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ABSTRACT 

The purpose of this study was to investigate the influences, both internal and 

external, identified by women in their choice of vaginal birth after a previous cesarean 

section (VBAC) or repeat cesarean section (RCS). The rate of cesarean section (C/S) is 

currently approximately one in four to five births in the United States. Thus the stakes in 

obstetrical decision making both financially and philosophically, have become 

enormous (Keeler& Brodie, 1993). 

The method for this descriptive study combined 6 focus group interviews (n = 19) 

with development and pilot-testing of the Cesarean Decision Making Questionnairre 

(C/S DMQ) to measure influences on method of delivery choice (N =31). Women who 

chose VBAC or RCS comprised the focus group sample. An additional 12 women were 

recruited to complete the questionnaires by mail. Factors identified in the literature and 

supported by clinical experience as influencing the decision making process constituted 

dimensions and items of the C/S DMQ developed for this study and served as the initial 

framework for content analysis of the focus groups. 

It was evident from the qualitative data that childbirth model and influence of 

health care providers (primarily physicians), along with perceptions of risk to baby, 

followed by risk to self, most influenced women's decisions regarding their method of 

delivery. Desire for control of decisions and childbirth practices was very important for 

the women who chose VBAC as compared to women who chose RCS. 

The C/S DMQ pilot results contained several dimensions or aspects with 

respectable internal consistencies. These included Childbirth Models, Desire for 



Control, Health Care Providers, and Social Support. Other dimensions with less internal 

consistency were Perceptions of Risk and Vulnerability, Uncertainty, and Demographics. 

The concepts of Risk and Uncertainty require further conceptualization for adequate 

instrumentation. Low internal consistency of Demographics may reflect the variety of 

demographic variables measured. The difference between women who chose VBAC 

and RCS was reflected in the dimension of Childbirth Models as a mediating variable for 

risk, supporting the social model for women who choose VBAC. 
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CHAPTER 1 

INTRODUCTION 

Chapter One begins with a presentation of the background of the problem and its 

philosophical and historical context. The purpose and significance of the study for 

women's health, public policy and health care expenditures, and an introduction to the 

conceptual basis for the study, along with the major concepts of the study, are also 

presented. 

Background of the Problem 

Of all women giving birth in the United States, the percentage who gave birth by 

major abdominal surgery or cesarean section (C/S) soared from 5.5 percent in 1970 to 

24.4 percent in 1995, and has decreased only slightly since (Goer, 1995). Thus, after a 

period of just 25 years, the C/S rate had risen to one in four births. If the rising C/S rate 

were correlated with decreasing perinatal morbidity and mortality rates, the argument 

could be made that the increasing C/S rate has improved perinatal outcome. However, 

this cannot be demonstrated. Notzon (1990) examined 1985 and more recent birth data 

related to C/S rates and perinatal mortality from 22 countries. This examination 

revealed no correlation between C/S rates and perinatal mortality rates (Notzon, 1990). 

This was best demonstrated by data from Puerto Rico, which not only had the highest 

C/S rate (29%), but also the highest perinatal mortality rate of all the countries studied: 

21 per 1000 (Notzon, 1990). The Netheriands, on the other hand, had a C/S rate of 

6.6%, accompanied by a neonatal mortality rate of 7.8 per 1000. From this examination, 

Notzon determined that "a nation may achieve a low level of infant mortality while 



maintaining a low rate of cesarean delivery" (1990, p. 3287). The United States was 

noted in this study to have a C/S rate of 24 percent and a neonatal mortality rate of 10.4 

per 1000 (Notzon, 1990). It is obvious from this examination that factors other than 

surgical intervention play a part in perinatal morbidity and mortality rates. 

The current United States C/S rate represents an apparent profound change in 

clinical obstetrical practice overtime and can be related, in part, to the increased use of 

technological tools and practices, such as electronic fetal monitoring, regionalization of 

obstetrical care, delivery of all breech babies by C/S, and the change in medical 

definitions of normal labor and dystocia (Davis-Floyd, 1994; Goer, 1995; Gupton, 1994; 

Keeler & Brodie, 1993). This profound change in obstetrical practice may, however, 

reflect a more fundamental societal change in Its conceptual definition or model of 

reproduction (Sandelowski, 1988). This change is conrespondent with the move of 

women from the home to the hospital for childbirth, and the supervision of birth from 

midwives to obstetricians (Spitzer, 1995). 

Concomitantly, because of an overall increase in the medicalization of childbirth 

and C/S rates, along with decreasing financial resources, the need for women to choose 

between repeat cesarean section (RCS) and vaginal birth after cesarean section 

(VBAC) as a safe altemative followed. The medical safety and efficacy of trial of labor 

(TOL) and subsequent VBAC have been documented (Cowan, Kinch, Ellis, & Anderson, 

1994; Flamm, Newman, Thomas, Fallon, & Yoshida, 1990; Rosen, Dickinson, & 

Westhoff, 1991). TOL is defined as an attempt at vaginal birth when a scar of the uterus 

due to a previous C/S is present. If the TOL is successful, vaginal birth (VBAC) is the 

result. The advantages of TOL over RCS include a lower risk of maternal death, lower 
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neonatal morbidity, prevention of illness or injury associated with surgical and anesthetic 

complications, lower risk of infection, opportunity to witness and participate in the birth 

process and to immediately interact with the newborn, a shorter hospital stay, more 

rapid matemal recovery, and lower costs for both society and the woman (Gabay & 

Wolfe, 1994). Despite both safety and efficacy of TOL, women faced with the decision 

continue to choose RCS more than 90% of the time (Nair, 1991). In 1993, the VBAC 

rate was 25.4, which was double the rate for 1988. However, that rate has stabilized 

and does not appear to be increasing (MMWR, 1995). Women who must make the 

choice between a RCS or VBAC in the United States constitute a large group, given that 

the overall C/S rate is between 23 and 24 percent of all births and has been for the past 

decade. The C/S rate in the United States is among the highest for all developed 

nations (Notzon, 1990), differing significantly by geographic location, type of hospital, 

type of health insurance, and age of the parturient (MMWR, 1995). In 1993, of all 

women who had a C/S, 36.5 percent of those had a previous C/S (MMWR, 1995). 

Because the number of women who make the decision of RCS or VBAC has 

become so large, and the financial ramifications of the decision for the health care 

system so weighty, interest in the potential influences, including the role of the health 

care provider on the decision, has grown. If only clinical factors determined the health 

care provider's decision about the method of delivery there would be an expected 

random distribution of vaginal deliveries and nonscheduled C/Ss across time periods 

and days of the week. Clarke and Toffel (1995), however, found wide differences in the 

number of C/Ss and vaginal deliveries that occurred on weekends compared with 

weekdays. In a retrospective review of national natality data of approximately 27,000 
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birth-related discharges from non-federal hospitals, the greatest reduction in primary 

C/Ss occurred on Saturdays and Sundays, with the greatest total difference between the 

volume of weekday C/Ss and Sunday C/Ss at an alarming 40 percent (Clarke & Toffel, 

1995). Fraser et al. (1987) noted that during the hours between 6 p.m. and midnight at 

McGill teaching hospital, more C/Ss were done for dystocia than at any other time. 

From this review it is clear that factors other than clinical issues play a large part in how 

the decision is made regarding methods of delivery. 

Research suggests that women prefer shared decisions with their health care 

providers (Gupton, 1994; Mulley, 1990) rather than decisions made solely by providers. 

In shared decision making, the woman and the health care provider participate together 

in making the decision, balancing the benefits against the risks. The area that is least 

explained in the current research is the woman's view of the decision, and how and to 

what degree her decision is Influenced by other factors, including other persons' 

perspectives. The woman's decision to proceed with RCS orVBAC, if indeed it is her 

decision, has huge implications for both the health care system and for the mother 

because of the associated difference in costs and clinical ramifications between the two 

methods of delivery. According to Stafford, increased charges associated with 

unnecessary C/S are believed to cost the US health care system in excess of $1 billion 

per year in hospital and physician charges (1990). In a recent report, average costs 

were $7,826 for C/S and $4,720 for vaginal delivery (MMWR, 1993), a difference of 

$3,106 per delivery. These estimates imply that for a 1% decrease in the US C/S rate, 

annual medical charges could be cut by $170 million (Keeler & Brodie, 1993), and for 

each C/S that is done, neariy two vaginal births could be financed. In a time of limited 



financial resources for health care expenditures, determining whether women are given 

adequate infomnation regarding the likelihood of a successful VBAC after a previous C/S 

and the potential for morbidity following a C/S is good fiscal policy. 

Despite a great deal of professional encouragement through consensus reports 

(Consensus Conference Report, 1986), and national guidelines as well as the national 

health objective for the year 2000 of lowering the rate of C/S birth to 15 per 100 (U.S. 

Department of Health and Human Services, Public Health Services, 1991), little 

improvement in the overall C/S rate has been realized. Because of this, it is time to 

more closely examine the factors that influence women's decisions regarding C/S 

versus vaginal birth as well as to examine models of health, and thus models of 

childbirth, that may be driving the decision from the woman's perspective. 

Philosophical and Historical Context 

The next section presents the philosophical and historical context of the study. 

The importance of both is evident when examining the context of women's decisions 

regarding childbirth. 

Birth is a phenomenon that is produced jointly and reflexively by (universal) 

biology and (particular) society (Jordan, 1993). The distinction between what is 

biological and what is social is, in many ways, merely analytic. According to Jordan, the 

sociology of birth and its physiologic context constantly challenge all efforts to separate 

them (1993). The pattern of variation in birth practices is quite low in any given system, 

but becomes remarkably variable across systems and is dependent upon history, 

ecology, social structure, and technological development (Jordan, 1993). However, 

birth is a life crisis event and, because of this, is ripe for social regulation. 
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In low technology systems of birth there is a shared distribution of knowledge. A 

shared distribution of knowledge ensures that some expertise exists with all participants 

in the process. With transformation from low to high technology, however, a change 

occurs in who controls the relevant information to manage the birth. In the hospital, it is 

the machine, such as the electronic fetal monitor or ultrasound, that produces the 

authoritative knowledge and therefore it is the obstetrical specialists, physicians and 

nurses, not women, who are able to control that authoritative knowledge on which 

decisions are made about the management of labor (Jordan, 1993). "High-technology 

thus draws in its wake a hierarchical distribution of knowledge and social authority that 

reflects the equally hierarchical social position of birth participants in medicalized 

settings" (Jordan, 1993, p. 4). As Waitzken (1983) observed, physicians make 

ideological statements that reinforce medical messages of social control. These 

messages tend to direct clients' behavior into safe, acceptable, and non-disruptive 

channels, thus separating medical, or high-technology birthing models from social, or 

low-technology, models of birth and health in which women, and those who attend their 

births, share knowledge. 

Historically, women attended to other women's births. The woman who was 

giving birth and the friends and relatives who supported her shared decisions with the 

midwife. As physicians entered the birthing arena, they did so in women's homes and 

often with the midwife also in attendance. However, because physicians desired more 

control over birthing practices, levels of risk in obstetrics began to be defined as eariy as 

the 18"* and 19" centuries when, due to a drop in the population, physicians felt driven to 

undertake initiatives in protecting reproduction (Queniart, 1993). At that time physicians. 
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with invented, tecfinological instruments that midwives were forbidden by law to use, 

such as forceps, crochet hooks, and levers, were deemed as saviors of women and 

their babies (Wertz, 1995). After the Flexnor Report in 1910, medicine became a white, 

male, middle class profession and tough new laws sealed physician monopoly on 

medical practice, leaving midwives and other healers unable to legally practice 

(Ehenreich & English, 1973). The definition of pregnant women as "at risk" for 

pathology blossomed during this time, and has continued unabated throughout the 20"^ 

century In technological societies. However, at risk status seems now to have shifted 

from mother to infant (Queniart, 1993) with the advent of voyeuristic technology such as 

ultrasound (Sandelowski, 1988). 

The concept of physician control over childbirth decisions quickly evolved once 

childbirth moved from home to hospital (Leavitt, 1986). Before the 20"' century, women 

had control of decisions regarding childbirth because childbirth occun-ed in their own 

birthing rooms. During the eariy 20"^ century (1915) when the use of chloroform for 

deliveries began to be accepted, the twilight sleep technique was developed, using a 

combination of scopolamine and narcotics (Leavitt, 1986). With this technique, women 

were rendered unconscious during labor and were kept in specially constructed pens so 

that they could not injure themselves. Because of the dangers associated with this 

twilight sleep, women were moved to the hospital for care during labor. The lay leaders 

of the twilight sleep movement, who were feminists, in reality wanted what they 

perceived as more control over childbirth decisions with a move away from pain and 

suffering. They did not realize that, in moving out of their own birthing rooms and into 



the medically controlled environment of the hospital, their control over childbirth would 

never be the same (Leavitt, 1986). 

Danziger (1978) noted the importance of the setting of most medical encounters 

on physicians' turf as having an influence over the decisions that are made. Patients 

who want to gain social approval of nurses and physicians may fail to express their 

desire for control over decisions, or may not even be aware of what the decision options 

are. Humenick and Bugen (1981) found a negative correlation between the need for 

social approval and pregnant women's desire for control of health decisions. 

Women who have delivered their babies within the low-technology framework of 

free-standing birth centers have been identified as being "empowered" by the 

circumstances of care within the birth center setting (Spitzer, 1995, p. 374). 

Empowerment is associated with perceptions of personal control. Levels of 

empowerment (Connelly, keele, Kleinbeck, Schneider, & Cobb, 1993) noted to increase 

perceptions of control identified as part of low-tech birth center care are usually provided 

by midwives rather than physicians. These include active participation in self-care, 

having a choice in one's care and experiencing the consequences of those choices, 

supporting and helping others, and negotiation with professionals, all of which foster true 

participation in decision making. Empowerment is associated with and reflects the 

social model of birth in which information is shared freely and decisions are made jointly. 

Social Model of Birth 

"The most important health statistic in the worid is the worldwide mortality rate -

100%. Since everyone dies, what is important is how people live" (Wagner, 1994, p. 

29). Rather than directing all energies towards correcting a health problem, the social 



model focuses on what about the person is normal. Adherents to the social model 

assume that the best approach to health problems is to rely on the person to heal 

themselves, adding medical care only when necessary, while respecting the integrity of 

the person. The person is an open system, including the body, mind, and spirit, each of 

which is critically involved in health and disease (Wagner, 1994) and part of a larger 

social system. 

Models of childbirth flow from ideologies or worid-views of how things really are 

and from basic assumptions about health (Davis-Floyd, 1994; Wagner, 1994). 

According to the medical model, birth is a medical problem. In this model, the woman's 

body is a complex machine that is understood through a scientific approach that is 

intrinsically correlated with the Cartesian mind-body separation. A second worid view is 

the social model. "In the fi-amewori< of the social model, reproduction is neither medical 

nor a problem: pregnancy is not an illness, birth is not necessarily a medical or surgical 

procedure, the pregnant and birthing woman is not necessarily a patient" (Wagner, p. 

30). Birth is a biological process and also a part of everyday life. By linking the 

anatomical, physiological, and biochemical aspects of birth with the mental, spiritual, 

emotional, sexual and cultural aspects (social) birth can be seen as a bio-social process. 

"To speak of birth as a bio-social event, then, suggests and recognizes at the same time 

this universal biological function and the culture-specific social matrix within which 

human biology is embedded" (Jordan, 1993, p. 4). 

Assumptions of the Social Model of Birth 

The social or holistic model of birth assumes that: (a) each baby individually 

develops within the mother at an individual rate; (b) the woman's body, along with 



genetic predisposition is critical for the appropriate growth and development of the baby; 

(c) the mother delivers her baby when the baby is ready to be bom, with the help of the 

baby; (d) social and psychological results of birth are as important as biological results; 

(e) the body is competent and trustworthy until proven otherwise; and (f) technology is 

unnecessary to the process until proven otheoA/ise. 

Theoretical Underpinninos: Svstems Theorv 

General systems theory, introduced in 1936 by von Bertalanffy, has frequently 

provided the framework for the study of individuals and groups. Systems theory 

encourages a holistic approach by positing that whatever system is being analyzed is 

always greater than the sum of its parts. "Looking at the worid in terms of sets of 

integrated relations constitutes a systems view" (Lazio, 1972, p. 19). Boulding (1968) 

refers to systems theory as "a skeleton of a science, a body of theoretical constructs 

which serves to express general relationships to the worid" (p. 1). Systems theory is an 

organizational theory that is more concemed with describing and studying the way 

things interrelate together than with analyzing the things themselves (Braden, 1984). 

A social system is a configuration of relationships within a culture and an 

organized boundary system of social roles, behaviors, and practices developed to 

maintain values and mechanisms in order to regulate practices and rules (King, 1981). 

The whole system is always greater than the sum of the parts. Social forces are in 

constant motion with social systems, and the interplay of these forces influences social 

behavior, interaction, perception, and health on both an interpersonal as well as a 

personal level. 
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Systems theory, specificaliy in its application to social systems, is conceptually 

relevant as a basis of the social model of birth used in this study because of its 

usefulness in describing how internal and external influences contribute to decision 

making. Open system processes involve the transmission of information between the 

system and the environment by means of input, throughput, output, and feedback 

avenues (Clemen-Stone, Eigsti, & McGuire, 1987). 

In the social model of birth, information travels freely back and forth between the 

system and the external and internal influences - between the woman and her family or 

significant others and the physician or midwife. Each contributes knowledge and 

information and decisions are reached based on this sharing of knowledge. In the 

medical model of birth, however. Information travels linearly, from expert to woman. The 

following section describes the medical model of birth and provides the reader with a 

scenario contrasting with the social model of birth. 

Medical Model of Birth 

Beyond changes in obstetrical practice, the increase in the C/S rate also reflects 

societal changes, including the advancing age of primiparous women, the number of 

women in the work-place, and according to some, the amount of malpractice litigation 

surrounding childbirth (Keeler & Brodie, 1993). It is more likely, however, that the 

increase in surgical birth more profoundly reflects a societal core value system that 

views technology as far more efficient and reliable than nature (Davis-Floyd, 1994; 

Quineart, 1993; Rothman, 1989). Reynolds (1991) notes that technological progress is 

a folk term for the ritual process of replacing natural bodies, conceptualized as primitive, 

terrestrial, female, and polluting, with man-made bodies, conceptualized as advanced. 



purified, celestial, and male. Reynolds describes this primal act of ritual transfomnation 

in technocratic culture, labeling it simply the "One-Two Punch" (1991, p. 10). For 

example, in describing the evolution of salmon hatcheries, Reynolds notes that "punch 

one, or render it dysfunctional with technology" by damming the stream occurs first 

followed by punch two, or "fix it with technology by taking the salmon out of the water, 

making them spawn artificially, growing the eggs in a tray, and releasing the baby 

salmon downstream near the ocean, as an integral result of technocratic society's 

super-valuation of science and technology over nature" (1991, p.10). 

Sandelowski (1988) posits that nursing and other caregivers have paid very little 

attention to the changes in paradigms of patients, health, and illness, created by each 

new generation of health care technologies. She described modem reproductive 

technology as a product of masculine experience mirroring westem science (1988) and 

suggested that the application of technology to conception and childbearing will alter the 

timetable of attachment and separation in matemity and the mystique of fetal life, by 

substituting technological rhythms for biological ones (Sandelowski, 1988). It appears 

then, that medicine, through the medicalization of childbirth, has become a major 

institution of social control, in which physicians act as the new repository of truth 

(Stephenson & Wagner, 1993). 

Davis-Floyd (1994) parallels the contemporary medical and thus cultural 

management of American birth with Reynolds' "One-Two Punch" (1991), suggesting that 

it is a perfect representation of our technocratic core value system. During pregnancy 

and birth, according to the medical or technocratic model, the unusual demands placed 

upon the female body render it constantly "at risk" of serious malfunction or total 



breakdown. The medical model is also the mechanical model, which treats the body like 

a complex machine and uses a series of interventionist techniques to repair faults that 

may develop (Oakley, 1979). This belief, is after all, the foundation of modem obstetrics 

(Pritchard & MacDonald, 1980). 

Assumptions of the Medical Model of Birth 

The assumptions of the medical or technocratic model of birth are derived from 

medical texts of obstetrics (Pritchard & McDonald, 1980) and are: (a) the fetus develops 

mechanically and involuntarily inside the woman's body; (b) the physician is in control of 

the fetus's proper growth and development; (c) the physician will deliver or produce the 

fetus at the time of birth; (d) birth is dangerous until proven othenwise; (e) technology is 

safe until proven otherwise; and (f) women are vessels for the fetus, and notoriously 

unreliable. 

Theoretical Underoinninas of the Medical Model 

The medical model is based on scientific principles and originated from ancient 

Greek philosophy, in which science and art were viewed as antithetical. Eariy in the 

profession, medicine aligned itself with science, as well as classical mechanical physics, 

applying them to the body, its functions and disease processes (Wagner, 1982). The 

term technocracy implies use of an ideology of technological progress as a source of 

political power (Reynolds, 1991). The philosophical links between the seventh-century 

metaphor of the body as machine and the core value system current in the United 

States today are in the Greek Aristotelian tradition that formed the developmental 

stimulus for both modem science and modem religion (Wagner, 1982). 
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Summary of Social versus Medical Models of Birth 

Obstetricians view childbearing and pregnancy as medical events, subject to 

pathological conditions usually requiring medical interventions (Gupton, 1995; Pritchard 

& McDonald, 1994). Queniart (1992) also defines this perspective as a technocratic or 

industrialist view of birth, and suggests that the medical community perceives childbirth 

as very risky business indeed. According to Arms (1975) when a pregnant woman 

checked into a hospital in the 1970s she was checking into an institution that was solely 

designed for the treatment of disease and disorder. This is even more tme today when 

all but the sickest are relegated to out-patient care, home care, and "ambulatory 

centers", while childbirth takes place in a hospital full of the sickest people. 

Why is it that society perceives childbirth as such a dangerous and risky event? 

According to Davis-Floyd, (1994) the medical management of birth has become a 

cultural expression of the core values of the technocracy. "Salmon will spawn either 

way, but those ways have vastly different meanings. One exists apart from us and the 

other because of us" (Davis-Floyd, 1994, p. 1138). It is clear that this paradox of 

thought has been leading the United States down the path to the cunrent C/S rate of 24 

percent, culminating in one in four children birthing surgically, instead of through their 

mother's efforts. 

Wagner (1994) describes the divergence in the views as a fundamental conflict 

over the way society conceptualizes health care. The social model of health conflicts 

with the medical model (Wagner, 1994). "The conflict is sharpest in the areas of birth 

and death where the social model seems to offer an Important contribution to services 

based on the orthodox medical model, the model on which most health care systems 



28 

are built" (Wagner, 1994, p. 30). The emergence of the "birth machine" has resulted in 

not only unnecessary technology and interventions, but in categories of normal and 

abnormal which have evolved into levels of "risk" status and have promoted the sub-

specialists in obstetrics such as maternal-fetal medicine, neonatology, and reproductive 

medicine (Wagner, 1994, p. 30). Within the medical model of birth, information flows 

from specialist to woman in a linear fashion, and feedback occurs, but because of level 

of information, often does not result in shared decision making. 

Statement of the Problem 

The problem addressed in this study is the high C/S rate coupled with lack of 

knowledge about how women make decisions regarding RCS or VBAC as their method 

of delivery, and what influences those decisions. Because physicians view childbearing 

and pregnancy as medical events (Gupton, 1995; \/\^lliams, 1994) and within the medical 

model, which is the most common model within which women give birth in the U.S., 

childbirth becomes a medical event rather than existing as a bio-social process. Within 

the medical model, the woman's confidence as well as her ability to control the birth 

event may be called into question. In this situation, the woman is vulnerable to medical 

control and may feel unempowered to participate in decisions about her care. 

Additionally, women who feel disenfranchised from the medical or technocratic model of 

birth feel so because it is not their model, but it is the prevalent model. It is also the 

model that most restricts women's position in the decision-making process because the 

decisions are medical or technical decisions, not social decisions. Most women are not 

aware of the technocratic assumptions that underiie medical practice nor of the social 

forces at work that attempt to ensure that alternate models are discarded. As 



alternative birthing styles and decisions are becoming less available, the decision to go 

with the altemate model can be not only uncomfortable, but sometimes nearly 

impossible for women. 

On the other hand, many women embrace the medical model and feel most 

comfortable within it because it has become "a model that is consistently presented to 

us through our most basic rituals" (Davis-Floyd, 1995, p. 1125). Perhaps a higher C/S 

rate is a normal evolution of this highly technocratic, mechanistic society, and women 

who choose this model should be free to do so. However, if they do choose this model, 

they should do so because they choose it, not because there are no longer any 

alternatives, and not because society is in reality un-supportive of the extended time that 

is needed by women to wait for labor and to recover adequately post-partum. Sadly, 

society, medicine, and technology produce expectations of a perfect child from every 

pregnant woman, so women as well as society may see technology as a means to lower 

risk, ensure a healthy child, and provide a successful and perfect birth (Gupton, 1994). 

The myth of the perfect cesarean baby is, after all, common (Gabay & Wolfe, 1994). 

Because of the desire for the perfect child and society's abhorrence of 

imperfection, pregnant women are vulnerable to suggestions that a procedure or 

behavior will guarantee a perfect infant or birth outcome. This myth may be realized for 

the woman who perceives that a previous C/S provided her with a child that was perfect 

after a perhaps difficult, frightening labor when the possibility for harm seemed all the 

more plausible. Pregnant women's sense of heightened vulnerability can lead to 

perceived loss of personal control and has been associated with negative interpretations 

of past childbirth experience (Butani & Hodnett, 1980). 
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To decrease current overall C/S rates two processes must occur. First there 

must be research to clarify the influences on women's decisions regarding RCS and 

VBAC. Secondly, the relative advantages of TOL and VBAC must be clear to women 

and their healthcare providers. Until C/S becomes less attractive to both women and 

physicians, the C/S rate will continue to rise, yielding more babies than ever who are 

birthed surgically by obstetricians. 

Purpose of the Study 

The purpose of this study was to describe women's perceptions of the salient 

factors influencing them when deciding between repeat cesarean section (RCS) or 

another attempt at vaginal birth (VBAC). It is clear that the woman plays a role in the 

decision regarding vaginal birth after a previous cesarean section. What is not clear is 

the extent of her role in the decision process and her perception of the magnitude of the 

Influences, both internal and external, on her decision. 

Significance of the Study 

Considering the personal implications for women choosing between VBAC or 

RCS, as well as the financial implications for the health care system, the woman's 

decision making process in VBAC warrants attention. This study contributes to research 

based knowledge that informs clinical practice. This study also contributes to 

knowledge of which childbirth model is most representative of women who choose C/S 

over VBAC. 

Sicnificance for Women 

This study begins to illuminate the true Influence of models of childbirth on 

women's childbirth decisions. Knowing the Influence of models of childbirth on women's 



31 

decisions will allow health care providers to offer alternate choices to women based on 

their framework and will allow women to choose health care providers according to the 

model to which they ascribe. Women should be the decision makers regarding VBAC 

and RCS. Between seventy and ninety percent of women can successfully deliver 

vaginally after a previous C/S, given that the type of abdominal incision is known and 

there is no other clinical preclusion (ACOG, 1995). Whether women receive full 

disclosure regarding their ability to deliver vaginally after a previous C/S is not known, 

nor is it known whether they understand the difference in terms of recovery time and 

true morbidity risks for both themselves and their infants if they choose C/S. 

Significance for Midwiferv 

Nurse-midwives and licensed midwives have been allies of women who prefer to 

keep birth within the province of the social versus the medical realm. The illumination of 

how models of childbirth may frame childbirth decisions is important for the continuance 

of midwifery practice which is woman-sensitive and supportive of shared or 

collaborative decision making. Women who prefer the social model of birth should have 

the option of choosing that model. It is also important to illustrate the strength and the 

safety of the midwifery approach to care for women who chose altematives to the 

medical model. If the technological or medical model is the only model presented to 

women, it may be the only model they can choose. In a balanced perspective, 

midwives, nurse-midwives, and other providers must present the safety of alternate 

models in order to support the preservation of midwifery traditions of practice, which 

have been demonstrated to be safe and empowering for women who chose them 

(Spitzer, 1995). 
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Significance for Health Care Policy and Economics 

The high C/S rate is an expensive drain on health care dollars. As society 

begins to ration what it can and cannot afford in health care, women's ability to choose 

the medical model and higher associated costs will be questioned. Health care 

economists already know that C/S is more costly to the system (Keeler & Brodie, 1993). 

This knowledge has only begun to trickle down to policy-makers, however. Letting 

women tell the story about their decisions must come first so that health care providers 

and policy analysts are aware of specific influences on women's decisions. Subsequent 

evaluation of those influences can lead to efforts that assure that the decisions that are 

made are informed by women's preferences and women's preferences are informed by 

adequate information. 

Summary 

Chapter One was a presentation of the background of the problem, the 

philosophical and historical underpinnings including a presentation of the social versus 

the medical models of birth, the purpose of the study, and significance of the study. The 

high C/S rate in the U.S. affects not only women and their families but the health care 

system as well. It is currently unclear what influences women to choose between a C/S 

and VBAC. This study expands existing knowledge about that choice and has 

significance for women and their families, medicine, midwifery, society, as well as health 

economics and policy. 
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CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

This chapter contains the conceptual framework and review of the literature for 

the study. The conceptual framework for the study is a framework of women's birthing 

decisions including the influences on those decisions. The review of literature 

addresses research on: the epidemiology of C/S, costs related to C/S in terms of 

individuals and society, TOL and VBAC in terms of definition, benefit, risk, and decision 

making in pregnancy focused on the cesarean section issue, and a section describing 

shared decision making. The review of literature is a presentation of research related to 

the major concepts of the study within the conceptual framework. The research 

questions for the study and definitions conclude Chapter Two. 

Conceptual Framework 

The framework for the study is a modification of a framework developed by 

Gupton (1994), reflecting the decision making process of women choosing their delivery 

method. Gupton's original framework consists of a decision making process which flows 

from the woman's past childbirth experience, takes into consideration her future 

expectations, the potential extemal and internal influences, provides for consideration of 

altemate scenarios, and has as the goal, safe passage for the mother and child. Her 

framework concludes with the choice of childbirth approach, VBAC or RCS. 

In contrast, the modified Gupton framework for this study addresses the process 

of choosing between birthing options as beginning with the woman, who is an open 

system. Her decisions about birth flow from initial acceptance of her pregnancy, her 



childbirth model and internal influences which include her perception of risk and 

vulnerability based on her previous childbirth experiences, her uncertainty regarding the 

potential outcome, her desire for control of the decision and subsequent birthing 

practices, as well as demographic variables such as age, education, profession, 

ethnicity, income, insurance coverage, and marital status. As an open system, she is 

also influenced by external factors from the environment, which include her perceptions 

of social support, both emotional and tangible, and health care providers and health 

care system. The woman's goal is a decision which is congruent with her model of 

childbirth and safe passage for self and baby (Figure 1). 

Major Concepts 

The major concepts for the study were internal influences: model of childbirth, 

perception of risk and vulnerability, uncertainty, desire for control, selected demographic 

characteristics, as well as external influences such as health care provider, health care 

system, and social support and network. 

Perception of Risk and Vulnerabilitv 

Risk associated with pregnancy and birth creates uneasiness on the part of 

women and the professionals who care for them. Women feel at risk because 

pregnancy is, according to the medical model, a very risky business (Queniart, 1993). 

With the increasing medicalization of life in the 20*^ century, especially with respect to 

reproduction, two shifts in emphasis have taken place. First, the move from focusing on 

existing pathology has changed to looking for potential problems through the notion of 

risk factors. Second, the intrinsic risk has transfen-ed from mother to fetus (Queniart, 

1992). 



FIGURE 1. Conceptual Framework for Women's Birthing Decisions 
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An example of perception of risk or looking for potential problems during 

pregnancy can be illustrated by the case of obstetrical ultrasound. Until the 19803, 

ultrasound was used only in specific cases where a problem was suspected. After that 

time, ultrasound began to be recommended routinely during pregnancy. During 

obstetrical ultrasound the fetus can be viewed and measured, and information about the 

well-being of the fetus, which was once only known by the pregnant woman, be 

obtained. The medicalization of pregnancy has also resulted in the "privatization of 

pregnancy" whereby the pregnancy itself becomes something that takes place between 

the woman and the physician and which is increasingly mediated by technology 

because of the potential for risk (Oakley, 1994; Queniart, 1992; and Sandelowski, 1988). 

Within the technocratic or medical model, the infant or fetus is a product. 

Medical technology has a strong imperative character, especially when it offers 

prediction about the health of a fetus or detection or prevention of disease (Kenen, 

1996). Fetuses, because of a variety of factors, be they genetic or hereditary, 

environmental, or related to matennal behaviors, can be identified as at higher or lower 

risk within the medical model, depending on their status. Women whose fetuses have 

been identified as at risk feel more vulnerable and uncertain regarding their own ability 

to protect their babies. Women are likely to accept the at-risk status for themselves and 

their fetuses to avoid anticipated decision regret (Kenen, 1996). 

The medical establishment is so intertwined with other institutions that the at-risk 

status can be viewed as a form of social control, as in cases where the government has 

appointed an attorney for the fetus deemed at risk for serious harm when the pregnant 

woman did not give consent to an immediate cesarean section (Kenen, 1996). Queniart 



(1993) defines this new at risk ideology as a set of doctrines that legitimate new social 

behaviors, constructing objective conditions of danger in order to justify new modes of 

intervention. 

Vulnerabilitv and Uncertainty 

Women facing childbirth decisions are vulnerable to outside influences on those 

decisions. At no other time are decisions so crucial for the well-being of another, the 

cherished unborn baby. The decision that is made will be based on the mother's 

perception of what represents the best possible outcome for the baby, rather than what 

is necessarily best for her as an individual, although her safety is also a goal. Women 

base their childbirth decisions on the information and opinions that they receive from 

multiple internal and external sources, including their own past experiences (Gupton, 

1994). This is particulariy tme for women who have experienced a previous delivery by 

C/S and are choosing between repeat C/S or trial of labor (TOL) that may lead to a 

vaginal delivery after previous cesarean section (VBAC). 

Vulnerability has been defined as "the state of being threatened by concrete or 

feared intrusions, with the dreaded anticipation of resultant loss or harm" (Hinchberger, 

1982, p. 2), and implies susceptibility or potential for illness, injury, or danger (Phillips, 

1992). The word vulnerable comes fi-om a Latin word meaning to wound (Anthony, 

1974). E. James Anthony describes the vulnerable child as one who is susceptible to a 

variety of forces in the environment. In contrast, he viewed the invulnerable or resilient 

child as being unaffected by the stress of even a negative environment. He used the 

analogy of three different types of dolls, one made of glass, one of plastic, and one of 

steel, to describe this. Each doll is subject to an equivalent blow of a hammer. The 



glass doll represents the most vulnerable while the steel doll is the most invulnerable to 

stress (Anthony). 

Pregnancy is a state of heightened vulnerability. Experiencing vulnerability, 

women seek assistance toward "safe passage" for themselves and their infants (Rubin, 

1984, p. 54). Heightened vulnerability can lead to perceived loss of personal control by 

pregnant women and has been associated with negative interpretations of past childbirth 

experience (Butani & Hodnett, 1980). Patterson, Freese, and Goldenberg describe a 

process of care seeking that women go through after they self-diagnose themselves as 

pregnant (1990). The authors named this process "seeking safe passage" (Patterson, 

et al., p. 28). The level of affect or concem surrounding this process varied according to 

the woman's estimate of her and/or her baby's vulnerability during pregnancy. Outward 

avenues toward seeking safe passage were directed toward beginning formal prenatal 

care but also were very much organized around the concept of self-care which was 

described by the women as "take good care of myself and involved good diet and 

exercise habits as well as avoiding substances such as alcohol and medications 

(Patterson et al., p.30). 

Uncertainty for themselves and their unborn infants promotes women's 

susceptibility to expert recommendations. This area has not been specifically 

addressed in the decision making literature as related to TOL and RCS. What has been 

delineated repeatedly, however, has been the importance of the health care provider's 

opinion in the decision that women make in TOL versus RCS (Gupton, 1994) because, 

within the medical model, only physicians are knowledgeable enough to make decisions. 



Obstetricians tend to view childbearing and pregnancy as medical events, 

subject to pathological conditions usually requiring medical interventions. Alternately, a 

woman will usually see childbirth as a natural process, but often feel that because it has 

become a medical event she is unable to control it. When childbirth is a medical event 

rather than a natural process, the woman's confidence as well as her ability to control 

the event is called into question, and the woman becomes more vulnerable to medical 

influence and more uncertain about the outcome. Society, medicine, and technology 

produce expectations of a perfect child from every pregnant woman, so technology may 

be seen by women as a means to lower risk, ensure a healthy child, and provide a 

successful birth (Gupton, 1994). The myth of the perfect cesarean baby is common 

(Gabay & Wolfe, 1994). A pregnant woman is vulnerable to suggestions that a 

procedure or behavior will guarantee a perfect infant or birth outcome. This may be 

even more crucial for the woman who perceives that a previous C/S provided her with a 

child that was perfect after a perhaps difficult, frightening labor. 

The necessary uncertainty along the journey to safe passage exacerbates 

women's susceptibility to expert recommendations. Uncertainty Is generated from 

pregnant women's vulnerability (Howe, 1993) because of the perceived inability to 

predict the outcome of their pregnancies. Howe (1993) found that women experienced 

uncertainty throughout the three trimesters of pregnancy and that this uncertainty was 

similar to that of ill patients studied by Mishel (1986) but short-term. Uncertainty, and 

thus vulnerability, may be heightened for women who ascribe to the medical model 

wherein faith in the ability of their own bodies is reduced and must be placed in the 

hands of "experts" and their machines of authoritative information. 
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Desire for Control 

Control regarding childbearing decisions is defined as women having a say and 

being active participants in what occurs during the childbirth process. Gupton (1994) 

identified the need for personal control regarding childbearing decisions as an important 

influence on the decision making process in her study of VBAC versus RCS decisions. 

In Gupton's study, for most women the decision itself was less important than the idea 

of having control; and many decisions regarding delivery approach were based on 

expectations of personal control (1994). 

Oakley (1993) notes that mastery is as important for women as it is for 

obstetricians. "But it is evident from research on women's experiences of childbirth that 

many women feel that what medical management above all prevents them from doing is 

taking responsibility for their own behavior and decisions during the process of 

childbearing" (Oakley, pp. 136-137). Danziger (1978) noted the asymmetry between 

the status positions of doctors and patients with the recognition that the doctor wields 

more power in the relationship. 

Kiri< et al. (1991) noted that women's perceptions regarding their ability to deliver 

vaginally after having a previous C/S figure into the decision they make about how they 

will deliver. Women who had more positive perceptions of their ability to deliver 

vaginally were more likely to choose a TOL. Their perception may have been based, in 

part, on the way in which the physician or other health workers such as nurses or nurse 

midwives presented the need for the original C/S as well as the timing of that 

information (Kirk et al.). More importantly, this perception may be linked to the woman's 

model of birth. That is, whether she sees herself and her body as a pooriy functioning 



machine in need of medical intervention or a strong woman and reliable birther/mother 

of children. 

Demographic Factors 

Women who are the most likely to need C/Ss by medical standards are the least 

likely to receive them (Hurst & Summey, 1984). Demographic factors such as income, 

age, education, profession, ethnicity, marital status, and insurance coverage play a 

large part in how women deliver their babies. C/S rates are lower in public hospitals and 

among the uninsured. Poor women and women of minority groups most often receive 

care and deliver their children in public hospitals. Women with higher incomes, older, 

married, and with private health insurance are more likely to use private hospitals for 

their care. Gould, Davey, and Stafford (1989) used census tracts in Los Angeles 

County as a proxy for sociodemographic status in an examination of birth certificate data 

of all infants (N = 245, 854) in 1982 to 1983. The authors found that income maintained 

a consistently statistically significant relationship with C/S rate independent of age, 

parity, birth weight, and race or ethnic group (1989). This is also true in Pima County, 

Arizona, where women who live in the affluent "foothills" of the city have the highest C/S 

rate in the county and those who live in the "central corridor" or poorest areas, have the 

lowest rates (Strich, 1995). Sociodemographic status may also significantly influence 

the type of health care provider attending the women with more affluent women being 

attended by obstetricians in private practice while poorer women are more likely to be 

attended by nurse-midwives and family practice physicians. 
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Health Care Provider and System 

Rates of C/S and VBAC vary with geographic area, type of health care facility, 

payor, time of day and day of the week, and health care provider. More C/Ss and fewer 

VBACs occur in the Southem states, in private or for-profit facilities, and among women 

who are privately insured. The South has the highest rate (24.3%), followed by the 

Northeast, Midwest, and West, with cesarean rates of 22.9, 21.4, and 20.7 percent, 

respectively (Gabay & Wolfe, 1994). Stafford examined records of 45,425 births 

occurring in California in 1986 to women with previous C/Ss (1991). In a factor analysis 

conducted to examine relationships, the factors found to exert the largest effect on 

VBAC rates among these births included hospital ownership, hospital teaching level, 

payment source, and obstetric volume (Stafford, 1991). 

Women in Gupton's study described the physician as central to the decision that 

they made regarding their childbirth choices (1994). Most women in Gupton's study 

described the physician as directive in the decisions they made, while fewer described 

the physician as sharing jointly, and even fewer as non-committal. A trusting 

relationship between the woman and the physician, however, was seen as ovemding 

the need for control over decisions (Gupton). 

Jordan (1993) notes that in high-technology cultures, ownership of the 

specialized instruments and machinery required for birth lies cleariy with medical and 

nursing staffs, which supports their ownership of decisions made regarding birth as well. 

These specialized instruments, such as fetal monitors and ultrasound, provide a kind of 

knowledge about the state of the woman and the fetus which is not only privileged, but 

also supersedes and delegitimizes any other information sources. Other information 
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sources, which at one time included the mother's perceptions of the well being of herself 

and her baby and the progress of her labor, are discounted or are sometimes 

unavailable, such as in the case when epidural anesthesia is used. 

Social Support and Social Network 

Weinert and Tilden (1990) define perceived social support as "provision for 

attachment/intimacy; social integration, that is, being an integral part of a group; 

opportunity for nurturing behavior; reassurance of worth as an individual and role in 

accordance role accomplishments: and the availability of informational, emotional, and 

material assistance" (pp. 212-213). When the network anticipated to provide support is 

perceived as unsupportive, the risk for a poor outcome increases (Middleton & Raphael, 

1987). 

Measurement of social support as a concept has been a research priority of 

nursing since the eariy 1980s. However, before the 1980s, numerous researchers 

studied similar concepts with other labels such as caring and friendship. In 1981, 

Brandt and Weinert contributed rigor to the conceptualization and measurement of 

social support and social network by developing an instrument, the Perceived 

Resources Questionnaire (PRQ). The instrument was conceptualized as measuring five 

aspects of support - worth, intimacy, social integration, nuturance, and assistance 

(Brandt & Weinert, 1981) and was initially designed to be multi-dimensional, however, 

more recent research with the instrument suggests that it is unidimensional (Weinert & 

Tilden, 1990). 

Norbeck and Tilden (1983) have posited that psychosocial assets perfonn a 

protective role during pregnancy, and that social support modifies potentially 
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pathological effects of high stress. Other investigators have found that the effects of 

social support are linked more to perceptions of support than to the actual behaviors of 

others (Aaronson, 1989). It is postulated that women with smaller social networks and 

less perceived social support will give up more control over decisions to professionals 

and ultimately may have poorer perinatal outcomes than women with perceptions of 

larger and more supportive social support and networks. The quality and availability of 

social support may have an important role in the woman's perception of risk or 

vulnerability and have repercussions for her decision regarding method of delivery. 

In summary, the concepts of social support and social network are relevant for 

this study because of their potential influence on women's decisions. As open systems, 

women may be receptive to other's support during pregnancy, including the time of 

decision making. 

Summary 

Major factors representing the conceptual framework for the study include 

internal influences on the decision: perceived risk based on past childbirth experiences, 

vulnerability and perceived uncertainty regarding the outcome; desire for control of the 

decision and birthing practices; demographic variables; and framing all, the childbirth 

model or ideology. External influences include social support and network, and the 

influences of the health care providers and health care system (Figure 1). 

Review of Literature 

The following section is a presentation of the literature addressing research on: 

epidemiology of C/S, costs related to C/S, TOL and VBAC in terms of definition, benefit, 

risk, decision making in pregnancy, and shared decision making. 
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EDidemioloav of Cesarean Section 

Cesarean section rates iiave been climbing throughout the developing world over 

the last 50 years. In the U.S., where rates are among the highest of all developed 

countries (24.7 per 100 deliveries); (Nair, 1991), C/S has become the most common 

surgical procedure perfomied other than episiotomy and hysterectomy (Wolfe & Gabay, 

1994). Of all reasons for C/S rates, RCS constitute 30 to 40 percent, breech 

presentation accounting for 10 to 15, dystocia or cephalo-pelvic disproportion (CPD) 

30.4, fetal distress 9.2, and all other reasons, 13.7 percent (Nair, 1991). Rates vary 

widely throughout the world, but have Increased in almost every nation. Francome and 

Savage suggest a rate of 6 to 8 percent would be appropriate based upon known and 

agreed upon indications for C/S (1993). 

Although C/S can be a life saving procedure, it is always associated with 

increased costs, whether they be financial, psychological, or physical. The decision to 

perform a C/S has been found to depend on subjective and discretionary judgment and 

although the optimal rate is not absolutely known, little improvement in outcome appears 

to occur when rates rise above 7 percent (Enkin, 1995). In their study of C/S outcomes 

from multiple physician practices (N = 500), Goyert, Bottoms, Treadwell and Nehra 

(1989) found individual physician practice styles to be a significant predictor of C/S 

rates. In one study, nulliparity and identity of the physician or provider were the 

strongest influences on rates as revealed by multiple regression techniques (Goyert et 

al., 1989). Certified Nurse-Midwives (CNMs) demonstrate lower primary C/S rates than 

physicians across all studies (Baruffi, Strobino & Paine, 1990; Sakala, 1993). In a large 

study of C/Ss at two hospitals, one staffed by CNMs, BMC, which was a primary care 



maternity center, and TJUH, a tertiary center staffed by physicians and a full range of 

obstetrical specialists, had very different primary C/S rates. The sample, consisting of 

796 women at BMC and 804 women at TJUH in 1977 and 1978 was matched for socio-

demographic and obstetrical variables. Only data for primary C/S were examined 

because of different policies regarding women with previous C/S at the facilities. Of all 

women giving birth, 4.3 percent underwent C/S at BMC with the midwives while 13.7 

percent at TJUH had C/Ss (Baruffi, Strobino, & Paine, 1990). Although this was a 

retrospective analysis, careful attention to reliability of the data and to the design 

demonstrate that the BMC model of practice, which is also one found in many European 

countries with low C/S rates and morbidity rates, may be an excellent model for the 

reduction in C/S rates nationwide. In summary, research on C/S indicates that there is a 

lack of evidence to support the suggestion that C/S improves perinatal outcome. In 

contrast, C/S has resulted in increased morbidity without evidence of improved overall 

outcome. 

Costs of Cesarean Section 

Both the physical and psychological costs for women associated with C/S have 

been described in the research literature. They can include depression, loss of 

autonomy, feelings of poweriessness, lowered self-esteem, and guilt (NIH, 1981). The 

additional physical burdens of major surgery include increased risk for morbidity and 

mortality for both mother and baby, a decrease in energy, increased pain, slower return 

to productivity, and prolonged periods of recuperation. 

Febrile morbidity, caused by postoperative infection or other factors, appears to 

follow C/S in at least one in five women (Enkin, 1995). In a meta-analysis of thirty-one 
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studies, Rosen, Dickinson and Westlioff looked at outcomes related to VBAC, elective 

RCS, and primary C/S (1991). The studies that were examined were available in the 

American literature, were conducted between 1982-1989, and combined 11,417 trials of 

labor and 6, 6147 C/Ss. The outcomes studied were maternal and perinatal mortality, 

which were grouped by birth route, febrile morbidity including wound infection, amniotic 

infection, urinary tract infection, and endometritis. Perinatal morbidity indicators were 

Apgar scores less than 7 at five minutes. The authors found that among 7830 trials of 

labor and elective RCS, there were two maternal deaths. The matemal mortality rates 

for trials of labor were 2.8 per 10,000 women, and 2.4 per 10,000 women undergoing 

elective RCS (Rosen et al.). Examining morbidity by mode of delivery, Rosen, et al. 

found that among failed trial of labor patients the morbidity rates were highest while they 

were lowest for successful trials of labor (E<.001). Rupture or dehiscence complicated 

about 2 percent of the over 6000 deliveries in eleven studies (Rosen et al.) there was 

no difference in the rates of rupture or dehiscence after a VBAC versus after an elective 

RCS. In ten studies that included over 4500 births, when infants weighing 750 grams or 

with congenital anomalies were excluded, there was no evidence of excess deaths 

among trials of labor (Rosen et al.). In a comparison between a center in which C/S 

rates remained constant and one in which rates increased, O'Driscoll and Foley (1983) 

noted the same decline in perinatal mortality in both settings and concluded there was 

no support for the idea that C/S contributed to improved perinatal mortality. 

In the Western states, women who deliver by C/S incur a three to four day 

hospital stay in contrast to a one to two day stay for women with vaginal births (Keeler & 

Brodie, 1993). Additionally, in the East, the stay for both vaginal births and C/S extends 



two to three days longer than In the West. As with any major abdominal surgery, weeks 

of significant painful sequelae may follow and make caring for the needs of an infant 

difficult and uncomfortable. Post partum pain associated with C/S includes incisional 

pain, pain with ambulation, gas pain, and pain associated with procedures such as 

injections, removal of staples, and enemas (Gupton, 1994). 

Women who experience C/S have been less satisfied with their birth experiences 

in the past than women with vaginal birth. Affonso and Strichler found that women felt 

that C/S was a harder experience with a more difficult recovery than vaginal birth 

(1978). However, more recently Sargent and Stark (1996) found women who were able 

to be alert and pain free were pleased with their birth experience regardless of whether 

it was by C/S or vaginal. In a qualitative study of women (N= 54) in Dallas-based 

hospitals, the authors interviewed women who participated in two different types 

childbirth classes; those taught by hospital paid nurses and those taught by free-lance 

childbirth educators in the community (Sargent & Stari<, 1996). The authors found that 

women who went to classes taught by the hospital nurses were more at ease with the 

interventions that occun^ed during their births than were women taught by outside 

educators who were less likely to encourage acceptance of interventions (Sargent & 

Stark). The authors concluded that hospital paid childbirth educators facilitate specialist 

control of the birth process by defining pain as an invasive sensation to be avoided as 

opposed to a normal part of childbirth (Sargent & Stark). 

The financial stakes in obstetric decision making are enormous. Unnecessary 

C/Ss are estimated to cost the US health care system in excess of $1 billion per year in 

hospital and physician charges (Stafford, 1990), inflating health expenditures at a time 
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when 40 million people are believed to not have any health insurance (Gabay & Wolfe, 

1994). C/S charges are higher than those for vaginal birth (Keeler & Brodie, 1993). 

Decreasing the number of C/Ss performed electively and encouraging wide spread use 

of VBAC could significantly reduce health care costs especially if combined with more 

prudent use of primary C/S. 

Although successful VBAC, in contrast with elective RCS, is associated with 

lower costs, a lengthy trial of labor (TOL) followed by a C/S can be very costly (Disney, 

1997). In a retrospective review of 140 RCS and VBAC deliveries at a large tertiary 

care facility, costs associated with VBAC were less, while costs of failed attempts at 

VBAC were the most costly when they ended in C/S. Costs associated with successful 

VBAC are so much less than RCS, however, that as the numbers of successful VBACs 

increase, overall costs associated will go down (Disney, 1997). Because the average 

successful VBAC rate is 73 percent (Rosen et al., 1991) advocating trial of labor and 

VBAC will decrease health care costs. 

In summary, research on C/S costs indicates that women who undergo C/S are 

more likely to experience episodes of morbidity and that, in general, costs associated 

with C/S are higher on all accounts than for vaginal birth except for failed TOL 

Research also suggests that 99 percent of the time, trial of labor is safe and a cost 

effective option for women who chose it. 

TOL and VBAC 

TOL with subsequent VBAC is the preferred method of delivery based on 

medical outcome measures for women with a history of a previous C/S, a transverse 

lower uterine scar, and a non-recurrent indication such as a breech presentation 



(ACOG, 1988). National consensus reports in both the United States and Canada 

suggest that TOL is safer for mother and infant than RCS and that increased use of TOL 

could significantly decrease C/S rates. Despite the consensus reports, the rate of C/S 

has continued to rise, with C/Ss now totaling one million a year in the United States 

(Finkler & Wirtschafter, 1993). Leveling off in the past two years (0.1% a year) has 

been attributed to the increased rate of VBAC (Gabay & Wolfe, 1994). However, the 

VBAC rate has now stabilized, suggesting that further decreases in the RCS rate will not 

be due to VBAC as the method is currently being utilized (MMWR, 1995). Decreasing 

the C/S rate is a worthwhile policy goal because, as was noted in New York state, not 

only will maternal moriaidity decrease, but for every percentage the C/S rate decreased, 

$9 million was estimated as saved in health care expenditures (Dillon et al., 1991). 

Beyond policy, it is clear that both mothers and babies benefit from vaginal 

delivery (Nielson & Hokegard, 1984). Clarifying the increased morbidity and mortality 

rates for women in relation to C/S versus VBAC has been extremely difficult because of 

the underiying disease processes that often accompany these rates. However, Sachs, 

Yeh, Acker, Discoll, Brown, and Jewett (1988) estimated the absolute risk from C/S 

alone to be 6 per 100,000 procedures. Miller calculated morbidity risks associated with 

C/S to be two to four times greater than with vaginal delivery (1988). The rate of 

matemal mortality attributable to C/S is four times that attributable to normal vaginal 

delivery (Enkin, 1995). The matemal death rate associated with elective RCS is twice 

that attributed to nornial vaginal delivery (Enkin, 1995). 

Additionally, perinatal morbidity is higher with C/S. Respiratory distress is 

increased in infants who have been delivered by C/S even when improper timing of 



elective procedures has been controlled (White, Shy & Daling, 1985). In their review of 

over 1500 births, Baruffi et al. identified an increased percentage of infants bom with 

decreased Apgar scores among infants who were delivered by C/S (1995). Significantly 

fewer respiratory problems were encountered with babies of mothers who had labored 

before C/S and the lowest rates were found in infants who were delivered vaginally 

(White et al, 1985). Studies as well as common sense suggest that passage through 

the birth canal constricts the baby's rib cage during labor and effectively assists in the 

removal of fluid from the baby's lungs. 

In summary, a volume of available research on VBAC suggests that it is a safe 

alternative to for both infant and mother RCS. However, although the safety and 

financial efficacy of VBAC has been demonstrated repeatedly, increases in the VBAC 

rate have been minimal over the past decade, allowing for a .2% decrease in the overall 

C/S rate. 

Decision Making and VBAC 

There are numerous theories of decision making which examine and attempt to 

explain how individuals choose between altematives. These include rational choice, 

cognitive theories, social, medical, and more recently, normative-effective theory 

(Etzioni, 1992). Most suggest stages which, although occurring prior to the decision, 

may not progress in a linear fashion (Janis & Mann, 1982). The medical model of 

decision making reflects the scientific model in which medical risk probabilities take 

precedence over all other considerations. It is clear, however, when making childbirth 

decisions, that women primarily examine past experiences and consider opinions of 



others when forming expectations of the future birth (Gupton, 1994) and follow a social 

model of decision making. 

Although a conservative estimate is that more than 50-80% of all women with a 

previous cesarean section can successfully deliver vaginally (ACOG, 1984), most 

women continue to choose RCS rather than a TOL McClain's seminal qualitative work 

with candidates for VBAC (N=50) identified several factors that influence the decision

making process (1985). These include: (a) social expectations and goals, (b) child care 

responsibilities, (c) plans regarding employment after delivery, (d) future child-bearing 

plans, (e) husband's opinions, and (f) infomnation from physicians. The women who 

chose to undergo RCS described having suffered through a long and debilitating labor 

and having been rescued by C/S, thus avoiding the oppressive experience of labor. 

They denied the possibility that the C/S had prolonged their recovery and described the 

postpartum experience as free from complications. 

Women who had experienced labor followed by a cesarean birth chose TOL 

because they viewed the vaginal birth experience as a uniquely feminine and personal 

accomplishment and valued the potential for an immediate relationship with the infant. 

The process of making these decisions was complex and women seldom processed the 

probabilities of particular outcomes (McClain, 1985). 

In a secondary analysis of her original data, McClain suggested that factors 

impinging on the decision making process included interpretation of past cesarean 

experience, interaction with the physician and cultural norms, values and expectations 

(1990). Women used information from their physicians to justify or support their 

decisions, whether for TOL or RCS (McClain, 1990). 



In a study examining who made the decision to avoid vaginal birth the reasons 

given for choosing RCS or TOL were similar in two very different hospital groups (Kirk, 

Doyle, Leigh, & Garrard 1990). Almost 20% more women from hospital B, which was 

private, chose RCS in order to avoid the pain of labor and to capitalize on the 

convenience of timing birth than did the women from hospital A, which was public. 

Women from hospital A chose TOL to experience vaginal delivery and to have a quicker 

recovery. Other reasons given for choosing RCS included: (a) the potential danger of 

vaginal birth to the mother, (b) the danger of vaginal birth to the infant, (c) the low 

probability of vaginal delivery, and (d) knowing what to expect (Kirk, Doyle, Leigh, & 

Ganrard). The authors also noted that women's perceptions regarding their ability to 

deliver vaginally figure into the decision they make about how they would deliver. 

Women who had more positive perceptions of their ability to deliver vaginally were more 

likely to choose a TOL. Their perception may have been based, in part, on the way in 

which the need for the original C/S was presented by the physician or other health care 

workers as well as the timing of that information. The reasons for choosing VBAC and 

for choosing RCS confirmed a social rather than a medical model of decision making. 

Gupton (1994) identified critical factors in the decision making process of women 

with previous C/S seeking birthing decisions (N = 115). Gupton interviewed 25 women 

with VBAC choice and 25 with RCS choice (1994). She also asked those women plus 

65 additional women to complete self-report measures. The critical factors identified by 

Gupton included: physician attitude, the woman's perceived ability to deliver vaginally 

based on past experiences, and the number of previous C/Ss the woman had 

undergone. Other factors included interpretation of pain, development of self-concept. 



need for control, and relationship to others. There was strong evidence of the influence 

of the health care provider or physician on the woman's decision regarding RCS or TOL 

Women who knew what they wanted but disagreed with their physician generally 

changed physicians, or worked to change the physician's opinion. Women indicated 

that the preferred model for decision making with their physician was one of "shared" 

decision making. It was interesting to note, however, that of the women who chose 

TOL, 90.8% of the group perceived their physician's attitude as encouraging of TOL. In 

contrast, only 30.6 percent of the C/S women felt their physician had encouraged a TOL 

even though they had no known contraindications (Gupton). 

People want to share in the decision making process with their health care 

providers. Understanding what the person wants is crucially important in developing the 

best health care strategy (Kasper, Mulley, & Wennberg, 1992). For shared decision 

making to occur both the health care provider and the health care consumer must be 

well informed. It is evident that important decisions are frequently made in the face of 

uncertainty and that when the best estimates of probabilities are made, patients will 

differ in their responses to risky choices (Mulley, 1990). 

Philosophy of practice, as it pertains to obstetrics, has been identified as a major 

predictor of how labor and delivery is managed by health care providers and how 

decisions are made (Wolfe & Gabay, 1994). Amount, accuracy, and timing of 

information given to women by their health care providers may have a significant impact 

on women's decisions. Danziger (1978) collected field data through ethnographic 

interviews of pregnant women (N=30), over an eight month period in two clinic and three 

hospital settings. The researcher studied activities and interactions of doctors and 



nurses with "low-risk" patients and their spouses longitudinally from about mid-

pregnancy through labor and delivery for over a 150 episodes. She noted a consistent 

avoidance of conflict with obstetrical care providers and organized a typology of uses of 

expertise by physicians to which women reacted based on their own personality type 

and educational needs. Women consistently received selective infonnation about their 

prognosis from physicians (Danziger). This representation of relationships between 

women and physicians during pregnancy hints at the type of social control and power 

that physicians hold. Physicians and other health care providers may find it easier and 

less time consuming to make therapeutic recommendations patemalistlcally rather than 

engage in shared decision making. Additionally, both women and their physicians who 

adhere to the medical model may believe that women are In general unprepared for 

shared decision making. 

In summary, the review of literature indicates seven major conceptual areas as 

influences on childbirth decision making: (a) childbirth model, (b) perceived risk and 

vulnerability, (c) perceived uncertainty, (d) desire for control of the decision and 

childbirth practices, (e) demographic variables, (f) health care providers and the health 

care system, and (g) social support and network. Models of decision making reflect a 

linear progression from beginning to end. Women's decisions regarding childbirth, 

however, reflect a system's perspective in which multiple influences are considered and 

medical risk Is not the first priority. Research suggests that women prefer sharing 

obstetrical decisions with their health care providers. However, health care providers 

may not be prepared to share in decision making with women even though they may be 

prepared to share some infonnation. 
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Research Questions 

The research questions guiding the study are: 

I. What are women's perceptions of the influences on the decision making process 

when deciding between VBAC and RCS? 

II. What is the perceived magnitude of each influence on the VBAC decision? 

III. How do childbirth models frame the VBAC decision? 

IV. How is congruency of the VBAC decision with the model related to satisfaction with 

the outcome? 

Definition of Terms 

This section provides definitions of the terms used in the research questions. 

There are conceptual and operational definitions. 

Women's Perceptions of Influences -

Conceptual: Women's awareness of those situations or opinions that have the 

ability to change a decision about method of birth. 

Operational: Scores on dimensions of the C/S Decision Making Questionnaire 

(C/S DMQ) representing influences, as well as replies on two items on the demographic 

questionnaire. 

Decision Making Process -

Conceptual: The progression of experiences wherein the woman decides 

whether or not she will undergo a RCS or a VBAC. 

Operational: Scores on the C/S DMQ on the dimensions of childbirth model or 

ideology, perceived risk and vulnerability and uncertainty regarding the potential 

outcome, desire for control of the decision and birthing practices, health care provider 
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and the health care system, and social support. Additionaly, the woman's description of 

the process from the focus group data. 

Vaginal Birth After Cesarean (VBAO -

Conceptual: An attempt at a vaginal birth when the woman has previously 

undergone a C/S. 

Operational: The woman's self-report on the demographic questionnaire of 

having attempted a VBAC. 

Repeat Cesarean Section (RCS) -

Conceptual: Delivery of the fetus through an abdominal incision for subsequent 

pregnancies. 

Operational: The woman's self-report on the demographic questionnaire of 

repeating a C/S. 

Perceived Magnitude of Influence -

Conceptual: The women's quantification of the degree to which a single factor or 

dimension influenced her decision. 

Operational: Scores on all dimensions of the C/S DMQ. 

VBAC Decision -

Conceptual: The woman's report of whether or not she chose a VBAC or RCS for 

her second birth. 

Operational: Score on the DQ about what the mode of delivery was for the 

second birth. 



Childbirth Models -

Conceptual: A woman's belief system or ideology about childbirth and whether or 

not she sees it as an illness or a part of everyday life. 

Operational: A score on the Models dimension of the C/S DMQ. 

Conaruencv -

Conceptual; Consistency of childbirth model with decision choice of VBAC versus 

RCS. 

Operational: Whether or not the score on the childbirth model dimension is 

consistent with the childbirth choice, as measured by the dimensions of Models of the 

C/S DMQ and an item on the DQ. 

Satisfaction with Outcome -

Conceptual: Whether the woman was pleased with the choice she made about 

the delivery method and the process and result of that choice. 

Operational: A score on the final question of the DQ and thematic units from the 

qualitative data. 

Summary 

Chapter Two was a presentation of the conceptual framework guiding the study, 

as well as a review of the literature. The relevant literature regarding C/S epidemiology, 

costs of C/S, VBAC, and decision making was presented. Based on the review of 

literature, intemal factors identified as influences on the decision to attempt a TOL or a 

RCS include: childbirth model, perception of risk based on her previous childbirth 

experiences and her vulnerability and perceived uncertainty regarding the potential 

outcome, desire for control of the decision and birthing practices, and demographic 



59 

variables. External factors include health care providers and the health care system and 

social support and network. The chapter concluded with a presentation of the research 

questions and both conceptual and operational definitions of terms. 
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CHAPTER 3 

METHOD 

Chapter Three includes a description of the design, sample, setting, data collection 

procedure, and data analysis. The description of data collection includes each of the 

methods used in this study: focus group and questionnaire. Also included are 

descriptions of the instruments, the Cesarean Decision Making Questionnaire (C/S 

DMQ) and the Demographic Questionnaire (DQ). Assurance of trustworthiness of the 

qualitative research and reliability and validity of the instrument are included. Data from 

the focus groups assisted in confirming factors identified through review of the literature 

and clinical experience as influencing childbirth decisions related to VBAC, and to refine 

the C/S DMQ. The protection of human subjects is described. 

Design 

The design of this study was non-experimental, cross-sectional, and descriptive. 

Qualitative and quantitative methods were triangulated (Holloway & Reeder, 1996) to 

establish validity and verification of factors previously identified through literature review 

and the clinical expertise of the investigator. Triangulation is a technical term originally 

used in the fields of surveying and navigation to describe a technique whereby two 

known or visible points are used to plot a third point (Breitmayer, Ayers, & KnafI, 1993). 

Triangulation was first used metaphorically in the social sciences to characterize the use 

of multiple methods to measure a construct. Others have developed and refined the 

theme of confimnation through triangulation (Jick, 1983). Triangulation can be used to 



61 

support concept completeness by portraying the contextual elements of the 

phenomenon of interest (Jick, 1983). 

In this study the investigator used triangulation of methods (focus group and 

questionnaire) to assure triangulation of data sources (narrative data from focus groups 

and responses to questionnaires). This research involved conducting focus group 

sessions, content analysis of qualitative focus group data for validation of concepts for 

the instrument developed to measure the decision process, pilot testing of the 

instrument, and measurement of related concepts of interest. Focus group findings can 

lend support to factors previously described in the literature, and identify new factors 

that strengthen the dimensions of an instrument for the decision making process. Focus 

group findings also validate previous item construction regarding salient concepts and 

support validity. When quantitative and qualitative results converge, conclusions may 

be strengthened (Jick, 1979). The demographic questionnaire provided data on 

individual information regarding demographic variables of interest and supplemented the 

qualitative data. 

Protection of Human Subiects 

The Human Subjects Committee at the University of Arizona and the Office of 

Nursing Research at the University of Arizona College of Nursing granted approval for 

the original study (Appendix A). The original study was given approval in 1994, and 

several changes in methods and subject number followed (Appendix A). Formal 

approval from the institution providing the sample participants was also obtained 

(Appendix B). The subjects read and signed a consent (Appendix C). The consent 

consisted of an explanation of the purpose of the study, eligibility requirements, nature 



of the focus groups and the questionnaires, the estimated length of time involved, the 

right to withdraw without negative consequences, the reimbursement for the focus 

groups, and assurance of confidentiality. The investigator maintained the confidentiality 

of the participants through use of numerical codes of the groups and the participants. 

Questionnaires and tapes were then locked in a cabinet maintained by the researcher. 

Focus Groups 

There was a total of six focus groups, which are further described under Sample. 

There were ultimately three focus groups of women who chose VBAC (n = 10) and 

three of women who chose RCS (n = 9). Although the original plan was to have four 

focus groups of five women each, additional groups were necessary because two 

women did not show up for each of two of the planned groups. Identifying sufficient 

participants for the focus groups along with organizational issues concerned with timing 

of the groups for busy new mothers became consistent problems during the data 

collection phase. In addition, the lapse in time from when potential participants were 

initially identified, contacted, and their group could be scheduled became a further 

complication and is discussed further under data collection. 

Focus Group Method 

A focus group is a carefully planned discussion designed to obtain perceptions on a 

defined area of interest, in a permissive, non-threatening environment. It is conducted 

by a skilled interviewer with a group of approximately 4 to 10 people who have all 

experienced the concept of interest. Group members often influence each other by 

responding to ideas or comments but the true intent of the focus group is self-disclosure 

(Krueger, 1994). The technique has the potential to assist in policy-making and policy-



driven research and has a long history extending to social scientists in the 1930s and 

1940s who were studying ways to improve military moral (Krueger, 1994). During the 

past 40 years most applications of focus groups have been in the area of market 

research (Bellenger, Bernhardt, & Goldstrucker, 1976). Focus group interviews enabled 

manufacturers and sellers to understand what their customers wanted at a reasonable 

cost. However, in the past decade, social scientists have rediscovered the usefulness 

of focus group research used in the 1930s by Merton and his colleagues (Merton, Fiske, 

& Kendall, 1956) and are beginning to use the method more extensively to better 

understand the human experience. 

Focus groups are essentially group interviews that rely on the interaction of the 

group, in contrast to questions followed by responses from individuals. Morgan (1998) 

suggests that focus groups may stand alone In terms of a method, but may be even 

more effective when linking with other forms of data collection, and are particulariy 

useful for developing questionnaires. The hallmark of focus groups is the explicit use of 

the group interaction to produce data and insights that would be less accessible without 

the interaction of a group (Morgan, 1988). The steps for planning focus group research 

are: (a) first, be clear regarding the purpose for the study and whether or not focus 

groups are appropriate; (b) identify the target group that will be able to give the 

information needed; (c) listen to the target audience; (d) select a good location; and (e) 

develop a detailed plan, including the projected resources that will be needed (Krueger, 

1994). 

Homogeneity is the key principle in forming focus groups (Kinry, Tiedje, & Feidman, 

1990). The purpose of the study is what determines the homogeneity or makeup of the 



group. In this study, because the women who participated in the groups were 

heterogeneous, having chosen one method of childbirth as opposed to another, their 

data were first analyzed separately, and subsequently compared. Women who chose a 

VBAC comprised three groups while women who chose RCS comprised two of the other 

three groups, while in one RCS group a woman who chose VBAC participated. This 

ultimately turned out quite well and will be discussed further. 

Sample 

The investigator arranged for participant recruitment through a large health plan with 

multiple providers of OB/GYN service providers in the geographic area. Women who 

received care with any of the health care providers contracted with the plan and 

delivered their infants at a single large tertiary center were candidates for the study. 

Health care providers within the group health maintenance organization (HMO) and the 

preferred provider organization (PPO) recruited the women at the providers' offices 

within the two divisions of the larger HMO. The PPO is comprised mainly of private 

practices or small group practices, in contrast with the group HMO, which is a large 

group of providers who share call and policies. 

A purposive sample of six to seven women for each group was recruited because of 

the known drop out rate for focus groups. However, the groups contained between two 

and five participants who actually showed up. The women met the following selection 

criteria: (a) 4 to 12 weeks of having given birth by either 1) RCS or 2) VBAC, (b) 18 

years of age or older, (c) delivered a normal infant, and (d) English speaking. 

Based on the choice of delivery method, the women were categorized accordingly. 

In qualitative research, a purposive sample is a criterion-based sample which sets forth 
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certain requirements for inclusion (Holloway & Wheeler, 1996). Women who met the 

stated inclusion criteria were invited by the physicians, nurses or nurse-midwives, or 

office staff of the participating practices to participate in a focus group session. The 

office staff of the practices then contacted the investigator with the names and 

telephone numbers of women who agreed to be contacted. All participants had 

insurance with the HMO through their own or their spouse's employment or business. 

Recruitment for the study was difficult because of the preference of the health plan 

to have the provider's approval to contact the women. The providers evidenced little 

interest or energy to do much recruiting, probably because in general they were 

overwhelmed with clinical responsibilities. Their staff members showed even less 

interest. The investigator used creative methods of encouraging recruitment efforts 

through fax machines instead of the telephone. Although recruitment began in February 

of 1997, the final participants for the focus groups were not identified and interviewed 

until late September, 1997. Recruitment for the groups of women who chose VBAC was 

difficult because there were fewer potential participants. Once identified, however, they 

were much more likely to remain interested in participating in the focus groups than 

were women who chose RCS. 

The women themselves also had difficulty arranging their schedules in combination 

with the schedules of their spouses, responsibilities with other children, and sometimes 

employment outside the home, to participate. Women dropped out regularly because of 

a schedule change, a sick child, work, or simply because they forgot and things came 

up. Even though women were encouraged to bring their babies it was obviously difficult 

for them to make the arrangements necessary to participate in the study. As women 



were identified, they would initially agree to participate. However, because of the length 

of time needed to obtain enough women for the groups, inevitably some would drop out 

and become disenchanted due to the issues of multiple telephone calls and meeting 

time changes. When initial calls were made to potential participants, the investigator 

frequently first spoke with husbands, who were much more reluctant about the women 

participating in the study and were quick to doubt their wives' interest in participating. 

Women were quick to agree, but later found participation difficult. 

Nineteen women participated in six focus groups. There were three groups of 

women who chose VBAC (n = 10). The first group contained five women (n = 5) and 

was the largest group. This group interview was the longest. The second VBAC group 

consisted of only two women (n = 2), however, because of the rich data obtained from 

this small group, the decision was made to retain the data. The final group of women 

had all chosen VBAC as their method of delivery (n = 3), however, two of them actually 

had RCSs because of medical indications. 

The first RCS group contained four women (n = 4). The second group, like the 

second VBAC group, contained just two women (n = 2). The final RCS group was 

mixed, due to confusion in the initial telephone conversation. This occurred in error 

because one woman was identified as having had a C/S. However, she had actually 

chosen and had a successful VBAC. The final RCS group had three members (n = 3), 

one of which had had a VBAC. The group had excellent interaction and the women 

were stimulated by their differences, and this was evident throughout the focus groups. 

Small group size was initially considered to be a potential drawback for the research, 

however, it was noted that because of the intense interest in the topic demonstrated by 



the women who chose VBAC, along with their need to discuss their experiences in 

detail, the smaller group size worked to the advantage of the investigator. Smaller 

groups with intense interest in a topic are described as "engaged" by focus group 

researchers (Morgan, 1998, pp. 73). The focus groups including women who had 

chosen VBAC were lengthier than the groups of women who chose RCS. The first 

focus group with five women who had chosen VBAC was the longest, lasting two and 

one-half hours. The women required time to discuss their experiences and 

demonstrated more engagment in this discussion than did women who chose RCS. 

Typical length of sessions for wome who chose RCS were one and one-half hours. 

Setting 

The focus group sessions occurred in a meeting room at the Medical Center at 

the local University. This is a central location geographically and was considered 

convenient by the participants. The investigator made arrangements for scheduling the 

room after the final dates for the focus groups were chosen. The rooms available were 

large and well-appointed, with comfortable chairs and a chalk-board. They were fairiy 

private. Chairs were arranged around a table with the participants facing each-other In 

a semi-circle to facilitate participation and recording (Krueger, 1994). The tape recorder 

was placed on the table with the microphone on and pointed toward the semi-circle. 

The individual responsible for observing and tape-recording (the monitor) sat at a slight 

distance from the group to be able to hear all participants. The investigator interviewed 

and was the guide for each of the six sessions, while the monitor remained constant and 

also was present for each session (Krueger, 1994). 



Data Collection Procedure 

Women who met the criteria for the sample were initially Invited by their health care 

providers to participate. There were five major obstetrical and nurse-midwifery practices 

interested in recruiting for the study and maintaining logs when the study began. 

However, most of the participants were actually identified by two large practices and one 

smaller practice. One large practice, was a group of obstetricians, and the other, a large 

group of six certified nurse midwives and two obstetricians. The small practice was a 

single obstetrician and a nurse practitioner. The health care provider or the provider's 

office staff gave a brief information sheet titled Invitation to Participate, to women who 

met criteria, if the women expressed interest in participation (Appendix D). The staff 

then described the study. After reading the description, the women agreed to be called 

by the investigator and the woman's name and telephone number were supposed to be 

placed on a log by the office staff or health care provider that was provided to the office 

by the investigator and kept in a closed drawer in the office of the health care provider. 

This process proved to be cumbersome, however, and eventually the process evolved 

to a system in which the investigator faxed a request for participants to providers which 

was completed by the office staff after conferring with the providers, and returned every 

two to three weeks. After numerous calls and faxes, it became evident that several of 

the provider groups were not going to take the time and effort to recruit women. These 

provider groups were eventually eliminated from the weekly list of groups who received 

faxes, with three groups remaining as the contacts for recruitment. 

After receiving the completed lists, the investigator telephoned the women at home 

or at work and described the study (Appendix E). The woman's interest in the study 



was established. Women who expressed Interest in participating were Invited into an 

appropriate focus group. The Investigator devised a master list based on the method of 

delivery, RCS or VBAC. 

After contacting Interested woman by telephone, the Investigator gave further 

Infomnation regarding the focus group sessions and potential dates and times. 

Interested women received a personalized invitation by means of a RSVP card through 

the mail with the exact date, time, and address of the focus group session, including a 

map of the meeting site, and a retum envelope with postage. An attempt was made to 

recruit six to seven women per focus group session, with the desired number per group 

of at least five. Additional participants were recruited for each group, due to the known 

potential drop-out rate of 20% for focus groups (Holloway & Wheeler, 1996). Two 

participants dropped out the day before both one VBAC and one RCS focus group due 

to personal situations. All six groups ultimately had fewer participants than was 

originally proposed, due to the difficulty of recruitment. Additionally, the difficulty of 

recruiting women for focus groups when there Is a time limiting component (within 12 

weeks post-partum) became a reality and a true limitation for the study. Ultimately, 

because of the engagement of the women In the content matter of the VBAC groups, 

three was found to be an Ideal number of participants in terms of stimulating discussion 

while allowing time for each to participate optimally. 

On the day before each focus group convened, the Investigator and the monitor met 

and verified the availability of the room, purchased snacks, reviewed the focus group 

Interview guide, checked all audio-taping equipment, and purchased extra audio-tapes 

and name tags for participants. The groups met at the designated time and place. At 
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the time of the focus group meetings, the investigator gave complete verbal and written 

descriptions of the study and its purpose, and allowed the participants time to ask 

questions. In the following twenty minutes the participants read and signed the consent 

(Appendix C), completed a short demographic questionnaire (DQ) (Appendix F), and the 

pilot instrument (Appendix G). This pilot test of the instrument also served as a type of 

member check. Member checks, advocated by Lincoln and Guba (1985) and Colaizzi 

(1978), involve those who participated in the research checking the research findings for 

agreement with their perceptions of the discussions. The purpose is to ensure the 

results of the analysis are true to the participant's perceptions of the experience 

(Colaizzi, 1978). A short ten minute break with refreshments led into the focus group. 

The investigator then delineated the ground rules for the focus group including: (a) the 

project was strictly for research purposes and there were no right or wrong answers, (b) 

speaking up was important as well as one person speaking at a time because of the 

tape recording, (c) first names only were to be used and when reports are completed 

and no names would be attached, and (d) negative comments were just as welcome as 

positive comments and sometimes end up being more useful (Krueger, 1994). 

After the ground rules were established by the investigator, the participants were 

grouped in a semi-circle surrounding the tape recorder table which was placed on the 

table. The same investigator and monitor guided each of the six sessions. The monitor 

audio-taped and was responsible for all equipment, as well as for taking field notes, 

while the investigator facilitated the sessions and asked questions of the participants. 

Field notes involved noting facial expressions and non-verbal activity, as well as some 

word-forword documentation of statements (Krueger, 1994). Guiding the session 



involved directing the flow of the discussion to the topic of interest. The session's 

content followed the proposed question guide for focus groups (Appendix H). However, 

as often occurs with group discussions, the group required nurturing and thoughtful 

guidance to obtain the needed information as well as to maintain respect for the 

participants' own interests and conclusions. Focus groups with women who had chosen 

VBAC required less nurturing than groups with women who had chosen RCS. 

Additionaly, the groups with women who had chosen VBAC lasted on the average of 30 

minutes longer than groups with women who had chosen RCS. The mean time length 

for the VBAC groups was two hours while the mean length for women who chose RCS 

was 60 minutes. 

Data Analvsis 

Transcription of the audio-tapes of the focus group sessions into written form was 

done by an experienced transcriber and the investigator. Two were completed by the 

transcriber, and four by the investigator. The transcriber used a dictation machine to 

transcribe the audio-tapes into typed form onto computer diskettes. The transcriptions 

were then reviewed by the investigator, comparing transcripts against the field notes 

and tapes for accuracy. The investigator used a similar process. Content analysis was 

the preferred method to analyze the data because of its usefulness in structuring 

unstructured data (Brink & Woods, 1988). Content analysis is a research technique for 

making replicable and valid inferences from data to their context (Krippendorff, 1980). 

The eariy history of content analysis dates to the times of Max Weber and the 

German Sociological Society, which suggested a proposal for a large scale content 

analysis of the press. However, this suggestion was never carried out (Krippendorff, 
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1980). Quantification and objectivity have been the traditional expectations of content 

analysis. Berelson and Lazarsfeld (1952) are best known for their early work in 

describing and analyzing content objectively and systennatically. Most of this early work 

used content analysis for counting or quantifying qualitative data and was deemed as 

simplistic at best (Krippendorff, 1980). In the 1950s, however, content analysis was 

applied to psychological, anthropological, historical, and linguistics research. In the 

1960s a major conference was held at the Annenberg School of Communications and 

the evolution of content analysis as a scientific research method evolved (Krippendorff, 

1980). 

After transcription of the sessions was complete, the field notes were woven into 

the verbatim transcripts by the investigator and the monitor. Prior to initiating content 

analysis, the investigator established themes and categories for analysis based on the 

literature and the framework of the developed questionnaire. Each narrative response 

that expressed an idea or separate theme in response to a question or probe by the 

participants was treated as a thematic unit (Krippendorff, 1980). As continual coding of 

the data occurred, patterns or commonalties in the data emerged and additional 

categories and subcategories developed from grouping themes that evolved from the 

data. Each category received a refined label and definitions of categories were 

developed as themes further emerged. Analysis progressed from raw data to 

identification of thematic units, themes, subcategories and categories. 

Categories met requirements of being exhaustive, mutually exclusive, easily 

understood, and independent (Holsti, 1969). To reduce subjectivity and enhance 

consistency in interpretation, two dissertation committee members acted as second and 
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third coders to independently code thirty percent of the data (thematic units) of the focus 

group sessions. 

A thematic unit from the top of each page of data was selected to provide 30% of 

the data for coding by independent coders. One hundred and thirty-one units were 

selected for coding. Directions were given regarding coding, and the categories and 

subcategories listed on a separate page, along with their definitions. The second and 

third coders reviewed thematic units to match them with the categories, then placed the 

category number next to the thematic unit. The investigator determined the degree of 

intercoder agreement by calculating the percent agreement of the other coders' results 

with the investigator's results of coding on the same thirty percent of data. Eighty-

percent agreement is considered acceptable in con-espondence with the general 

acceptability level of .80 for reliability of instruments (Nunnally, 1978). In this study the 

first test of intercoder reliability resulted in .69 agreement, after which the investigator 

incorporated suggestions from the other coders for refinement of category definitions. 

After re-coding of the entire data set following the refinement of the categories and their 

definitions, a second round of coding of the same thirty percent of the data was done. 

This yielded an intercoder reliability of .90 agreement. 

Agreement between dissertation committee members and the investigator 

regarding categories or themes supported face and content validity for the themes and 

their definitions. A comparison of the VBAC groups with the RCS groups was done for 

similar patterns, counts of thematic units, and contrasts between groups. Content 

analysis of focus group data accomplished the aim of categorizing the factors that 

influence the VBAC-C/S decision. 



Tmstworthiness. In qualitative research, trustworthiness is a term used to 

indicate the quality of data (Polit & Hungler, 1995). Qualitative research has elements of 

subjectivity, however, because subjectivity along with objectivity are desired in 

qualitative research and different approaches of achieving validity and reliability are 

required (Holloway & Wheeler, 1996). 

Credibilitv. Credibility is the criterion used to ensure the truth of the findings 

(Lincoln & Guba, 1985). To establish credibility, researchers must be able to identify 

and describe the participants. Credibility may be improved by several means: prolonged 

involvement with the participants, persistent observation, triangulation of methods, peer 

debriefing, and member checks (Lincoln & Guba, 1985). Prolonged involvement and 

persistent observation with the participants included the investigator's more than 10 year 

experience with women deciding on VBAC versus RCS, in addition to lengthy focus 

group sessions, along with repeated telephone calls during arrangements that were 

made for the groups. Triangulation of methods by way of focus groups and 

questionnaires to provide both qualitative and quantitative data support the credibility of 

this study. Peer debriefing occurred through investigator consultation with a researcher 

colleague regarding interpretation and coding of data. A member check by way of the 

pilot test of the C/S DMQ occurred. Some results of the analysis of questionnaire data 

provided confirmation of results of analysis of focus group data, however, other results 

did not. The minimal congruency of the C/S DMQ results is attributed primarily to the 

state of development of the C/S DMQ as a new instmment. Credibility of the focus 

group data was supported through prolonged involvement with the participants. 
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persistent observation, triangulation of metiiods, peer debriefing and member checks, 

but with minimal support from the C/S DMQ. 

Transferability. The extent to which the results of the data can be transferred to 

another setting or group defines the transferability of the data (Holloway & Wheeler, 

1996). A decision trail carefully describing collection and analysis of the data enables 

other researchers to follow the decisions that were made and to examine whether or not 

they would have made the same decisions, it is the responsibility of other researchers 

to decide if the results of this study are transferable to their setting. However, it is the 

responsibility of this investigator to provide thick description of the data analysis, results, 

and a clear description of the purposive sample of participants to ensure a basis for 

determining transferability. Additionally, a decision trail, adequately delineated, assists 

in establishing a basis for detemnining transferability of the data. In this study the 

investigator set up computer files into which all thematic units related to a particular 

category and subcategories were moved. Each file contained only the thematic units 

that fit in the category or subcategory according to Its definition. This system reflected 

decisions the investigator made during analysis of data. 

Dependability and confirmabilitv. Stability of the data over time and conditions 

defines dependability (Lincoln & Guba, 1985) while confirmability refers to objectivity or 

neutrality of the data. Clarity and precision in describing the procedures for data 

collection and analysis ensure that othere can understand and critique what has been 

done. Both of these measures of tmstworthiness were addressed by the investigator 

through acceptable intercoder reliability as well as having an audit trail documenting the 

decisions made regarding categories, themes, and definitions. 
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The investigator maintained an audit trail, through which the dissertation 

chair reviewed all transcripts and coded selected segments of the data to confirm 

accuracy of coding. The Investigator organized the data further by moving thematic 

units under major categories and subcategories by creating a separate computer file 

folder for each. The original focus group number, participant number, and delivery 

method was maintained for each thematic unit. The dissertation chair reviewed the 

folders as they were created and evolved, as well as the categories and subcategories 

as they were refined. 

Quantitative Procedures 

This section describes the quantitative procedures used in the study. Development 

of the C/S decision making questionnaire (C/S DMQ), including the pilot testing phase, 

is presented, as well as the demographic questionnaire used In the study. Issues of 

reliability and validity are also addressed. 

Data Collection Procedure 

The Cesarean Section Decision Making Questionnaire (C/S DMQ), proposed to 

Include both internal and external influences on the VBAC decision, as well as the 

Demographic Questionnaire (DQ), were administered to the focus group members at 

the beginning of each session. Because the focus groups yielded fewer participants 

than initially anticipated (n_= 19), an additional 15 women were recruited by the 

investigator to complete the C/S DMQ using the same recruitment procedure, and a 

total of 12 women responded, to total 31 women who completed the questionnaire. 

During telephone calls for focus group recruitment, women who could not attend the 

focus group sessions were asked to complete the two questionnaires. This 



questionnaire-only process was conducted through the mail. Questionnaires were 

mailed along with a consent to women who agreed over the telephone. Retum 

envelopes were addressed and postage applied. The Investigator made follow up 

telephone calls to 25% of the respondents to remind and request retum of 

questionnaires when they had not retunned them within one week. Of 15 questionnaire 

packets mailed, 12 women completed and returned the questionnaires, for a retum rate 

of 80 percent on the mailed surveys. 

Instruments 

The instalment section is a description of the C/S DMQ and the DQ administered at 

beginning of each focus group session as the groups gathered and mailed women who 

did not participate in the focus groups. Along with demographic information in the DQ, 

other questions of interest continued triangulation of data for the study. In DQ questions 

supplementary to the demographic information, women were asked to identify when the 

decision regarding the method of delivery for a subsequent pregnancy was made, as 

well as a question regarding the two most important influences on the decision. They 

were also asked to rate their perception of vulnerability during the decision making 

process as well as their satisfaction with the experience. Table 1 provides a list of 

concepts addressed in the study, their definitions, and the instruments measuring each 

concept. These same concepts provided categories and subcategories to guide coding 

of content analyzed data and, as presented, reflect refinement of the categories that 

occurred during content analysis. 
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Table 1 

Factors Influencing the VBAC Decision and Definitions 

Concept Conceptual Definition Operational Definition 

Childbirth Model 
social model 
medical model 

Perception of Risk 
and Vulnerability 

Perceived Uncertainty 

Desire for Control 
Active 
Passive 
Shared 

Demographic Variables 

Perceived Social 
Support and Network 

Belief systems or worldvlews 
about childbirth and whether 
or not it is seen as an illness 
(medical) or a part of everyday 
life (social). 

A sense that the process and 
outcome of childbirth may be 
less than optimum and the 
chance for vaginal delivery low 
based on past experience 
and self perception, as well as 
reluctance to expose either the 
baby or self to potential harm. 

Ambiguity, vagueness, and 
unpredictability in beliefs about 
birth outcome. 

A woman's preference for 
making decisions herself, 
allowing her health care 
provider to make them, or 
coming to a mutual decision. 

Income, age, ethnicity, 
occupation, marital status, 
education level, method of 
delivery and gravida & parity. 

An individual's feelings about 
how much tangible and emotional 
assistance they receive from 
those around. 

Score on the Models 
dimension of the 
C/S DMQ. 

Score on the Risk 
dimension of the C/S 
DMQ and a single item 
on the DQ. 

Score on the Uncertainty 
dimension of the C/S 
DMQ. 

Score on the Control 
dimension of the 
C/S DMQ. 

Score on the Demo
graphic dimension of the 
C/S DMQ and scores 
obtained on items 
measured by the DQ. 

Score on the Social 
Support dimension of the 
C/S DMQ. 
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Table 1, Continued 

Concept Conceptual Definition Operational Definition 

Health Care Providers Professionals who influence 
women regarding VBAC, their 
roles and practices as well as 
the statements they make which 
may increase or lessen the 
probability of the VBAC choice. 

Score obtained on the 
HCP dimension of the 
C/S DMQ. 

Health Care System The systems of care which 
influence the VBAC decision 
along with the processes of 
care which may also influence 
the VBAC decision. 

Score on Item 9 of the 
DQ. 

Satisfaction with 
Birth Experience 

The woman's rating of her 
satisfaction with her delivery 
experience. 

Response to Item 20 
of the DQ. 
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C/S Decision Making Questionnaire (C/S DMQ) 

Construction. Based on a review and analysis of the literature, the researcher 

constructed the C/S Decision Making Questionnaire (C/S DMQ). Dimensions of the 

questionnaire reflect categories or themes identified during the review of the literature. 

The themes and categories represent the instrument dimensions of: childbirth model or 

ideology, perceived risk and vulnerability and perceived uncertainty regarding the 

potential outcome, desire for control of the decision and birthing practices, health care 

provider and the health care system, and social support and network. Social support 

and network was measured by four questions in the C/SDMQ that were adapted from 

the Personal Resource Questionnaire (PRQ) (Brandt & Weinert, 1981) and became a 

dimension of the C/S DMQ. Part 2 of the PRQ is based on a model of relational 

dimensions by Weiss (1976) that include the variables of intimacy, social integration, 

nurturance, worth, and assistance proposed to explain outcomes in transition states and 

other unfamiliar situations. Part 2 is intended to measure perceived social support and 

can be used independent of Part 1. The 25 items in Part 2 are scored on a Likert-type 

scale from Strongly agree (7) to Strongly disagree (1). Scores range from 25 to 175; 

higher scores indicate higher perceived social support. 

The PRQ has been used extensively in nursing and other health related research 

(Weinert, 1988). Since its development, the PRQ has undergone revision and its most 

recent form is the PRQ85 (Weinert & Tilden, 1990). In four samples used for the testing 

of the psychometric properties of the PRQ85, coefficient alpha ranged from 0.87 to 0.90. 

Additional support for construct validity of the scale derives from the positive correlation 

between the PRQ85 and measures of family well-being (Weinert & Tilden, 1990). This 



scale was used to establish criterion related validity through concurrent validity of the 

dimension of vulnerability and perceived uncertainty and was correlated with the single 

item measure of vulnerability. Women who perceived themselves to be more vulnerable 

were expected to have equivalent or similar scores on the single item indicator and the 

vulnerability/uncertainty dimension scores of the C/S DMQ. The four PRQ items 

adapted and incorporated into the C/S DMQ were: 

1. When I needed help or advice there was someone I could count on. 

2. I had relatives or friends who would help me even if I could not retum the favor. 

3. There was no one to talk to about how I was feeling. 

4. If I or my baby got sick, there was someone to give me advice about what to do. 

The latent variable underiying the scale is the "C/S Decision Making Process". The 

piloted researcher-contructed instrument and factors or dimensions and items based on 

a preliminary review of the literature and clinical experience is presented in Appendix G. 

It is anticipated that as with any new instrument, following pilot testing, and the focus 

group analysis, considerable refinement of the questionnaire will occur. 

Initial validity testing was done of the questionnaire based on Lynn's recommended 

process for content validity (1986). Five clinical experts and two women who had been 

faced with the decision of whether to choose a RCS or VBAC determined the content 

representativeness and the content relevance of the elements of items as well as the 

dimensions of the instrument by the application of a two-stage process identified as a 

content validity index (CVI) (Lynn, 1986). The first stage constituted an examination of 

the dimensions and their definitions and the second stage entailed an examination of; 

(a) the items to determine if they were representative of the content, and (b) the entire 



instrument to determine content validity. The items and subsequently the instrument 

were rated on a 4-point ordinal rating scale with 1 connoting an irrelevant item and 4 an 

extremely relevant item (Lynn, 1986). The experts were asked to additionally identify 

any areas that were omitted and relevant. The investigator eliminated or carefully 

reconsidered items that did not achieve at least a 3 or 4 point rating out of 4. Four items 

were revised to clarify wording. Additionally two items were added based on 

recommendations of the experts and one item was deleted, for a total of 35 items. 

Scaling. The scale was developed using a Likert format that not only captured 

agreement with the item, but also attempted to capture the magnitude of the perceived 

influence of that particular item on the decision making process. Although traditional 

magnitude estimation (ME) measurement methods have been touted as superior to 

category rating (CR) (Meek, Sennot-Miller, & Ferketich, 1992) according to Wills and 

Moore (1994), both methods are as likely to produce relevant data and CR is much 

easier to use. The Likert format is a common form of scaling in measuring attitudes and 

beliefs (DeVellis, 1991; Gable, 1986; Spector, 1991). It is fairly quick and easy to 

administer, and many potential subjects are familiar with the format. Categories or 

dimensions in the scale are: (a) childbirth model or ideology, (b) perception of risk and 

vulnerability, (c) uncertainty about the decision, (d) desire for control over decisions and 

childbirthing practices, (d) demographics, (e) social support and network, and (f) health 

care providers and health care system (Appendix G). There are four response 

categories offered to force respondents to make a commitment to each statement rather 

than having a middle uncommitted response category (Lynn, 1986). This was an 

attempt to reduce the possibility of both a social desirability bias, and a response set 



bias for neutral items (Nunnally, 1978). Social desirability refers to the phenomenon by 

which people reply in a socially desirable manner on self-inventories, while response 

bias concerns the effects of measurement artifact on the average responses of a group 

of people (Nunnally, 1978). For example, in this study response bias might have 

resulted from the women's perceptions that it might be easier to take the middle row on 

some of the items that elicit identification of whether or not physicians or health care 

providers influenced their final decision. However, the construction of the questionnaire 

minimized this possibility. 

Validitv and reliabilitv. Support for the content validity of the instrument is strong, 

with the base of literature review, expert opinion, clinical experience of the researcher, 

and focus group work validation. Both content validity and item clarity and conciseness 

were achieved (Lynn, 1986) as was previously detailed with a CVI. The experts who 

reviewed the instrument identified items that may have been omitted and relevant which 

were then added by the investigator to the instrument, and items that did not achieve at 

least a 3 or 4 point rating on the CVI were carefully reconsidered or eliminated. 

As the C/S DMQ is a new instrument, psychometric tests to determine internal 

consistency were conducted after initial pilot testing of the instrument. Initially, the pool 

of items for the instrument was redundant (1.5 to 2 times as many items as the final 

instrument) in order to have enough items after the initial discard of poorer items occurs 

(Ferketich, 1991). Nunnally (1978) suggests a minimum of 30 items are needed to 

achieve a Cronbach's alpha of .80. DeVellis, however, posits that for new scales as 

many as four times the ultimate number of desired items may be piloted (1991). For 

large samples, however, fewer items may be needed. 
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Using SPSS for Windows version 6.0, an item-by-item analysis of each item in each 

sub-scale or dimension was conducted. Item analysis focused on the individual item in 

a composite instrument (Ferketich, 1991). The results of the initial evaluation of the 

items should yield the following information that will allow the investigator to make 

informed decisions about the items and the instrument or dimension: (a) an interitem 

correlation matrix, (b) an interitem correlation coefficient, (c) a corrected item to total 

coefficient, and (d) information about the alpha if the item is deleted from the scale. 

Homogeneity of a scale through item analysis is the ultimate goal (Ferketich, 1991). 

Reliability was specified by Cronbach's alpha coefficient, which is a measure of 

internal-consistence reliability (Nunnally, 1978). A measure of reliability is important 

because, by definition, it indicates that results are repeatable and consistent (Ferketich, 

1990). The coefficient of a new instrument should be at least .70 to inspire confidence 

in its reliability (Nunnally, 1978). Because this instrument is conceptualized as 

multidimensional, the instrument was analyzed by dimension. Internal consistency of 

the seven dimensions in this study was less than expected and will be discussed in the 

results section. 

Construct validity was assessed using confirmatory factor analysis (CFA) to 

determine the internal statistical structure of the C/S DPQ (Nunnally, 1978; Spector, 

1992). CFA enables the items to be analyzed as they group together and load on 

factors. Principal Axis Factoring (PAF) was used, because of the assumption that error 

occurs in all measures. Item loadings of .35 or greater were considered acceptable for 

salient loadings (Spector, 1992). Eigenvalues of 1.0 or greater (Nunnally, 1978) and a 

scree plot (OeVellis, 1991) of factors were used in considering if the expected factors 



were indeed represented in the data. In this study thirteen factors were extracted, 

accounting for over 80 percent of the variance. 

Demographic Questionnaire 

The Demographic Questionnaire (Appendix F) contains questions about the 

demographic variables of interest, which are; age, ethnicity, occupation, income, marital 

status, educational level, work status during the current and previous pregnancies, 

method of delivery, gravida and parity, and questions about the first C/S including the 

reasons for C/S. The DQ also contains a question about the original childbirth method 

decision that resulted in C/S, one about the most recent childbirth experience, a single 

item Indicator to measure vulnerability, and another single item indicator to measure 

satisfaction with the delivery experience (Appendix F). The vulnerability indicator was 

compared with scores on dimensions of the C/S DMQ and was used to evaluate 

whether or not vulnerability can be measured with a single item indicator in the future. 

Data Analvsis 

The data were entered into a database created in SPSS for Windows. Data analysis 

began with a compilation of descriptive statistics for the total sample and subsamples of 

VBAC and RCS for the variables of age, ethnicity, occupation, income, marital status, 

educational level, work status during the current and previous pregnancies, method of 

delivery, gravida and parity, and questions about the first C/S, including the reasons for 

C/S (Appendix F). The plan for analysis by research question follows: 

Research Question One 

Research Question One was: What are women's perceptions of the influences on 

the decision making process when deciding between VBAC and RCS? The C/S DMQ 
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was scored by dimension to address the separate factors conceptualized as influencing 

the method of delivery decision. Total scores were computed by dimension and 

compared between VBAC and RCS groups, using inferential statistics. Analysis of 

question 18 of the DQ was triangulated with focus group data analysis regarding the 

reasons for choosing the delivery method. 

Research Question Two 

Research Question Two was: What is the magnitude of each influence on the 

decision? The influences identified through a review of the literature, clinical 

experience, and expert opinion was pilot-tested by administration of the C/S DMQ to the 

participants in the focus group sessions as well as an additional 12 surveys that were 

mailed and completed. Magnitude was estimated by the Likert format of the scale. 

Computed total scores for each dimension were compared by group using inferential 

analysis. 

Research Question Three 

Research Question Three was; How do childbirth models frame VBAC decisions? 

Whether or not childbirth models frame VBAC decisions was measured by the Models 

dimension of the C/S DMQ. Items 1 through 5 of this dimension of the C/S DMQ reflect 

either a social or medical model of childbirth. Women who prefer a social model were 

anticipated to score higher on Items 1-3 of the C/S DMQ, representing the social model, 

while women who preferred the medical model were anticipated to score lower on the 

social model items and higher on the items representing the medical model (Items 4 and 

5). Additionally, a great deal of data about women's childbirth models were obtained 

from the focus group data. The scores on the items dealing with childbirth model of the 
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C/S DMQ were compared with statements that represented either model made during 

the focus groups. 

Research Question Four 

Research Question Four was; How does congruency with the model relate to 

satisfaction with the childbirth experience for women? Satisfaction with the childbirth 

experience was measured by a single question on the DQ, item 20. High scores on 

either social or medical model items from the Models dimension of the C/S DMQ were 

correlated with satisfaction scores from item 20 of the DQ and compared by group. 

Following a description of the sample characteristics, an analysis of differences 

between VBAC and RCS groups on the measures and the research questions was 

undertaken. Differences were measured by t-tests and Chi Square analysis. 

Correlations between social support and uncertainty in pregnancy were run, as well as 

between demographic variables, and dimensions of the C/S DMQ. 

Summary 

This chapter has provided a presentation of the methods and analysis used in the 

study. Women (n = 19) who had experienced VBAC or RCS were interviewed by focus 

group methods and their view points regarding influences on their decisions further 

validated and refine the concepts on which the C/S DMQ was based. Content analysis 

of the narrative focus group data generated categories reflecting the proposed 

dimensions influencing women's decisions as well as two new categories. Focus group 

input guided C/S DMQ refinement. The members of the focus groups, along with an 

additional 12 women who met the same criteria but did not participate in the focus 

groups, then became the pilot group for the C/S DMQ (N = 31) and constituted the total 
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sample for the study. Psychometric testing of the new instrument was done and 

correlations between concepts of interest provided important findings about women's 

childbirth decisions regarding VBAC and RCS. The focus group sessions with women 

who chose VBAC were lengthy, lasting on average 30 minutes longer than the RCS 

groups. This proved to be difficult during the analysis of the first VBAC focus group 

containing five women. This focus group resulted in so much data, the analysis was 

complex and tedious. 
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CHAPTER 4 

RESULTS 

This chapter presents a report of the results of data analysis. Data were collected 

over a five month period of time, from April of 1997 through September of 1997. 

Recruiting for subjects, however, began in February, 1997. This chapter begins with a 

description of the sample for the qualitative and quantitative components of the study. 

Results of the qualitative analysis precede results of quantitative data analysis along 

with the psychometric analysis of the Cesarean Decision Making Questionnaire (C/S 

DMQ). In each section (qualitative and quantitative) results of data analysis in response 

to the research questions are presented. 

Description of Sample 

Thirty-one women participated in the study. Of these, 19 also participated in the 

focus groups. The women were, for the most part, married and, although employed, 

also enjoyed the financial support of an employed spouse or friend (n = 28). They were 

well educated and ranged in age from 22 to 39 years (M = 29.9) (Table 2). Typically 

they had each experienced two pregnancies. The majority of the study sample (n = 29) 

was married. Twenty of the women were Caucasian or Anglo-White and the remainder 

(n = 11 ) were Hispanic or Mexican American. 

The preceding section described the complete sample for the study (N =31). Most 

participants were mamed, Anglo-White, and employed. In the following sections there is 

a description in each section of the demographic results for each subsample of VBAC 

and RCS followed by a comparison of the two groups. 
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Table 2 

Age and Education of the Total Sample (N = 31^ 

Age Frequency Percent Education Frequency Percent 
(n) % (n) % 

22 2 8.0 11 1 3.2 

23 1 4.0 12 4 12.9 

24 2 10.5 13 7 22.6 

26 2 10.5 14 3 9.7 

27 1 5.3 15 3 9.7 

28 1 5.3 16 6 19.4 

29 2 10.5 18 1 3.2 

30 2 10.5 19 1 3.2 

32 1 5.3 20 2 6.5 

33 2 10.5 22 2 6.5 

34 1 5.3 - 1 3.2 

35 3 15.8 - - -

37 2 6.5 - - -

39 1 3.2 - - -

31 100.0% 31 100.0% 



Results of Analysis of Qualitative Data 
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Description of the Focus Group Subsamole 

Nineteen women participated in the focus groups. The women ranged in age from 

22 to 35 years, (M = 29, SD = 4.30). The years of education completed ranged from 12 

to 22, (M = 15.15, SD = 2.91). The number of pregnancies was typically two or three 

with a mean of 2.26 (SD = .562). The majority of the study sample (89%) was married, 

with the remainder of the women having a significant other with whom they were 

residing. Of the women, 15 were Caucasian or Anglo-White, 4 (21.1%) were Hispanic 

or Mexican American .Most of the women were employed full-time while pregnant, both 

the first time and currently (68.4%). The occupations of the women were fairiy evenly 

divided between technical, clerical, housewife or childcare (n_= 11) and those with 

management or professional occupations (n_= 9). Five were housewives or wori<ed in 

childcare in their homes. Incomes reflected occupations and ranged from less than 

$10,000 to more than $70,000, (M = $45,000), suggesting a fairiy high income for this 

subsample. See Tables 3 and 4 for additional demographic information for the focus 

group sample. 

The reasons for first C/S for this group reflect some of the most common also found 

in the literature; five were for fetal distress, six for failure of labor to progress, but, 

interestingly, six for expected macrosomia (expected large fetal size) as opposed to 

breech (malpresentation), as is more typical in the literature. According to results from 

the DQ, most women in this sample had not had VBAC discussed with them following 

their first C/S (n =11). There were few differences between women who chose VBAC 



Table 3 

Focus Group Participant Occupations and Income (n = 19^ 

Occupation Frequency Percent Income Frequency Percent 
(n) % (n) % 

Professional (5) 26.3 76-100,00 (1) 5.3 
56-75,000 (2) 10.5 

Manager/Official (3) 15.8 46-55,000 (3) 15.8 
45-36,000 (2) 10.5 

Technical/Skilled (3) 15.8 26-35,000 (6) 31.6 

Clerical/Sales (3) 15.8 11-25,000 (3) 15.8 

Housewife/Childcare (5) 26.3 4-10,000 (1) 5.3 

Missing - - - (1) 5.3 

Totals (19) 100.0% (19) 100.0% 



Table 4 

Demographic Comparisons of VBAC and RCS Subsamples = 31) 

Mean Age 

Income Range 

Mean Education 

Married % 

Ethnicity % Anglo 

Employed 

Group 
VBAC (n = 17) RCS (a =14) 

31 

11-45, 000 

15.09 

100% 

41.7% 

76.5% 

29 

11-35,000 

16.00 

90% 

82.4% 

70.6% 
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and those who chose RCS (Table 4) on central tendencies except for ethnicity. More 

women in the mailed questionnaire group (n = 7 of 12) than in the focus group 

subsample (n = 4 of 19) were Hispanic. 

Research Question One 

Research Question One was; What are women's perceptions of the influences on 

the decision making process when deciding between VBAC and RCS? Content analysis 

of all focus group (6 groups, n = 19) responses generated 453 thematic units 

(Krippendorff, 1980) or phrases with identifiable meanings (Appendix I). Concepts from 

the proposed conceptual framework were used to analyze the data. However, other 

themes and categories emerged during analysis. As commonalties between themes 

evolved, the investigator developed definitions and refined names of categories that 

guided coding. The categories, shown in Table 5, represent what women identified as 

influences on their decisions to chose VBAC or RCS. There were three additional major 

categories and eight subcategories identified which were recum'ng and therefore 

important to the women that are also are presented . 

In the following section each major category and subcategories within that category 

are presented along with the number of thematic units. Women who chose VBAC are 

presented separately from women who chose RCS. Women who chose VBAC included 

women who planned VBAC but ultimately had a RCS. There were 3 women who chose 

VBAC but either had a failed TOL, or because of further risk factors which developed, 

required a CIS. Women who chose VBAC are compared with women who chose RCS. 

The subsections that follow contain results of content analysis by the major categories 

of Models, Perceptions of Risk and Vulnerability, Perceived Uncertainty, Desire for 



Table 5 

Categories and Definitions for Content Analysis and Research Question One fn=19^ 

Categories and 
Subcategories 

Definitions 

Models of Childbirth 
Social 
Medical 

Colliding 

Perceptions of Risk & 
Vulnerability 

Self 
Baby 
Past Experiences 
Probability 

Belief systems or worid views about childbirth. 
Childbirth defined as a part of everyday life, something 
to be experienced (Social), as opposed to something 
to be feared and requiring intervention (Medical). 
When the woman's model does not match those of 
others who are important or influential in her life. 

A woman's sense that the process and outcome 
of her childbirth may be less than optimum and 
her chance for vaginal delivery low based on her 
past experiences and her reluctance to expose 
herself or her baby to potential danger. 

Perceived Uncertainty 

Desire for Control 
Active 
Passive 
Shared 

Demographic 

Perceived Social Support 

Ambiguity, vagueness, and unpredictability in beliefs 
about the process and outcome of labor and birth. 

A woman's preference for making decisions 
herself, allowing her health care provider to make 
them, or coming to a mutual decision with her provider 
regarding childbirth and birth practices. 

Demographic variables of age, ethnicity, occupation, 
marital status, educational level, work status during the 
current and previous pregnancies, method of delivery, 
gravida and parity affected the woman's method of 
delivery decision. 

A woman's perception about how much tangible 
and emotional assistance she receives from her family 
and friends. 
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Table 5, continued 

Category and 
Subcategory Names 

Definition 

Health Care Providers 
MOs 
RNs 
CNMs/NPs 

Interventions 
Undermining 

Health Care System and 
Rituals 

Professionals who influence women regarding 
VBAC, their roles as well as the practices they employ 
(interventions) and the statements they make 
(undennining) that may lessen the probability of the 
woman choosing VBAC. 

The hospital or insurance company's influence on the 
decision along with the how the processes of 
institutional care may influence decisions and 
outcomes. 

War Stories Information and experiences about birth shared by 
others. 

Recovery Perceptions, both positive and negative of the process 
of returning to normal functioning after birth and how 
this influenced the delivery method decision. 

Satisfaction The woman's rating of her decision choice, the birth 
process, and birth outcome. 



Control, Demographics, Perceived Sodal Support, Health Care Providers, Health Care 

System, War Stories, Recovery, and Satisfaction; followed by subcategories within the 

major categories, themes, and thematic unit examples. 

Following each statement in quotations, there is an identification of what group 

the statement originated fi-om, which women made the statement, and whether or not 

she had a VBAC or RCS. If the woman had a VBAC, an's' or 'u' follows VBAC to 

signify whether or not she was successful, or unsuccessful and required a RCS. 

Childbirth Models. The category of Models is defined as belief systems or 

woridviews about childbirth. Childbirth is defined as a part of everyday life, something to 

be experienced (Social), as opposed to something to be feared or requiring medical 

intervention (Medical). Social and Medical were the two original subcategories. Also 

included in this category as a new subcategory is the occurrence of Models Colliding, 

that is, when significant individuals within the woman's sphere of interaction hold the 

model opposite that of the woman. The significant individuals could be family or spouse, 

but most often were physicians or the health care system. This subcategory emerged 

during content analysis. A total of 46 thematic units was identified for the category of 

Models. Seven were in Medical Model, 25 in Social Model, and 14 in Models Colliding. 

Thirty-four thematic units were from women who chose VBAC, and 12 from women who 

chose RCS. As was expected, VBAC women made more statements reflecting the 

social model: 

"I really wanted to experience a vaginal delivery, I wanted 

to know what it was like." (6, 022, VBAC/u) 
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While women who chose VBAC produced twenty thematic units that could be 

identified as the social model, five thematic units reflecting the social model were also 

produced by RCS women. Even though some statements were made the women who 

chose RCS regarding the medical model (5) they also made statements reflecting the 

social model (5). There were a total of seven medical model thematic units for both 

groups. Women who chose VBAC mentioned the medical model two times while RCS 

women mentioned it five times. Models Colliding drew 14 thematic units, nine produced 

by women who chose VBAC while five were produced by women who chose RCS. 

Women who chose RCS expressed discomfort with their conflict with society's 

perceptions that C/S was an easy way out while women who chose VBAC were most 

likely to conflict with their view of the medical model as the underlying framework of the 

health care system. One of the women from the subsample who chose VBAC was from 

the Netherlands which she viewed as having a much more social approach to the health 

care system: 

"I didn't feel the first time that I had given birth but like I 

had something removed from me. It was terrible...it had a 

real stigma attached to it." (3, 011, VBAC/s) 

Some of the women in this study had chosen nurse-midwives as health care 

providers for their second pregnancies. These women held the social model and though 

they sometimes found themselves in the hospital for their birthing, preferred a social 

approach to their care. 

Perceptions of Risk and Vulnerability. Perceptions of Risk and Vulnerability is 

defined as the woman's sense that the process and outcome of her childbirth may be 



less than optimum, and her chance for delivery low, based on her past experiences and 

her reluctance to expose herself or her baby to potential danger. This category is 

further divided into the subcategories of risk to self, infant, past experiences, and 

probability of a successful vaginal delivery based on perception of ability. There were a 

total 56 thematic units in this category, nine in the subcategory of Risk to Self, twenty-

two in the subcategory of Risk to Baby, 11 in the subcategory of Past Experiences, and 

14 units in the subcategory of Probability based on perceptions of ability to deliver. Of 

the total thematic units for the category, 24 were produced by women who chose VBAC 

and 32 by women who chose RCS. Risk to self, baby, and based on past experience 

were original subcategories based on the literature. The category of probability of 

successful vaginal delivery based on perception of ability, although also mentioned in 

one study, evolved during coding and content analysis. Perception of risk to self 

included a total of nine thematic units, five produced from women who chose VBAC and 

four from women who chose RCS. 

"I just didn't want to go through it all again that I went 

through before, you know, the disappointment, that kind of 

stuff. (2. 007, RCS) 

Risk to the baby included 22 total thematic units, 12 produced by women who 

chose VBAC and 10 by women who chose RCS. Women were eloquent about the 

importance of their baby's health: 

"As long as the baby is healthy, that's our goal here so it 

doesn't matter how you have it. (5, 020, RCS) 
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The subcategory of Past Experiences included 11 total thematic units. Women 

choosing VBAC contributed four units, and women who chose RCS, seven. One of the 

most interesting subcategories in the category of Risk and Vulnerability was Probability 

based on perception of ability to deliver vaginally. This subcategory evolved late and 

was created because of nagging thematic units that did not fit anywhere else in the 

category, yet were cleariy important, recurring, and linked with probability of vaginal 

delivery and risk. These thematic units reflected the women's perception of themselves 

as unable to deliver vaginally, and usually represented an idea that may have been 

suggested to them by their health care provider or another important individual in their 

lives. 

"I felt I was wrong. I felt I wasn't built for having children." 

(1, 002, VBAC/s) and "I just decided, I knew I was going to 

have a big baby and I thought if I go through a vaginal 

delivery, I'm probably gonna have a hard time because I 

didn't dilate right the first time." (2, 007, RCS) 

Total thematic units for this subcategory was 14. Three were produced by 

women who chose VBAC, and eleven produced by women who chose a RCS. 

Perceptions of Uncertaintv. Perceptions of Uncertainty defines how ambiguity, 

vagueness, and unpredictability in beliefs about the process and outcome of labor and 

birth influenced the woman's choice. There were fewer units than expected that could 

be categorized as related to perceptions of uncertainty. Of both groups, only 10 total 

thematic units related to uncertainty were identified. Of these, six were produced by 

women who chose VBAC and four by women who chose RCS. 
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"I mean if the baby didn't go down because he was big and 

the doctor was right. I mean, maybe it was stupid for me to 

try, but if she is not right, you know, and she Is quick to 

intervene, you know, who knows" (3, 012, VBAC/s) 

Desire for Control. The category of Desire for Control identifies the woman's 

preference making decision. Whether she made the decision herself (active), allowed 

her health care provider to chose for her (passive), or whether the decision was a 

mutual decision between herself and the health care provider (shared). Additionally, 

there were several thematic units that related to control of the birth experience that were 

about how control had been taken away from the women during their first births. This 

subcategory was named "taking." All of the comments about "taking" were made by 

women who chose VBAC. Total thematic units produced that related to control were 45, 

26 in the subcategory of Active, five in the subcategory of passive, and 11 in the 

subcategory of sharing. Thirty-six thematic units were produced by women who had 

chosen VBAC, while nine thematic units related to control came from women who chose 

RCS. Divided into the subcategories, there were 26 total active units, 22 of these were 

from VBAC women and only four from women who chose RCS. Typical of the active 

statements that were made regarding control was: 

"I just didn't really want to do it that way and I wanted to 

find out If someone else supported my decision." (1, 001, 

VBAC/s) 

Of the passive category, there were five total thematic units. Three of those 

were from RCS women, while two were from VBAC women. 
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"We left it pretty much up to the doctor and whatever he 

thought was best." (4, 015, RCS) 

Thematic units in the shared subcategory reflected sharing in the decision. 

These thematic units were typically shared with either the woman's husband or 

physician. Most of the units however, were related to the woman sharing in the decision 

making process with her health care provider who was other than a nurse. 

"I was involved in every part of the way and that was just 

nice." (1, 004, VBAC/s) 

Demographics. Demographics, included thematic units about how age, ethnicity, 

occupation, marital status, educational level, work status during the current and 

previous pregnancies, method of delivery, and gravida and parity affected the woman's 

method of delivery decision. There was a total of eight thematic units in this category. 

The subcategory of age had six units, one from a woman who chose VBAC, the rest 

from women who chose RCS. 

"Because you know, at our age you can't wait five or six 

years between kids." (1, 001, VBAC/s) 

Contrary to what had been anticipated, there were few comments regarding the 

effect of employment on women's decisions to chose VBAC or RCS. From all women 

who chose VBAC and RCS, there was a total of one statement regarding employment 

and choice. Contrary to what had been anticipated, the one comment regarding 

choosing RCS because of the convenience was in reference to being able to plan a 

RCS with a large family at home and other children to arrange. 
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Perceived Social Support. Perceived Social Support was defined as the 

woman's perception of how much tangible and emotional support she received, and how 

that influenced her decision. Thematic units in this category totaled 33. More women 

who chose VBAC (23) discussed aspects of social support than did women who chose 

RCS (10). The large category of social support included thematic units regarding 

support or lack thereof from husbands, mothers, fathers, sisters, and friends. Most of 

the support units were positive, but a few were negative: 

"Umm, I didn't really talk to my Mom about this until the 

very end because I knew I wasn't gonna get a lot of 

support, you know. She said, 'Well, you're gonna have a 

scheduled C/S aren't you'?''(6, 021, VBAC/u) 

Health Care Providers. The category of Health Care Providers was defined as 

professionals who influence women regarding VBAC. Included were subcategories of 

physicians, nurses, and nurse-midwives/nurse-practitioners' influences on women. 

These categories were identified as subcategories before content analysis began, 

however, the themes of Interventions and Undermining Statements under each 

subcategory evolved during analysis and coding of the data. They were important to 

differentiate by subcategory of health care provider because of the obvious influence of 

these practices and statements (Table 6). While there were 66 total thematic units for 

the category of Health Care Providers, the physicians subcategory contained forty-six 

thematic units, the nurses subcategory contained nine thematic units, and nurse-

midwives and nurse-practitioners subcategory four thematic units (Table 6.) 
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Table 6 

Health Care Provider Influence Category bv Subcategory and Themes from Focus 

Groups (n = 19^ 

Subcategory VBAC(n = 10) RCS (n=9) 

Physicians 11 1 

Interventions 20 8 
Undermining 6 7 

Total 37 16 

Nurses 2 1 

Interventions 4 0 
Undermining 0 2 

Total 6 3 

Nurse-Midwives/ 1 2 
Nurse-Practitioners 

Interventions 1 0 
Undermining 0 0 

Total 2 2 

Totals 45 21 
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Thirty-seven thematic units were produced from women who chose VBAC while 22 were 

from women who chose RCS. An example of a physician subcategory comment: 

"My doctor really did tell me, you know. 'You really could 

try a vaginal birth, they do it all the time now'." (2, 008, 

RCS) 

Health Care System and Rituals. The category of Health Care System and 

Rituals was defined as the hospital or Insurance company's Influence on the method of 

delivery decision, along with how the processes of institutional care may influence 

decisions and outcomes. 

"I was kind of feeling like the hospital suggests that this is 

the way that people give birth nowadays. I didn't feel like 

anyone was giving out any information about normal birth." 

(3, 011, VBAC/s) 

Rituals evolved as a part of Health Care System category because of the 

statements made by the women of both groups about how routine practices in hospitals 

were perceived as interfering with their birth experiences and their birth outcomes: 

"That's why I'm afraid of hospitals...I don't know how you 

change it because there is a need to leam and a need for 

new things, but for something like birth, it's a natural thing 

and everyone who goes into taking care of women giving 

birth have to be there just as helpers. They don't need to 

be there to say, 'Here's what you need to do', because I 
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know the first time I had a baby I knew It was a big baby, 

and no one listened to me..." (3. 012, VBAC/s) 

Total thematic units in the category of Health Care System were 23. Of these, 

21 were by women who chose VBAC and only two were by women who chose RCS. 

War Stories. War Stories was a category that evolved during coding of the data 

because of the number of thematic units reflecting stories participants recounted from 

other women regarding their births. There were fourteen total thematic units for this 

category. War stories were described more often by women who chose VBAC (11) than 

by women choosing RCS (three). These stories obviously affected the women enough 

to have recounted them during the focus groups: 

"I'm scared to hear stories. Everybody I know who had a 

vaginal deliveries had horrible doctor stories...you know 

I've heard that people just tore up to there and couldn't sit 

down for two weeks " (1, 005, VBAC/s) 

Recovery. Recovery was defined as perceptions, both positive and negative of 

the process of returning to normal functioning after birth, and how this influenced the 

delivery decision. Recovery became an important category and reflected women's 

individual need to fit their retum to normal after birth into what was acceptable for their 

lives. Total thematic units for this category was 22. Women who chose VBAC were 

twice as likely to mention Recovery as an important influence on their method of delivery 

decision with 15 thematic units, as compared to women who chose RCS with only 

seven. Women voiced the need to be able to care for their older children at home. 

They mentioned wanting to have "their laps available" for their toddlers and most 
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importantly, to both avoid the severe pain and the length of time required to recover 

from a cesarean section: 

"I was, it wasn't because I felt I was missing anything, you 

know, by the experience, you know, I totally didn't feel that 

way at all. I just didn't want to feel lousy after having a 

baby." (4, 015, RCS) 

Satisfaction. Satisfaction is defined as the women's rating of her decision 

choice, the birth process, and birth outcome. The category of Satisfaction contains 

statements about the degree to which women were pleased women with their childbirth 

experiences and choices. Thematic units ranged from very satisfied to unsatisfied. 

There were 26 total thematic units, which could be described as expressing satisfaction 

along that continuum. Women who chose VBAC had much more to say regarding the 

category, with 26 thematic units ranging from satisfied (13) to dissatisfied (12). Women 

who chose RCS made fewer statements of satisfaction (six) as well as fifty percent 

fewer statements of dissatisfaction (three) and their statements of satisfaction revolved 

primarily around the physician's activities. Statements about satisfaction for women 

who chose VBAC revolved around the process of birth: 

"I loved the process, I loved the vaginal birth." (1, 003, 

VBAC/s) 

Additional Categories. After the data were coded using the proposed conceptual 

framewori<, other additional categories and subcategories surfaced. Although these 

categories and subcategories may not have as directly influenced the VBAC decision, 
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they were evidently important to the women because of the numbers of thematic units 

identified from both women who chose VBAC and those choosing RCS. These 

categories include; (a) Timing, (b) Information, and (c) Perceptions of Nursing Care. 

Information Includes subcategories of How, What, Why, and When. Perceptions of 

Nursing care was divided into subcategories of Above and Beyond the Call, broken up 

further into Antepartum, Intrapartum, and Postpartum, and The Nightmare also divided 

into Antepartum, Intrapartum, and Postpartum. 

Timing. Timing was a category not initially identified as an influence on the 

decision of how to deliver. It became more apparent through the course of the focus 

group interviews that the timing of information delivery may have affected the way 

women considered their choices, and that timing of the decision of how to deliver a 

subsequent child after an initial primary C/S is very interesting. There were 18 thematic 

total units directly related to timing of the method of delivery decision. Most of those 

were from women who chose VBAC (11), the other seven from women who had chosen 

RCS; 

"I assumed from the minute after my first child was bom 

that the next time would be normal, the way I wanted it." 

(3, 012, VBAC/s) 

Information. The category of Information evolved and became quite 

cumbersome, later divided Into multiple subcategories and themes. Information 

included the how, what, why, and when of providing women with materials about options 

regarding method of delivery and also childbirth in general. Data also included women's 

perceptions of what worked and what did not, as well as their perspective of what might 
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be considered ideal Information. Forty-nine total thematic units came under the 

category of Information. What contained twelve thematic units, Ideal What contained 

11, When contained 11, How contained seven and Who contained seven also. Most 

thematic units in this category (30) were from women who chose VBAC. Women 

wanted information from their physicians, from nurses, and from each other. 

"Personally, right now my physician, but if I was still on 

base, the nurses." (2, 007, RCS) 

Women discussed the prenatal, childbirth, and VBAC classes in What and 

though they felt the classes could be helpful, they generally preferred one on one 

infonnation supplemented by written information that could be taken home and read 

later. They also felt that one on one would need to be standardized or some portion of 

the information presented objectively, as in a video or audio-visual presentation so that 

all women would get consistent infonnation. 

"Maybe a program like a video would be good because 

you would get equivalent information for everybody, 

because some doctors or health care providers are not 

going to give you objective information." (6, 021, VBAC/u) 

Childbirth classes were often described as unrealistic and as not providing 

adequate information on the potential complications frequently associated with birth. 

Women wanted concrete information about how to get through labor including lessons 

about what works and what does not. The consensus of the groups was that providing 

supportive but minimal Information right after a C/S would be helpful in establishing a 

positive attitude about VBAC for the future; 
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"While In the hospital I definitely would have like to hear 

something, or afterwards at my checkups, somewhere 

along the line somebody should have said something." 

(2,007, RCS) 

Although many of the women stated that they really didn't make the decision until 

they found themselves pregnant again, they were in agreement that a positive comment 

or two might make a significant difference in the decision to chose a VBAC. One of the 

women in the group who chose VBAC and who had a successful vaginal delivery stated: 

"The doctor right aftenwards, I do remember her coming in 

and seeing me and telling me, 'You don't have to have 

another C/S under the circumstances. You can have a 

normal delivery next time.'" (5, 018, VBAC/s) 

Perceptions of Nursing Care. Perceptions of Nursing Care describes the way the 

women felt about the nursing care they received during their pregnancies, births, and 

recoveries. This information was provided by the women without being asked directly 

about nursing care. While asking the women how and if nurses influenced women's 

decisions regarding VBAC and RCS, information about the women's perceptions of the 

care they had received came pouring forth. There were 28 total thematic units in this 

category. The subcategory. Beyond the Call, contained ten, while The Nightmare 

contained eighteen. Surprisingly, of the 24 comments in this category, 21 were from the 

women who chose VBAC, while only 3 came from the women who chose RCS group. 

Labor and delivery nurses were frequently described as "going beyond the call of 

duty" in their provision of care. There were no antepartum thematic units for either 
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VBAC or RCS in this subcategory, however, there were eight intrapartum thematic units, 

seven VBAC and one RCS: 

"I can tell you now, that my labor nurse, I had the same 

one both times, went beyond the call of duty." (1, 004, 

VBAC/s) 

There were two thematic units in the postpartum subcategory of going beyond 

the call of duty. These were both mentioned by the same woman and were both, in 

part, a negative connotation due to the circumstances of the situation: 

"They all knew she was in intensive care and they were so 

sweet because it was touch and go. They were all just 

supportive." (1, 003, VBAC/s) 

A less than flattering picture of nursing care however, was more frequently 

described. In all, there were 18 thematic units mentioned in what became a 

subcategory which was later named "the nightmare." The total units for this subcategory 

were unevenly divided between VBAC and RCS. Women who chose VBAC made 16 

statements about feeling deserted by nursing staff, especially in the post-partum area 

and were often chastised for the physical limitations they experienced after their primary 

C/Ss. 

"I begged my doctor to let me go home; he wanted me to 

stay another day after my C/S and I begged him, I said,' I 

promise I'll do whatever you want ....but please don't let 

me stay another day here with these nurses'." (1, 001, 

VBAC/s) 
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All except one statement describing poor, and sometimes devastating care, in 

the post-partum area were made by women who chose VBAC. These statements 

primarily related to the way they were treated after the first C/S. There was a striking 

difference in the way that nurses were described during participants' antepartum, 

intrapartum, and postpartum experiences. 

"My nurse saved her life and the doctor even said that." (1, 

003, VBAC/s) 

"My C/S was at 2:30 in the moming, and she stayed till 

almost 5 or 6 trying to make sure everything was ok...and 

she was just amazing." (1, 003, VBAC/s) 

While antepartum descriptions of nurses were primarily functional, descriptions of 

nurses in the labor and delivery areas suggested that nursing care and the outcome of 

that care was as formative, if not more so, for the process and outcome of the childbirth, 

if not more so, than that of physician care: 

"She (nurse) made me feel like I was gonna be 

successful. In fact, I think when you're having the baby, 

they (the nurses) do have more to do with it than the 

doctors." (6. 023, VBAC/s) 

Comparisons Between VBAC and RCS Groups 

VBAC. The ten women in this subsample who chose VBAC were outspoken. 

Thematic units from women who chose VBAC in the focus groups were 306 for all 

fourteen categories, as compared with 145 by the women who chose RCS (Table 7). 

The tendency of this group was, as might be expected, to hold the social model of birth. 
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Table 7 

Comparison of Volume of Thematic Units from Each Group. VBAC and RCS fn = 19) 

Group Number of Thematic Units 

VBAC (£1=10) 306 

RCS (11 = 9) 145 

Total 451 
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Many described a process of taking control of their childbirth outcomes by searching 

actively for the birth they believed they could or should have through identification of 

health care systems and providers who also held the social model of birth. They were 

active and directive in their decision making and in identifying care givers and care 

systems supportive of their decisions. They were explicitly critical of some of the care 

they had received from the healthcare system and nurses. This was particularly true of 

their postpartum nursing care after their primary C/Ss. Those who had chosen VBAC 

but were not successful at VBAC were less likely to have searched for and chosen care 

that reflected their model. If they had not searched for care that supported their model 

through choosing health care providers who also held the social model, they were more 

likely to have failed at VBAC and have experienced a RCS. Women who chose VBAC 

discussed satisfaction with their care on a continuum from satisfied to dissatisfied, with 

neariy as many thematic units coded dissatisfied as satisfied. Women who chose VBAC 

were satisfied with the process of their vaginal deliveries. 

RCS. The nine women in this sample who chose RCS spoke out much less than 

women who chose VBAC. Thematic units count for this group was 145 for all 14 

categories, compared with 306 for the women who chose VBAC. They described a less 

active process regarding their decision making and desire for control. Unlike the women 

who chose VBAC, they relied on the opinion of their physicians, whom they frequently 

defined as experts, to guide them. They were more likely to hold the medical model of 

birth than the women who chose VBAC but also frequently made statements coded as 

the social model. Women who chose RCS were more open to, and seemingly, more 

accepting of, medical interventions such as medical induction of labor and epidural 
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anesthesia. They were less likely to state that they wanted "the experience" of a vaginal 

birth and to seek out of hospital or unconventional care with midwives or a birth center. 

Many expressed a belief that their conditions during pregnancy limited their options to 

chose a vaginal birth. These "conditions" frequently reflected a perception of the large 

estimated size of their babies in relation to their perceived pelvic capacity. Fear or 

perceived risk or threat to their person regarding the size of the baby affected their 

perceptions of the probability of a vaginal delivery or VBAC. These self-perceptions of 

inadequacy to deliver vaginally may have been given to them by health care providers 

and the health care system. However, a few mentioned knowing they were petite and or 

"slim hipped" as young women. Women who chose RCS made few statements either 

positive or negative regarding satisfaction (eight). Most positive statements related to 

satisfaction made by women who chose RCS were related to physician care. 

Results of the Quantitative Analysis 

The following section is a presentation of the quantitative results. This section 

begins with a brief discussion of the pilot test of the C/S DMQ, including results of the 

reliability analysis for the instrument. Item-by-item analysis of each item in each sub-

scale or dimension was conducted. The section concludes with a discussion of the 

findings in relation to the research questions. 

Results of C/S DMQ Pilot 

The C/S DMQ was piloted with 31 women who had chosen a VBAC or RCS. 

The data were entered using SPSS 6.0 version for Windows by the investigator. After 

re-coding of negatively worded items, the initial overall internal consistency for the 35 

item instrument was 0.3268. However, because of the multidimensional structure of the 
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instrument, reliabilities by proposed dimensions were then analyzed to examine the 

internal consistency of each dimension. Results of the initial intemal consistency for 

each dimension are reported in Table 8. Reliabilities for the dimensions of Models, 

Control, Health Care Providers, and Social Support were the highest (Table 8). After an 

item to item analysis was done by dimension, followed by examination of Cronbach's 

alpha, and an "if item deleted by dimension," the reliabilities of these dimensions were 

re-run if an item was deleted (Table 8). The remaining dimensions. Uncertainty, Risk, 

and Demographics reflected very low intemal consistencies even after recoding of the 

negatively scored items, which is addressed further. 

The dimension of Uncertainty's initial Cronbach's alpha for intemal consistency 

was quite low, a = .2035, but improved after an item to total analysis that indicated that 

there was a negative con-elation between Item 14 and the other three items. After 

deleting Item 14, the alpha for the dimension of Uncertainty was, a = .4162. Both of the 

dimensions of Risk and Demographics demonstrated strong negative alphas, a = -.7879 

and a = -.6379 respectively. Following item to total analysis, all items except eight in 

the dimension of Risk remained consistently negatively correlated. 

In the dimension of Demographics, when Item 22 was deleted, the intemal 

consistency improved to a = .402. However, because the Items in the Demographic 

dimension address all types of demographic influences, it is possible that these 

influences should remain highly uncorrelated, therefore Item 22 may need to be retained 

in the dimension, and tested further. Item 22 was a negatively worded item and was 

re-coded. It is possible that the women had a difficult time interpreting the item because 

of the wording or scaling. 
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Table 8 

Cronbach's Aloha bv C/S DMQ Dimension ^N=31^ 

Dimension Initial Alpha Corrected Alpha 
a a 

Models .148 .613 

Social .613 .613 
Medical - -.797 

Control .429 .683 

HCP .561 

SS .794 

Uncertainty .203 .416 

Risk -.526 -.788 

Demographics -.123 -.638 

Total Alpha .327 .408 
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After deleting all specified items (8, 14, 22, 34), internal consistency for the entire 

scale was re-run (a =.408). Because of the multidimensional nature of the scale, a high 

internal consistency for the scale was not anticipated. However, it was expected that 

the dimensions attain an adequate internal consistency. With the low intemal 

consistency scores for Uncertainty, Risk and Demographics, other items may need to be 

written, re-written or redefined to clarify meanings. The instrument requires further 

piloting with a much larger sample, followed by further item analysis to determine if 

additional items are needed. Because of the multidimensionality of the instrument, it is, 

perhaps, doubtful that the overall alpha will improve, but alpha for the subscales 

representing dimensions requires greater intemal consistency reliability established to 

be suitable for broader general use. 

Factor Analysis 

Initial exploratory factor analysis using Principal Components analysis revealed 

13 factors with Eigenvalues greater than 1. These factors were composed of Items 

primarily within the demographic Items, the desire for control Items, and health care 

provider items (Table 9). All other Items had Eigenvalues of less than 1, and were not 

extracted. Principal components is a type of factor analysis used primarily for data 

reduction and generally reveals very little about items other than what you may eliminate 

if it Is a undimensional scale (Ferketich, 1991). Because the underlying structure was 

conceptualized as a latent variable consisting of the process of the decision regarding 

VBAC choice for the C/S DMQ, a Principal Factor Estimate(PAF) was then run. Using 

both multiple least squares and PAF analysis there was little change from the outcome 

of the Principal Components Extraction, suggesting that the theoretical structure 
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Table 9 

Results of Factor Analysis of C/S DMQ fN = 31) 

Items Factor Eigenvalue % of Variance 

#21 1 4.903 13.6 

#22 2 3.92 24.5 

#23 3 3.35 9.3 

#24 4 3.04 8.4 

#16 6 2.29 6.4 

#17 7 1.87 5.2 

#18 8 1.81 5.0 

# 19 9 1.72 4.8 

#20 10 1.68 4.6 

#26 11 1.26 3.5 

#27 12 1.19 3.3 

#28 13 1.06 3.0 

Totals 13 Factors 85.4% 



120 

conceptualized was not supported as measured by this small sample. With multiple 

least squares there were 11 factors extracted. However, only single items were related 

to the factors and there were not any clustering items around the factors. 

Research Question One 

Research Question One was; What are women's perceptions of the influences 

on the decision making process when deciding between VBAC and RCS? Total scores 

were computed for the C/S DMQ, followed by total scores by dimension or subscale. 

There were several differences between the women who chose VBAC and the women 

who chose RCS, as determined by the C/S DMQ and examined with t-tests for 

independent samples. The following section describes the differences between the two 

groups. There was a statistically significant difference between women who chose 

VBAC and those who chose RCS (t = 2.11, e= .049) on their childbirth model (Item 1 of 

the C/S DMQ) as measured by the t-test for independent samples supporting the focus 

group data. There was no significant difference between the groups on the other Items 

proposed to measure Models, however. 

Women who chose VBAC scored slightly higher than women who chose RCS on 

Items six and seven. These items measure perceptions of risk, based on past 

experience and on perceptions of ability to deliver a baby normally the next time. 

Women who chose RCS had lower scores on both these items (M = 3.70; M = 3.47) 

than women who chose VBAC (M = 2.85; M = 2.71) and there were statistically 

significant differences (fi= .036; b= .043). As measured by items six and seven, women 

who chose RCS perceived themselves less at risk than women who chose VBAC. 
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This was an unexpected finding for the total sample (N = 31) which does not support 

the focus group analysis. 

There was also a difference between women who chose RCS and women who 

chose VBAC on Item 34 regarding social support. This item had been negatively 

scored, was recoded, and measured not having anyone available to talk about feelings 

with. Women who chose RCS scored considerably higher on this item (M = 3.92), while 

women who chose VBAC scored lower (M = 3.41; b= 021) suggesting that women who 

chose RCS had more support and were able to talk with supportive individuals than 

women who chose VBAC in this sample (N = 31). It could be that however, because of 

the negative wording, women found this item confusing. 

Research Question Two 

Research Question Two was: What is the perceived magnitude of each 

influence on the VBAC decision? Total scores on the C/S DMQ for the two groups were 

computed and compared. Additionally, total scores for the proposed underlying factors 

or dimensions of the scale were analyzed and compared by group. Women who chose 

VBAC were no different in this sample than women who chose RCS. On t-tests for 

independent samples (N = 31), there was no statistically significant difference between 

the two subsamples (Table 10). 

Research Question Three 

Research Question Three was: How do childbirth models frame the VBAC 

decision? Scores on the Models dimension or subscale were computed and compared 

by group (Table 10). A t-test was run to compare the difference between the groups on 

items 1-3, conceptualized as Social. A t-test was also run on the differences between 



Table 10 

Total and Dimension Mean Scores for the C/S DMQ (N = 31) 

Scores* 

VBAC (n = 17) RCS (n = 14) 

Models 13.764 13.357 

Risk 19.059 17.857 

Uncertainty 9.882 9.214 

Control 11.705 11.000 

Demographics 11.706 11.000 

Social Support 13.824 14.643 

Health Care Provider 11.419 11.500 

Total Scale 94.1176 91.857 

value = .117 to .945 
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the two groups on items 4 and 5, conceptualized as representing the medical model 

(Tables 10 and 11). No significant differences were found between the two groups of 

women. 

Research Question Four 

Research Question Four was: How is congruency of the VBAC decision with the 

model related to satisfaction with the outcome? An attempt was made to correlate 

satisfaction scores with Models, and level of satisfaction with the birth experience as 

measured by a single item on the Demographic Questionnaire after computing total 

satisfaction scores. There were no statistically significant correlations of results from 

Item 20 of the DO with scores obtained on items 1-5 by group, using Pearson's 

correlation coefficients. No correlation was found between the scores on items 1-5 

representing Models of Childbirth and satisfaction as measured by a single item 

indicator of the DQ. Satisfaction was refen-ed to equally as often by women who chose 

VBAC and RCS in the analysis of the focus group data. 

Summary 

Findings represent the influences on women's decision regarding VBAC and 

RCS. The focus group sessions of women who chose VBAC were longer and the 

participants more engaged in the topic. The two subsamples of women were otherwise 

very similar other than in regards to ethnicity. While 41.7 percent of women who chose 

VBAC were Anglo-White, 82.4 percent were of women who chose RCS were Anglo-

White. Women in this study who chose VBAC made many more statements through all 

of the focus groups (306) compared with women who chose RCS (145). This was 
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Table 11 

Influences on VBAC Decision As Determined bv the C/S DMQ - t-tests for Independent 

Samples fN=31) 

Influences t-Value B. 

Models .65 .519 

Risk 1.63 .117 

Uncertainty 1.05 .302 

Control .73 .470 

Demographics .73 .470 

Healthcare Provider -.07 .945 

Social Support -.93 .359 

Overall 29.00 .381 
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particularly true in the categories of Models, Control, Perceived Social Support, Health 

Care Providers, Health Care System, Recovery, and Satisfaction. 

While the category of Health Care Provider contained the most thematic units 

(66), the subcategory of physicians in that major subcategory contained 46 thematic 

units discussing aspects of physician care and influence. Thirty-seven of those 

statements v\/ere produced by women who chose VBAC. The major category of Risk 

contained 56 thematic units. It was interesting that both subsamples discussed risk to 

the baby equally, however, women who chose RCS produced three times as many 

statements which fit within the subcategory of probability based on ability to deliver 

vaginally. Models of Childbirth was the next largest category. Women were 

conceptualized as having either social or medical models, however, women who chose 

RCS also made statements coded as within the social model. Women who chose 

VBAC tended to conflict with others regarding their childbirth model. In the subcategory 

of Models Colliding, women choosing VBAC were twice as likely to indicate a conflict 

with important individuals in their network regarding childbirth ideology than women who 

chose RCS. 

Women who chose VBAC were more than five times more likely to discuss 

taking active control of childbirth decisions or playing an active part. Additionally, they 

mentioned issues regarding the Health Care System 10 times more frequently than 

women who chose RCS. Satisfaction was evenly divided between satisfied and 

dissatisfied for the VBAC women, however, women who chose RCS made twice as 

many satisfied as dissatisfied statements. Their total statements about satisfaction were 

much fewer than for women who chose VBAC. 
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The women who chose VBAC had more to say about Information and 

Perceptions of Nursing Care. Women who chose VBAC held the social model of birth, 

and were engaged (Morgan, 1998) in the topic and the discussion as well. They were 

passionate about their experiences and opinions, even if their experience ended in a 

RCS. Women who chose RCS were less passionate about the topic and were more 

concerned with the issues of Risk. They were much less critical or complimentary of the 

care they had received fi'om nurses, and made more statements about the issue of their 

age regarding pregnancy than did women who chose VBAC. The quantitative analysis 

of the C/S DMQ revealed beginning support for the dimensions or subscales of Models. 

Control, Health Care Providers, and Social Support. Dimensions of Risk. Uncertainty, 

and Demographics demonstrated less intemal consistency. The small sample limits the 

generalizability of the quantitative findings. 

Analysis of the focus group data informed the investigator regarding the decision 

process women go through while choosing a VBAC or RCS for their births, subsequent 

to a C/S. Women who choose VBAC are different from women who chose RCS, in 

childbirth ideology or model, desire for control, and perception of risk and vulnerability. 
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CHAPTER 5 

INTERPRETATION, IMPLICATIONS, AND RECOMMENDATIONS 

Chapter Five provides discussion of the research findings with reference to the 

conceptual framework and published literature, including studies cited in the literature 

review. The implications for women, midwifery, the health care system and health 

policy, limitations of the research, and recommendations for further research conclude 

the chapter. 

Interpretation of Findings 

The purpose of this descriptive study was to describe women's perceptions of 

the salient factors influencing them when deciding between another attempt at vaginal 

birth (VBAC) or repeat cesarean section (RCS). Based on published research and 

clinical experience, It was clear that the woman played a role in the decision regarding 

VBAC. What was not clear was the extent of her role in the decision process and her 

perception of the magnitude of the influences, both intemal and external, on her 

decision, which became the focus of this study. Discussion and interpretation of the 

results begin with the relationship of the results to the philosophical and historical 

context of women's childbirth choices, then proceeds from the relationship of the results 

to the literature, through implications for women, midwifery, nursing, medicine, and 

health policy as well as the health care system. The chapter concludes with 

recommendations for further research. 
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Relationship of Results to the Philosophical and Historical Context 

Models of Childbirth flow from ideologies or worid-views of how things really are 

and fi'om assumptions about health (Davis-Floyd, 1994; Wagner, 1994). "In the 

framework of the social model, reproduction is neither medical nor a problem: 

pregnancy is not an illness, birth is not necessarily a medical or surgical procedure, the 

pregnant woman is not necessarily a patient" (Wagner, p. 30). Birth is a bio-social 

process, a part of everyday life. According to the medical model, however, birth is a 

medical problem. The woman's body is a complex machine that is understood and 

tended to through a scientific approach. 

Of the women in the focus group, women who chose VBAC held the social 

model and desired the experience of vaginal birth. When they were able to be 

successful at VBAC, they cherished the experience, and when they were not, still 

yearned for the experience. This finding supports both Gupton's (1994) and GofTs 

findings (1992) regarding the importance of the experience of birth for some women. 

Limits on pain in labor and length of labor were less important to most women who 

chose VBAC in this sample than to the women who chose RCS, however, it was still 

important. This finding emphasized the worry of women contemplating another vaginal 

birth when they had experienced a previous long, and difficult labor culminating in a C/S, 

suggesting that perceptions of risk related to past experience may be mediated for 

women who hold the social model. This finding also supports both Gupton's (1994) and 

McClain's (1990) research findings about the meaning of childbirth for different women 

and the influence of childbirth ideology for childbirth decisions. 
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Women who chose VBAC dealt with the uncertainty of both a post-term 

pregnancy and anticipation of a large infant with less perception of risk (or felt less 

vulnerable), and were therefore less likely to change their minds late in pregnancy and 

choose to end the uncertainty related to the outcome of the unknown by deciding to 

have a RCS. Most desired control of the experience, actively searching for the birth 

they believed they could and, perhaps even should, have. They were active in their 

decision making and in selecting care givers who shared the decision making process 

with them, and supported their decisions. The women felt that because of their first C/S 

experiences, they had missed out on something very important and actively pursued 

vaginal delivery for the subsequent birth. This finding supports both Gupton's (1994) 

and Goffs (1992) findings as well. The women who chose VBAC were harsh in their 

criticism of hospitals and the rituals forced on them by the traditional healthcare system, 

physicians, childbirth classes, and particulariy the care provided them by hospital staff 

during the post-partum period following their primary C/Ss. 

The nine women who participated in the RCS focus groups had less than half as 

much to say as the women interviewed in the VBAC focus groups. These women were 

less engaged in the topic, and the sessions with only women who chose RCS were 

shorter than the other sessions. The women tended to be more passive regarding their 

decision making and were more likely to rely on the opinion of their physicians to guide 

them. They embraced the medical or technological model of birth and thus were 

potentially more open to medical interventions, including epidurals and medical induction 

of labor. Women who chose RCS were less likely to express feelings that they had 

missed out on something because of their C/Ss, however, they often mentioned that 
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there was a considerable burden placed on them by other women and society regarding 

the importance of going "natural." As one woman from the RCS group said, "I made this 

child in my body. How much more natural can you get?" While there were 20 

statements made which could be coded as social by women who chose VBAC, there 

were also five statements made by women who chose RCS, regarding pregnancy and 

birth within the social framework. Of the questionnaire Items which measured the social 

model. Item one captured a moderate statistically significant difference between the two 

groups. Those few statements regarding the social model by women who had RCS 

reflected the yeaming to experience what was "natural" or normal for most women even 

though they had ultimately chosen a RCS, "I wanted the complete pregnancy 

experience and a vaginal delivery as part of you know, you want to be able to do things 

like everybody else." 

The category of Models Colliding identified from the analysis of the focus group 

data revealed the experiences of the women when their particular model conflicted with 

either those Important to them, their experiences, or to their perception of society's view 

regarding what birth should be, where it should occur, and who should attend it. Often 

these experiences revolved around opposing views with healthcare providers and family 

members. Women who chose VBAC were more likely to collide with the healthcare 

system, or medical model, compared with the women who had chosen RCS. Women 

who chose RCS expressed discomfort with their perception that society views C/S as 

"the easy way out" or that they had not had a "natural" delivery. One participant in the 

group who chose VBAC was from the Netheriands. She found the United States' 

practice of offering women the option of choosing a RCS or VBAC incomprehensible 
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and "unnatural". Her model was a social model and she found the model In the United 

States to reflect a technological or medical model as compared with what is typical in 

the Netherlands. The Netherlands, as compared with the United States, enjoys a C/S 

rate of 6.6% versus 24%, and an accompanying neonatal mortality rate of 7.8 per 1000 

versus 10.4 (Notzon, 1990). 

Relationship of the Findings to the Conceotual Framework and Literature 

In research Involving qualitative approaches, the Inductive process can generate 

new conceptualizations (Dubin, 1978). Inductive approaches are an alternative to 

deductive approaches and build from educated hunches about the world to theoretical 

models. In this study the framework adapted from Gupton's (1994) by the investigator, 

addresses the process of choosing between birthing options as beginning with the 

woman, who is an open system. Her decisions about birth flow from initial acceptance 

of her pregnancy, her childbirth model, which frames her decisions, and internal 

influences including her perception of vulnerability and risk based on her previous 

childbirth experiences. The decision also includes her perception based on the 

probability of delivering vaginally, her perceptions of uncertainty, her desire for control of 

the decision and subsequent birthing practices, as well as demographic variables such 

as age, education, profession, ethnicity. Income, Insurance coverage, and marital status. 

As an open system, she Is also influenced by external factors from the environment, 

which include her perceptions of social support, both emotional and tangible, and health 

care providers and health care system. The woman's goal was presented as a decision 

which was congruent with her model of childbirth and provided the greatest probability 

for safe passage for self and baby (Figure 1, p. 35). This framework differs from 
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Gupton's who, suggested that the woman's decision making process began with her 

past experience, took into account her expectations, was then Influenced by external 

influences, and focuses on the woman considering alyemative scenarios based on a 

model or rational choice. The importance of childbirth model is alluded to by Gupton in 

discussion of her findings, however, is not a part of her model. 

Perceptions of Risk and Vulnerabilitv Mediated bv Childbirth Ideology 

Consistent with the proposed model, and with the literature, women in this study 

perceived themselves at nsk or vulnerable to outside influence as supported by the 

analysis of the focus group data. Perception of risk was nearly equivalent between both 

groups in the subcategories of risk to self and risk to baby, which was unexpected. 

However, as might be expected, women who chose RCS were more likely to perceive 

the probability of delivering vaginally as decreased because of their perception of being 

at risk or vulnerable to a C/S outcome. This finding supported that of Kirk et al. (1990). 

Additionally, women who chose RCS were more than twice as likely to make statements 

about themselves as having a lower probability of vaginal delivery because of their 

perception of themselves as unable physically to have a vaginal delivery as compared 

with the statements made by women who chose VBAC. 

Kirk, Doyie, Leigh, and Garrard (1990) found that in two groups of women, 

women from a private hospital chose RCS to avoid the pain of labor and to capitalize on 

the convenience of timing birth. Women from a public hospital chose TOL to experience 

vaginal delivery and to have a quicker recovery. Although this study did not compare 

women from different hospital settings, some of the findings by Kirk et al.'s study are 

supported, while others are not. In contrast to Kiri< et al.'s study, women in this study 
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ail had health insurance from either their own employment or their husband's, all 

delivered in a large, private community hospital, and denied choosing RCS for their 

personal convenience. This was supported by both focus group data analysis and 

questions from the C/S DMQ. Two women who chose a planned RCS stated that they 

needed to be able to plan for their families. This supports Gupton's findings (1994) that 

women did not really care about convenience for themselves, but were far more 

concerned about what it meant for the others in their lives, particularly the other children 

at home. 

Women from the RCS groups did, according to the focus group data, however, 

choose RCS to avoid labor pain and many of the women from both groups, especially 

those who chose VBAC, mentioned their desire to avoid the long recovery and pain 

associated with C/S delivery. Goff (1992) also found that women who chose VBAC had 

experienced more difficult recoveries from the primary C/Ss, and that women who chose 

RCS had experienced easier recoveries. In this study, only two women from the focus 

group sample suggested that the C/S recovery, either primary or repeat, was easy. 

However, women in this study who chose VBAC did complain much more bitteriy about 

their postpartum experiences following their primary C/Ss than did women who chose 

RCS. 

Other reasons cited in Kirk et al.'s (1990) study were supported by this study for 

women who chose RCS, including: (a) the potential danger of vaginal birth to the 

mother, (b) the danger of vaginal birth to the infant, (c) the low probability of vaginal 

delivery, and (d) knowing what to expect. The primary reason related to pen::eption of 

risk for choosing C/S in this subsample for this study, as revealed by the focus group 



data analysis, related to their perception of their own physical inability to deliver 

vaginally. Gupton found that the second strongest predictor of childbirth method choice 

was women's predictions of their ability to deliver vaginally, while the strongest predictor 

of childbirth method choice was physician influence (1994). Sandelowski and 

Bustamonte (1986) noted that women attributed the cause for C/Ss to defects in their 

own bodies, which was supported by the findings regarding perceptions of ability in this 

study. Although there is a great deal of academic discussion regarding the idea of 

clinical pelvimetry, it has been suggested that the only true test of pelvic adequacy is a 

trial of labor (Rosen & Dickenson, 1990; Thubisi, Ebrahim, Moodley, & Shwini, 1993). 

Women feel extremely vulnerable to the possibility of potential risk to their infant 

that the process of birth presents. This is particulariy true for women whose labors have 

been complicated and end in C/S. Safe passage for the infant Is the moral imperative 

for pregnant women. For women who chose VBAC, however, childbirth model coupled 

with a strong sense of ability to deliver vaginally appears to mediate the perception of 

risk to the baby. For the majority of the participants in the focus groups from both 

subsamples, the health of the baby was in fact the most important birth outcome for 

them. However, the groups expressed very different feelings about their ability to 

deliver vaginally. Model of childbirth may be a mediating factor for perception of risk, 

bolstering the woman's perception of her probability for delivering vaginally. Women 

who hold the social model of childbirth believe that childbirth is a part of everyday life. 

As such, women who hold this model are more likely to see themselves as able to birth 

their babies vaginally than women who hold the medical model and rely on technology 

and medicine to get them through a medical event. Women who chose RCS made few 
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statements that could be coded as related to uncertainty, but neither did women who 

chose VBAC. Concepts of vulnerability, risk, and uncertainty are extremely complex for 

women making childbirthing choices in this context. These concepts require further 

definition and conceptualization. 

Desire for Control 

According to Butani and Hodnett (1980), heightened vulnerability can lead to a 

perceived sense of loss of personal control for pregnant women and greater feelings of 

uncertainty. Interestingly, the focus group data revealed that the women who chose 

VBAC were four times more likely to make statements about desire for control than the 

women who chose RCS. They were also five times more likely to talk about desire for 

control in an active or sharing way than women who chose RCS. These findings from 

analysis of the focus group data were not supported by the Desire for Control dimension 

of the C/S DMQ. However, the women who chose VBAC also desired more control and 

were more vulnerable or perceived themselves more at risk, as measured by the C/S 

DMQ. 

Desire for control or taking control may modify the perception of risk for women 

who chose VBAC. Upson (1984) and Humenick and Bugen (1981) found that 

satisfaction with the childbirth experience was associated with perceptions of control and 

mastery. However, in contrast, Gupton (1994) found in her study that women who 

chose RCS also expressed feelings of satisfaction through being able to plan the 

surgical procedure. 
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Perceptions of Social Support 

As postulated in the study, women who chose VBAC were more than twice as 

likely to discuss significant others during the focus group portion of the study than 

women who chose RCS. As open systems, women are influenced by the support they 

perceive they have received from influential others during pregnancy. Focus group data 

revealed the importance of the support of the spouse or significant other in the women's 

decision. Women with smaller social networks and less perceived support may tend to 

give up control to healthcare professionals. This supports the work of Norbeck and 

Tilden (1990) who posited that psychosocial assets perfomi a protective role during 

pregnancy and that social support modifies the effect of stress. This finding was not 

supported by the items from the dimension of social support of the C/S DMQ. The 

dimension revealed that the groups were similar In their perceptions of social support. 

Item 34, a negatively scored item, suggests that, women who chose RCS actually 

scored higher than women who chose VBAC. It may, however, indicate some confusion 

with the negatively worded item itself, that the larger group was somewhat different from 

the focus groups, or that the sample was simply too small to adequately compare the 

two groups. 

Health Care Provider Influences 

The importance of the physician as an influence on the method of delivery 

decision was suggested in Gupton's (1994) interview data, which reflected that the 

perceived attitude of the physician toward alternatives was the most Important predictor 

of choice of delivery method. In her study, the woman's physician and her relationship 

to her/him played a dominant role in decision making. The findings of this study support 
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Gupton's findings. In this study there were 45 statements regarding aspects of 

physician care produced during the focus group sessions. Medical interventions used 

by physicians during the course of care were mentioned as having affected women's 

decisions in a negative way regarding VBAC, however, the most interesting data were 

categorized into a subcategory called "undermining". Undermining statements were 

made to some of the women by their physicians. These statements were categorized 

as undermining to the women's sense of her future ability to deliver vaginally. This 

relates to self-efficacy and self-concept and is important for women's perceptions of 

their own ability to accomplish tasks and attain goals. Danziger (1978) suggests that on 

physician's turf, where most medical encounters occur, women are at a disadvantage 

and are more likely to seek approval rather than to take control by opposing physician 

suggestions. Twelve of the statements related to the positive influence of the physician 

on the VBAC choice by the women who ultimately chose, and were successful at VBAC. 

This finding suggests that some women who receive information regarding VBAC in a 

positive manner from their physicians will be more likely to choose VBAC and be 

successful. Statements about nurses in general were fewer in this category and also in 

the major category of Health Care Providers. However, because of all the statements 

made during the focus groups about perceptions of nursing care, a separate major 

category with subcategories was created for this topic. 

Perceptions of Nursing Care 

Women in this study found nursing care to often be "beyond the call of duty" 

during their stays in labor and delivery. In general, nursing care was viewed as 

functional by the women in their antepartum associations with nursing staff. Very often 
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the women in this study described nursing care as "the nightmare" during their post

partum hospital stays. Women who chose VBAC made over seven times more 

comments about nursing care than women who chose RCS. The negative comments 

regarding nursing care were primarily produced by women who chose VBAC, having to 

do with the care they received after their primary C/Ss. Perhaps women with primary 

C/Ss who experience suboptimal care by nurses in the post-partum area are more likely 

to subsequently chose VBAC, or perhaps this group was simply more observant or 

critical than the RCS women. These findings were supported by Gupton, who found a 

higher number of negative reports about nursing care from women who chose VBAC 

(1994). In Gupton's interview data (N = 50), women wanted support from nurses 

without having control taken away. Desire for control in decision making was very 

important for the women in this study who chose VBAC. The similarity of the findings 

regarding perceptions of nursing care in the two studies is striking. Goff (1992) also 

found that in her small sample (N = 22) over half of the women felt they had had their 

experience "taken away" by the hospital staff. Women in this sample found nursing care 

in the labor and delivery area to be critically important as well as in general, exceptional. 

Labor and delivery nurses were described as going "above and beyond the call of duty." 

It is interesting to note that nurses who work in the labor and delivery area are for the 

most part registered nurses who work one on one with the women they care for. In 

contrast, staffing in the post-partum area, frequently described as "the nightmare" in this 

study, is largely provided by technical support staff such as medical technicians and 

nursing assistants who are providing care to a number of women at the same time. 



139 

Satisfaction and Conaruencv with Childbirth Model 

Statements of dissatisfaction by both groups were more often related to first birth 

or primary C/S experiences, while the statements about satisfaction related to the most 

recent birth experience. Dissatisfaction for women who chose VBAC primarily focused 

on physician care and health care system care during the process of the first labor and 

primary C/S, while women who chose RCS were dissatisfied with the process of the 

primary C/S. Satisfaction statements were plentiful in this study among the women who 

chose VBAC, identified more than three times as often than among women who chose 

RCS. While there were more than twice as many statements of satisfaction by women 

who chose VBAC, there were also three times as many statements relating to 

dissatisfaction as well. Statements of satisfaction for the women who chose RCS 

revolved around the physician, while the women who chose VBAC made more 

statements of satisfaction about the experience or process, and about nursing care in 

labor and delivery. 

Implications 

Implications for Women 

Women hold models of childbirth, whether they are aware of them or not. It is 

apparent that, for some women, an awareness of the model guiding the practitioner 

would allow choice of whether or not the care the women would receive would support 

their own model. Perhaps women should be educated by insurance companies or the 

popular press to inquire regarding the practice patterns of the physicians and 

practitioners from whom they receive services. At a minimum, they should be afforded 

the freedom to interview health care providers before choosing them. 
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Birth, as a medical event, removes control from those women who desire control 

of their birth experience. Options to traditional medical model delivery such as 

midwifery care, birthing rooms, and free-standing birth centers should be made more 

available, included in insurance benefits and advertised as such. Women must then be 

educated regarding the availability of these options. Many women hold the medical 

model and will continue to prefer care that is consistent with that model. That model of 

care, however, is readily available in our existing health care system. What is less 

available for women is the social model of care along with an understanding of what that 

type of care is, and is not. A few women in this study at times felt their choice of RCS 

was denigrated or viewed as "unnatural" and the easy way out by society. It is therefore 

Important to support women regarding the choices they make as being appropriate for 

them within their context. 

implications for Midwifery Practice 

Midwives support the need of many women to experience birth in their own way, 

which is often in opposition to the way that medicine provides care. It is important, 

therefore, for women to continue to have midwives as optional health care providers and 

to understand what that kind of care represents. There were some women in the study 

within both the RCS and the VBAC groups who were unaware that their HMO insurance 

offered alternatives to traditional care, such as nurse-midwives and the option of a free

standing birth center. Women who found these alternatives in printed materials claimed 

they were listed "in the back of the book" and were not only difficult to find, but 

individuals providing information regarding the insurance were frequently either ill-

informed or were uninformed. This points to an important opportunity for midwives to 
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educate Insurance companies regarding midwifery care, as well as for consumers to 

complain about the exclusion or location of the information. The practice of midwifery 

incorporates a philosophy of autonomous decision making, choice, and personal support 

during childbirth, which results in empowerment for the woman. The social model of 

birth holds these values as well, and women searching for this kind of care should not 

have to search too far to find it. 

Women were uncomfortable with their perception of the uneasy relationship that 

apparently exists between nurses and nurse-midwives. Tension between nursing and 

midwifery was difficult for the women, especially when they had chosen midwifery care 

and were using the hospital for their delivery site. Nurses and midwives are often at 

odds with each other's practice. While midwives hold the social model and practice with 

this model foremost in mind, nurses, although they may hold the social model, in 

general practice the medical model because they practice primarily with physicians. The 

number of midwives is growing and, as this occurs, the relationship between nursing 

and midwifery may improve. However, in the mean time, midwives must attempt to 

shield their patients from unnecessary stress related to the tension from potential 

conflict between midwives and nurses. Through clear communication with nursing staff, 

midwifery policies and procedures that are supported by the medical staff, and an 

increase in the number of alternate birthing centers and midwives practicing, some of 

this tension may be resolved. 

Implications for Nursing Practice 

The women in this study expressed the feeling that nurses neither influenced nor 

participated in the decision-making process regarding VBAC or RCS. This is 
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unfortunate, but demonstrates that the role that nurses play In most settings during the 

prenatal period is minimal. It is true that nurses have been replaced by medical 

assistants or the like in many physician's offices, however, the women In this study were 

generally unaware of this. When nurses work in settings where pregnant women 

receive their antenatal care, nurses should attempt to take more responsibility or 

become involved in the education process of the women with whom they are In contact 

with. 

Women cleariy want more from childbirth educators. They rated information on 

the physiology of labor and birth as very important information for classes. Reality 

focused information about pain in labor and how to deal with it along with options other 

than anesthesia and analgesia were preferred topics. Many nurses conduct childbirth 

classes and the participants of this study identified this as an area in which nurses could 

have an important Influence on the decisions that women make regarding childbirth, 

their satisfaction, and their understanding of the process. Childbirth educators were. In 

general, roundly criticized by the participants. They felt that childbirth educators "rosied" 

the experience, not thoroughly dealing with Importance of issues such as pain or the 

rituals of the hospital in a realistic fashion. The women In this study suggested having a 

much more realistic and thorough approach to the topic of C/S as well as VBAC, and to 

give the topic more time and attention, given that between 20 and 30 percent of women 

will experience this method of delivery. This finding supports work by Sargent and Stark 

(1996), who found that women who receive adequate information about the 

interventions commonly used in hospitals are more accepting of those interventions and 

have fewer perceptions of failure. However, they also found that because women were 



143 

instructed regarding inten/entions were more accepting of the interventions, more 

interventions occurred. 

Nurses were challenged by the women in this study to support the childbirth 

decisions that the women had made as opposed to critiquing them. Women who chose 

nurse-midwifery care and were in hospitals for their births felt that the practices of the 

nurses and the midwives conflicted. Women who chose midwifery care in this study 

preferred a social approach to their care. They found, however, that the nurses often 

held the medical model and that there were conflicts between the practice styles and 

philosophies of midwives and nurses. 

As evidenced in this study, nurses currently have an opportunity for greater 

influence during labor, delivery and post-partum periods than during the prenatal period. 

Focus group participants were very thankful to nurses and appreciated the "expert" care 

generally provided in labor and delivery. They were less satisfied with nursing in the 

post-partum area, perhaps reflecting the changes in staffing and level of care based on 

new acuity pattems and differentiated practice models in that area of the hospital. 

Although perhaps requiring less technical skill, nursing care in the post-partum and 

mother-baby areas is critically important at these points in the mother-baby health 

continuum. It may be that improving post-partum care for women particularly after a 

primary C/S proves to be difficult in today's health care system, with fewer professional 

nurses and more technical staff. 

Implications for Medicine 

Statements reported as made by physicians to the women in this study regarding 

the women's future ability to deliver had ramifications for their childbearing potential. 
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The influence of physician acceptance of alternatives and support for VBAC on women's 

decisions regarding childbirth method is strongly supported by this study. Women who 

perceived their physicians to be supportive of VBAC for future pregnancies in general 

had positive vaginal birth experiences. Women who were told their pelvises were less 

than optimum in capacity were fearful of delivering their babies vaginally. It has been 

suggested that the only taie test of pelvic adequacy is a trial of labor (Rosen & 

Dickinson, 1990; Thubisi, Ebrahim, Moodley, & Shwini, 1993) and unless gross 

contraction is suspected, women should be given that opportunity. It is possible that 

physicians feel comments to women regarding pelvic capacity in relation to fetal size 

may decrease the potential of malpractice suits and improve the woman's perception of 

the physician's diagnostic abilities. 

Implications for the Health Care Svstem and Health Policv 

Women in this study would have liked to know more about the health care 

providers that are part of the provider network of their HMO or insurance carrier, as well 

as available options to traditional care. These findings suggest that insurance 

companies provide clearer information about health care providers and health care 

options, and that information givers employed by companies be better trained in 

providing information regarding those options. There is also is a clear directive, from 

this small sample, that many women prefer socially constructed care during pregnancy, 

childbirth, and postpartum that is less medically driven, with more opportunity for 

individual choices and control. However, the results of this study indicate a continuing 

place for choices that may result in CIS. 
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Midwives are known to provide care that results in fewer primary C/S rates than 

physicians across all studies (Baruffi, Strobino, & Paine 1990; Gabay & Wolfe, 1997; 

Rooks, 1997; Rosenblatt et al., 1997; Sakala, 1993) and higher rates of both attempted 

and successful VBACs, along with equivalent maternal-fetal outcomes (Gabay & Wolfe, 

1997; Rooks, 1997). The time for health care policy decisions supporting the education 

and inclusion of midwives into the main stream of care for women has come. As has 

occurred in the Florida state initiative and in most of industrialized Europe, the midwifery 

approach to maternity care allows for flexible, individualized care and the judicious use 

of medical technology (Gabay & Wolfe, 1997). From a policy perspective, It might be 

possible to extend the application of the knowledge gathered In this study, as well as 

other studies cited in this work, by expanding the number of births attended by 

midwives. 

Rituals within the hospital and health care system perceived by women as 

unnecessary or even detrimental to a positive or desired outcome must be examined. 

Many women want to be able to choose whether they have a VBAC or RCS, although 

some prefer the physician to make that decision for them. It is suggested from this 

research that how health care providers handle the topic Is very important for the 

decision that women subsequently make. Some of the women felt fine about Insurance 

companies providing the pros and cons on VBAC and RCS in mailings. Others were 

cleariy resentful and angry with HMOs and would "toss any information in the trash". 

Most of the women In this study would prefer infomiation from their physician or nurse-

midwife regarding their ability to deliver vaginally after an Initial C/S. They were 

however. In general, very supportive of the simple injection of a positive comment into 
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the post-partum visit suggesting to the woman that unless there were a constraint, such 

as a classical uterine incision or other preclusion, there was no reason why she could 

not attempt a vaginal birth the next time. It was apparent that many women in this study 

did not get this information until the following pregnancy, however, the ones who did 

approached the possibility of VBAC with a more positive sense of the probability. 

Strengths and Limitations 

The strengths of the study are: 

1. Triangulation of the focus group methods and data questionnaire data 

supplemented each other to provide a stronger qualitative and quantitative basis for 

results, which were mixed. Some dimensions of the instrument which were internally 

consistent were supported strongly by the qualitative data. 

2. The instrument design built on existing literature and clinical expertise, 

providing a basis for further development. 

3. All participants were members of the same HMO, and delivered at the same 

hospital, improving generalizabilty. 

The limitations of the study are: 

1. The study was retrospective in nature. 

2. The clientele of the HMO may not have been representative of the general 

HMO population. The health care providers who sent names to the investigator may not 

have been representative of the practicing physicians and nurse-midwives in the area. 

3. Generalizability of the sample is limited due to the ethnicity and socio-

demographic status of the participants. 

4. The study focused on normal infants and outcomes. 
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5. The time limit of 12 weeks postpartum for eligible participants reduced the 

pool of participants and may not have been as important as originally anticipated. 

Recommendations for Future Research 

This study examined influences associated with VBAC and RCS decision 

making. The Influence of childbirth models or ideology, perception of risk and 

vulnerability, control, and health care providers, in particular physicians, were strongly 

associated with women's decisions in the analysis of the focus group data. Quantitative 

analysis supported the reliability of some of the dimensions of the C/S DMQ. These 

included the dimensions of childbirth models, desire for control, health care providers, 

and social support within the C/S DMQ. The instrument requires further refinement and 

testing. Additional qualitative work and clarification of the concepts of vulnerability and 

risk, along with uncertainty in relation to choice of VBAC or RCS, may be required in 

order to the concepts measure adequately. Alternate scales or instmments to measure 

dimensions of the C/S DMQ such as mastery, social support, and uncertainty could 

provide concurrent validity for dimensions of the instrument once further refinement in 

completed. 

Women who chose VBAC and those who chose RCS may have different 

personality characteristics. Women who chose VBAC desired more control of decision 

making and appeared to be willing to make "riskier" choices. They believed in the 

strength of their bodies and in the importance of the experience of normal birth. They 

sought information and challenged authority. They defied technology unless they 

perceived it was warranted. Women who chose RCS, however, held the medical model, 

and were more apt to be confomners who relied on the expertise of their physicians. It is 
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doubtful that they would challenge a physician's reconnmendation. They often 

welcomed technology, but yet yearned for "normal" birth. Because of the possible 

differences in personality between these groups of women as demonstrated by the 

focus group data, it would be interesting to administer personality measures along with 

the revised C/S DMQ, an instrument giving optional scenarios in different categories of 

risk, an instrument measuring mastery or control, and a tool measuring self-efficacy. 

Perceptions of nursing care in the maternal-child area requires more 

investigation. The relationship between perceptions of negative experience with nursing 

care among women choosing VBAC has been identified in three studies. This area 

warrants further research, which could be conducted either qualitatively with exit 

interviews, home interviews with post-partum women, or with an instrument developed 

to also measure satisfaction with nursing care. Additionally, research In the area of 

technology use in the practice of medicine, midwifery, and nursing in relation to the care 

of women through pregnancy and childbirth, requires a more complete understanding 

and comparison. Observing the three groups in the provision of that care could provide 

important and enlightening information. Sandelowski (1997) posits: 

Technology is an essential component of nursing (medical, midwifery) 

practice. In nursing it is a pervasive way of knowing our patients and 

their worids that can cause us to forget how much of our knowing it has 

influenced. Technology is a way of knowing that can paradoxically make 

us forget ourselves (pp. 83). 
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An intervention could be built based on data obtained from the category of 

Information. The intervention would include a policy wherein women without a 

precluding diagnosis would be told by their physician or nurse-midwife in the hospital 

before discharge that they could attempt a vaginal delivery with their next delivery. A 

randomized trial based on this policy could lend strength to the utility of the intervention 

for the medical community. Women in this study were very supportive of this idea, and 

most would welcome follow-up information from their health care providers at post

partum visits followed by written materials from their health insurance carriers through 

the mail. 

The meaning of childbirth pain for women requires further study. Women who 

hold the social model of birth may view pain in an entirely different context from that of 

women who hold the medical model. A beginning sense of this is present in this work 

but requires further qualitative study to understand what the experience of pain is for 

women in childbirth and whether or not the woman's model of childbirth places pain 

within a context that gives it meaning or not (Gupton, 1994). 

The policy implications regarding types of provider availability and influence on 

rates of both primary and repeat C/S, outcomes of care, and cost of care, require further 

analysis. Women in this sample sometimes chose alternative providers (nurse-

midwives) for their care. Other women in the sample did not realize those options were 

available to them, but would have appreciated knowing. 

The recommendations for further research are: 

1. Refinement of the C/S DMQ, followed by testing with larger samples and 

alternative forms of magnitude estimation. 
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2. Testing of the C/S DMQ after refinement with measures of mastery or control, 

self-efficacy, a questionnaire with optional scenarios in different categories of risk, and 

multiple measures of personality type. 

3. Qualitative research examining risk, vulnerability, and uncertainty in relation to 

the VBAC choice. 

4. Qualitative research regarding perceptions of nursing care in relation to 

maternity care in general, and in particular, women choosing VBAC. 

5. Qualitative research into the meaning of childbirth pain for women holding 

different models of childbirth. 

6. A qualitative, observational examination of the use and effect of technology 

on the practice of nurses, midwives, and physicians in the care of childbearing women. 

7. A facility based policy intervention measuring the effect of a simple positive 

statement by the health care provider regarding the ability of the woman to deliver her 

next child vaginally after a primary C/S. 

8. A prospective trial comparing outcomes of attempted VBAC for nurse-

midwives, family practice physicians, and obstetricians. 

10. A prospective trial examining and comparing costs and lengths of stay for 

otherwise low risk women choosing midwifery care and VBAC, compared with women 

choosing physician care (obstetrician and family practice) and VBAC. 

Summary 

Chapter Five was a presentation of the discussion of relationship of findings to 

the conceptual framework, relationship of findings to the literature reviewed, implications 

for future research, limitations of the study, and recommendations for future research. 
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As discovered by the data from the focus groups, women who chose VBAC 

desired more control of, or at minimum, to share in decisions regarding childbirth with 

their health care providers than did women who chose VBAC. Their childbirth model 

was social, reflecting the perception that sharing in decisions and practices regarding 

the births of their babies was Important to them, and thus perhaps mediated their 

perceived sense of vulnerability and risk. Women who chose VBAC had much more to 

say about their health care providers and the health care system. They were thoroughly 

engaged (Morgan, 1998) in the topic. Women who chose RCS were more accepting of 

medical inten/ention, more likely to view their probability to deliver vaginally as low, more 

likely to accept the recommendations of physicians regarding what was the better 

delivery choice, and less likely to search for alternatives such as nurse-midwives or birth 

centers. 

Quantitative data moderately supported the difference in model of childbirth 

between women who chose VBAC and RCS. Dimensions of model of childbirth, desire 

for control, health care providers, and social support within the C/S DMQ showed 

moderate evidence of internal consistency. Perceptions of risk and vulnerability as well 

as demographics, require more refinement along with the concept of uncertainty. 

Cesarean section rates remain high in the United States, with approximately one 

in four to five births resulting in C/S. Because of the increased rate of both physical and 

psychological costs for women associated with C/S, and high costs for the healthcare 

system; addressing the reasons that women chose RCS as opposed to VBAC warrant 

continued attention and further research. 
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November 22, 1994 

Jody A. Disney, RN, MSN, CNM 
c/o Kathleen May, PhD, RN 
College of Nursing 
Arizona Health Sciences Center 

RE: FACTORS XHFLUEHCIKG WOMEN'S DECISIONS ABOUT VAGINAL BIRTH 
AFTER CESAREAN SECTION 

Dear Ms. Disney: 

We have received documents concerning yotir above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)} exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any 
questions concerning the above, please contact this office. 

Sincerely yours. 

William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD;js 

cc: Departmental/College Reviev Committee 



THE UNIVERSfTYCF 

Human iubtects Committee ARIZONA. lo22 E. NUbei it 
Tucson. .An2oru 3 
•52}) o26-o7Zl HEALTH SCENCES CENTER 

12 August 1996 

Jody A. Disney, MSN, CNM 
c/o Kathleen May, Ph.D. 
College of Nursing 
PO BOX 210203 

K£: FACTORS rMFLUBNCING WOMEN'S DECXSXOKS ABOIIT VAGIKAL BXHTH 
AFTER CESAREAN SECTION 

Dear Ms. Disney: 

We received your 10 July 1996 and 22 July 1996 letters along with 
revised interview guides and demographic questionnaires for your 
cibove referenced project. Protocol changes involve recruitment 
through PARTNERS Health Plan (vs. TMC), increase in population to 
20 (10 in each of two focus groups) vs. 10 (in one focus group), 
addition of grounded theory methods and a follow-up phone interview 
to verify analysis of focus group data (site authorization and 
revised consent form submitted for review). Approval for these 
changes to your exempt project is granted effective 12 August 1996. 

Thank you for keeping us informed of your work. If you have any 
questions concerning the above, please contact this office. 

Sincerely, 

William F Denny, M.D. 
Chairmeui 
Human Subjects Committee 

WFD/js 
cc: Departmental/College Review Committee 
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4 April 1997 

Jody A. Disney, Ph.D. Candidace 
c/o Kachleen May, Ph.D. 
Colleae of Nursing 
PO BOX 210203 

RE: THE CONTEXT OP WOMEN'S DECISIONS REGASDXNG VBAC (ORIGINAL 
TITLE: Factors Influencing Women's Decisions about Vaginal 
Birth after Cesaureain Section) 

Dear Ms. Disney: 

We received your 22 March 1997 letter and accompanying 
questionnaire (The C/S Decision Making Questionnaire) and your 
revised consent form (received 4/3/97) for the above referenced 
project. Protocol changes involve new title as cited above, 
increase in population to 40 vs. 20, change in selection criteria 
CO include women 4-12 weeks post-partum vs. S weeics, increase in 
compensation Co $35 vs. $30," replacement of follow-up telephone 
interview with questionnaire, and use of content amalysis vs. 
grounded theory; also. Pi's degree status changed to Ph.D. 
Candidate, data to be retained for fuciire secondary analysis, and 
focus groups will only be audio taped (videotaping eliminated). 

Approval for these changes to your exenpt project is granted 
effective 4 April 1997. Thank you for keeping us informed of your 
work. If you have any questions, please contact this office. 

Sincerely, 

LiM 
William M.D. 
Chairman 
Human Subjects Committee 

WFD/js 
cc: Departmental/College Review Committee 
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a July 1997 

Jody A. Disney, Ph.D. Candidacs 
c./o Kathleen May, Ph.D. 
Collece of Nursing 
PO BOX 210203 

RE: TEE COMTEZT OF WOMEN'S DECISIONS REGAHBING VBAC 

Dear Ms. Disney: 

We received your 18 June 1997 letter and questionnaire phase 
consent form (received 7/8/97) for the above referenced project. 
Protocol change involves enrollment of 20 women for purposes of 
additional pilot testing of instruments developed under this 
project (consent form provided for this purpose). Approval for 
these changes to your exempt project is granted effective 8 July 
1997. 

Thank you for keeping us informed of your work. If you have any 
questions, please contact this office. 

Sincerely, 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD/JS 
cc: Departmental/College Review Committee 
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June 10. 1996 

Jodv Disney. CNM 
1909 West Omar Drive 
Tucson. AZ 85704 

Dear Ms. Disney: 

This letter is to acknowledge our willingness and enthusiasm to support your 
proposed research on shared decision making between providers and women on 
repeat cesarean delivery versus vaginal delivery after cesarean. Based on your 
earlier findings on shared decision making in the PARTNERS population, the Health 
Plan Utilization Management/Quality Management Committee decided to support 
extending your research on this important issue. We have reviewed your proposal 
and will support focus group methodology as you proceed with the next phase of 
the research. 

We look forward to working with you on the project. 

Sincerely, 

Sam Goldfein. M.D. 
Associate Medical Director 
PARTNERS Health Plan 

Louise Warrick. DrPH 
Manager, Quality Integration 
PARTNERS Health Plan 

 ̂ i' 
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The Context of Women's Decisions Regarding VBAC 

Subject's Consent 

I AM BEING ASKED TO READ THIS FOLLOWING MATERIAL TO ENSURE THAT I AM 
INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL 
PARTICIPATE IN IT. IF I CONSENT TO DO SO. SIGNING THIS FORM WILL INDICATE THAT I 
HAVE BEEN SO INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH 
STUDY SO THAT I CAN KNOW THE NATURE AND THE RISKS OF MY PARTICIPATION AND 
CAN DECIDE TO PARTICIPATE OR NOT TO PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

PURPOSE 
I am being invited to participate in The Context of Wonnen's Decisions Reoarding VBAC. a 

study designed to examine how women make childbirth decisions. The infbmiation obtained from 
this study will provide a better understanding of how women make the decision between having a 
repeat cesarean birth or a trial of labor. 

SELECTION CRITERIA 
I am being invited because I have had a nomial baby within the last twelve weeks by either 

cesarean section or vaginal birth, I speak English, and am eighteen years of age or older. 
Approximately 8 to 10 women will be enrolled in each of four focus groups, for a total of 
approximately 40 subjects. 

PROCEDURE 
If I agree to participate, I will be asked to join in a focus group discussion with other women on 

a single evening to discuss how I made the decision to deliver my subsequent child. I understand 
that my comments will be audio-taped during the session but that my real name will not be used 
during the taping. I also agree to; 1) fill out a short questionnaire before the session and to 2) 
complete a questionnaire packet after the session. 

RISKS 
I understand there are no major risks, however, some individuals may feel their decisions 

have been called into question during the focus group discussions and may feel somewhat 
uncomfortable. 

BENEFITS 
Women who participate may derive some pleasure in discussing their decisions with a group 

of women with like experiences. 

CONFIDENTIALITY 
If I agree to participate, all information associated with this study will be held in confidence. 

Only my first name will be used in the audio-tape and that information will only be available to 
JODY A. Disney, RN, Ph.D.candidate, CNM. A transcript (written) of member's comments in the 
group will be given to PARTNERS HEALTHPLAN and all participants will remain anonymous and 
a number will be used to identify each participant Likewise, if any of this information is published, 
I will also remain anonymous. The questionnaires and the tapes will only be available to Jody 
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Disney, RN, Ph.D.candidate, CNM and her advisor Kathleen May, Ph.D., RN and will be kept in a 
locked cabinet They will be retained for possible secondary analysis in the future. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
There are no costs to the participants except time. Each woman will receive a small stipend 

^35) for participating in one of the groups and will be offered refreshments afterwards. 
LIABILITY 

I understand that side effects or hamri are possible in any research program despite the use of 
high standards of care and could occur through no fault of my mine or the investigator involved. 
Known side effects have been described in this consent form. However, enforceable harm also 
may occur and require care. I understand that money for research-related side effects or harm, or 
for any lost wages or time lost, is not available. I do not give up any legal rights by signing this 
from. Necessary emergency medical care will be provided without cost I can obtain further 
information from Jody A. Disney, RN, Ph.D.candidate, CNM at 297-3429. If I have questions 
regarding my rights as a research subject, I may call the Human Subject's Committee at 
626-6721. 

AUTHORIZATION 
BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES. RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME AND MY 
QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT 
ANY TIME AND I AM FREE TO WITHDRAW FROM THE STUDY AT ANY TIME WITHOUT BAD 
FEELINGS OR CHANGES IN MY CARE. MY PARTICIPATION IN THIS RESEARCH STUDY 
MAY BE ENDED AT ANY TIME BY THE RESEARCHER AFTER AN EXPLANATION OF THE 
REASONS. I UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN AN AREA 
DESIGNED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS RESTRICTED TO THE 
PRINCIPAL INVESTIGATOR, JODY A. DISNEY, RN, CNM, PHD.c OR AUTHORIZED 
REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND THAT I DO NOT GIVE 
UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED 
CONSENT WILL BE GIVEN TO ME. 

Date 
SUBJECTS CONSENT 

INVESTIGATOR'S AFFIDAVIT 
I have carefully explained to the subject the nature of the above project I hereby certify to the 
best of my ability the person who is signing this consent understands the nature, demands, 
benefits, and risks involved in her participation and her signature is legally valid. A medical 
problem or language or educational barrier has not precluded this understanding. 

SIGNATURE OF INVESTIGATOR 
Jody A. Disney, RN, CNM, Ph.D.candidate 
297-3429 
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Appendix D 

Invitation To Participate 

You are invited to participate in a study being conducted by a doctoral student at the College 

of Nursing, University of Arizona, about how wonnen make childbirth decisions when they have 

experienced a previous cesarean section. The information obtained in this study will provide a 

better understanding of how women make the decision between having a repeat cesarean section 

birth or attempting vaginal delivery or VBAC. Women who have recently gone through a VBAC or 

a repeat cesarean section are being asked to participate. If you think you might be interested in 

getting together with six or seven other women who have made the same decision you have and 

discussing how you made the decision whether to have a C/S or VBAC, the researcher will be 

calling you at home to invite you to be part of the group. 
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Appendix E 

Telephone Contact for Potential Subjects 

"Hello, my name is Jody Disney. I am a student in the doctoral program in nursing at 

the University of Arizona. I am interested in interviewing women who have had a 

previous cesarean section and have recently delivered another child. I received your 

name from your physician's or nurse-midwife's office as someone who might be 

interested in participating in this project. I am interested in how women who have had 

cesarean births decide how to deliver their next child. Would you like to know more 

about the study?" If the answer is yes, the "Invitation to participate" will be read to the 

woman and if she agrees arrangements for the time and place will be made and an 

invitation with an RSVP card will be sent in the mail. The final consent to participate will 

be signed at the time of the focus group discussion. 



166 

APPENDIX F 

DEMOGRAPHIC QUESTIONNAIRE 

(DQ) 



Appendix F 

Demographic Questionnaire 

Please circle the correct answer or fill in the blank. 

1. Age 2. Birth Date / / 

3. Ethnic background or race: 

1. Caucasian 

2. Hispanic 

3. Afro-American 

4. American-Indian 

5. Other 

4. Years of Education 

5. Marital status 

1. Married 

2. Divorced 

3. Single 

4. Co-habitating 

5. Other 

6. Profession O'ob) 

7. Are you currently employed ? 

Hours per week . 

8. Were you employed outside your home during your pregnancy 

Hours per week . 

9. What kind of health insurance did you have with your first C/S: 

1. HMO 

2. BC/BS 

3. AHCCCS 

4. CHAMPUS 

5. Other 
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10. Did you have paid time off after your last baby was bom 7 

How much 7 

11. How many pregnancies have you completed ? 

12. How many living children do you have ? 

13. How may pregnancies have you had all together ? 

14. Did you have the financial support of another individual during your last pregnancy 

? 

15. What was your approximate income during that year 1 

16. What was the reason for your first C/S 

? 

17. What were you told about VBAC immediately after that delivery 

? 

18. The two (2) main reasons I chose to have (circle which) a 1) VBAC 2) C/S for 

this delivery were: 

1. 

2. 

For the next 2 questions, place a mark on the line that corresponds to the way you felt. 

19. When I was making the decision on whether to deliver by RCS or VBAC I felt 

VULNERABLE (open to, easily influenced) because of my pregnancy. 

NOT VERY EXTREMELY 

20. I was satisfied with my last delivery experience. 

NOT VERY EXTREMELY 

Thank you for participating in this research project. 
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Appendix G 

The Cesarean Section Decision Making Questionnaire (C/S DMQ) 

You are being asked to complete this questionnaire regarding the process that you went 
through when you made the decision whether or not you would deliver your next baby 
by cesarean section or attempt a vaginal birth. Not only do we want to know if the 
proposed items influenced your decision, but to what extent. Please circle the number 
that represents to what degree the topic influenced your decision. Thank you for 
participating in this project. 

1 = Do Not Agree 3 = Agree A Lot 
2 = Agree A Little 4 = Absolutely Agree 

1. I believe that childbirth is a natural process. 

Score: 12 3 4 

2. Women's bodies are made for childbirth. 

Score: 12 3 4 

3. Some discomfort or pain is a normal part of childbirth. 

Score: 12 3 4 

4. Childbirth is an experience to be endured rather than enjoyed, in order to get a baby. 

Score; 12 3 4 

5. A cesarean section is easier for the mother than a vaginal birth. 

Score: 12 3 4 

6. My previous childbirth experience influenced my decision about whether to try a 

Vaginal Birth After Cesarean (VBAC) because I felt that VBAC would not be safe for 

me. 

Score: 12 3 4 

7. I did not think I would be able to have a baby normally the next time. 

Score: 12 3 4 

8. My first delivery experience made it likely that I would have problems the next time I 

tried to deliver vaginally. 

Score: 12 3 4 
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9. My physician or midwife told me it would be safe to have a vaginal birth the second 

time. 

Score: 12 3 4 

10.1 was too worried about what might happen to the baby to worry about myself. 

Score; 12 3-4 

11. Whether or not the baby was healthy was the most important thing. 

Score: 12 3 4 

12.1 was unclear about what the best choice was for me and my baby regarding the 

best way to deliver. 

Score: 12 3 4 

13. The information I got from doctors about VBAC and repeat cesarean section was 

confusing. 

Score: 12 3 4 

14. Even though you make plans, you just never know what will happen. 

Score: 12 3 4 

15.1 was not sure that my plan for the second delivery would work out. 

Score: 12 3 4 

16. When I made the decision, I did not feel qualified to decide whether it would be 

better for me to deliver vaginally or by C/S. 

Score: 12 3 4 

17. I preferred to decide for myself regarding how I would deliver my baby. 

Score: 12 3 4 

18. I preferred that my doctor and I shared responsibility for decisions. 

Score: 12 3 4 

19.1 prefenred to leave the decision regarding my care to my doctor. 

Score: 12 3 4 

20. Although I enjoyed being involved in the decision, I really think that only the doctor 

knew best because it was a medical decision. 

Score: 12 3 4 
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21. My need to quickly return to work influenced my decision about how to deliver. 

Score: 12 3 4 

22. With my job, I could not take off work for very long. 

Score: 12 3 4 

23. Many of my friends and acquaintances had their babies by cesarean section. 

Score: 12 3 4 

24. Being able to plan the date when to have the baby influenced my decision. 

Score: 12 3 4 

25. My family's opinions influenced my decision. 

Score: 12 3 4 

26. Others were better prepared to decide whether or not I should have a C/S. 

Score: 12 3 4 

27.1 think that if I had gone to a different doctor I would have had the birth of my choice. 

Score: 12 3 4 

28. Some doctors have higher C/S rates than others. 

Score: 12 3 4 

29. Nurse-midwives might be more helpful in supporting a vaginal delivery choice than 

a physician. 

Score: 12 3 4 

30. The nurses who took care of me during my pregnancy influenced my decision about 

how I would deliver. 

Score: 12 3 4 

31. When it came right down to it, my physician really influenced my decision to have a 

C-Sectlon. 

Score: 12 3 4 

32. When I needed help or advice there was someone I could count on. 

Score: 12 3 4 

33. I had relatives or friends who would help me even if I could not return the favor. 

Score: 12 3 4 
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34. There was no one to talk to about how I was feeling. 

Score: 12 3 4 

35. If I or my baby got sick, there was someone to give me advice about what to do. 

Score: 12 3 4 
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Appendix H 

Question Guide For Focus Group Interviews 

Introduction 

Thank you all for coming. The purpose for this focus group session is to find what 

influences are most critical in the decision to choose RCS or VBAC. The outcome of a 

focus group depends on each person's participation - please feel free to tell me after the 

session if you have more to say and would like me to call you later. Now, think back on 

when you delivered your first child by C/S. How did you feel at that time about future 

children? Did you consider at the time how you would deliver your next child? Now 

begin to think fonward to the time that you found out you were again pregnant. I would 

like you to focus on when you were trying to decide about how you would deliver the 

second child 

I - Please tell me what you consider to be the strongest influences on your decision: 

1. What were the most important considerations or influences on the decision? 

(if no immediate discussion prompt with the following) 

• previous labor/delivery (vulnerability, perceived risk) 

• family opinions/desires (social support) 

• safety (vulnerability, perception of risk) 

• fear (vulnerability, perceived risk) 

self 

baby 

• opinions from professionals (health care providers) 

• hospitals or clinic that you received care from (demographics, health care 

system) 

• time off - work/schedule, professional obligations (demographics) 

II - Tell me how you define childbirth 

social 

medical 

Thank you for your time. Please see me afterwards if you have further information you 

would like to share. Additionally, before you leave please fill out the questionnaires. 
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Appendix I - Thematic Unit Totals for All Focus Groups 

Category VBAC RCS Totals 

Models 34 12 46 
social 20 5 25 
medical 2 5 7 
colliding 9 5 14 

Risk 24 32 56 
self 5 4 9 
baby 12 10 22 
past 4 7 11 
probability 3 11 14 

Uncertainty 6 4 10 
Control 36 9 45 

Taking 3 0 3 
Active 22 4 26 
Passive 2 3 5 
Sharing 9 2 11 

Demographics 1 7 8 
age 1 5 6 
empio. 0 1 1 
marital 0 1 1 

Soc. Support 23 10 33 
War 11 3 14 
HCP 44 22 66 

Md 11 1 12 
Int. 12 8 20 
Under 6 7 13 

Rns 2 1 3 
Int. 4 0 4 
Under 0 2 2 

CNMs 1 2 3 
Int. 1 0 1 
Under 0 0 0 

HCS 21 2 23 
Recov. 15 7 22 
Satisfaction 26 8 M 

+ 13 6 19 
- 12 3 15 

Timing 11 7 18 

INFO 30 19 49 
PER/NURS 21 3 24 

TOTALS 306 145 451 
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