisfaction with nurse-

midwifery maternity care. These subscales included the do

mains of control, support, personal interest, competency and 

intervention. Items pertaining to each subscale were spread 

throughout the questionnaires. 

Each questionnaire had a total of 25 items and util

ized a four-point Likert-type format. Subjects could choose 

from a rating of strongly agree, agree, disagree, or 

strongly disagree. The PSQ had 13 positively worded state

ments and 12 negatively worded statements. The LDSQ con

tained 15 positively worded items with 10 items negatively 

worded. 

In addition, each of the Satisfaction Questionnaires 

contained seven matched pairs of items. This was 



incorporated into the scales in an attempt to control for 

acquiesence response set (ARS). "ARS is manifested whenever 

a respondent agrees with two statements known to define 

opposite ends of the same satisfaction continuum" (Ware 

1978: 332). 

Satisfaction with Prenatal Care Questionnaire 

Part 1 of the Prenatal Satisfaction Questionnaire 

(PSQ) consisted of two forms. The first form of the PSQ was 

administered to subjects at Time 1 (T^) with the alternate 

form administered at Time 2 (T2). The number of items con

tained in the original, revised, and alternate forms of the 

PSQ subscales are depicted in Table 1. There was a two-week 

interval between administrations of the PSQ. 

In the PSQ the Control subscale dealt with con

sumer participation in prenatal care. The Support subscale 

dealt with the nurse-midwives answering questions, giving 

information and explaining procedures and changes that occur 

during the consumer's pregnancy. The Personal Interest sub-

scale dealt with the nurse-midwi ves' respect for the con

sumer's feelings, time spent in visits, using words the con

sumer could understand, and the nurse-midwives' ability to 

convey a caring attitude. The Competency subscale dealt 

with the consumer's trust in the nurse-midwi ves' abilities 

and knowledge. The fifth subscale, Intervention, dealt with 
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Table 1. The Number of Items Contained in the Prenatal 
Satisfaction Questionnaire's Subscales. 

Control Original 
Items 

Revised 
Items 
(TL) 

Alternate 
Form 
(T2) 

Control 1/6,15,19, 
24,28 

1,6,18,23, 
24 

10,11,16, 
17,18 

Support 2,7,14,20, 
22,26 

2,7,14,19 
21 

1,6,14,22, 
24 

Personal 
Interest 

3,8,13,16, 
23,25 

3,8,13,15 
22 

7,13,15,20, 
25 

Competency 4,9,12,17, 
27,29 

4,9,12,16, 
25 

3,9,12,21, 
23 

Inter
vention 

5,10,11,18, 
21 

5,10,11,17 
20 

2,4,5,8, 
19 

the ordering of laboratory tests and medications and per

forming vaginal examinations. 

Part 1 of the PSQ contained the following matched 

pairs of items to control for ARS: 1,6; 3,22; 4,12; 5,17; 

8,15; 9,16; and 10,20. The alternative form of the PSQ also 

contained the same seven matched pairs of items. However, 

due to reordering the sequence of items, the matched pairs 

were assigned the following numbers: 2,4; 5,19; 7,20; 9,23; 

10,18; 12,21; and 15,25. 

Part 2 of the PSQ included demographic questions re

garding the consumer's age, marital status, ethnic 



background, educational background and income level. Other 

questions asked the consumer's gravidity and parity, and if 

she had been pregnant before, who cared for her. Another 

question asked, if she were to become pregnant again, to 

whom would she go for prenatal care. A question dealing 

with continuity of care asked the consumer if she would pre

fer to see the same nurse-midwife throughout her pregnancy 

and have the same nurse-midwife deliver her. Upon request 

of the nurse-midwifery service, where data was collected, 

the consumer was asked if she thought there were too many 

student nurse-midwives at that facility; how she had heard 

about the nurse-midwifery service; and the reason she chose 

to come to that nurse-midwifery service for her prenatal 

care. 

Satisfaction with Labor and Delivery Questionnaire 

The number of items contained in the original and 

revised Labor and Delivery Satisfaction Questionnaire's 

(LDSQ's) subscales are displayed in Table 2. Due to time 

restraints, no attempt was made to develop an alternate form 

of this questionnaire for retest, 

In the LDSQ the Control subscale dealt with the con

sumer's active participation in her care and decision-making 

process during labor and delivery. The Support subscale 

dealt with the nurse-midwife providing information, support 

and encouragement during the birthing process. The Personal 



Table 2. The Number of Items Contained in the Labor and 

Delivery Satisfaction Questionnaire's Subscales. 

Subscale Original Revised 

Control 1,7,12,17,22,27 1,7,11,16,21 

Support 2,6,8,13,18,23,29 2,6,8,12,17 

Personal Interest 3,9,16,19,24,28 3,15,18,22,24 

Competency 4,10,14,20,25,30 4,9,13,19,25 

Intervention 5,11,15,21,26 5,10,14,20,23 

Interest subscale dealt with the nurse-midwife's acceptance 

of the consumer's behavior, respect for the consumer's 

feelings, and conveying a caring interested attitude toward 

the consumer. The Competency subscale dealt with the con

sumer's perception of the nurse-midwife's knowledge and 

skills during the birthing process, while the Intervention 

subscale dealt with vaginal examinations, medications, and 

the use of the fetal monitor during labor and delivery. 

Part 1 of the LDSQ also contained matched pairs of 

items to control for ARS. The following items were paired 

in the revised questionnaire: 1,7; 3,15; 4,9; 5,23; 12,17; 

19,25; and 22,24. 

Part 2 of the LDSQ consisted of demographic ques

tions regarding the consumer's age, marital status, ethnic 



background, educational background, and income level. Other 

questions included the consumer's gravidity and parity, and 

if she had delivered a baby before, who delivered her. 

Another question asked the consumer who she would want to 

deliver her if she were to have another baby. Once again, 

upon request of the nurse-midwifery service, the consumer 

was asked the following questions: where she delivered her 

baby (birthing room or delivery room); whether she thought 

there were too many student nurse-midwives at the facility; 

how she had heard about the nurse-midwifery service; and the 

reason she chose to come to this particular nurse-midwifery 

service for her care. The question pertaining to continuity 

of care was also asked the newly delivered mother. 

Pilot Study 

A pilot study was conducted with six subjects who 

were consumers of nurse-midwifery maternity care and who 

could read and understand English. The pilot study allowed 

the investigator to determine the clarity of items and the 

length of time required for completion of the question

naires. Subjects' suggestions were used in revising the 

wording of the questionnaires. 

Reliability of the Satisfaction Questionnaires 

Two types of reliability for the Prenatal Satisfac

tion Questionnaire were investigated as part of this study. 

Stability (test-retest) was determined by developing an 
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alternate form of the Prenatal Satisfaction Questionnaire 

(PSQ). This was done using a table of random numbers, thus 

scrambling or reordering the sequence of items. The alter

nate form of the PSQ was then administered to 25 randomly 

selected prenatal subjects two weeks after the administra

tion of the first PSQ. 

Internal consistency was estimated for both the PSQ 

and the LDSQ. Inter-item, subsea 1e-1o-subsca1 e, and 

subscale-to-scale Pearsonian correlation coefficients were 

used to determine internal consistency. A final estimate of 

internal consistency for the subscales and total scales was 

obtained using Cronbach's alpha coefficient for reliability. 

Method of Data Collection 

The data from the Prenatal Satisfaction Question

naire (PSQ) were collected in the waiting room of a hospital 

based nurse-midwifery service located in a large south

western city. Prior to office hours, the nurse-midwifery 

assistant pulled the charts for consumers being seen that 

day. The investigator then reviewed the charts to determine 

consumer eligibility for completing the PSQ. The consumer's 

chart contained information concerning the ability to read 

and understand English, number of prenatal visits with the 

nurse-midwives, and the trimester of pregnancy. 

After the consumer was called and checked in by the 

nurse-midwifery assistant, the investigator approached those 



consumers who met the study criterion. If the consumer 

agreed to participate in the study, the subject disclaimer 

was given to her. The contents of the disclaimer were re

viewed and any questions the consumer had were answered by 

the investigator. The consumer was then given the PSQ. 

Upon completion of the questionnaire, the consumer 

was instructed to place the questionnaire into a locked box, 

which was located in the waiting room. No attempt was made 

to randomize the time of day for data collection. Data col

lection took three weeks. 

The investigator kept an ongoing list of consumers 

who had been approached to participate in the study. This 

allowed the investigator, by way of a cross-check system, to 

know the subjects to approach for the retest administration 

of the PSQ. The check list also informed the investigator 

of those consumers who were not interested in participating 

in the study, so that these consumers were not repeatedly 

being approached to participate. 

The data from the Labor and Delivery Satisfaction 

Questionnaire (LDSQ) was collected in the postpartum unit 

located in the same southwestern hospital as the nurse-

midwifery service. The investigator telephoned the labor 

and delivery unit every morning to determine if any nurse-

midwifery maternity consumers had delivered during the past 

24 hours. If nurse-midwifery consumers had delivered, the 
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investigator went to the hospital and reviewed the con

sumer's chart. The consumer's chart contained information 

concerning the eligibility of the consumer for inclusion in 

the study. 

If the consumer met the study criterion, she was ap

proached by the investigator. If she then agreed to parti

cipate in the study, she was given the subject disclaimer. 

Contents of the disclaimer were reviewed with her and any 

questions she had were answered at that time. The consumer 

was then given the LDSQ. 

Upon completion of the questionnaire, the consumer 

was instructed to place the questionnaire into a locked box, 

which the investigator had with her. No attempt was made to 

randomize the time of data collection from the time of de

livery other than to meet the study criterion. Data collec

tion for the LDSQ took three weeks. 

Method of Data Analysis 

After data collection, all questionnaire items were 

coded and transferred to computer cards. The following pro

cedure was used to determine the consumer's satisfaction 

scores on the Prenatal and Labor and Delivery Satisfaction 

Questionnaires. For each item the consumer checked one of 

four choices: strongly agree, agree, disagree, or strongly 

disagree. For positive items, the consumer's choice was 

scored as strongly agree (4), agree (3), disagree (2) and 



strongly disagree (1). For negative items the values were 

strongly agree (1), agree (2) , .disagree (3), and strongly 

disagree (4) . 

Therefore, if all items were completed, the highest 

possible score indicating consumer satisfaction with nurse-

midwifery maternity care on either the Prenatal or the Labor 

and Delivery Satisfaction Questionnaire was 100. If all 

items were completed, the lowest possible score indicating a 

lack of satisfaction with nurse-midwifery maternity care was 

25. 

In order to answer the research question as to whe

ther or not consumers who accept nurse-midwifery maternity 

care were satisfied with their care, mean scores, standard 

deviations and ranges were computed for each of the satis

faction questionnaires. The answer to the second research 

question, which pertained to what characteristics of nurse-

midwifery maternity care consumers found most satisfying, 

was determined by computing the mean scores, standard devia

tions and ranges for each of the'five subscales contained in 

each of the satisfaction questionnaires. 

Frequency distributions, means, standard deviations 

and ranges were computed for consumers' ages. Frequency 

distributions were also computed for the following consumer 

characteristics: marital status, ethnic background, educa

tional background, yearly income, how they heard about this 

nurse-midwifery service, why they chose this nurse-midwifery 



service, their desire to see one nurse-midwife throughout 

their pregnancy and then be delivered by that same nurse-

midwife, if they thought there were too many student nurse-

midwives at this facility, and their gravidity and parity. 

In addition, frequency distributions were computed 

for prenatal consumers by their past prenatal care provider 

and their desire for their future prenatal care provider. 

Frequency distributions were also computed for labor and de

livery subjects by their past delivery attendant and their 

desire for their future delivery attendant and where they 

delivered their babies. 

Data were then analyzed using the Pearson product-

moment correlation coefficient to determine if significant 

relationships existed between the five mean subscale scores 

for each of the satisfaction questionnaires as well as the 

mean satisfaction scores for the PSQ and LDSQ and the sub

ject characteristics of age, educational background and in

come level. For the labor and delivery subjects, where they 

delivered their babies was also correlated with the mean 

scores of the five subscales and the mean score of the total 

LDSQ. Correlations were considered significant at the .05 

level. 

Chi-square values were computed for the mean scores 

of the five subscales contained in each of the satisfaction 

questionnaires and the mean scores for the total PSQ and the 



LDSQ using the variables of race, how the subject chose this 

nurse-midwifery service, and why the subject chose this 

nurse-midwifery service. Level of significance was set at 

the .05 level. 

ARS responses were scored by assigning the subject 

one point for each pair of illogical responses indicating 

agreement with contradictory statements. The means, 

medians, standard deviations and percentages were computed 

for the ARS responses. Pearsonian correlation coefficients 

were also computed for ARS and consumer characteristics of 

age, educational background and income level. In addition, 

Pearson product moment correlations were computed between 

ARS and the mean scores for the five subscales contained in 

each questionnaire and the mean score for the total PSQ and 

LDSQ. Correlations were considered significant at the .05 

level. 

Reliability testing for the PSQ and the LDSQ was 

discussed earlier in this chapter. Both Pearsonian correla

tion coefficients and Cronbach's alpha coefficients were ob

tained in determining reliabilities of the satisfaction 

questionnaires. 

Limitations of the Study 

The lack of random sampling compromises this study. 

Without samples that were randomly selected, the bias of the 

researcher cannot be eliminated (Polit and Hungler 1978). 



Random sampling would have provided more of a guarantee that 

differences and similarities in the characteristics of the 

samples were more a function of chance. Compounding the 

problem of a lack of random sampling were the sample sizes. 

Because of time limitations, the prenatal sample has to be 

limited to 60 prenatal subjects and the labor and delivery 

sample to 25 subjects. As the sample size increases, the 

probability of error decreases (Kerlinger 1973). Thus, as 

the sample size increases the probability of greater varia

bility among individual scores also increases. This, then, 

would reflect on the reliability of the instruments used in 

the collection of data. 

In doing research with human subjects, the possi

bility of the Hawthorne effect can never be eliminated. 

Subjects knew they were participating in a study, and could 

have responded differently because of this participation. 

Another important limitation for this study was the 

effect of social desirability response set. This refers to 

the subjects responding in a favorable manner, regardless of 

their true attitudes toward the question being asked. Some 

research subjects tend to respond in this socially desirable 

way so that they appear in a favorable light (Polit and 

Hungler 1978). 



52 

Summary 

This was a descriptive study conducted at a 

hospital-based nurse-midwifery service and postpartum unit 

located in a large southwestern city. Two categories of 

research participants comprised the convenience samples. 

These categories were expectant mothers and postpartum 

mothers. 

Two questionnaires, developed by this investigator, 

were administered to the volunteer participants. A panel of 

experts was used in determining content validity for the two 

questionnaires. Each questionnaire contained five subscales 

intended to measure the five dimensions of consumer satis

faction with nurse-midwifery care. These subscales included 

the domains of control, support, personal interest and in

tervention. Each questionnaire had a total of 25 items and 

utilized a four-point Likert-type format. 

In addition, in an attempt to control for acquies

cent response set (ARS), seven matched pairs of items were 

contained within each of the satisfaction questionnaires. 

These items were scored by assigning the subject one point 

for each pair of illogical responses indicating agreement 

with contradictory statements. 

Pearsonian correlation coefficients were computed 

for ARS and consumer characteristics of age, educational 

background and income level. ARS was also correlated with 

the mean scores of the subscales and the total mean scores 
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for the Prenatal and Labor and Delivery Satisfaction Ques

tionnaires . 

Stability of the Prenatal Satisfaction Questionnaire 

was determined by a test-retest. Pearsonian correlation 

coefficients and Cronbach's alpha coefficients were used in 

estimating internal consistency of the five subscales as 

well as the internal consistency of the PSQ and the LDSQ. 

To answer the research question of whether or not 

consumers who accept nurse-midwifery maternity care were 

satisfied with their care, mean scores, standard deviations 

and ranges were computed for each of the satisfaction ques

tionnaires. To answer the second research question, which 

pertained to what characteristics of nurse-midwifery mater

nity care consumers found most satisfying, the same descrip

tive statistics were computed. 

Descriptive statistics were also computed for the 

consumers' ages, marital status, educational background, in

come level and other questions asked of the consumers. Data 

were then analyzed using the Pearson product moment correla

tion coefficients and Chi-square computations to determine 

if significant relationsihps existed between the various 

consumers' characteristics and the mean scores of the sub-

scales and total mean scores for the Prenatal and Labor and 

Delivery Satisfaction Questionnaires. 
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Limitations of this study included a lack of random 

sampling, small sample sizes and the Hawthorne effect. An

other important limitation of the study was the effect of 

social desirability response set. 



CHAPTER 4 

PRESENTATION OF DATA 

This chapter presents the results of the study. 

Findings related to the characteristics of the prenatal and 

labor and delivery samples, satisfaction levels and inter-

correlations between selected characteristics of the afore

mentioned samples and satisfaction levels. Also presented 

in this chapter are the reliability testings for the Pre

natal Satisfaction Questionnaire (PSQ) and the Labor and De

livery Satisfaction Questionnaire (LDSQ). 

Characteristics of the Prenatal Sample 

The reported ages of the 60 subjects ranged from 17 

years to 39 years. As may be seen in Table 3, the mean age 

was 24.8 with a standard deviation of 4.8. Sixteen subjects 

(25 percent) were between ages 17 and 21; 28 subjects (48 

percent) were between ages 22 and 26; 9 subjects (14 per

cent) were between ages 27 and 31; and 7 subjects (13 per

cent) were between ages 32 and 39. 

Table 3. Mean, Standard Deviation and Range of Prenatal 
Subjects by Age (N=60). 

Mean S.D. Range 

24.8 4.8 17-39 

55 
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As may be seen in Table 4, 52 subjects (87 percent) 

reported being married; 5 subjects (8 percent) stated that 

they were single; and 3 subjects (5 percent) stated that 

they were divorced. The ethnic backgrounds of the subjects 

were as follows: 45 (75 percent) Caucasian; 12 (20 percent) 

Mexican-American; and 3 (5 percent) black. 

The educational backgrounds and yearly incomes for 

the subjects are also presented in Table 4. Educational 

backgrounds included one person (2 percent) who completed 

grade school, one person (2 percent) with some junior high 

school, two persons (3 percent) who had completed junior 

high school, eight (13 percent) with some high school, 18 

(30 percent) who completed high school, 22 (37 percent) with 

some college or technical school, and eight (13 percent) who 

completed college or technical school. Thus 80 percent of 

the prenatal subjects had a high school education or 

greater. 

Yearly income levels varied with the subjects and 

are also displayed in Table 4. Thirteen subjects (21 per

cent) had annual incomes under $10,000; 16 subjects (27 per

cent) had annual incomes between $10,000 and $15,000; 18 

subjects (30 percent) had incomes between $15,000 and 

$20,000; 4 subjects (7 percent) reported incomes between 

$20,000 and $25,000; 7 subjects (12 percent) reported in

comes between $25,000 and $30,000; and 2 subjects (3 
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Table 4. Demographic Characteristics of the Prenatal Sample 
(N=60). 

Category Frequency Percent 

Marital Status 

Married 52 87 
Single 5 8 
Divorced 3 5 

60 100 

Ethnic Background 

Caucasian (Anglo) 45 75 
Mexican-American 12 20 
Black 3 5 

60 100 

Educational 
Background 

Some grade school 0 0 
Completed grade school 1 2 
Some junior high school 1 2 
Completed jr. high school 2 3 
Some high school 8 13 
Completed high school 18 30 
Some college/technical 

school 22 37 
Completed college/ 

technical school 8 13 

60 100 

Yearly Income 

Under $10,000 13 21 
$10,000 - $15,000 16 27 
$15,000 - $20,000 18 30 
$20,000 - $25,000 4 7 
$25,000 - $30,000 7 12 
Over $30,000 2 3 

60 100 
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percent) had annual incomes over $30,000. Therefore, 78 

percent of the prenatal subjects had a annual income of 

$20,000 or less. 

Distribution of prenatal subjects by how they heard 

about this nurse-midwifery service is displayed in Table 5. 

Thirty two subjects (53 percent) reported they heard about 

this nurse-midwifery service from a friend; 12 subjects (20 

percent) indicated they had heard about this nurse-midwifery 

service through a family member. Twelve subjects (20 per

cent) checked the category "Other" as their source of in

formation concerning this nurse-midwifery service. Comments 

for this category identified the following as sources of in

formation for this nurse-midwifery service: doctors, other 

hospital personnel, and phone book. 

Table 5. Distribution of Prenatal Subjects by How They 
Heard About This Nurse-Midwifery Service (N=60). 

Category Frequency Percent 

Friend 32 53 

Family Member 12 20 

Newspaper 3 5 

Other Nurse-midwives 1 2 

*Other 12 20 

60 100 

*Doctors, other hospital personnel, and phone book. 
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Table 6 presents the distribution of prenatal sub

jects by why they chose this nurse-midwifery service. 

Twenty four subjects (40 percent) indicated they chose this 

nurse-midwifery service because of the nurse-midwives. 

Seventeen subjects (28 percent) identified cost as their 

primary reason for choosing the nurse-midwifery service. 

And while subjects were instructed to chose only one answer, 

18 (30 percent) chose both cost and nurse-midwives as their 

reasons for choosing this service. Therefore, a separate 

category (cost/nurse-midwives) which did not appear on the 

PSQ was coded for computer computation. 

Table 6. Distribution of Prenatal Subjects by Why They 
Chose This Nurse-Midwifery Service (N=60). 

Category Frequency Percent 

Cost 17 28 

Nurse-Midwives 24 40 

Hospital Location 1 2 

Hospital Nursing Staff 0 0 

*Cost/Nurse-Midwives 18 30 

60 100 

*This category did not appear on the PSQ but was coded for 
computer computation. 

The continuity of care question, which asked the 

subjects to indicate if they had a choice, whether they 
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would prefer to see one nurse-midwife throughout their preg

nancy and then have that same nurse-midwife deliver them, 

indicated that the majority (53 percent) of these nurse-

midwifery maternity care consumers would prefer to have one 

nurse-midwife care for them. However, it is interesting to 

note that 27 (45 percent) of the subjects indicated that it 

did not matter if they saw the same nurse-midwife throughout 

their pregnancy and then were delivered by that nurse-

midwife. This distribution of prenatal subjects is repre

sented in Table 7. 

Table 7. Distribution of Prenatal Subjects by Their Desire 
To See One Nurse-Midwife Throughout Their Pregnan
cies and Then Be Delivered by That Same Nurse-
Midwife (N = 60). 

Category Frequency Percent 

Yes 32 53 

No 1 2 

Does not matter 27 45 

60 100 

Distribution of prenatal subjects by their responses 

to whether there were too many.student nurse-midwives at the 

facility can be seen in Table 8. The overwhelming majority 

(97 percent) indicated that they did not feel there were too 
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many student nurse-midwives at this facility. The results 

of this question are of particular interest to this nurse-

midwifery service, in that this service has student nurse-

midwives eight months of the year. Student nurse-midwives 

were not present during the data collection period but had 

been at the facility during the preceding four months. 

Table 8. Distribution of Prenatal Subjects by Their Re
sponses to Whether There Were Too Many Student 
Nurse-Midwives at the Facility (N=60). 

Category Frequency Percent 

Yes 2 3 

No 58 97 

60 100 

The gravidity and parity of the prenatal subjects is 

presented in Table 9. The majority of subjects (84 percent) 

were gravida III or less with 19 (32 percent) being primi-

gravidas. Sixteen percent were gravida IV or greater with 

two (3 percent) being gravida VI. Twenty (33 percent) were 

para I, 13 (21 percent) were para II, and 2 (3 percent) were 

para V. 
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Table 9. Distribution of Prenatal Subjects by Their 
Gravidity and Parity (N=60). 

Number of Pregnancies 
and Deliveries 

Frequency Percent 

*Pregnancies 

Primigravidas 19 32 
Gravid II 14 23 
Gravid III 17 29 
Gravid IV 5 8 
Gravid V 3 5 
Gravid VI 2 3 

60 100 

Deliveries 

No. Deliveries 19 32 
Para I 20 33 
Para II 13 21 
Para III 4 7 
Para IV 2 3 
Para V 2 3 

60 100 

*Pregnancies including the current pregnancies. 

Table 10' displays the distribution of prenatal sub

jects by their past prenatal care provider and, should they 

become pregnant again, their desire for their future care 

provider. Twenty seven (45 percent) of the subjects had re

ceived their previous prenatal care from physicians. The 

overwhelming majority (98 percent) reported that if they 

were to become pregnant again, they would choose a nurse-

midwife as their provider of care. 
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Table 10. Distribution of Prenatal Subjects by Their Past 
Prenatal Care Provider and Their Desire for Their 
Future Prenatal Care Provider (N=60). 

Category Frequency Percent 

Past Prenatal Care 

Never pregnant before 19 32 
Nurse-midwife 14 23 
Doctor 27 45 
Other 0 0 

60 100 

Future Prenatal Care 

Nurse-midwife 59 98 
Doctor 1 2 
Other 0 0 

60 100 

Satisfaction Levels of the Prenatal Subjects 

Levels of satisfaction with the prenatal aspect of 

nurse-midwifery maternity care were evaluated by examining 

the means, standard deviations and ranges for each of the 

prenatal satisfaction subscales. These descriptive statis

tics for the prenatal satisfaction subscales are displayed 

in Table 11. In addition the mean, standard deviation and 

range for the total PSQ were examined and are also repre

sented in Table 11. 
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Table 11. Means, Standard Deviations and Ranges for the 
Subscales and Total Prenatal Satisfaction Scale 
(N = 60) . 

Subscale Mean S.D. Range* 

Control 17. .17 1. .90 15--20 

Support 17. .87 1. .78 15--20 

Personal Interest 17. .32 1. .92 15--20 

Competency 17. .63 2. .13 13--20 

Intervention 17. .08 1. .77 15--20 

Total Scale 87. .07 8. .16 75--100 

•Possible range for the subscales was 5-20. 
Possible range for the total scale was 25-100. 

The analysis of the component areas of the Prenatal 

Satisfaction Questionnaire (PSQ) focused on the satisfaction 

scores for each of the five subscales: Control, Support, 

Personal Interest, Competency, and Intervention. The scor

ing for each of the items within the PSQ was discussed in 

the previous chapter. The range of possible satisfaction 

scores for each of the subscales was 5 to 20. 

Subscale Responses 

Control Subscale. Five items of the PSQ related to 

the dimension of control or active participation in planning 

her care by the maternity care consumer. These included 

items 1, 6, 18, 23 and 24. The mean score for the 60 
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respondents was 17.17 with a standard deviation of 1.90 and 

a range of 15 to 20. 

Support Subscale. Five items of the PSQ related to 

the dimension of support given to the maternity consumer by 

the nurse-midwives. These included items 2, 7, 14, 19 and 

21. The mean score for the 60 respondents was 17.87 with a 

standard deviation of 1.78 and a range of 15 to 20. 

Personal Interest Subscale. Five items of the PSQ 

related to the dimension of personal interest conveyed by 

the nurse-midwives to the maternity consumer. These in

cluded items 3, 8, 13, 15 and 22. The mean score for the 60 

respondents was 17.32 with a standard deviation of 1.92 and 

a range of 15 to 20. 

Competency Subscale. Five items of the PSQ related 

to the dimension of competency of the nurse-midwives. These 

included items 4, 9, 12, 16 and 25. The mean for the 60 re

spondents was 17.63 with a standard deviation of 2.13 and a 

range of 13 to 20. 

Intervention Subscale. Five items of the PSQ 

related to the dimension of intervention employed by the 

nurse-midwi ves. These included items 5, 10, 11, 17 and 20. 

The mean score for the 60 respondents was 17.08 with a stan

dard deviation of 1.77 and a range of 15 to 20. 
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Total Scale Response 

The analysis of the entire PSQ was done by the same 

procedure utilized with the subscales and was discussed in 

Chapter 3. All 25 items were considered in the computation 

of the total prenatal satisfaction score. The possible 

range for the total scale was 25 to 100. The mean score for 

the 60 respondents was 87.07 with a standard deviation of 

8.16 and a range from 75 to 100. 

In summary, all five mean satisfaction scores for 

the prenatal study subjects were high. The highest mean 

satisfaction score was 17.87 for support given by the nurse-

midwives, followed by 17.63 for competency of the nurse-

midwives, then 17.32 for personal interest conveyed by the 

nurse-midwives. Satisfaction with consumer's control con

cerning their maternity care was next with a mean score of 

17.17, with intervention employed by the nurse-midwives hav

ing the lowest mean score of 17.08. The mean score for the 

total PSQ was 87.07. 

Intercorrelations 

Pearsonian correlations were carried out between the 

selected demographic characteristics of age, educational 

background and income level with the mean scores for the 

five subscales and the mean score for the total PSQ. Only 

the variable of educational background demonstrated a signi

ficant correlation with the subscales. The correlations 



between educational background and all five subscales were 

statistically significant, as was the correlation between 

educational background and the mean PSQ value. All correla

tions are displayed in Table 12. 

Chi-square values for selected variables were also 

obtained. These variables were analyzed by dividing the 

satisfaction scores into categories of 0 to 25; 26 to 50; 51 

to 75; and 76 to 100. The specific variables of "Race," 

"How did you hear about this nurse-midwifery service?" and 

"Why did you choose this nurse-midwifery service?" did not 

display a significant association with the mean scores for 

any of the subscales nor with the mean score for the total 

PSQ at the .05 level of significance. This, however, was 

not surprising since 56 (93.3 percent) of the prenatal sub

jects fell within two categories of satisfaction levels 

(moderate to high). Thus the chi-square values reflect a 

lack of variance among the satisfaction scores (no low 

scores were obtained) rather than an absolute lack of an as

sociation between the variables presented in Table 13. 

Acquiescent Response Set 

Acquiescent Response Set (ARS) was discussed in 

Chapter 3. The possible range for ARS for the PSQ was 0-7. 

Zero indicates no ARS with seven indicating a high ARS. 

Table 14 contains the descriptive statistics for the ARS 



Table 12. Pearson Product Moment Correlation Coefficients Between Selected 
Demographic Characteristics of the Prenatal Sample and Prenatal Sub-
scale Scores and the Total Prenatal Satisfaction Score (N=60). 

Demographic 
Characteristics Subscales 

Control Support Personal Competency Inter- Total 
Interest vention 

Age -.08 -.03 .01 .14 -.03 .01 

Educational 
Background .29* .30* .23* .34* .31* .34* 

Income Level -.03 .00 .03 .03 -.06 -.01 

*Significant at p ^ .05. 

o\ 
00 
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scores for the PSQ. One subject responded with ARS to only 

one of the matched ARS pairs. 

Table 13. Chi-Square Values for Selected Variables for the 
Prenatal Sample (N=60) . 

Variable 

Race and Prenatal 
Satisfaction Scale 

How did you hear 
about this Nurse-
Midwifery Service and 
Prenatal Satisfaction 
Scale 

Why did you choose 
this Nurse-Midwifery 
Service and Prenatal 
Satisfaction Scale 

Chi-Square df 
Value 

.27 2 

4 

Median 

Signifi
cance 

.87 

Percentage 
Quest ion-

S.D. Percentage 

.42 4 .35 

.90 3 .83 

Table 14. Mean, Median, Standard Deviation and 
for ARS for the Prenatal Satisfaction 
naire (N=60). 

Category Mean 

ARS .02 .01 .13 1 

*Percentage of respondents with ARS scores > 0. 

Pearson product moment correlation coefficients were 

obtained between ARS scores and the specific demographic 

characteristics of age, educational background and income 
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levels. ARS scores were also correlated with the mean 

scores for the five subscales and the mean score for the to

tal PSQ. However, due to the low ARS values, these correla

tions are not meaningful. 

Characteristics of the Labor 
and Delivery Sample 

The reported ages of the 25 subjects ranged from 15 

to 34 years. As may be seen in Table 15, the mean age was 

24.6 with a standard deviation of 4.7. Five subjects (20 

percent) were between ages 15 and 19; 8 subjects (32 per

cent) were between ages 20 and 24; 7 subjects (28 percent) 

were between ages 25 and 29; and 5 subjects (20 percent) 

were between ages 30 and 34. 

Table 15. Mean, Standard Deviation and Range of Labor and 
Delivery Subjects by Age (N=25) 

Mean S.D. Range 

24.6 4.7 15-34 

As may be seen in Table 16, 22 subjects (88 percent) 

reported being married and 3 subjects (12 percent) stated 

they were single. The ethnic backgrounds of the subjects 

were as follows: 19 (76 percent) were Caucasian; 5 (20 per

cent) were Mexican American; and 1 (4 percent) was Black. 
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Table 16. Deinograpic Characteristics of the Labor and De
livery Sample (N=25). 

Category Frequency Percent 

Marital Status 

Married 22 88 
Single 3 12 
Divorced £ £ 

25 100 

Ethnic Background 

Caucasian (Anglo) 19 76 
Mexican-American 5 20 
Black _1 4_ 

25 100 

Educational Background 

Some grade school 0 0 
Completed grade school 0 0 
Some junior high school 0 0 
Completed junior high 

school 2 8 
Some high school 4 16 
Completed high school 10 40 
Some college/technical 

school 5 20 
Completed college/ 

technical school A_ lj[ 

25 100 

Yearly Income 

Under $10,000 7 28 
$10,000 - $15,000 7 28 
$15,000 - $20,000 5 20 
$20,000 - $25,000 1 4 
$25,000 - $30,000 4 16 
Over $30,000 1 4 

25 100 
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The educational backgrounds and yearly incomes for 

the labor and delivery subjects also appear in Table 16. 

Educational backgrounds included 2 people (8 percent) who 

had completed junior high school, 4 people (16 percent) who 

had some high school, 10 people (40 percent) who completed 

high school, 5 people (20 percent) who had some college or 

technical school, and 4 people (16 percent) who completed 

college or technical school. Thus the majority of subjects 

(56 percent) had a high school education or less. 

Yearly income levels for the labor and delivery sam

ple are also displayed in Table 16. Seven subjects (28 per

cent) reported annual incomes of under $10,000 and between 

$10,000 and $15,000. Five subjects (20 percent) reported 

yearly incomes between $15,000 and $20,000; one subject (4 

percent) reported an annual income between $20,000 and 

$25,000; four subjects (16 percent) reported an annual in

come between $25,000 and $30,000; and one subject (4 per

cent) reported an annual income over $30,000. Therefore, 

for the labor and delivery subjects, the majority (76 per

cent) had annual incomes of $20,000 or less. 

Distribution of labor and delivery subjects by how 

they heard about this nurse-midwifery service is presented 

in Table 17. The overwhelming majority (80 percent) of sub

jects reported hearing about this nurse-midwifery service 

from a friend, and three subjects (12 percent) indicated 

they had heard about this nurse-midwifery service from a 
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family member. The one subject who checked the category of 

"Other" did not elaborate. 

Table 17. Distribution of Labor and Delivery Subjects by 
How They Heard About This Nurse-Midwifery Service 
(N=25) . 

Category Frequency Percent 

Friend 20 80 
Family member 3 12 
Newspaper 0 0 
Other nurse-midwives 1 4 
*Other 1 4 

25 100 

*Not specified. 

Table 18 presents the distribution of labor and de

livery subjects by why they chose this nurse-midwifery ser

vice. Ten subjects (40 percent) indicated that cost was 

their primary reason for choosing this nurse-midwifery ser

vice, and four subjects (16 percent) reported that they 

chose this nurse-midwifery service because of the nurse-

midwives. Once again, while the subjects were instructed to 

check only one category, 11 subjects (44 percent) indicated 

that cost and nurse-midwives were the reasons why they chose 

this service. Again, this category did not appear on the 

LDSQ but was coded as a separate category for computation 

purposes. 
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Table 18. Distribution of Labor and Deliver Subjects by Why 
They Chose This Nurse-Midwifery Service (N=25). 

Category Frequency Percent 

Cost 10 40 
Nurse-midwives 4 16 
Hospital location 0 0 
Hospital nursing staff 0 0 
*Cost/Nurse-Midwives 11 44 

25 100 

*This category did not appear on the LDSQ but was coded for 
computer computation. 

When the labor and delivery subjects were asked if 

they would prefer to see one of the nurse-midwives through

out their pregnancy and then be delivered by that same 

nurse-midwife, 64 percent indicated that it did not matter. 

Another 28 percent- reported that they would prefer to see 

one nurse-midwife during their pregnancy and then be de

livered by that same nurse-midwife. This data is displayed 

in Table 19. And as may be seen in Table 20, the majority 

(96 percent) of labor and delivery subjects indicated they 

did not think there were too many student nurse-midwives at 

the facility. 

Table 21 continues the distribution of subjects by 

where they delivered. This question was asked upon request 

from the nurse-midwifery service, to determine if consumers 
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Table 19. Distribution of Labor and Delivery Subjects by 
Their Desire To See One Nurse-Midwife Throughout 
Their Pregnancy and Then Be Delivered by That 
Same Nurse-Midwife (N=25). 

Category Frequency Percent 

Yes 7 28 

No 2 8 

Does not matter 16 64 

25 100 

Table 20, Distribution of Labor and Delivery Subjects by 
Their Response to Whether There Were Too Many 
Student Nurse-Midwives at This Facility (N=25). 

Category Frequency Percent 

Yes 1 4 

No 24 96 

25 100 

reported increased satisfaction if they delivered in one of 

the two birthing rooms. While this correlation is discussed 

in Chapter 5, it is important to point out that the inter

pretation of the category "birthing room" is ambiguous. For 

example, "birthing room" denotes a concept rather than an 

actual physical environment. Therefore, since this 
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distinction was not made clear on the questionnaire, it 

would be difficult to determine how respondents interpreted 

the specific category of "birthing room." 

Table 21. Distribution of Labor and Delivery Subjects by 
Where They Delivered (N=25). 

Category Frequency Percent 

Delivery room 11 44 

Birthing room 14 56 

25 100 

The gravidity and parity of the labor and delivery 

subjects is presented in Table 22. The majority of subjects 

(72 percent) were gravida III or less with 11 (44 percent) 

having been primigravidas and 5 (20 percent) having been 

gravida III. Eleven subjects (44 percent) were primiparas 

and 5 subjects (20 percent) were para II. Eighty four per

cent of the labor and delivery subjects were para IV or 

less. 

Table 23 displays the distribution of labor and de

livery subjects by their past delivery attendant, and should 

they have another baby, their desire for their future 

delivery attendant. An equal number of subjects (7 or 28 

percent) had been delivered by a nurse-midwife as by a 

physician. The other 11 subjects (44 percent) were primi

paras and thus had not experienced a previous delivery. 
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Table 22. Distribution of Labor and Delivery Subjects by 
Their Gravidity and Parity (N=25). 

Category Frequency Percent 

Pregnancies 

Primigravidas 11 44 
Gravid II 2 8 
Gravid III 5 20 
Gravid IV 2 8 
Gravid V 2 8 
Gravid VI .2 8 
Gravid VII 1 4 

25 100 

*Deliveries 

Primiparas 11 44 
Para II 5 20 
Para III 3 12 
Para IV 3 12 
Para V 2 8 
Para VI 14 

25 100 

*Deliveries included the delivery occurring within the past 
24 hours. 

However, all labor and delivery subjects (N=25) indicated 

that should they have another baby, they would want to be 

delivered by a nurse-midwife. 

Satisfaction Levels for the 
Labor and Delivery Subjects 

Levels of satisfaction with the labor and delivery 

aspect of nurse-midwifery maternity care were evaluated by 



78 

Table 23. Distribution of Labor and Delivery Subjects by 
Their Past Delivery Attendant and Their Desire 
for Their Future Delivery Attendant (N=25) . 

Category Frequency Percent 

Past Labor/Delivery 

Never delivered before 11 44 
Nurse-midwi fe 7 28 
Doctor 7 28 
Other 0 0 

25 100 

Future Labor/Delivery 

Nurse-midwife 25 100 
Doctor 0 0 
Other 0 0 

25 100 

examining the means, standard deviations and ranges for each 

of the labor and delivery satisfaction subscales. These 

descriptive statistics appear in Table 24. The mean, 

standard deviation and range for the total LDSQ were 

examined and are also represented in Table 24. 

The analysis of the component areas of the LDSQ 

focused on the satisfaction scores for each of the same five 

subscales contained in the LDSQ. The scoring of each of the 

items within the Labor and Delivery Satisfaction Question

naire (LDSQ) was the same as the scoring for the Prenatal 

Satisfaction Questionnaire (PSQ) and was also discussed in 
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Chapter 3. The range of possible satisfaction scores for 

each of the subscales was again 5 to 20. 

Table 24. Means, Standard Deviations and Ranges for the 
Subscales and Total Labor and Delivery Satisfac
tion Scale (N=25). 

Subscale Mean S.D. Range* 

Control 17.88 1.99 13-20 

Support 18.20 1.85 15-20 

Personal Interest 18.40 2.00 13-20 

Competency 18.68 1.68. 15-20 

Intervention 17.56 1.53 15-20 

Total Scale 90.72 7.79 73-99 

*Possible range for the subscales was 5-20. 
Possible range for the total scale was 25-100. 

Subscale Responses 

Control subscale. Five items of the LDSQ related to 

the dimension of control or active participation in her 

birthing process by the maternity consumer. These included 

items 1, 7, 11, 16 and 21. The mean score for the 25 

respondents was 17.88 with a standard deviation of 1.99 and 

a range of 13 to 20. 

Support Subscale. Five items of the LDSQ related to 

the dimension of support given by the nurse-midwife. These 
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included items 2, 6, 8, 12 and 17. The mean score for the 

25 respondents was 18.20 with a standard deviation of 1.85 

and a range of 15 to 20. 

Personal Interest Subscale. Five items of the LDSQ 

related to the dimension of personal interest conveyed by 

the nurse-midwife. These included items 3, 15, 18, 22 and 

24. The mean score for the 25 respondents was 18.40 with a 

standard deviation of 2.00 and a range of 13 to 20. 

Competency Subscale. Five items of the LDSQ related 

to the dimension of competency of the nurse-midwife. These 

included items 4, 9, 13, 19 and 25. The mean score for the 

25 respondents was 18.68 with a standard deviation of 1.68 

and- a range of 15 to 20. 

Intervention Subscale. Five items of the LDSQ re

lated to the dimension of intervention employed by the 

nurse-midwife. These included items 5, 10, 14, 20 and 23. 

The mean score for the 25 respondents was 17.56 with a stan

dard deviation of 1.53 and a range of 15 to 20. 

Total Scale Response 

The analysis of the entire LDSQ was done by the same 

procedure utilized with the aforementioned subscales and was 

also discussed in the previous chapter. All 25 items were 

considered in the computation of the total labor and de

livery score. The possible range for the total scale was 25 
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to 100. The mean score for the 25 respondents was 90.72 

with a standard deviation of 7.79 and a range of 73 to 99. 

In summary, all five mean satisfaction scores for 

the labor and delivery study subjects were high. The 

highest mean satisfaction score was 18.68 for competency of 

the nurse-midwife, followed by 18.40 for personal interest 

conveyed by the nurse-midwife, then 18.20 for support given 

by the nurse-midwife. Satisfaction with the amount of con

trol or participation in their laboring process was next 

with a mean score of 17.88, with intervention employed by 

the nurse-midwife having the lowest mean score of 17.56. 

The mean score for the total LDSQ was 90.72. 

Intercorrelations 

Pearsonian correlations were carried out between the 

selected demographic characteristics of age, educational 

background and income level with the mean scores for the 

five subscales and the mean score for the total LDSQ. None 

of the selected variables were found to be significantly 

correlated at less than or equal to the .05 level However, 

the additional category of where the subject delivered 

demonstrated a significantly positive correlation with the 

total LDSQ and the subscales of Control and Intervention. 

This correlation must be suspect due to the previously 

discussed ambiguity of the category "where delivered." 

These intercorrelations are presented in Table 25. 



Table 25. Pearson Product Moment Correlation Coefficients Between Selected Demo
graphic Characteristics of the Labor and Delivery Sample and the Labor 
and Delivery Subscale Scores and the Total Labor and Delivery Satisfac
tion Score (N=25). 

Demographic 
Characteristics Subscales 

Control Support Personal 
Interest 

Competency Inter
vention 

Total 

Age .13 .17 .25 .11 .03 .17 

Educational 
Background .22 .21 .04 .16 .34 .22 

Income Level .05 -.06 .14 -.03 .16 .06 

Where Delivered .53* .23 .30 .12 .49* .39* 

*Significant at p < .05. 
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Chi-square values for selected variables were also 

obtained for "race," "How did you hear about this nurse-

midwifery service?" and "Why did you choose this nurse-

midwifery service?"' None of these variables displayed an 

association with the mean score for any of the subscales nor 

with the mean score for the total LDSQ. Again, this was not 

surprising since 23 (92 percent) of the subjects fell within 

the highest category of satisfaction levels (76 to 100). 

Thus the same reasons apply to the lack of association be

tween these same variables contained in the PSQ. The chi-

square values, degrees of freedom and significance levels of 

these selected variables are presented in Table 26. 

Table 26. Chi-Square Values of Selected Variables of Labor 
and Delivery Sample (N=25). 

Variables Chi-Square df Significance 
Value 

Race and Labor and 
Delivery Satisfaction 
Scale 1.26 2 .53 

How did you hear about 
this nurse-midwifery 
service and Labor and 
Delivery Satisfaction 
Scale .54 3 .91 

Why did yo.u choose this 
nurse-midwifery service 
and Labor and Delivery 
Satisfaction Scale .42 2 .81 
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Acquiescent Response Set (ARS) 

The possible range for ARS for the LDSQ was from 0 

to 7. Zero indicated no ARS with seven indicating a high 

ARS. Table 27 contains the descriptive statistics for the 

ARS scores for the LDSQ. A total of four subjects responded 

with an acquiescent response set. Three subjects had a 

score of one, indicating they responded with ARS to only one 

of the matched ARS pairs. One subject had a score of 2, 

which indicated that she responded with ARS to two of the 

matched ARS pairs. 

Pearson product moment correlation coefficients were 

obtained between ARS scores and the same demographic 

characteristics utilized for the correlation between ARS and 

Table 27. Mean, Median, Standard Deviation and Percentage 
for ARS for the Labor and Delivery Satisfaction 
Questionnaire (N=25). 

Category Mean Median S.D. Percentage 

ARS .20 .10 .50 4 

•Percentage of respondents with ARS scores > 0. 

the characteristics of the prenatal subjects. An additional 

correlation for the labor and delivery sample was obtained 

between ARS and where the subject delivered. However, once 
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again, due to the limited number of ARS responses, these 

correlations cannot be interpreted meaningfully. 

Reliability Testing 

Prenatal Satisfaction Questionnaire 

Estimates of the reliability of the Prenatal Satis

faction Questionnaire are reported for both stability and 

internal consistency. 

Stabi1ity. Stability was estimated for the Prenatal 

Satisfaction Questionnaire (PSQ) only. The criterion for 

the test-retest reliability coefficients was set at ^ .75 

(Atwood 1983). Test-retest coefficients were estimated by 

administering the PSQ at T^ and the same PSQ (with items 

scrambled) at T2* which was two weeks later. Table 28 

contains the Pearsonian test-retest correlation coefficients 

for the five subscales and the total PSQ. As can be seen, 

all the subscales exceeded the established criterion of 

.75. The total PSQ also exceeded the aforementioned cri

terion by demonstrating a .99 stability coefficient. 

Internal Consistency. Internal consistency was 

estimated via inter-item, subscale-to-subscale and subscale-

to-scale Pearsonian correlation coefficients. In addition, 

Cronbach's alpha was utilized as a final estimate of inter

nal consistency of the subscales and total PSQ's reliabili

ties . 
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Table 28. Pearsonian Test-Retest Correlation Coefficients 
for the Subscales and Total Prenatal Satisfaction 
Questionnaire (N=25). 

Subscales Test-Retest Correlations 

Control 

Support 

Personal Interest 

Competency 

Intervention 

.95 

.96 

.98 

.98 

.97 

Total Scale .99 

The first estimate of internal consistency of the 

PSQ was obtained by generating a matrix of Pearsonian corre

lations among the items within each subscale. These matri

ces are presented in Tables 29 through 33. 

Table 29. Pearsonian Inter-Item Correlation Coefficients 
for the Control Subscale of the Prenatal Satis
faction Questionnaire (N=60). 

PN1 ' PN6 PN18 PN23 PN24 

PN1 1.00 

PN 6 .42 1.00 

PN8 .44 .38 1.00 

PN23 .34 .48 .57 1.00 

PN24 .40 .53 .79 .60 
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Table 30. Pearsonian Inter-Item Correlation Coefficients 
for the Support Subscale of the Prenatal Satis
faction Questionnaire (N=60). 

PN2 PN7 PN14 PN19 PN21 

PN2 1.00 

PN7 .33 1.00 

PN14 .31 .49 1.00 

PN19 .40 .28 .51 1.00 

PN'21 .23 .44 .56 .38 

Table 31. Pearsonian Inter-Item Correlation Coefficients 
for the Personal Interest Subscale of the Pre
natal Satisfaction Questionnaire (N=60). 

PN3 PN8 PN13 PN15 PN22 

PN 3 1.00 

PN8 .42 1.00 

PN13 .55 .58 1.00 

PN15 .39 .29 .46 1.00 

PN22 .59 .51 .52 .59 1.00 
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Table 32. Pearsonian Inter-Item Correlation Coefficients 
for the Competency Subscale of the Prenatal 
Satisfaction Questionnaire (N=60). 

PN4 PN9 PN12 PN16 PN25 

PN4 1.00 

PN9 .65 1.00 

PN12 .60 .54 1.00 

PN16 .53 .53 .59 1.00 

PN25 .56 .56 .67 .74 

Table 33. Pearsonian Inter-Item Correlation Coefficients 
for the Intervention Subscale of the Prenatal 
Satisfaction Questionnaire (N=60). 

PN5 PN 10 PN11 PN17 PN20 

PN5 1.00 

PN10 .46 1.00 

PN11 .37 .24 1.00 

PN17 .42 .32 .72 1.00 

PN20 .36 .32 .51 .56 1.00 

The inter-item correlation coefficients, in general, 

were high ranging from .23 to .79. With the criterion of 

.30 to .70 (Nunnally 1978) set for the inter-item correla

tion coefficients, 43 pairs of items (86 percent) met the 

established criterion. Of the remaining 7 pairs (14 
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percent), 5 pairs demonstrated a low correlation coeffi

cient, which indicates they may not be measuring the same 

dimension of satisfaction. Two pairs demonstrated a high 

correlation coefficient indicating redundancy. A summary of 

item-to-item correlation coefficients is presented in Table 

34. 

Table 34. Summary of Item-Item Correlations Within Sub-
scales of the Prenatal Satisfaction Questionnaire 
(N=60). 

Subscale Range Number of Items Item Pairs 
MeetingCriterion Not Meeting 

(.3 - .7) Criterion 

Control .34-.79 9 24--18 (.79) 

Support .23-.56 8 19--7 (.28) 
21--2 (.23) 

Personal Interest .29-.59 9 15--8 (.29) 

Competency .53-.74 9 25--16 (.74) 

Intervention .24-.72 8 11--10 (.24) 
17--11 (.72) 

The criterion for the subsca1e-to-subsca1e Pear-

sonian correlation coefficients for each of the subscales 

was set at .50 to .70 (Nunnally 1978). Seven of the ten 

subscale correlation coefficients met the established cri

terion. However, the remaining three subscale correlation 

coefficients exceeded the set criterion; i.e., Personal 
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Interest and Control demonstrated a correlation coefficient 

of .74; for Personal Interest and Support, r=.81; and for 

Competency and Personal Interest, r=.71. This data is pre

sented in Table 35. Correlations higher than the criterion 

of .70 may indicate redundancy between subscales. 

The subscale-to-scale Pearsonian correlation co

efficients are also represented in Table 35. As can be 

noted, all the subscales met the established criterion of 

greater than or equal to .70 (Nunnally 1978). This is an 

acceptable criterion for a new scale. The range of the sub-

scale to scale correlation coefficients was .81 to .91. 

A final estimate of the internal consistency of the 

subscales of the PSQ was obtained using Cronbach's alpha co

efficient for reliability. These results are found in Table 

36. A Cronbach's alpha of ^.70 (Nunnally 1978) was estab

lished as the criterion for the internal consistency of each 

subscale. All of the subscales met the established cri

terion with a range of .77 to .88. A Cronbach's alpha was 

also obtained for the total PSQ and is also presented in 

Table 36. Again, the established criterion of .70 was met 

with an alpha of .94. 

Labor and Delivery Satisfaction 
Questionnaire 

Estimates of the reliability of the LDSQ are re

ported for internal consistency only. Internal consistency 



Table 35. Pearsonian Correlation Coefficients for Subscale-Subscale and Subscale 
to Total Scale for the Prenatal Satisfaction Questionnaire (N=60). 

Category Control Support Personal Competency Inter- Total 
Interest vention 

Control 1.00 

Support .69 1.00 

Personal Interest .74 .81 1.00 

Competency .61 .68 .71 
o
 

o
 t
 

rH 
Intervention .58 .64 .65 .62 

Total .84 .88 .91 .85 
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Table 36. Subscale and Total Scale Reliabilities for the 
Prenatal Satisfaction Questionnaire (N = 60) . 

Subscale Cronbach's Alpha 

Control .83 

Support .77 

Personal Interest .83 

Competency .88 

Intervention .78 

.94 

was estimated via inter-item, subsca1e-to-subsca1e, 

subscale-to-scale Pearsonian correlations. Cronbach's alpha 

was also used as a final estimate of internal consistency of 

the subscales and total LDSQ's reliabilities. 

The first estimate of internal consistency of the 

LDSQ was obtained by generating a matrix of Pearsonian cor

relations among the items within each subscale. These ma

trices are presented in Tables 37 through 41. 

With a criterion of .30 to .70 set for the inter-

item correlation coefficients, only 32 item pairs (64 per

cent) met the established criterion. The remaining 16 pairs 

(36 percent) were below the established criterion. Eight of 

the 10 correlation coefficients for the Intervention 
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Subscale were between -.01 and .26. A summary of inter-item 

correlation coefficients is presented in Table 42. 

Table 37. Pearsonian Inter-1tem Corre 1 ation Coefficients 
for the Control Subscale of the Labor and De
livery Satisfaction Questionnaire (N=25). 

LDl LD7 LDll LD16 LD21 

LDl 1.00 

LD7 .44 1.00 

LDll .43 .17 1.00 

LDl 6 .51 .15 .60 1.00 

LD21 .54 .62 .52 .54 

Table 38. Pearsonian Intern-Item Correlation Coefficients 
for the Support Subscale of the Labor and De
livery Satisfaction Questionnaire (N=25). 

LD2 LD6 LD8 LD12 LD17 

LD2 1.00 

LD6 .38 1.00 

LD8 .58 .74 1.00 

LDl 2 .15 .40 .35 1.00 

LD17 .42 .42 .50 .27 
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Table 39. Pearsonian Inter-Item Correlation Coefficients 
for the Personal Interest Subscale of the Labor 
and Delivery Satisfaction Questionnaire (N=25). 

LD3 LD15 LD18 LD22 LD24 

LD3 1.00 

LD15 .54 1.00 

LD18 .51 .78 1.00 

LD22 .27 .13 .34 1.00 

LD24 .54 .52 .52 .64 

Table 40. Pearsonian Inter-I 
for the Competency 
livery Satisfaction 

tem Correlation Coefficients 
Subscale of the Labor and De-
Questionnaire (N=25). 

LD4 LD9 LD13 LD19 LD25 

LD4 1.00 

LD9 .34 1.00 

LD13 .66 .66 1.00 

LD19 .28 .28 .36 1.00 

LD25 .54 .36 .67 .46 
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Table 41. Pearsonian Inter-Item Correlation Coefficients 
for the Intervention Subscale of the Labor and 
Delivery Satisfaction Questionnaire (N=25). 

LD5 LDlO LD14 LD20 LD23 

LD5 1.00 

LDlO .26 1.00 

LD14 -.01 .23 1.00 

LD20 .26 -.02 .20 1.00 

LD23 .51 .26 .16 .61 1.00 

The criterion for the subsca1e-to-subsca1e Pear

sonian correlation coefficients for each of the subscales 

was again set at .50 to .70. Only four of the ten subscale-

to-subscale correlation coefficients met the established 

criterion. The Intervention and Support Subscale correla

tion coefficient was low with a .44, with the remaining cor

relation coefficients exceeding the set criterion. Sub-

scale-to-subscale correlation coefficients are displayed in 

Table 43. 

The subsca1e-to-sca1e Pearsonian correlation co

efficients are also represented in Table 43. All the sub-

scales met the established criterion of ^ .70. The range of 

the subscale-to-scale correlation coefficients was .77 to 

.92. 
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Table 42. Summary of Item-Item Correlations Within Sub-
scales of the Labor and Delivery Satisfaction 
Questionnaire (N=25). 

Subscale Range Number of Items Item Pairs 
MeetingCriterion Not Meeting 

(.3 - .7) Criterion 

Control .15-.62 8 11--7 .17) 
16--7 .15) 

Support .15-.74 7 8-f .74) 
12--2 .15) 
17--12 .27) 

Personal Interest .13-.78 7 18--15 .78) 
22--3 .27) 
22--15 .13) 

Competency .28-.67 8 19--4 .28) 
19--9 .28) 

Intervention -.01-.61 2 10--5 .26) 
14--5 (-.01) 
14--10 .23) 
20--5 .26) 

•K 20--10 (-„ 02) 
20--14 .20) 
23--10 .26) 
23--14 .16) 

A final estimate of the internal consistency of the 

subscales of the LDSQ was obtained using Cronbach's alpha 

coefficient for reliability. These results are found in 

Table 44. A Cronbach's alpha of > .70 was again used as the 

established criterion for internal consistency of each sub-

scale. Four of the subscales met the established criterion 

with a range of .78 to .82; however, the Intervention sub-

scale demonstrated a .63 alpha reliability coefficient. A 



Table 43. Pearsonian Correlation Coefficients for Subscale-Subscale and Subscale to 
Total Scale for the Labor and Delivery Satisfaction Questionnaire (N=25). 

Category Control Support Personal Competency Inter- Total 
Interest vention 

Control 1.00 

Support .72 1.00 

Personal Interest .79 .71 1.00 

Competency .65 .69 .76 

o
 

o
 

•
 

r—
1 

Intervention .72 .44 .67 .50 

Total .91 .84 .92 .84 
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Cronbach's alpha was also obtained for the total LDSQ and is 

also presented in Table 44. The Cronbach's alpha for the 

total LDSQ was .93, thus meeting the established criterion 

of >.70. 

Table 44. Subscale and Total Scale Reliabilities for the 
Labor and Delivery Satisfaction Questionnaire 
(N=25). 

Subscales Cronbach's Alpha 

Control .81 

Support .78 

Personal Interest .82 

Competency .81 

Intervention .63 

Total Scale .93 

Summary 

This chapter presented the demographic characteris

tics of the prenatal and labor and delivery samples for this 

study, as well as the data related to the study purpose. 

Satisfaction with nurse-midwifery maternity care was high 

for both groups with a mean of 87.07 for the prenatal sample 

and a mean of 90.72 for the labor and delivery sample. The 

prenatal subjects were most satisfied with the Support and 



Competency aspects of their nurse-midwifery maternity care, 

while the labor and delivery subjects were most satisfied 

with the Competency and Personal Interest dimensions. Data 

related to the reliability of both the prenatal and labor 

and delivery satisfaction questionnaires was also presented. 



CHAPTER 5 

DISCUSSION OF FINDINGS AND CONCLUSION 

In this chapter the findings and conclusions related 

to the satisfaction levels of the study subjects are dis

cussed as well as the findings and conclusions related to 

the satisfaction questionnaires. The implications for nurs

ing practice and implications for future research are also 

discussed. 

Discussion of Findings and Conclusions Related to 
Satisfaction Levels of Study Subjects 

This study was designed to determine if consumers 

who accept nurse-midwifery maternity care were satisfied 

with their care. The study was also designed to determine 

what characteristics of nurse-midwifery maternity care con

sumers found most satisfying. Satisfaction with nurse-

midwifery maternity care was defined as the nurse-midwifery 

service's ability "to supply fully what is desired, expected 

or needed" (Keiffer 1977:15) by the consumer in the area of 

prenatal and labor and delivery care. 

Thus, two categories of research participants com

prised the convenience sample for this study. These cate

gories were expectant mothers (N=60) and postpartum mothers 

(N=25). Therefore, two questionnaires were developed by 

100 



101 

this investigator to measure consumer satisfaction with 

nurse-midwifery maternity care. Both the Prenatal Satisfac

tion Questionnaire (PSQ) and the Labor and Delivery Satis

faction Questionnaire (LDSQ) utilized a four-point Likert-

type format and contained five dimensions of consumer satis

faction with maternity care providers. These five dimen

sions were represented by subscales: Control, Support, Per

sonal Interest, Competency and Intervention. The consumer 

satisfaction dimensions were delineated from literature per

taining to studies concerned with consumer satisfaction with 

health and maternity care. 

In order to answer the aforementioned research ques

tions mean scores for each of the satisfaction question

naires were obtained. The mean score for the PSQ was 87.07 

and the mean score for the LDSQ was 90.72. The possible 

range for each of the satisfaction questionnaires was from 

25 to 100. Thus, both categories of subjects demonstrated 

high levels of satisfaction with their maternity care pro

viders . 

Results of this study are similar to those found by 

Keiffer (1977) in a study conducted to determine "Patient 

Satisfaction with Prenatal Care Among Three Low-Income Cli

nics in Salt Lake City." Satisfaction scores from pregnant 

adolescents were highest for the clinic where nurse-midwives 

provided prenatal care. 
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Studies conducted by Kramer (1972), Kubla and Clever 

(1974), Robinson (1976) and others reported high patient 

satisfaction scores with care rendered by FNPs. Attitudinal 

studies by Burnip et al. (1976) and Richelson (1982) also 

documented parental satisfaction with care rendered by PNPs. 

To determine what characteristics of nurse-midwifery 

maternity care the consumers found most satisfying, mean 

scores for each of the subscales contained in the PSQ and 

LDSQ were computed. The range of scores for the subscales 

of the PSQ was 17.08 to 17.87. The highest level of satis

faction was found in the Support dimension. This was fol

lowed by the dimension of Competency (17.63), Personal In

terest (17.32), and Control (17.17), with the lowest satis

faction score found in the dimension of Intervention. Since 

the range of possible scores for each subscale was from 5 to 

20, the results indicate that these volunteer prenatal sub

jects, who demonstrated a range from 13 to 20, were very 

satisfied with all of the aforementioned dimensions of their 

prenatal care. 

Therefore, for the prenatal subjects the consumer 

satisfaction dimension of Support reported the highest mean 

score. Support, for the prenatal sample, was defined as the 

giving of information, answering questions and explaining 

procedures and changes that occur during the consumer's 

pregnancy. This finding is supported by Stewart and Stewart 
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(1977) and Banta and Marinoff (1975) who determined that 

maternity care consumers stated that the amount of support 

and guidance given them by their health care provider was an 

important consideration in determining their level of 

satisfaction. Keiffer (1977), however, found questions per

taining to personal interest conveyed by the nurse-midwives 

received the highest satisfaction scores. This investigator 

determined one possible reason for this incongruency between 

study results. While Personal Interest was similarly de

fined in both research studies, i.e., the "caring component 

of care," Keiffer's satisfaction questionnaire did not con

tain different dimensions of satisfaction. Data analysis 

for the satisfaction component of her study was determined 

by obtaining the mean scores of the satisfaction question

naire for the three study samples. In addition, if signifi

cant differences -were found, the Newman-Keuls Multiple Range 

Test was employed to determine that questions that differed 

by 10 or more points in a positive direction with the nurse-

midwifery clinic were those questions pertaining to personal 

interest conveyed by the nurse-midwife. 

Therefore, while the results of these two studies 

appear incongruent, the results may only reflect a differ

ence in tool construction. The dimension of Support was 

closely followed by the dimension of Personal Interest. 

The range of scores for the subscales of the LDSQ 

was from 17.56 to 18.68. The highest level of satisfaction 
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was found in the Competency dimension. This was followed by 

the dimension of Personal Interest (18.49), Support (18.20), 

and Control (17.88) with the lowest satisfaction score found 

in the dimension of Intervention. Again, since the range of 

possible scores for each of the subscales was from 5 to -20, 

results indicate that the labor and delivery subjects, whose 

scores ranged from 13 to 20, were also very satisfied with 

their maternity care. 

The consumer satisfaction dimension which the labor 

and delivery subjects reported as being the most satisfying 

was Competency. Competency, for the labor and delivery sam

ple, was defined as the consumer's perception of the nurse-

midwife's knowledge and skills during the birthing process. 

This rating was not as anticipated, possibly because the 

literature reviewed automatically considered the traditional 

obstetrical establishment as being competent in knowledge 

and skills and referred only to those aspects of maternity 

care with which consumers expressed dissatisfaction. 

It is interesting to note, however, that the dimen

sion of Personal Interest was the second most satisfying 

characteristic of nurse-midwifery maternity care for the la

bor and delivery subjects. These results indicate that ma

ternity care consumers are seeking providers who possess 

both the "art" and the "technical quality" to deliver safe 

and satisfying maternity care. 
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The dimension of Intervention was reported by both 

samples of research participants as being the least 

satisfying. These results agree with Stewart and Stewart 

(1977), Banta and Marinoff (1975) and DeVries (1980), who 

found maternity consumers to be adverse to the routine use 

of technicological and/or intrusive procedures. 

Educational background was the only demographic 

characteristic of the prenatal sample to demonstrate a sig

nificant relationship equal to or less than .05 with the 

mean satisfaction scores. Educational background was signi

ficantly correlated with all five subscales contained within 

the PSQ as well as with the total PSQ mean value. While 

these results are incongruent with studies conducted by 

Burnip et al. (1976), King (1977) and Levine et al. (1978), 

they are in agreement with a study conducted by Hulka et al. 

(1971b). The latter study found increased satisfaction with 

health care significantly correlated with increased educa

tional levels. Interpretation of this study's results indi

cates that the higher the prenatal subject's educational 

background, the more the dimensions of Control, Support, 

Personal Interest, Competency and Intervention influence her 

satisfaction level. In addition, the greater the educa

tional background, the greater the satisfaction level with 

nurse-midwifery maternity care. 

None of the demographic characteristics of the labor 

a n d  d e l i v e r y  s u b j e c t s  d e m o n s t r a t e d  a  s i g n i f i c a n t  
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relationship with any of the subscales contained within the 

LDSQ nor with the total LDSQ mean score. However, the 

additional variable of "Where did you deliver your baby?" 

did demonstrate a positive correlation with the subscales of 

Control and Intervention as well as with the total mean 

score for the LDSQ. This correlation, however, must remain 

suspect due to the ambiguity of the term "birthing room." 

While it was the intent of this investigator to de

termine if satisfaction with nurse-midwifery maternity care 

was influenced by where the subject delivered her baby, 

i.e., the actual physical environment, the various inter

pretations of the term "birthing room" did not occur to this 

investigator during tool development. Thus, subjects who 

delivered in the labor room but experienced the birthing 

room concept (personal involvement in the birth, labored and 

delivered in the same bed, had unlimited sibling, family and 

friend visitation throughout the birthing process) could 

have reported that they delivered in the birthing room. 

Since the distinction between birthing room, the physical 

environment, and birthing room, the concept, was not identi

fied on the LDSQ, the correlations obtained for this 

variable cannot be meaningfully interpreted. 

It is interesting to note that 53 percent of the 

prenatal subjects indicated their desire for continuity of 

care by answering "Yes" to the question that asked, "If you 
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had a choice, would you prefer to have the same nurse-

midwife see you all the time during your pregnancy and then 

have the same nurse-midwife deliver you?" while only 28 

percent of the labor and delivery subjects indicated their 

desire for this continuity of care. The fact that the labor 

and delivery subjects had completed their birthing process 

and were satisfied with the nurse-midwife who delivered them 

would appear to have had an influence on their responses to 

this particular question. 

It is also interesting that 53 percent of the pre

natal subjects indicated their desire for continuity of 

care, which is in agreement with studies conducted by Linn 

(1976) and Hulka et al. (1971b). However, 97 percent of 

these subjects did not think there were too many student 

nurse-midwives at the facility. It would appear that these 

two responses are incongruent with each other, as student 

nurse-midwives provide primary patient care during the five 

to nine week advanced practicum, and thus interrupt the 

nurse-midwife-maternity consumer relationship. Results, 

however, indicate that these maternity care consumers do not 

consider student nurse-midwives an interruption in their 

care. 

• While responses to the question "Why did you choose 

this nurse-midwifery service?" were not found statistically 

significant with subject's satisfaction levels, it was very 

interesting to this investigator that 30 percent of the 
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prenatal subjects and 44 percent of the labor and delivery 

subjects indicated two reasons for their choice. Instruc

tions for both samples directed the subjects to check only 

one response to the demographic questions. However, a sum-

mative 74 percent of the subjects indicated two responses 

(cost/nurse-midwives) to the aforementioned question. These 

results strongly indicate that maternity consumers for this 

nurse-midwifery service had two reasons for their choice. 

A control for acquiescent response set (ARS) was 

built into each of the satisfaction questionnaires. How

ever, contrary to the satisfaction questionnaires reviewed 

by Ware (.1978) which found ARS to be an influencing bias on 

satisfaction ratings, ARS did not influence the ratings for 

either of the satisfaction questionnaires utilized in this 

study. Only five subjects responded with ARS to one of the 

matched paired items and only one subject responded with ARS 

to two of the matched paired items. This indicates that for 

the.' PSQ and LDSQ, subjects read the content of each item 

prior to answering the item. Therefore, further analysis 

with ARS scores was not meaningful since they were so few. 

The significance of this lack of ARS is that both 

categories of research participants responded to each item 

contained within the questionnaire. Therefore, the unit un

der analysis (satisfaction with nurse-midwifery maternity 
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care) was validly measured with respect to ARS bias. Thus, 

the results of this study are supported by the lack of ARS. 

In summary, the results of this study determined 

that these maternity care consumers who accepted nurse-

midwifery maternity care were very satisfied with their 

care. Prenatal subjects reported Support as the most satis

fying characteristic of nurse-midwifery maternity care, 

while labor and delivery subjects identified the Competency 

of the nurse-midwife as the most satisfying characteristic 

of their maternity care. The fact that 98 percent of the 

prenatal subjects (N=60) and 100 percent of the labor and 

delivery subjects (N=25) reported that if they should become 

pregnant again and deliver a baby, they would want a nurse-

midwife to be their care provider, is additional support to 

the findings of this study. 

The taxonomy of consumer satisfaction dimensions 

utilized in this study were supported by the high mean 

scores obtained for each of the dimension subscales. There

fore it can be concluded that the dimensions of Control, 

Support, Personal Interest, Competency and Intervention are 

significant aspects of consumer satisfaction with nurse-

midwifery maternity care. 

ARS was extremely low for both samples, indicating 

that research participants were not just "yeasayers" or 

"naysayers." Thus, the results of this study were valid 

with respect to the influence of ARS bias. 
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Discussion of Findings and Conclusions 
Related to Satisfaction Questionnaires 

Test-retest (stability) reliability was estimated 

for the Prenatal Satisfaction Questionnaire (PSQ) at T-^ and 

T2 to determine the stability of consumer satisfaction with 

nurse-midwifery maternity care as indexed by the instrument. 

The criterion of .75 for the sample of those who completed 

both forms of the PSQ (N = 25) was achieved (.99). However, 

Polit and Hungler (1978) discuss several problems related to 

test-retest reliability. Intervening variables such as the 

subject's mood, physical condition and attitude are indi

vidual traits that can change over time. Another problem 

affecting stability estimates is memory bias. Subject's re

sponses on the second administration can be influenced by 

the memory of their responses on the first administration. 

Therefore, while test-retest reliability was achieved for 

the PSQ, it must be suspect especially in view of the ex

tremely high correlation coefficient of r=.99. Memory bias 

must be strongly considered in evaluating this instrument's 

stability. 

While Polit and Hugler (1978) state that test-retest 

is a procedure that provides only an estimate of the instru

ment's reliability and should not be exclusively relied upon 

for assessing the instrument's reliability, this investiga

tor would advocate a more accurate estimate of stability 
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reliability. This could be accomplished by a test-retest 

with a larger sample size and a time interval of four weeks 

between administrations of the PSQ. 

Internal consistency was estimated via inter-item, 

subscale-to-subscale and subscale-to-scale Pearsonian corre

lation coefficients for both the PSQ and the LDSQ. In 

addition, Cronbach's alpha was utilized as a final estimate 

of internal consistency of the subscales and total PSQ and 

LDSQ. 

An initial estimate of internal consistency for both 

of the satisfaction questionnaires was determined by ob-

taiing a matrix of Pearsonian correlation between all pairs 

of items contained within each of the subscales. The inter-

item correlation coefficients for the PSQ where high in 

general, with a range from .23 to .79. With the criterion 

of .30 to .70 set for the inter-item correlation coeffi

cient, 86 percent of the item pairs met the established cri

terion. The remaining 14 percent of the pairs indicated 

either redundancy by demonstrating a correlation coefficient 

higher than .70 or a weak fit with other items within their 

respective subscales with a correlation coefficient lower 

than .30. 

However, only 64 percent of the items contained 

within the subscales of the LDSQ met the aforementioned cri

terion. Only two of the 10 inter-item correlation coeffi

cients for the Intervention subscale met the established 



criterion. All eight not meeting the set criterion demon-

srated a low inter-item correlation coefficient. Two of 

these item pairs demonstrated a negative- correlation coeffi

cient. In essence, only two of the items contained within 

the subscale of Intervention of the LDSQ related to each 

other. 

Therefore, while the majority of inter-item correla

tion coefficients for the items contained within the sub-

scales of the PSQ demonstrated internal consistency, thereby 

tapping aspects of their respective dimensions, a minority 

of item pairs either are redundant or demonstrate a weak fit 

within their respective subscales. A matrix of all the 

items contained within the PSQ should be completed to de

termine the appropriateness of the placement of items within 

each subscale. Items within each subscale should correlate 

to a larger degree with each other than with items in an

other subscale (Nunnally 1978). If an item correlates 

moderately with an item in another subscale, the item should 

be moved to another subscale if it theoretically fits. 

The Intervention subscale contained within the LDSQ 

demonstrated extremely low inter-item correlation coeffi

cients, indicating a weak fit between items contained within 

the subscale. One possible reason for this weak fit is that 

four of the five items contained within this subscale did 

not use the first person pronoun, i.e., "The nurse-midwife 
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did vaginal examinations only when they were necessary." 

Dixon et al. (1976) state that subjects do not project their 

expectations or feelings onto others; therefore, the use of 

items worded in the first person pronoun would be indicated 

for a scale measuring a subject's satisfaction levels. 

Thus, rewording the aforementioned items to. read in the 

first person pronoun might establish a better fit for these 

items within the subscale. 

The content contained within the Intevention sub-

scale is another possible problem. Since nurse-midwives do 

not routinely utilize intrusive equipment and/or procedures, 

the labor and delivery subjects may not have been exposed to 

the interventions contained within this subscale. 

The criterion for the subscale-to-subscale Pear-

sonian correlation coefficients for each of the subscales 

contained within each of the satisfaction questionnaires was 

set at .50 to .70. Seven of the 10 PSQ subscales met the 

established criterion. The remaining three subscale corre

lations, Personal Interest and Control, Personal Interest 

and Support, and Personal Interest and Competency, exceeded 

the established criterion. Thus, the subscale of Personal 

Interest was converging with the subscales of Control, Sup

port and Competency. It may be assumed that the dimension 

of Personal Interest is adequately measured by these other 

three dimensions and could be eliminated from the tool. 
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Only four of the 10 subscale-to-subscale correlation 

coefficients contained within the LDSQ met the established 

criterion. The Control subscale converged with the Support, 

Personal Interest and Intervention subscales; the Personal 

Interest subscale converged with the Competency subscale, 

and the Support subscale converged with the Personal In

terest subscale. Again, this indicates that these subscales 

are tapping aspects of one another. However, the Support 

and Intervention subscales diverged with a correlation co

efficient of .44. This demonstrated that they may be tap

ping two different overall concepts. 

All of the subscale-to-scale correlation coeffi

cients for both the PSQ and the LDSQ met the established 

criterion of ^.70. The ranges for the subscale-to-scale 

correlation coefficients was from .77 to .92. 

Because of the immaturity of both satisfaction ques

tionnaires, the criterion for internal consistency using 

Cronbach's alpha was set at ^ .70. With the exception of 

the Intervention subscale of the LDSQ, all the subscales met 

the established criterion. This would indicate that for the 

nine subscales that met the established criterion, a fit 

into their respective scales was demonstrated. The alpha 

coefficients for both the total PSQ and LDSQ met the estab

lished criterion of > .70. 

In summary, the PSQ appears stable over time and the 

majority of the component parts of both satisfaction 
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questionnaires demonstrated internal consistency. However, 

this indicates beginning reliability and further detailed 

analysis is required. The Intervention subscale contained 

in the LDSQ requires rewording an an in depth analysis of 

the content represented within the subscale. 

Implications for Nursing Practice 

Studies by Becker and Maiman (1975) and Stone (1979) 

determined that satsifaction with care leads to increased 

compliance with treatment and advice. Thus, a supportive 

and interested nurse-midwife can increase the maternity con

sumer's compliance and possibly decrease the maternal and 

neonatal morbidity and mortality rates. 

Social support systems have also been determined to 

influence client compliance with treatment' and advice 

(Dimond 1979). A revision of the tools utilized in this 

study to measure the satisfaction levels of the support per

son for the maternity consumer would be appropriate for 

nurse-midwifery practice. 

Nurse-midwives serve as role models for maternity 

nurses. By providing competent, supportive and noniterven-

tional care, nurses will develop an understanding and con

cern for all aspects of maternity nursing. 

Nurse-midwives working with consumers of maternity 

care need to assess periodically the satisfaction levels of 

their clients. This is especially important since an 
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increasing number of maternity care consumers choose nurse-

midwives as their providers of care. This would ensure not 

only that the dimensions of consumer satisfaction with 

nurse-midwifery maternity care are being met, but that 

nurse-midwives are competent to deliver maternity care that 

is both safe and satisfying to the childbearing couple. 

Implications for Further Research 

The development of any new measurement instrument 

automatically gives implications for further research. To 

reinforce the test-retest reliability results, the PSQ 

should be retested for stability using a larger sample size 

and a longer interval between administrations. 

Based upon the reliability coefficients obtained, 

the Intervention subscale contained within the LDSQ requires 

major rewording and analysis. Individual items on other 

subscales also need to be examined for their fit within the 

subscale. Further testing of the tools with larger samples 

is required after they are revised. 

Only content validity was obtained for this study; 

therefore, in order to ensure that these instruments are 

measuring what they are supposed to measure, both criterion 

and construct validity estimates need to be determined. 

While the results of this study were encouraging in 

regard to consumer satisfaction with nurse-midwifery mater

nity care, the influence of social desirability response set 
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cannot be overlooked as a possible influencing bias. While 

it was the intent of this investigator to administer the 

Marlowe-Crowne Social Desirability Scale in conjunction with 

the satisfaction questionnaires, this was not done upon re

quest of the nurse-midwifery service where data was col

lected. However, in further research it would be advantag

eous to administer the Marlowe-Crowne Social Desirability 

Scale in conjunction with each of the satisfaction question

naires, in order to determine the validity of the subject's 

responses. , 

Once tested, these instruments could be used to de

termine the difference in satisfaction levels between multi-

gravidae and primigravidae nurse-midwifery maternity care 

consumers. This would be especially approrpiate if the 

multigravida has had previous nurse-midwifery maternity 

care. 

Again, once tested, these instruments could be used 

to compare nurse-midwifery maternity care consumers' pre-

and post-delivery satisfaction levels. Is there a differ

ence in satisfaction levels before and after delivery? If 

so, of what significance is this to nurse-midwives and to 

other maternity care providers. 
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THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Pamela Ann Joseph 
5843 E. 1st Street 
Tucson, Arizona 85711 

FROM: Ada Sue Hinshaw, R.N., Ph.D., 
Director of Research 

Jan R. Atwood, R.N., Ph.D. 
Chairman, Research Committee 

DATE: April 7, 1983 

RE: Human Subjects Review: Consumer Satisfaction with 
Nurse-Midwifery Maternity Care. 

Your project has been reviewed and approved as 
exempt from University review by the College of 
Nursing Ethical Review Subcommittee of the Research 
Committee, and the Director of Research. A consent 
form with subject signature is not required for pro
jects 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 office of the Director of Research, if you need 
access to it. 

We wish you a valuable and stimulating experience 
with your research. 

ASH:des 
8/82 
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March 22, 1983 

Pamela Joseph 
58^3 E. 1st Street 
Tucson, Arizona 85711 

Dear Pam, 

Your request for approval to conduct your study "Consumer 
Satisfaction with Nurse-Midwifery Maternity Care" at this 
facility was approved by the Nurse-Midwifery Department, 
Nursing Administration, and the OB/GYN Committee. 

There is one qualification, however, prior to the publishing 
of your findings in any journal, newspaper or magazine. A 
written letter of approval must be obtained from this facility. 

Please indicate your approval of, and agreement to this qual
ification by signing and dating this letter, and returning it 
to me. 

We are pleased to participate with you in your study. 

Sincerely, 

AnnMarie Faxel, R.N., C.N.M. 
Director-Nurse-Midwifery Service 

Pamela Joseph 
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SUBJECT DISCLAIMER #1 

I am requesting your voluntary participation in 

completing this Prenatal Questionnaire. By responding to 

the questionnaire, you will be giving your consent to parti

cipate in the study. This research is entitled "Consumer 

Satisfaction with Nurse-Midwifery Maternity Care." The pur

pose of this study is to determine if consumers who accept 

nurse-midwifery maternity care are satisfied with their 

care, and what characteristics of nurse-midwifery maternity 

care consumers find most satisfying. 

If you decide to participate, please answer as many 

of the statements as you are able. There are no right or 

wrong answers. There are no known costs or risks involved. 

All information from this study will remain strictly confi

dential. For this reason your name is not being requested. 

Neither your participation nor your refusal to participate 

will be known to the nurse-midwives, and your care by the 

nurse-midwives will not be affected in any way. 

Your questions will be answered and you may withdraw 

from the study at any time. Approximately 15 minutes of 

your time will be required for completion of the question

naire. 

Pamela A. Joseph, R.N. 
Investigator 
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SUBJECT DISCLAIMER #2 

I am requesting your voluntary participation in com

pleting this Labor and Delivery Questionnaire. By respond

ing to the questionnaire, you will be giving your consent to 

participate in the study. This research is entitled "Con

sumer Satisfaction with Nurse-Midwifery Maternity Care." 

The purpose of this study is to determine if consumers who 

accept nurse-midwifery maternity care are satisfied with 

their care, and what characteristics of nurse-midwifery ma

ternity care consumers find most satisfactory. 

If you decide to participate, please answer as many 

of the statements as you are able. There are no right or 

wrong answers. There are no known costs or risks involved. 

All information from the study will remain strictly confi

dential. For this reason, your nam'e is not being requested. 

Neither your participation nor your refusal to participate 

will be known to the nurse-midwives, and your care by the 

nurse-midwives will not be affected in any way. 

Your questions will be answered and you may withdraw 

from the study at any time. Approximately 15 minutes of 

your time will be required for completion of the question

naire. 

Pamela A. Joseph, R.N. 
Investigator 
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APPENDIX D 

ORIGINAL PRENATAL QUESTIONS 

+ 1. The nurse-midwives let me have a say in my care (as 
long as it is safe). 

2. The nurse-midwives don't usually answer my 
questions. 

+ 3. The nurse-midwives spend enough time with me during 
my visits. 

+ 4. The nurse-midwives know what they are doing. 

5. The nurse-midwives order too many blood tests. 

6. The nurse-midwives are always making deci'sions for 
me. 

+ 7. The nurse-midwives give me a lot of support. 

+ 8. The nurse-midwives really care about me. 

+ 9. I feel safe with the nurse-midwives caring for me. 

10. The nurse-midwives are always giving me prescrip
tions for different kinds of medications. 

+ 11. The nurse-midwives do vaginal exams only when they 
are necessary. 

12. Sometimes I don't trust the nurse-midwives. 

+ 13. The nurse-midwives use words I can understand. 

+ 14. I am not afraid to ask questions or talk about prob
lems during my visits with the nurse-midwives. 

+ 15. The nurse-midwives teach me things that I can do for 
myself. 

16. Sometimes the nurse-midwives make me feel foolish. 

17. I would really feel safer with a doctor caring for 
me. 
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20. The nurse-midwives don't explain the changes that 
are going on during my pregnancy. 

+ 21. The nurse-midwives order only the necessary medica
tions . 

+ 22. The nurse-midwives tell me how I am doing. 

23. The nurse-midwives rush through my visits. 

+ 24. The nurse-midwives make me feel like I have some 
control over what happens to me during my pregnancy. 

+ 25. I feel like the nurse-midwives are really interested 
in me. 

26. The nurse-midwives don't listen to what I am saying. 

+ 27. The nurse-midwives are thorough in their examina
tions . 

28. The nurse-midwives don't think I have a right to say 
anything about my care. 

29. If I could afford it, I would rather have a doctor 
take care of me. 
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APPENDIX E 

ORIGINAL LABOR AND DELIVERY QUESTIONS 

+ 1. I was free to do what I wanted during labor, as long 
as it was safe. 

+ 2. The nurse-midwife was with me during most of my 
labor. 

3. The nurse-midwife sometimes made me feel foolish. 

+ 4. I felt confident in the nurse-midwife's ability to 
care for me during my labor and delivery. 

5. The nurse-midwife did too many vaginal examinations. 

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

- 7. I felt I had no say in what happened to me during my 
labor and delivery. 

+ 8. I was kept informed of my progress during labor. 

+ 9. I felt free to ask for assistance. 

10. Sometimes I did not trust the nurse-midwife. 

11. The nurse-midwife was always suggesting I take some 
medications. 

+ 12. I was allowed to hold my baby when I wanted to. 

13. I don't think the nurse-midwife was very supportive 
during labor and delivery. 

+ 14. The nurse-midwife knew what she was doing. 

+ 15. The nurse-midwife did not think it was necessary for 
everyone to have an I.V. during labor. 

+ 16. I felt the nurse-midwife was accepting of my be
havior . 

+ 17. I was allowed to deliver in the position I wanted. 
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19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 
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The nurse-midwife really helped me during my labor. 

The nurse-midwife respected my feelings. 

I would have felt safer with a doctor caring for me 
during my labor and delivery. 

The nurse-midwife did not think everyone should have 
the fetal monitor. 

I was not allowed to make decisions for myself 
during my labor and delivery. 

When I needed her, the nurse-midwife was not there. 

I don't think the nurse-midwife was really inter
ested in me during my labor and delivery. 

Sometimes the nurse-midwife could not answer my 
questions. 

The nurse-midwife never asked me what I wanted 
during my labor and delivery. 

The nurse-midwife did vaginal exams only when it was 
necessary. 

I felt the nurse-midwife enjoyed being with me dur
ing my labor and delivery. 

The nurse-midwife encouraged my support person to' 
take an active part in my labor and delivery. 

I felt secure with the nurse-midwife caring for me. 
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PRENATAL SATISFACTION QUESTIONNAIRE 
(PSQ) 

*1 
Tlia following statements pertain to your satisfaction with the 
nurse-midwifery care you receive during your preer.ancy. Please 
circle the letter;s) which fce3t indicate your feelings regarding 
the care you roccivo. 

SA—Strongly agree with the statanent 
A—-Agree with the statement 
D—Dloaereo with the statement 
SD--Strongly disagree with the atatenont 

Part 1 t 

1. The nurse-midwlves let no havo a say in ny 
prenatal care. SA A 0 SO 

2. Tha nurse-midwives don't usually answer 
ny questions. SA A D SO 

3. The nurse-midwlves spend enough time with 
aa during my prenatal visits." SA A 0 SO 

ft. Tha nurse-midwlves know what they are doing. SA A D SO 

5. The nurse-midwives order too many blood tests. SA A 0 SO 

6. The nurse-midwlves are always making decisions 
for me. SA A D SO 

7. The nurse-midwlves give me alot of support. SA A D so 
8. The nurse-midwlves are really interested in 

•e and respect my feelings. SA A 0 SO 

9. I feel safe with the nurse-oidwives caring for 
•e during my pregnancy. SA A D SO 

10. The nurse-midwlves are always eivina: me 
prescriptions for different kinds of medications. SA A 0 so 

11. The nurse-midwlves only do vaginal examinations 
when they are necessary. SA A 0 so 

12. Sometimes I do not trust the nurse-nidwives' 
judgment. SA A 0 so 

13. The nurse-midwlves are helpful because they use 
words I can understand. SA A 0 so 

14. The nurse-midwlves support me by answering my 
questions and listening to my problems. SA A 0 so 

15. Sometimes the nurse-oidwives make me feel 
foolish. SA A 0 so 

16. I would really feel safer with a doctor 
caring for me during my pregnancy. SA A D so 

17. The nurse-mldwive3 only order blood tests 
when they are really necessary. SA A D so 

18. The nurse-midwives don't let me participate 
in any of the decisions concerning my pregnancy. SA A D so 

19. The nurse-midwives do not explain the changes 
that are going on during my pregnancy. SA. A 0 so 

2°. The nurse-midwives only order the necessary 
medications. SA A 0 so 

21. The nurse-midwives give me support by letting 
•a know how I am doing. SA A D so 

22. The nurse-midwives are not really Interested 
in me because they rush through my visits. SA A 0 so 

23- The nurse-midwives make me feel like I have 
some control over what happens to me during 
•y pregnancy. SA A D so 

2<t. The nurse-midwives don't think 1 have a right 
to make decisions about my care. SA A 0 so 

25. If I could afford it. I would rather have a 
doctor take care of me. SA A 0 so 



PRENATAL SATISFACTION QUESTIONNAIRE 
(PSQ) 

*2 
The following statements pertain to your satisfaction 
with the nurse-midwifery care you receive during your 
pregnancy. Please circle the letter(s) which best 
indicate your feelings regarding the care you receive. 

SA—Strongly agree with the statement 
A—Agree with the statement 
D—Disagree with the statement 
SD—Strongly disagree with the statement 

1. 

2. 

3. 

4. 

5. 

6 .  

7. 

8.  

9. 

10. 

11. 

12. 

13-

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

The nuroB-nidwivea give me alot of support. SA 

The nurae-midwives only order the necessary 
medications. SA 

If I could afford it, I would rather have a 
doctor take care of me. SA 

The nurse-midwives are always giving me 
prescriptions for different kinds of medications. SA 

The nurse-midwives only order blood tests when 
they are really necessary. SA 

The nurae-midwives don't usually answer my 
questions. SA 

Sometimes the nurse-midwives make me feel foolish. SA 

The nurae-midwives only do vaginal examinations 
when they are necessary. SA 

I feel safe with the nurse-midwives caring for me 
during my pregnancy. SA 

The nurse-midwives are always making decisions 
for me. SA 

The nurse-midwives don't think I have a right to 
make decisions about my care. SA 

The nurse-midwives know what they are doing. SA 

The nurse-midwives are helpful because they use 
words I can understand. SA 

The nurse-midwives support me by answering my 
questions and listening to my problems. SA 

The nurse-midwives spend enough time with me 
during my prenatal visits. SA 

The nurae-midwives don't let me participate in any 
of the decisions concerning my pregnancy. 5A 

The nurse-midwives make me feel like I have some 
control over what happens to me during my pregnancy. SA 

The nurse-midwives let me have a say in my prenatal 
care. SA 

The nurse-midwives order too many blood tests. SA 

The nurse-midwives are really interested in me 
and respect my feelings. SA 

Sometimes I do not trust the nurse-midwives' 
judgment. SA 

The nurse-midwives do not explain the changes that 
are going on during my pregnancy. SA 

I would really feel safer with a doctor caring for 
me during my pregnancy. SA 

The nurse-midwives give ne support by letting me 
know how I am doing. SA 

The nurse-midwives are not really interested in 
me because they rush through my visits. SA 

A 

A 

A 

A 

A 

A 

t. 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

D 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 

SD 
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LABOR AND DELIVERY SATISFACTION QUESTIONNAIRE 

(LADSQ) 

The following statements pertain to your satisfaction with the 
nurse-midwifery maternity care you received during your labor 
and delivery. Please circle the letter(s) which best indicate 
your feelings regarding the care you received. 

SA--Strongly agree with the statement 
A—Agree with the statement 
D--Disagree with the statement 
SD—Strongly disagree with the statement 

Part 1. ~~ 

1. As long as the nurse-midwife thought it was safe. 
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delivery. SA A D SD 

2. The nurse-midwife was with me during most of my 
labor. SA A D SD 

3. The nurse-midwife sometimes made me feel ashamed 
of my behavior. SA A D SD 

4. I felt confident in the nurse-midwife's ability 
to care for me. SA A D SD 

5- The nurse-midwife did too many vaginal examinations. SA A D SD 

6. The nurse-midwife did not help ae with my breathing. SA A D SD 

7. I felt I had no say in what happened to me during 
labor and delivery. SA A D SD 

8. The nurse-midwife kept me informed of my progress. SA A D SD 

9. Sometimes I did not trust the nurse-midwife. SA A D SD 

10. The nurae-midwife was always suggesting I take 
some medications. SA A D SD 

11. I was allowed to hold my baby when I wanted to. SA A D SD 

12. I do not think the nurse-midwife was very supportive 
during labor and delivery. SA A D SD 

13. The nurse-midwife knew what she was doing. SA A D SD 

14. The nurse-midwife did not think it was necessary for 
everyone to have an I.V. during labor and delivery. SA A D SD 

15. I felt the nurse-midwife was accepting of my 
behavior during labor and delivery. SA A D SD 

16. I was allowed to deliver in the position I wanted. SA A D SD 

17. The nurse-midwife really helped me during my labor. SA A D SD 

18. The nurse-midwife respected my feelings. SA A D SD 

19. I would have felt safer with a doctor caring for me. SA A D SD 

20. The nurse-midwife did not think everyone should have 
the fetal monitor during labor. SA A D SD 

21. X was not allowed to make decisions for myself during 
labor and delivery. SA A D SD 

22. I do not think the nurse-midwife was really interested 
in me during my labor and delivery. SA A D SD 

23. The nurae-midwife only did vaginal examinations when 
they were necessary. SA A D SD 

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

25- I felt secure with the nurse-midwife caring for me 
during my labor and delivery. SA A D SD 
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Part 2. Please continue and answer the following questions. Place your 
age, the number of times you have been pregnant, and the number 
of deliveries you have had in the spaces provided. Place a check 
(O mark by the appropriate answer to the following questions. 
Please only check naa answer. 

1. V«hat is your age? 

2. What is your marital status? 

.Married 
Single 
Divorced 

3. What is your ethnic background? 

Caucasian (Anglo) 
Mexican-American 
Black 
Indian 
Other (Please specify) 

4. What is your educational background? (Highest level completed) 

Some grade school 
Completed grade school 
.Some junior high school 
Completed junior high school 
.Some high school 
Completed high school 
Some college or technical school 
Completed college or technical school 

5. What is your approximate yearly income? 

Under 10,000 
Between 10,000 and 15,000 
Between 15,000 and 20,000 
Between 20,000 and 25,000 
Between 25,000 and 30,000 
Over 30,000 

£. How did you hear about thi3 nurse-midwifery service? 

Friend 
Family member 
Newspaper 
Other nurse-midwives 
Other (Please specify) 

7. Why did you choose thi3 nurse-midwifery service? 

Cost 
Nurse-Mldwlves 
Hospital location 
Hospital nursing staff 

8. If you had a choice, would you perfer to have the same nurse-midwife 
see you all the time during your pregnancy and then have the same 
nurse-midwife deliver you? 

Yes No Does not matter 

9. Do you think there are too many student nurse-midwivos at this facility? 

Yes No 

10. How many time have you been pregnant? (Including this pregnancy) 

11. How many deliveries have you had? 

12. If you have been pregnant before, who took care of you during your 
preenancy? 

Nurse-Midwife Doctor Other 
(Any nurse-midwife) (rlease specify) 

1 3 .  If you were to become pregnant again, who would you have take care 
of you during your pregnancy? 

Nurse-Midwife Doctor Other 
( flease specify) 
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Port 2. Please continue and answer the following questions. Place your 

aqe, the number of times you have been pregnant, and the number 
of deliveries you have had in the spaces provided. Place a (?) 
mark by the appropriate answer to the following questions. Please 
only check one answer. 

1. What is your age?_ 

2. What is your marital status? 

.Harried 

.Single 

.Divorced 

3. What is your ethnic background? 

Cancanlan (Anglo) 
.Mexican-American 
.Slack 
.Indian 
.Other (Please specify). 

'f. What is your educational background? (Highest level completed) 

_So»e grade school 
..Completed grade school 
.Some junior high school 
.Completed junior high school 
.Some high school 
.Completed high school 
.Some college or technical school 
.Completed college or technical school 
.Completed graduate school 
.Other (Please specify) ___________ 

5. What is your approximate yearly income? 

.Under 10,000 

.Between 10,000 and 15,000 

.Between 15,000 and 20,000 

.Between 20,000 and 25,000 

.Between 25,000 and 30,000 

.Over 30,000 

6. How did you hear about this nurse-midwidfery service? 

.Priend 

.Family member 

.Newspaper 

.Other nurs»-midwives 

.Other (Please specify) 

7. Why did you choose this nurse-midwifery service? 

Cast 
.Nurse-midwives 
.Hospital location 
.Hospital nursing staff 

If you had a choice, would you perfer to have the same nurse-midwife 
see you all the time during your pregnancy and then have that same 
nurse-midwife deliver you? 

Yes No Does not matter 

Do you think there are- too many student nurse-midwives at this 
facility? 

Yes No 

10. Where did you deliver thia baby? 

Delivery Room Birthing Room 

11. How many times have you been pregnant? ____________ 

12. How many deliveries have you had? (Including this last delivery) 

13. If you tr've had a previous delivery, who delivered you? 

Nurse-midwife Doctor Other 
(Any nurse-midwife) (Please specify) 

Ik. If you were to become pregnant again, who would you have deliver 
your baby? 

Nurse-midwife Doctor Other 
(Please specify) 
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