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ABSTRACT 

This descriptive study evaluated the content validity 

of the Holistic Prenatal Surety Risk Screening Tool. This 

assessment tool was developed based on the premise that 

factors other than physical risk factors may influence a 

woman's physical birth outcome. The assessment was devel 

oped as a criterion-referenced measurement tool. Eighty 

experts were sent a questionnaire concerning the validity 

of the tool in relationship to outcome, scoring, and use 

fulness. Thirty-four individuals returned the form, sind 

the results were evaluated section by section. 

The study revealed that the overall tool received a 

mean score of 4.4 on a 5 point scale in relationship to 

birth outcome and a mean score of 4.4 on usefulness. The 

scoring section was ranked 4.0 on a 5 point scale. The 

results indicate the level of acceptance of this tool in 

relation to this particular panel of expert judges. 
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CHAPTER I 

INTRODUCTION TO THE PROBLEM OF HOLISTIC 

PRENATAL SCREENING 

Introduction 

The identification of risk in pregnancy is an area of 

much concern to health-care providers. With new potential 

choices for the birthing woman, from the hospital high-risk-

care center to home birth or a birthing center, it becomes 

increasingly important to anticipate which women may develop 

labor complications. Aubry and Pennington (1973) pointed to 

the "common goal of modem obstetrics and pediatrics" (p. 3) 

as the maximization of fetal, newborn, and infant life. The 

allocation of society's limited health-care resources comes 

into question when considering this goal. Will society's 

funds be used to save ever smaller fetuses or will funds also 

be available to provide care for normal women experiencing 

normal pregnancies? It is this primary preventive health 

care which could be endangered by a social policy which 

emphasizes high-risk intervention (Peterson, 1984). 

Which women will not need the care of the specialist or 

the facilities of the high-risk center? Many systems and 

tools have been utilized to differentiate those women in need 

of specialized care during pregnancy and at deliveryj how 

ever, none yet has been found to be completely accurate (Mehl & 
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Peterson, 1984). Most attempts at understanding and defining 

prenatal risk have emphasized physical risk factors (Hobel, 

Hyvarinem, Okada, & Oh, 1973» Laxova, Lewis, & Sudaby, 1975» 

Walker, 1976). While most researchers would agree that the 

majority of birth problems arise from the group of women judged 

as high-risk on these physical scales (Aubry & Pennington, 19735 

Casson & Sennett, 1984; Nesbitt & Aubry, 1969). there is still 

much concern for the woman who is judged as low-risk but then 

requires major medical intervention at birth. 

Aubry and Pennington (1973) reported that 20-30^5 of pro 

blem newborns originate from pregnancies that were previously 

judged as low-risk, and these results have been confirmed by 

other researchers (Casson & Sennett, 1984; Lensinski, 19755 

Nesbitt & Aubry, 1969). Mehl and Peterson (1984) pointed 

out that the randomness of nature is usually stated as a de 

fense for the inability of these tools to accurately predict 

these unexpected problems. Mehl and Peterson, however, 

argued that use of a systems theory would generate a concept 

which negates randomness. They postulated that factors 

which have not been assessed by these traditional tools are 

m.oving wom.en to a high-risk outcome. The inexplicable ran 

domness of nature argument has been used to justify the man 

agement of all pregnancies as if they were high-risk. Since 

certified nurse-midv,'ives and nurse practitioners are generally 

limited in their practice to caring for women who are low-

risk, the accurate assessment of risk can be an important 

factor in the future of the extended role of nursing practice. 
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Is there a way to more accurately assess risk? Are there 

other factors which may influence the outcome of pregnancy? 

Many factors have been identified as possible correlates of 

risk. Anxiety, life stress, fear, lifestyle habits, and many 

other factors have been studied in relation to pregnancy out 

come (Davids & Devault, 1962; Levinson & Snider, 1982; Moshishma, 

Pederson, & Finster, 1978; Sexton & Hebel, 1984; Wallace, 1970). 

However, these factors are rarely considered in evaluating 

prenatal risk by health-care providers (Peterson, 1984). 

Investigators have focused on the separate contributions 

of psychosocial and biomedical risk factors and not on how 

these forces interact to create a given outcome (Smilkstein, 

Lucas, Ashworth, Montano, & Pagel, 1984). A system for eval 

uating the interactive effects of psychosocial and physical 

factors in creating either a more favorable outcome for medically 

high-risk pregnancies or a less than optimum result for low-

risk mothers has been used in two settings reported in the 

literature (Mehl & Peterson, 1984; Smilkstein et al., 1984). 

Investigators at the University of Washington, in Seattle, 

tested the interaction of psychosocial and biomedical factors 

on pregnancy outcome and identified three types of psychosocial 

risk: life events, family function, and social support 

(Smilkstein et al., 1984). These factors were then added to 

an assessment of biomedical risk based on health histories 

and hospital records. The ninety-three women studied were all 

patients of seven physicians in a university-agricultural 

community in Washington. Data collected 6 weeks postpartum 
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revealed no substantial correlation between biomedical risk 

and complications but did show a relationship between family-

function and complications. Another reliable correlation to 

risk was the interaction between family function and biomedical 

risk. The results of this study supported the hypothesis 

that the "utilitarian biopsychosocial risk assessment instru 

ments will significantly improve the prediction of complica 

tions of pregnancy and the postpartum period over biomedical 

risk alone" (Smilkstein et al., 1984, p. 321). Mehl and 

Peterson (1984) reported the results of their Holistic Prenatal 

Risk Assessment (H.P.R.A.) as practiced at the Berkeley 

Family Health Center. Their tool, which judges holistic risk 

based on a systems model of interacting factors, correctly 

predicted risk for physical birth complications 95'5% of the 

time (Peterson, 1984). Clearly, if these results can be du 

plicated by other health-care providers, they could have a 

dramatic effect on the health care of parturient women. 

A major limitation of the H.P.R.A. is that it entails a 

lengthy and complex assessment process, administration of 11 

scales and an extensive interview (Peterson, 1984). The time 

and training necessary to assess pregnant women in this fashion 

limits the usefulness of this tool for many health-care provi 

ders. Since Mehl and Peterson suggested that those who plan 

to use their assessment should not only study the books they 

have written but also attend a workshop to learn the method, 

preparing to use the assessment requires commitment of time 

and energy from the health-care provider as well as access to 
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a workshop. Mehl and Peterson also recommended the use of the 

tool three times during pregnancy. Each administration could take 

up to 3 hours of client/clinician time and also includes a 

group conference involving the health-care team. Although 

the benefits of such an assessment process are dramatic, this 

level of time commitment may not be feasible in many health 

care settings. Could a simpler version of this tool be developed 

which would enable health-care providers to holistically assess 

risk? Mehl & Peterson (1985) have done a multiple regression 

analysis of their assessment in order to correlate specific 

areas of inquiry with outcomes. The purpose of this study was 

to develop a shortened version of their tool and to test this 

shortened tool for content validity. 

Certified Nurse-Midwives and nurse practitioners could use 

a holistic screening tool to improve client assessement and 

to decrease the number of clients requiring transfer to a 

physician in later pregnancy or at delivery. This tool could 

also be used as an indicator of areas which may need further 

assessment or intervention. An appropriate intervention might 

help a woman move toward a more normal delivery. Such a holis 

tic tool could also assist nurses in their goal of treating 

the "whole person.," 

Conceptual Framework 

Recognition of the unique whole which is greater than the 

Slim of its parts has characterized nursing since the time of 

Florence Nightingale (Rogers, 1970). This emphasis on the 
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whole correlates well with the nursing emphasis on health rather 

then disease. Holistic care focuses on both the dynamics of 

disease and the dynamics of health. 

The word "holistic" is derived from the Greek word "holos" 

meaning "whole" (Flynn, 1980). Holistic care, as it is used 

by health-care providers today, refers to a perspective or a 

system of thought. The basis of this system is integration, 

wholeness, and a trust in natural order as it applies to a 

universe of open systems. The holistic perspective sees humans 

as unitary human beings made up of interacting subsystems 

(Rogers, 1970). 

From a nursing perspective, understanding the whole is 

viewed as a dynsunic process which encompasses examining the 

biophysical, the cognitive, the psychological, the social, the 

spiritual, and the genetic aspects of a human being. Nursing, 

then, directs the mobilization of the client's resources in 

order to seek growth and development within the multisystem 

context (Erickson, Tomlin, & Swain, 1983)• 

Martha Rogers (1970) asserted that the object of the study 

of nursing is Unitary Man. According to her theory of nursing, 

human beings are energy fields. The human field extends be 

yond the physical,and the portion visible to the human eye is 

only a portion of the totality of that humsin being (Rogers, 

1970). It is this energy field, seen as a whole and not as 

the sum of its parts, that is the object of nursing science 

(Rogers, 1970). 
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How does energy change? How is h\iman existence as energy 

progressing? The first law of Newtonian physics states "a body 

persists in a straight line except as affected by other bodies" 

(Fuller, 1975, 186), But the 197^ era of physics produced 

the theory of "prime otherness:" "All bodies are always being 

affected by other bodies, and the effects are always preces-

sional" (Puller, 1975» P. 189). Health-care providers and 

their clients can be viewed as both those other bodies and the 

original bodies. Each body is simultaneously acting, inter 

acting, and being acted upon. Capra (1976) stated that: 

In the \iniverse there are no isolated building 
blocks . . . only a complicated web of relations be 
tween various parts of the unified whole. These relation 
ships always include the human observer and his consci 
ousness in an essential way. The observer is not only 
necessary to observe the properties of the particles, . 
. . all these properties are an expression of the particles' 
interaction with the observers so there is no split be 
tween mind and matter, (p. 2k8) 

Modem physics appears to duplicate Rogers' view of 

human beings as energy fields who are part of an infinite 

system and yet unitary and whole within themselves. But how 

do these two energy fields interact and how can one change the 

energy field of the patient in the desired manner? An expla 

nation can be found in the theory of energy-wave patterns and 

the concept of interference. Interference is said to occur 

"when one energy event is passing through a given point sind 

another impinges on it" (Fuller, 1975i P. 115). 

When two energy forms are exact opposites, they may can 

cel each other (Fuller, 1975). Mehl and Peterson (1984) 

postulated that "When two energy waves interact in 
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synchronization (phase), augmentation of the energy (called 

synergy) and effects are very much amplified" (p. 170). 

Thus any intervention or action within a person's life may 

work to change, cancel, or augment the person's own energy 

waves. Using the cellular-based medical model, one factor 

can be separated from another and considered in isolation. 

Using a holistic or energy-systems model reveals the poten 

tial power and effectiveness of seemingly small interventions 

on the whole (Mehl & Peterson, 1984). It is important to 

understand that a holistic perspective is not merely looking 

at more factors than are assessed traditionally by the medical 

establishment. The key to a holistic approach is a perception 

of the whole. 

The analogy of the forest and the trees may assist in 

understanding this concept. A holistic approach involves a 

perception of the forest. Studying the individual trees may 

give one knowledge about those trees, and indirectly about the 

forest itself, but no amount of analysis of individual trees 

can explain the true phenomenon of the forest as a human per 

ceives it in its entirety. While there are those who possess 

unique perception and may be able to perceive the forest by 

holding only one leaf, most would need to see and feel and 

smell and perceive the meaning and the grandeur of the forest 

as one unit to understand the forest. Rogers theorized that 

the observed requires the presence of the observer for this 

very perception to exist (Rogers, 1970)* It is this wholeness 

which is the key to understanding a holistic paradigm. 
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In a holistic perspective there is only one true variable 

and that variable is life. This life variable can be viewed as a 

continuum linked end-to-end in a never-ending circle. This 

spectrum would include the physical, the psychological, the 

social, the economic, the spiritual, and many other aspects 

of an individual's existence. These aspects would not be 

judged as separate but as part of the ever-changing phenomenon 

of a human being. The factors influencing each of the aspects 

are, in reality, finite in number, but in a universe of open 

systems that finite number is so large that it can be judged 

as infinite. A holistic perspective would focus on perceiving 

this whole and on understanding the meaning of the aspects of 

the variable life to this individual as a whole and functioning 

human. Any of the potentially infinite number of factors 

which are exerting a force at that point in time on the whole 

are a part of such an assessment. It is the interaction of 

the individual perceiving and the individual assessed which 

allows for those factors to become observable. 

Mehl and Peterson (1985) used a general-to-specific-out 

come model to show the relation of the condition of the body-

m.ind field to specific birth outcomes (Figure 1). The set of 

general factors on the left creates an energy state which is 

capable of moving the system toward a specific outcome. 

This model car. then be used as a basis for understanding 

the H.P.R.A. scale. The location of the fulcrum affects the 

influences of the risk factors (A-H) on the outcome on the 
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right. The amount of influence exerted is controlled by the 

location of the fulcrum which is determined by forces 1 through 

6. 

Using this model one can easily see that the assessment 

of risk status is only a beginning and that moving to inter 

vene is a step in progression toward an uncomplicated, normal 

birth. The biological woman cannot move separately from the 

psychological or cognitive woman. In fact, the mind-body 

dichotomy is negated completely since both are viewed as 

energy. 

Birth is more than a physical process. Birth encompasses 

some of the most dramatic changes in a woman's emotional, social, 

cognitive, and family life (Peterson, 198^)' Based on a sys 

tems-energy model, assessment of only one part of the system 

would not reveal completely valid information about the dynamics 

of the system as a whole. Only a holistic assessment could 

succeed in measuring the energy dynamic. 

A clinically useable tool could help health-care providers 

to take a more holistic approach to prenatal assessment. Such 

a tool would serve both the client and society by allowing for 

the appropriate distribution of health-care resources. 

Nominal Definitions 

This section presents theoretical definitions for the 

major constructs used in the study. 



12 

Holistic assessment. Holistic assessment is an attempt 

to gain information in order to allow the practitioner to 

understand the whole in order to analyze its effect on the 

parts. The goal of this assessment is the understanding of 

a unitary human being at a given point in space-time within 

the perspective of a universe of open systems. It includes 

an assessment of the variable of life in all its aspects, 

the physical, the psychological, the cognitive, the social, 

the economic, and the spiritual (Mehl & Peterson, 198^). 

Svstem. The system is the cornerstone of the holistic 

perspective. The aspects and behavior of a system cannot be 

understood without an awareness of the whole (Mehl & Peterson, 

1984). Human beings are systems in Rogers* (1970) theory of 

unitary human beings. These energy, systems are greater than 

and different from the sum of their parts and are also greater 

than that portion of an individual visible to the naked eye. 

The health-care provider is also an integral part of the sys 

tem suid thus influences and is influenced by any client inter 

vention (Rogers, 1970). 

Physical aspects of a unitarv human being. The physical 

aspects of a unitary human being would include but are not 

•limited to, those aspects which often are visible to the naked 

eye. These aspects are body structure, general physical health, 

a history of the individual's past illnesses and deviation 

from health, and also biochemical risk factors such as diabetes. 

The physical aspect also includes height, weight, and 
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genetic background. Further, this aspect would also include 

physical input into the system, such as exercise, diet, medi 

cations, and alcohol or tobacco use (Mehl & Peterson, 1984) 

Psychological aspects of a unitary human being. The 

psychological aspects of a unitary human being are sometimes 

directly obseryable and sometimes must be elicited through 

questions or actions. These psychological aspects are the 

aspects traditionally attributed to the emotional leyel of 

a human being. They include affect or whether the in-

diyidual is happy or sad. Anxiety and stress are also a part 

of the psychological aspect. Stress is the influence of an 

eyent on the system. Stress may be tumultuous and disruptiye 

or creatiye and transformatiye. Anxiety is a psychophysiolog-

ical eyent and may be the human response to a stressor. Anxiety 

does not exist as a commodity but is an experience of dys-

phoria, a fear that one will be hurt or that one will lack a 

necessary item or resource needed to suryiye in a manner ac 

ceptable to that indiyidual (Mehl & Peterson, 1984). 

Beliefs are also an integral part of these aspects 

of a unitary human being. A belief is an assumption made about 

the world which may or may not be conscious, which may haye 

a great deal of emotional oyerlay and which can determine an 

indiyidual's interpretation of sensory input (Mehl, 1979). 

Any technique used by an indiyidual which impacts directly 

on the emotion would also be considered a part of the psycho 

logical aspect. Stress reduction techniques, psychotherapy. 
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counseling, 8ind psychophysiological techniques such as hypnosis 

and biofeedback would all be considered as input to the psycho 

logical aspect. 

Cognitive aspects of a unitary hiiman being. The cognitive 

aspect of a unitary human being is the aspect we associate with 

the mind and intellect. It is that portion of the mind which 

is associated with learning about the world. This aspect 

would be directly associated with an individual's level of 

education, occupation,and ability to remember and analyze data. 

This might be reflected in personal vocabulary, speaking or 

writing ability, or in the ability to do skilled work. 

Social aspect of a unitarv human being. The social as 

pect of a unitary human being is that aspect which in most 

cases falls within the environmental field as defined by 

Rogers (1970). It encompasses the family and societal in 

fluences on a htiman being. This aspect is not limited to the 

mere existence of an individual's relatives or the interaction 

with an institution or community but involves the meaning of 

these parameters to that individual. Thus the presence or 

absence of family and friends would be a part of the social 

aspect of an individual, but that individual's interpretation 

of their presence or absence would also be a part of his/her 

social aspect. 

Economic aspect of a unitary human being. The economic 

aspect of a unitary human being is that aspect associated with 

the possession of money to meet that individual's needs. This 
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aspect may be reflected in yearly income, physical possessions, 

or in occupation. The economic aspect is closely associated 

with the social aspect since economics will greatly influence 

an individual's choices about where to live and may also in 

fluence the ability to maintain family ties. This aspect 

may also dictate the kind of health care one may seek or 

receive. 

Spiritual aspect of a unitarv human being. The spiri 

tual aspect of a unitary human being is the aspect associated 

with an individual's perceived relationship to a higher power. 

This higher power may be a traditional god or may be a more 

generalized concept such as universal good. Included in 

this aspect would be any aspects of this religious belief 

system which influence this individual's life or life choices. 

The absence of a belief in a god is also considered part of 

an individual's spiritual aspect. 

Surety. Surety refers to the safe or normal course of 

birth. It is the natural resolution of the birth process in 

which neither the infant nor the mother is compromised or 

endangered and in which there is no requirement for medical 

intervention. On a scale of the general outcome of birth 

(Figure 2), this would be a rating of five or exceptionally 

normal delivery with no interventions (Peterson, 1984). 

Risk for physical birth complications. Risk for physi 

cal birth complications refers to a woman's chance of experi 

encing complications which range from minor to life threaten 

ing (Mehl & Peterson, 1985). 
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Content validity. The validity of any instrument can 

be defined as the extent to which that instrument measures 

what it is intended to measure (Brink & Wood, 1978). Content 

validity refers specifically to the representativeness of 

the questions in an instrument (Polity Hungler, 1983). Con 

tent validity is based on judgment. Experts in a given 

field are often called upon to analyze the items contained 

in an instrument in order to judge whether those items re 

present the proposed domain of the instrument (Shelley, 

1984). 

Assumptions 

The assumptions of the present study are related to 

the societal evaluation of birth and the nature of human 

beings as open systems. A positive outcome of birth is per 

ceived by society as a birth that produces a living and un-

compromised infant and a healthy mother. Birth itself is 

a mind-body process which transcends the dichotomous belief 

that the biological self is separate from other parts of 

a human (Peterson, 1984). Birth complications are not due 

to the randomness of nature but are part of the interacting 

web of human and environmental field. These interacting 

forces cannot be separated from their place with the family 

and societal systems. By assessing the whole rather than 

the parts in isolation, one can better predict if society's 

desire for a positive outcome at birth can be obtained. 

Other assumptions of this study are that those indi 

viduals surveyed to assess content validity will answer the 
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survey form truthfully and that they will possess expertise 

in prenatal assessment. 

Objectives 

The focus of this study is assessing the content validity 

of a clinically useable holistic screening tool for judging 

birth risk. The Holistic Prenatal Surety-Risk (H.P.S.R) 

screening tool is an abbreviated form of the Holistic Pre 

natal Risk Assessment (H.P.R.A.) developed by Mehl and Peter 

son (198^^). Using the data from Mehl and Peterson's previous 

study, those sections of the assessment which were most cor 

related to outcomes were condensed into a more clinically 

useable tool. The condensed tool was developed by this re 

searcher in collaboration with Lewis Mehl. The items chosen 

for the condensed tool were selected on the basis of the 

items most correlated to outcomes as derived by a multiple-

regression analysis. If input to an item was obtained more 

than once in the assessment, the item was deleted from all 

but one section of the condensed tool. Finally, the items 

which the researchers themselves felt to be most valuable 
/ 

and which produced, in the researcher's opinion, the most 

honest responses, were retained preferentially. 
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CHAPTER II 

A REVIEW AND SYNTHESIS OF THE LITERATURE 

Review of the Literature 

The literature review is organized to emphasize the need 

for prenatal risk assessment, the previous tools available for 

risk assessment, a review of the many factors which have been 

implicated individually in pregnancy risk, emd a review of 

tools used which encompass these factors. There is a vast 

array of literature available on these topics. This is not 

intended to be a comprehensive review. It is a selected re 

view of the key factors that have been demonstrated empiri 

cally to be important. 

During the last century maternal-infant death rates have 

fallen dramatically, but these drops have not produced national 

statistics which are in keeping with our standing as an indus 

trialized nation (Aubry & Pennington, 1973)• Infant mortality 

rates in many other industrialized countries are better than 

those recorded in the United States (Erickson & Bjerkedal, 

1982; Kessner, Singer, Kalk, & Schlesinger, 1973). Erickson 

and Bjerkedal (1982) reported that the adjusted fetal and 

first-day-of-life mortality rates from 1969 to 1976 show 

Norway's rate to be less than U.S. rates, especially when con 

sidering the rate for non-caucasian racial groups. The 1976 

figures show a rate of 36 per 1000 births as the non-cauca-

sion rate in the U. S. Guyer, Wallach, and Rosen (1982) 
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stated that the U. S. ranked seventeenth sunong western na 

tions in infant mortality in 1978 with a rate of 13*8 deaths 

per 1000 live births. Hein, Lathrop, and Papke (1985) re 

ported that neonatal deaths before 28 days of life were 

correlated with birth weight. In fact, the death rate 

of 9.9 per 1000 live births when compared by weight showed 

a rate difference of 2.5 per 1000 for infants larger than 

U.000 grams to 70? per 1000 for infants weighing less than 

1000 grams. Many authors conclude that decreasing the num 

ber of low birth weight infants born in the U.S. would in 

crease the U.S. world ranking in infant mortality (Erickson 

& Bjerkedal* 1982i Guyer* Wallach & Rosen, 1982t Hein, 

Lathrop & Papke, 1985). 

There is also concern that the true death rate for 

mothers and infants in the United States is underreported 

(Rubin, McCarthy, Shelton, Rochat, & Terry, 1981). A recent 

study in Washington state by Benedetti, Starzyk, and Frost 

(1985) concluded that less than half of the maternal deaths 

in that state were reported from 1977 to I98I. Using com 

puterized data files of death certificates of women who died 

during that period, they manually matched this list with 

the birth-fetal death index. The cause of death, interval 

between delivery and death, and other data were reviewed to 

determine if a classification of maternal death should have 

been made. Twenty-six maternal deaths were found that were 

not recorded during that period. Although this study was 

limited to one state over a short period of time, percentage 
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of underreporting could lead one to conclude that the chance 

of maternal death related to pregnancy may be greater than 

commonly recorded. 

Biomedical Risk Screening 

The benefits of intensive medical care during pregnancy 

and at birth for women who have been judged at risk have 

been well documented (Nesbitt & Aubry, 1969). The predic 

tion of risk status generally has been determined in the 

medical setting by tools which record biomedical risk fac 

tors (Hobel, et al., 1973J Laxova et al., 1975J Walker, 

1976). These tools have correctly identified a portion of 

the women who will be at risk at birth since studies report 

as many as 60% of all pathologic outcomes are the results 

of the 30% of women who are judged high-risk (Nesbitt & 

Aubry, 1969)• One problem with these scales is the high 

percentage of both false positive and false negative re 

sults (Casson & Sennett, 1984t Lesinski, 1975). Nesbitt 

and Aubry (1969) reported than 20-309S of these mothers judged 

as low-risk became high-risk at birth. Smilkstein, 

Helsper-Lucus, Ashworth, Montano and Pagel (1984) reported 

a similar set of problems with the eight most commonly used 

assessment tools whose predictive values range from to 

43?^. 

Part of the difficulty with these biomedical assessment 

tools as described by Nesbitt suid Aubry (1969)1 Aubry and 

Pennington (1973)J and Casson and Sennett (1984) is that 
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they judge risk as it affects only the physical aspect of 

a woman. While many studies have confirmed the validity of 

various physical risk factors both individually and in com 

bination (Batsofin, Fielding, & Friedman, 198^1 Friedman, 

1973» Wallace, 1970), it is more than these physical fac 

tors which moves a woman toward a pathological birth (Blatt-

ner, 1981). The biochemical effects of high-risk pregnancy 

have been reported (Mondanlouy, Yeh, & Hon, 197^). This 

study of 150 women revealed that those mothers judged as 

being physically at risk were more likely to have a fetus 

that was more acidotic during labor than the women who were 

not in the high-risk group. These researchers examined per 

cutaneous carbon dioxide levels and base deficits in labor 

and during the infauit's first 64 minutes of life. These re 

sults showed the importance of correctly identifying high-

risk mothers in order to provide biophysical and biochemical 

surveilance during labor. 

Psvchosocial Factors 

Risk has been related on an individus] basis to a wide 

variety of psychosocial factors. Social habits such as 

drinking alcohol, smoking, marijuana use, and caffeine con 

sumption have all been implicated in maternal-fetal compro 

mise (Kingston et al., 1982; Kirkinem, Jouppila, Koiwla, 

Yuori, & Purrkka, 1983» Little, 1978t Newton & Hunt, 1984; 

Sexton & Rebel, 1984). Although some traditional tools con 

tain assessment for smoking and alcohol consumption (Hobel, 
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Hyvarinem, Okada, & Oh, 1973) these tools seldom assess for 

the added risk of combined use of such substances (Abel, 

1985). 

Other factors such as the length of time that social 

habits have been present can play a significant role. Cnat-

tingius, Axelsson, Eklvnd, & Kindmark (1985) studied all 

pregnant women in Uppsala County, Sweden, who gave birth to 

single, live-bom infants during 1980 at the University Hos 

pital of Uppsala. These women were screened early in preg 

nancy for fifteen reported risk factors which could lead to 

intrauterine growth retardation. All women falling in the 

risk group and a randonly-drawn control sample were compared. 

A multiple regression analysis was performed to estimate the 

influence of specific risk factors on birth weight as stan 

dardized for gestationalage* Maternal age itself showed 

no effect on standardized birth weighti however, infants 

delivered to women who were over 35 years old and smoked 

were at higher risk than those delivered to younger smokers. 

This leads one to conclude that smoking may be an interactive 

factor with implications having to do not only with the pre 

sence of smoking but the amount smoked and the length of 

time smoking has occurred. 

While age has traditionally been a factor used to assess 

risk (Laxova, Lewis, & Suddaby, 1975» Casson & Sennett, 1984) 

this is now being reassessed. Adams, Godfrey, Oakley, and 

Marks (1982) reported a trend toward an increased pregnancy 

rate in women over 35 years of age. Their study was based 
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on projected trends and information from the U.S. Bureau of 

the Census. Recently studies have confirmed that age alone 

has less effect on pregnancy outcome than previously pre 

sumed, but that an interaction of age and other risk factors 

may put a woman at higher risk (Cnattingius, Axelsson, Eklvnd, 

& Lindmark, 1985). 

Diet and nutrition as they affect the risk for low 

birth weight or shoulder dystocia have been studied (Brown, 

Jacobson, Askue, & Peick, I98I5 Corgett & Burst, 1983j 

Klebanoff, Mills, & Berendes, 1985s Lechtig, 1975s Miller 

& Jekel, 1985; Rush, Higgins,.Sadow, & Margolis, 1976; 

Travis & Read, 1982; Williams, I98I). Recent information 

suggests that regular exercise is not detrimental (Lotgering, 

Gilbert, 4 Longo (1984) but that exercise may promote bene-

fical hormonal changes in women (Carr et al., 1981). 

Lifestyle factors have been analyzed in depth in rela 

tion to pregnancy risk. The effect of employment on a wo 

man's pregnancy has been studied to determine which para 

meters of the work environment may be detrimental (Bayer, 

1982; Franco, Evans, Best, Zrull, & Pizza, I983; Mamelle, 

Laumon, & Larzar, 1984} Murphy, Dauncey, Newcombe, Garcia, 

& Elbome, 1984). A study of 69,617 births during a 14-

year period in England revealed that healthy women without 

an adverse obstetric or medical history can continue in em 

ployment during pregnancy without increasing their risk sta 

tus (Merphy et al., 1984). This survey, however, only dif 

ferentiated between those women who worked outside the home 
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during pregnancy amd those who did not. No division was 

made as to type of employment or physical stress involved. 

Mamelle, Laumon and Lazar (1984) reported that their study 

of 3»437 women in Prance revealed a significant relation 

ship between prematurity and a job which involved a high 

occupational fatigue score. This score was based on five 

factors! postureI work on an industrial machine* physical 

exertion, mental stress, and environment. Their results 

showed a prematurity rate of 8.3^ in a group of occupations 

receiving high fatigue scores. The four categories of wor 

kers who fell into this group were shop staff and store 

keepers, medico-social staff, unskilled workers, and cleanii^ 

staff. The prematurity rate in positions with a lower fa 

tigue score was 3.5?^. These low score occupations were ex 

ecutive staff, teachers, office staff and skilled workers. 

Although this study was preliminary in nature, it suggested 

that type of occupation is related to pregnancy risk. 

It is interesting to note that the overall prematurity 

rate in the working women was listed as 5«8^ while the rate 

for those women listed as housewives was 7'2%. The type of 

work done by women in the home could be compared to those 

work-related categories. On a task basis it would have 

been informative to know what type of fatigue score the job 

of the housewife would have obtained. 

The effect of childbirth education on the birth experi 

ence has been analyzed (Doering & Entwisle, 1975? Wideman 
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& Singer, 198^)• Doering and Entwisle (1975) used a sample 

population of 269 women, all of whom were married and living 

with their husbands. The subjects were obtained through in 

formal networking in cooperation with a local childbirth edu 

cator. Interviews 2 months following delivery were conducted 

in the new mothers' homes. One half of the sample popula 

tion had prepared specifically for childbirth by taking six 

to eight Lamaze classes. The remaining 137 women prepared 

to varying degrees, and this degree of preparation was re 

corded. The two groups did not differ significantly on the 

following variables1 age, parity, socioeconomic status, or 

education. Two dependent variables measured in the inter 

view were "attitude toward childbirth" and "reaction to the 

baby." The degree of women's consciousness at delivery was 

also scored. Their data revealed a strong positive correla 

tion between a mother's prior preparation amd her attitude 

toward her newborn infant, mediated through the perceptions 

of the nature of the birth process. One problem with this 

study was the self-selected nature of the groups. It is 

possible that a certain type of woman chooses to seek out 

training and also to view birth more positively. 

Another aspect related to childbirth education is the 

positive effect of a supportive companion. Sosa, Kennell, 

Klaus, Robertson, and Vrrutia (1980) reported that the pre 

sence of even an unrelated supportive companion during labor 

and delivery shortened labor, enhanced maternal behavior. 
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and decreased the likelihood of development of complications 

requiring intervention. These researchers suggested that 

there is a possibility that an association exists between 

acute anxiety and arrests of labor or fetal distress. One 

limitation of this study was that it was done in Guatemala 

with primigravidas who had received no prenatal preparatory 

classes and who gave birth in an unfamiliar, crowded hospi 

tal environment. These aspects may have exaggerated the ef 

fect of a supportive companion. 

Early prenatal care is a vital factor in reducing risk 

in pregnancy. Donaldson and Billy (1984) analysed the im 

pact of prenatal visits on birth weights in six countriesi 

Chile, Egypt, Honduras, Singapore, Sweden and Thailand. 

The researchers concluded that the number of prenatal visits 

was a significant determinant of birth weight. Elster (1984) 

designed a similar study of Utah births also using logarith 

mic linear analysis to determine the risk of delivering a 

small-for-gestational age infant in relation to prenatal 

care. Data on 34,26? births during a 5-year-period were 

collected. The results of this study suggested that risk 

is increased in the very young adolescent who is less than 

15 years of age and in adolescents who receive late prenatal 

care. It was also noted that young adolescents who did re 

ceive early prenatal care were not at risk when compared to 

adults. Both studies provided large data bases and reached 

similar conclusions about the importance of early prenatal 

care. 
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Emotions. Beliefs, and Stress 

The effect of emotions, fear, belief systems, and stress 

on the outcome of pregnancy have also been studied. Gunter 

(1963) conducted a comparative matched-pair study of Negro 

patients who gave birth at George W. Hubbard Hospital in 

Nashville, Tennessee. The twenty matched pairs were derived 

by selecting the first twenty premature infants born to med 

ically low-risk mothers. These low risk mothers were then 

paired with mothers of normal infants on the basis of age 

and parity. All mothers were scored on the Cornell Medical 

Index, completed a social data form related to medical data, 

were measured as to self-concept using the Thematic Appercep 

tion Test, and had a home study report completed by a public 

health nurse after delivery. The study found that the 

mothers of premature infants were significantly more depen 

dent and helpless (p = .005), and perceived themselves as 

more immature and inadequate as a female (p « .005). The 

preterm mothers also exhibited more sickness and body con 

cerns (p = .005). The researchers suggested that this find 

ing may have been related to the tendency for the preterm 

mothers to display their feelings with somatic symptoms. 

The mothers in the control group and test group also differed 

in their attitude towards heterosexual relationships. The 

mothers of premature infants rejected heterosexual relation 

ships and the mothers of normal infants desired close hetero 

sexual relationships. Gunter (1963) concluded that the 
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"physical, psychosomatic, and neuropsychiatric characteristics 

and the social or life situation of the mother are related 

to and may, in part, determine the outcome of pregnancy" 

(p. 340). While the small sample size and unique popula 

tion of this study may limit its generalizability, it pre 

sented an attempt at interpreting the multifactorial causes 

of prematurity. 

Gorsuch and Key (197^) recorded the results of a study 

of anxiety and life stress during each trimester of pregnancy. 

The subjects were 118 women attending a clinic serving low-

income women. The subjects were scored on the State-Trait 

Anxiety Inventory and the Life Change Inventory. Post-

delivery, the women were divided into those whose pregnancy 

and delivery were problem-free and those who developed one 

or more abnormalities. This study found that high states 

of anxiety and life events are independent factors which 

are both related to abnormalities of pregnancy. They also 

fovind that the greater the stress of life events, the more 

likely obstetrical complications are to occur. This rela 

tionship was present, however, only during the last two tri 

mesters. This study was likewise limited in regard to the 

specific population included; however, the longitudinal 

prospective nature added to the strength of the study. 

In 1978 Morishima and Pedersen published an account of 

their animal studies which revealed that pregnant monkeys 

deliberately exposed to stress exhibited increased maternal 
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blood pressure and heart rate, as well as fetal bradycardia 

and decreased fetal oxygenation. Clearly such an experiment 

using human subjects would be unethical. Michigan researchers 

have, however,used women's own self-report of anxiety as a 

comparison figure with blood sample levels of plasma catecho-

lamines and plasma cortisol both during pregnancy and labor 

(Lederman, Ledennan, Work, & McCann, 1978). This study of 

32 married, primigravid women who were measured as being 

medically low-risk, revealed that increased anxiety was sig 

nificantly correlated to increased plasma levels of epine-

phrine and cortisol. Both of these items were also correla 

ted positively wi-th longer duration of labor. Levinson and 

Shnider (1979) concurred with these findings and concluded 

that relieving maternal stress is beneficial to the fetus 

and the mother. 

Areskog, Uddenberg, and Kjessler (1981) studied 139 

pregnant women during their 31st to 33rd weeks of gesta 

tion concerning their feelings about anticipated delivery. 

Using an unstructured interview format, the woman's attitudes 

toward childbirth were classified into one of three groups 

based on her fear of delivery. Thirty-two out of 139 wo 

men were categorized as expressing moderate to severe fear 

of childbirth. The researchers concluded from these re 

sults that fear of delivery is a common phenomenon among 

women in an urban society. The same researchers also re 

ported that results of a questionnaire correspond well with 
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the results of the unstructured interview in identification 

of fear (Areskog, Kjessler# & Uddenber, 1982). 

The methods for measuring such items as fear and anxiety 

have often been questioned. Davids and DeVault (1962) admin 

istered a battery of psychological tests to fifty pregnant 

women in the third trimester. Althought it is important to 

note that the group judged as more anxious experienced sig 

nificantly longer labors than the less anxious group, it is 

also important to note which measures of anxiety revealed 

this difference. While the scores on the Manifest Anxiety 

Scale, Thematic Apperception Test, Sentence Completion Test 

and the psychologist's clinical evaluations all showed a sig 

nificant correlation between anxiety and delivery room dif 

ficulties, the scores on the anxiety self-rating scale were 

not significantly different between the two groups (Davids, 

DeVault, & Talmadge, 196la). 

Other studies have found no significant correlation be 

tween pre-and postnatal anxiety and birth outcome (Levy & 

McGee, 1975! Scott-Heyes, 1982). Both of these studies, 

however, used some version of self-report as the basis for 

their anxiety evaluation. Both studies involved completing 

questionnaires only and did not include a clinical evaluation 

with an interview format. Each of these studies did, however, 

produce some interesting information concerning the effect 

of belief systems on the experience of childbirth. Scott-

Heyes (1982) found that anticipated and actual satisfaction 
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with childbirth were significantly correlated in her study 

of 60 women. These results suggested that the expectations 

or beliefs a woman brings with her to childbirth affect her 

evaluation of the event. Levy and McGee found a significant 

correlation between a woman's perceptions of her own child 

birth and her perception of her mother's childbearing ex 

perience. This demonstrates the effects of belief systems 

within a family upon the dynamics of birth. Thomas Verny hss 

written extensively in case study format of his evaluation 

of this link between a mother's birth experience and the 

experiences of her own mother (Vemy & Kelly, 1981). 

Other Psychological Factors 

Psychological factors have been studied in an attempt 

to correlate these factors with abnormalities at delivery 

(Benedek, 1970)j Bibring & Valenstien, 1976; Jones, 1975» 

McDonald, 1968), McDonald (1968) reviewed studies on this 

topic from the years 1952-1967 as to methodology and subjects 

and found that most of these studies had methodological 

shortcomings. He thus concluded that there was no positive 

relationship between psychological and physiological func 

tioning during pregnancy. He challenged researchers to pro 

duce prospective rather than retrospective studies on anxiety 

and emotions during pregnancy. 

A number of subsequent studies were directed to this 

purpose (Benedek, 1970i Bibring & Valenstien, 1976; Jones, 

1975)• These researchers studied not only the psychological 
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effects of pregnancy (Bibring & Valenstein, 1976) but whether 

psychological assessment was a successful prediction of ob 

stetric outcome (Jones, 1975)* In his study of medically 

low-risk women delivering at an urban hospital, Jones (1975) 

found that the use of a psychological questionnaire of re 

cent events predicted at a statistically reliable level 

whether a woman would experience physical complications of 

labor. Sixty-four percent of the patients who experienced 

complications had been identified correctly; however, this 

was at the expense of a high false positive rate of 43%. 

His tool did, however, prove to have a greater prediction 

value on primigravidas. Since these are the women who «x-

perience the greatest psychological transition during preg 

nancy (Bibring & Valenstein, 1976), this seems to be a sig 

nificant finding. 

Several multifactorial studies of emotional and psy 

chological parameters have failed to show a correlation be 

tween the results of these evaluations and physical risk 

(Carpenter, Aldrich & Boverman, 1968; Grim & Venet, 1966). 

It should be noted that these studies did not screen out 

medically high-risk patients and that no correlations or 

recording was made of this very important intervening varia 

ble. Nuckolls, Cassell, and Kaplan (1971) did, however, con 

clude that women with high life change scores and low psy-

chosocial assets scores were significantly more likely to 

develop complications even though these factors alone were 

not correlated to physical outcomes. 
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Davids, DeVault, and Talmadge (1966) studied the rela 

tionships between psychological variables, intelligence, and 

health care provider personality ratings, with pregnancy 

outcome. Their findings showed that anxiety was signifi 

cantly and positively correlated to abnormal outcome. Their 

study was only preliminary in nature and the small number 

of subjects suggested the need for caution in interpreting 

these findings. 

Sugarman (1977) has pointed to the many events during 

pregnancy, birth, and the postpartum period which may in 

fluence the emotional and physical well-being of child and 

mother. Researchers have sought information about the effect 

of antepartvun and intraparttun events on adjustment (Malnory, 

1982). Kumar, Robson, and Smith (1984) developed and tested 

for reliability and validity a questionnaire aimed at iden 

tifying the mother's risk for psychiatric disorders. All 

of these studies related to a woman's ability to parent} 

and although they are not directly aimed at physical birth 

risk, they are of interest. In a systems perspective an 

xiety regarding future parenting would be a factor influ 

encing birth outcome. Certainly anxiety or apprehension 

about future parenting would fall into the psychological 

aspects of holistic assessment. 

Several authors have focused attention on possible pre 

natal interventions to address potential problems related to 

birth (Ciliska, 1983? Little et al., 1984; Peterson, 1983; 
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Wanderman & Wanderman, 1980; Wemer, Schauble & Knudsorit 

1982). These methods include the use of hiofeedback (Little 

et al., 1984) and hypnosis (Peterson, 1983? Werner, Schauble, 

& Knudson, 1982), both of which require appropriate assess 

ment prior to their use, in order to be effective. 

Comprehensive Assessment 

Recent literature supports movement toward comprehensive 

assessment of risk. A study done at the University of Wash 

ington studied the application of a biopsychosocial model 

(Smilkstein et al., 1984). This study of 93 pregnant women 

analyzed the effect of medical risk, life events, family 

function, and social support on the complication rate. The 

study involved women recruited through physicians* offices 

and childbirth education classes. A biomedical risk assess 

ment was made and a count of total items present was recorded 

as the biomedical risk. Psychological factors evaluated in 

cluded family function, recent life events, and a measure of 

social support. No specific mention was made in this re 

search of nutrition, belief systems, or obstetrical history. 

Hospital records were obtained and scored on a 35-item de 

livery complications checklist. Postpartum complications 

were then judged based on a questionnaire score administered 

to the woman at 6-weeks postpartum. A multiple regression 

model was used to examine the relationship between biomedi 

cal and psychosocial risk. This pilot study showed that 

biomedical risk was not significantly correlated to either 
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delivery or postpartiim complications while psychosocial risk 

was related to both delivery and postpartum complications. 

The best postpartvun complication predictions were obtained 

from the joint family function and biomedical risk assess 

ment. The researchers concluded that family function was 

the most predictive psychosocial variable and that the use 

of an integrated-risk assessment increased prediction of 

complications by 11^ compared to biomedical-risk assessment 

alone. 

Mehl and Peterson (1984) also studied the use of com 

prehensive assessment to judge risk. Their research was 

based on "phenomenological methodology and its practical 

application in grounded theory" (Peterson, 1984, p. 204). 

The methodological, base was formed from the observation 

that many clinicians were able to accurately predict pro 

blems during labor as a result of intuition. In many cases 

the clinician could predict which specific complications 

would occur without any apparent objective decision base. 

Mehl and Peterson interviewed practitioners who had been 

madcing accurate predictions and examined 500 case histories 

in detail. Aspects of this analysis included past medical 

history, emotional life history, predominant behavioral 

patterns, biobehavioral patterns, coping styles, family 

medical history, nutrition, stress, energy, personal belief 

systems, and biogenetic contributions. Interaction among 
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these variables was examined to discover underlying processes 

which might reveal themes which could lead to prediction of 

risk. Both the frequency of an assessment item and the pre 

dictive abilities of each assessment item were evaluated. 

A tool for a prospective study was developed based on inclu 

sion of these most frequent and most predictive items (Appen 

dix A). 

The methodology for this prospective study was a phenom-

enological one in which each woman in the study was considered 

as an individual and not as an obstetrical patient with simi 

larities to any group or class of "obstetrical patients." 

Mehl and Peterson (1984) defined phenomenology in the fol 

lowing manner! 

Phenomenology has also been defined as the non-
judgemental and presuppositionless study of first person 
experience. Researchers and philosophers of phenomenology 
have discovered that all experience is actually first 
person experience. In the phenomenological attitude, ob 
jectivity is impossible. Without our own consciousness 
we would not be conscious of the pregnant woman and her 
fsunily. We cannot eliminate ourselves from perception, 
since it is we who are perceiving. Without us, perhaps 
someone else would perceive, but we could never know 
this without our consciousness. In using the phenomeno 
logical approach we discover that it is not possible to 
eliminate the subject. Therefore subjectivity cannot be 
eliminated, and objectivity is impossible. In phenome 
nology, all knowledge begins with first person experience. 

The phenomenological position is that objectivity 
is a fraud, since it does not exist. Objectivity is ac 
tually a rather limited form of subjectivity. It is a 
statement of the form "It is my way of seeing the world 
when several other people whom I respect agree with me," 
or "It is my way of seeing the world when I try not to 
allow my feelings to influence me." 

In phenomenology the ultimate source of knowledge 
is our personal experience. Phenomenology is called 
radical empiricism for placing the source of knowledge 
in human experience, (p. 182) 
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Using this phenomenological concept, they studied the 

perception of health care providers and their own intuitive 

sense of the pregnant woman and her family. The study was 

designed to determine if a group of practitioners who sys 

tematically assessed these factors could accurately predict 

risk based on this assessment amd intuition. The assessment 

tool (Appendix A) was first administered to the subjects at 

12-weeks gestation. None of the subjects in this study 

possessed any high risk prenatal factor listed in Appendix 

C. Each of the subjects attended a community clinic in 

Berkeley, California. The women were seen by both counseling 

staff and medical staff during each trimester. The past 

medical history, review of systems, and birth counselor in 

terview (Appendix A) were all done with interview format. 

All other forms used in the assessment (Appendix A) were 

given to the women to complete at home and return to the 

clinic at their next visit. The assessment information was 

then evaluated in a group meeting by the practitioners 

involved in the woman's care. 

Three groups were included in this group meeting: the 

medical staff, the counseling staff, and the research group. 

No mention was made as to the number of participants in 

each group meeting or whether the same individuals met for 

each client throughout the 3 years required to complete the 

research. 

The group was presented with the fulcrum diagram referred 

to earlier (see Figure 1) and after discussing the client, 
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each member of the group assigned an individual risk status 

to the woman based on his or her concept of the patient as 

a whole. These individually assigned scores were then av 

eraged to obtain a group consensus score on that woman's 

risk status based on a 5-point scale. Only the consensus 

score was presented in the research. A group meeting to 

assign risk scores was done for each woman at 12. 24, and 

36 weeks gestation. For the research, the 36 week score 

was recorded as that woman's final risk assessment. The 

categories of risk were defined as follows: 

5 - Entirely normal delivery expected without the need 
for any medical or psychological intervention. Could 
be at home. 

4 - Probably normal delivery, but with possible/pro 
bable need for psychological intervention which would 
most likely be effective and/or minor medical inter 
vention (episiotomy, etc.). 

3 - Unpredictable, or expect complications which could 
be probably handled at home, but we would prefer not 
to. Would much prefer hospital birthing room and will 
do what we can to accomplish that. 

2 - Expect complicated delivery with need for hospital 
intervention. Would not do at home. 

1) Expect major complications in which every second is 
of the essence (Peterson, 1984, p. 210). 

After the birth had taken place, an independent panel 

reviewed the record of the birth and assigned a category 

of actual risk which was experienced at birth. These blind 

raters reviewed patient charts and ranked actual birth out 

come according to severity of complications rather than num 

ber of complications. 
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The groups were then analyzed to determine how many in 

dividuals in each prediction group fell within that outcome 

score. The results were recorded in graph form. 

Figure 2 represents the outcomes for prediction group 

5. Those women predicted to have a normal birth did so 

with only two obtaining a score of k and experiencing very 

minor complications. Figure 3 illustrates the outcomes for 

prediction group 4. This illustrates a successful pre 

diction of 96% for normal or nearly normal birth since 31?^ 

would have fallen in group 5 and 6595 in group 4. Figure 

4 illustrates the outcomes of prediction group 3« This 

group showed the greatest variance. Since this group in 

cluded those women who were judged as unpredictable, this 

was not an unusual finding. What these figures do indicate 

is that 3995 of the time delivery was substantially normal, 

but 6195 of the time technology was required for this group 

to give birth. Figure 5 illustrates the outcomes for those 

in prediction group 2. The prediction rate for actual group 

outcome was high for this group with 8595 actually falling 

in group 2. No women were predicted to fall in prediction 

group 1. Three such complications actually occurred and 

no woman predicted in either group 4 or group 5 experienced 

such a complication. 

Based specifically on categories, 68.395 were predicted 

accurately, and 2195 were predicted to have more complicated out 

comes than those that occurred. However, it should be noted. 
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Figure 2. Outcomes of Prediction Group 5. 
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Figure 3- Outcomes of Prediction Group 4. 

100 

a 

a£ 
3 M 

O)% 
•o E 
« ai 

o E 
■O Q. 60 
» a 

.. ra 
o — 
— « 
c a 

40 
9 o 
a. OI 
o c 

c -o 
• o 

20 
t 

Group 1 Group 2 Group 3 Group 4 Group 5 

Actual Group Membership 

Re!>uhs of Prediction Group 4 

Number in Prediction Group 4 (27%) 

Percent who had entirely normal births 31% 

Percent who weie in actual group 4 65% 

Percent in actual Gioup 3 2% 

Percent in actual Gioup 2 2% 

Successful predii iion i(ii alternatise st\le delis rr\ 95% 
(predicted Gioup 4 oi 5ieniains 4ui Si 

Source I reprinted with permission from Peterson, G. (1983) 
Birthinp nortr.allv. Berkeley, California i Mindbody Press. 



42 

Figure 4. Outcomes of Prediction Group 3-
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Figure 5. Outcomes of Prediction Group 2. 
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that 10094 of those predicted to have an entirely normal birth 

(group 5) did so, and 96^ of those predicted as group k fell 

in either group k or group 5 in outcomes, the percentage of 

women predicted to have reasonably normal deliveries who 

actually did so was 9694 (Peterson, 1984). Using a biomedi-

cal assessment (Nesbitt & Aubry, 1973) would have resulted 

in a correct prediction of 36.99^ among this group of women 

(Peterson, 1984). 

It should be noted that at this point in the research 

the validity and reliability of the scoring system of the 

Mehl and Peterson tool has not been established. Since this 

is an intuitive model the issue of interrater reliability 

was not addressed at this point. This limits the generalia-

ability of the study. 

Smilkstein et al. (1984), when analyzing other risk pre 

diction tools, reported a predictive value of 494 to 43^ using 

eight of the most common biomedical pregnancy risk scoring 

systems (Table 1). The table refers to the predictive value 

of the tools as determined by a standardized formula des 

cribed at the bottom of the table. Mehl and Peterson's 

tool is not dichotomous in nature. However, using the for 

mula for predictive value and basing the numbers on women 

projected to fall within a given group who actually had a 

birth outcome within that group, the Mehl and Peterson tool 

would have received a predictive value of 7694 on birth out 

come. In their study results Smilkstein et al. did not 
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report the specific predictive value of their own tool. 

This information would have significantly strengthened 

their study. 

Although the addition of a more extensive assessment 

seems to increase the ability to predict outcome, the dif 

ficulty with both of the comprehensive tools (Mehl & Peter 

son, 1984; Smilkstein et al., 1984) is that they are time-

consuming. The additional time required might serve as a 

reason for health care providers to reject the use of these 

tools. 

Synthesis of the Literature 

While assessment of the woman on many levels is probably 

necessary to obtain a true picture of her pregnancy risk, 

this is not a common form of assessment (Smilkstein et al., 

1984). The comprehensive tools which have been developed 

are time-consuming and may be impractical for the average 

clinician (Mehl & Peterson, 1984; Smilkstein et al., 1984). 

Individual assessment of factors correlated to outcome such 

as anxiety, social support, or alcohol use may only give a 

small part of a woman's true risk status (Abel, 1985; Gor-

such & Key, 1974; Gunter, 1973). Not only the woman her 

self, but her environment ajid work (Mamelle et al., 1984), 

as well as the presence of support during labor (Sosa et 

al., 1980), may influence birth outcome. 
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While contradictory studies do exist (Levy & McGee, 

1975; Scott-Heyes, 1982) the vast majority of the literature 

relates birth outcome risk to many factors other tham bio-

medical assessment alone. Although this biomedical assess 

ment has been of value in ascertaining a percentage of the 

women who will experience birth complications (Hobel et al.f 

1973; Laxova et al., 1975; Nesbitt & Aubry, 1969)# the 

percentage of correct prediction using these tools has 

ranged from 49S to (Smilkstein et al., 1984). The greater 

time and effort involved in the use of comprehensive tools 

is their major drawback, but a significantly increased 

ability at risk prediction might make such a time invest 

ment worthwhile. 
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CHAPTER III 

METHODS AND PROCEDURES 

Methods 

This study evaluated the content validity of an 

abbreviated tool for holistic risk screening in pregnan 

cy. This tool is based on the Holistic Prenatal Risk 

Assessment (H.P.R.A.) used at the Berkeley Family Health Cen 

ter (Mehl & Peterson, 1984). The validity of the Mehl and 

Peterson assessment has been ascertained by empirical test 

ing on the first 270 women to give birth through that clinic 

subsequent to its beginning in 1977 (Mehl & Peterson, 1984). 

The H.P.R.A. has been evaluated through human subject 

testing in which reality matched prediction, by cross-vali 

dation analysis and by discriminant analysis. The predic-: 

tive and content validity were assessed by the study of 500 

retrospective case studies prior to human testing and by 

documentation in the literature. Portions of the assess 

ment tool were based on the work of Shereshefsky and Yarrow 

(1973) whose psychological evaluation tool for use in preg 

nancy had been tested and proven valid. Subsequent to Mehl 

and Peterson's human testing, the staff-generated ratings 

were coded based on their coding system (Appendix A). The 

methods and results from Mehl and Peterson's risk prediction 

were described on pages 35 through 44. 



49 

In addition to the prediction based on group con ensus, 

a stepwise multiple regression was applied to the 45 

variables assessed in the birth counselor interview and des 

cribed under belief coding (Appendix A). The purpose of the 

multiple regression was to determine if a predictive equa 

tion could be determined which could predict risk status 

as described on page 38. A linear regression in which va 

riables were added together subsequent to multiplication by 

a weighting factor was used. Two criteria for inclusion of 

variables was applied. The first was the Beta Weight in 

clusion model. This inclusion model was more rigorous and 

determined whether each variable by itself contributed sig 

nificantly to the prediction equation. Only those factors 

which were significantly predictive alone met the Beta 

Weight inclusion criteria. The second inclusion model used 

was the Standard Error of Estimate (SEE) model. The SEE 

model is a method which excludes all items which fall out 

side of two standard deviations from the norm based on the 

items already included in the regression. Since the number 

of variables was large, it was deemed statistically desir 

able to limit, in this fashion, the number of predictor va 

riables used to obtain the predictor equation. 

The number of subjects required in such a multiple re 

gression can be determined by the estimation of power (Co 

hen, 1977). The power is determined by the use of statistical 
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tables and the values of U and L. U is the number of vari 

ables entered(45). L is defined by the formula L=R^(N-U-1). 

N is defined as the number of subjects in a study and 

is the variance predicted which in this case was .59« Us 

ing Mehl and Peterson's figures, the tables (Cohen, 1977) 

show a power for this test of greater than .8. The .8 

figure is generally used as an acceptable power and studies 

attempt to attain as close to a 1.0 as possible. 

The 45 variables were first divided into three groups: 

belief, systems or interactive, and personality variables. 

Each group of variables was subjected to a stepwise multiple 

regression. Next, all nineteen variables which qualified 

under the SEE inclusion model in the three groups were en 

tered, and a new multiple regression of combined variables 

was produced. Using the combined variable multiple regres 

sion, 13 items were identified which accounted for 599^ of 

the variance in birth outcome (Mehl & Peterson, 1985). 

A cross validation of the multiple regression research 

was done using a new group of 90 women. The cross validation 

was utilized to determine how well the previously obtained 

equations would transfer to another group of women. The 

amount of decrease in the prediction is referred to as 

"shrinkage" of the multiple correlation coefficient. The 

figures from this analysis revealed that the Beta Weight 

inclusion model items remained the most stable when applied 

to the new group (Mehl & Peterson, 1985). 
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Next a discriminant analysis was employed to determine 

if the computer could accurately predict complication group 

membership based on the factors determined by the multiple 

regression. This resulted in a correct classification a-

cross groups of 84?5 when the 13 variables of the combined 

regression were used (Mehl & Peterson, 1985). 

A cross validation of the discriminant analysis was 

performed using the 90 new cases used in the multiple re 

gression cross validation. Again using the 13 combined 

variables, the classification was 85^ correct across groups 

on these 90 new cases (Mehl & Peterson, 1985). 

The information and validation obtained from the mul 

tiple regression analysis was used by this researcher to 

help in develojMient of a shortened version of the Mehl and 

Peterson tool. The abbreviated version is called the Ho 

listic Prenatal Surety Risk Screening Tool (HPSR). The 

specifics of the generation of the HPSR are outlined in the 

procedures section of this chapter. 

Design 

The study was a descriptive study designed to evaluate 

the content validity of the HPSR. The HPSR questionnaires 

were sent to a panel of expert judges who were asked to eval 

uate the validity of the scoring system and the clinical use 

fulness of the HPSR. The panel consisted of physicians, 

nurse-midwives, and nurse practitioners. Each judge received 
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a copy of the HPSR along with a standardized answer form 

entitled the Panel of Experts Form (Appendix C). In ad 

dition to completion of the Likert Scale, each judge was 

also asked to identify any question which they felt should 

he deleted or was unclear. The judge was then asked to 

note any further questions they felt should he added along 

with pertinent comments. These instructions were sent a-

long with a credentials form (Appendix C). 

Sample 

The composition of the panel of expert judges was 

physicians, nurse-midwives,and nxirse practitioners. Physi 

cians were defined as those holding a license as an M.O. 

The physicians were not limited to obstetricians, hut spe 

cial care was taken to seek out physicians with knowledge 

of obstetric care and assessment. Nurse-midwives were de 

fined as those RNs who also hold a license as a Certified 

Nurse Midwife. Nurse-Practitioners were defined as RNs who 

either possess a certification as a practitioner or who 

hold a Master's Degree and practice in the area of maternal 

care. Judges were identified by a modified networking ap 

proach. This approach used the researchers' contacts in 

nursing and medicine. Each judge was first contacted by 

the researcher in person, on the phone, or by mail,and asked 

if he or she would be willing to serve as an expert judge 

in ascertaining the content validity of a holistic screening 
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tool for pregnancy risk. No attempt was made to randomly 

select the panel, however, care was taken to select 

individuals with clinical qualifications in prenatal 

care. These qualifications are of special importance in 

ascertaining validity since an understanding of the 

specific domain measured in this prenatal assessment 

tool is crucial. Individuals were identified at conferences 

attended by the researcher and through other health care 

workers who supplied the names of classmates and friends 

who might be able to serve as judges. The list of judges and 

their credentials is included (Appendix C). Each judge was 

asked to include in their credentials form not only academic 

degrees and certification but also publications and any areas 

of special interest. 

Eighty judges were identified and each was sent an in 

struction form (Appendix C), a credentials form (Appendix 

C), a scoring form (Appendix C), and a copy of the HPSR 

(Appendix B). Each judge was asked to complete a Likert 

Scale on outcome, scoring and usefulness for each section 

of the tool and for the tool as a whole. They were also 

instructed to circle any items that should be deleted, and 

comment on any section they desired. 

The forms were sent to twenty physicians, fifteen nurse-

practitioners and forty-five nurse-midwives. All eighty 

were also sent a stamped envelope addressed to the researcher 
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and asked to return the form within 2 weeks. Those who 

did not return the form in 2 weeks were sent a reminder 

post-card. Those who had still not returned their form 

within an additional 10 days were called on the telephone 

if they lived within a 400-mile radius. If they were not 

reached on the first call or if they lived greater than 400 

miles away, they were sent an additional post card reminder. 

Those who had returned the form within 5 weeks were included 

in the study. 

Thirty-four individuals returned the forms. Seventeen 

nurse-midwives returned the form for a return rate of 38%. 

Nine nurse-practitioners returned the completed forms for 

a return rate of 60^. Eight physicians returned the form 

for a return rate of The overall return rate was 

42.595. 

Those returning the form were from a variety of geo 

graphic areas. They also represented health-care providers 

in a wide spectrum of practice settings. These settings 

ranged from private practice to the military. 

Participation as a judge was voluntary. No economic 

incentives were used. Each judge was able to check a desig 

nated box if he or she wished to obtain a brief synopsis of 

the study results. This synopsis was sent to those requesting 

it at the conclusion of the study. 
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Operational Definitions 

Several specific items within this study need additional 

operational definition. 

Physical aspects of a unitary human being were de 

fined as the information obtained on the Medical History 

Form (Appendix B), the Nutrition History Form (Appendix 

B) and the Obstetrical History Form (Appendix B). 

Psychological aspects of a unitary human being were 

assessed using the information from the multidimensional 

Health Locus of Control Scale (Appendix B), the Life Change 

and Environmental Stress Evaluation (Appendix B), the Birth 

Counselor Interview questions (Appendix B), the emotions 

questions on the Social History Form (Appendix B), and the 

concerns and worries questions on the Obstetrical History 

Form (Appendix B). 

Cognitive aspects of a unitary human being were de 

fined as information obtained from the questions concerning 

occupation and years of education on the Social History Form 

(Appendix B). 

Social aspect of a unitary human being were defined 

as the auiswers to the questions concerning marital status, 

place of birth, occupation, who else lives in the home, and 

the questions about support and growth activities on the 

Social History Form (Appendix B). 

Spiritual aspect of a unitary human being were 

assessed by the questions about religious preference and 
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spiritual beliefs on the Social History Form (Appendix B). 

Surety refers to the safe or normal course of birth in 

which the birthing woman needs no psychological or medical 

intervention and in which neither mother or infant is en 

dangered. On a scale of general outcome of birth (Figure 1), 

this would be a rating of exceptionally normal (Peterson, 

1984). 

Risk for "Physical birth complications refers to a wo 

man's chance of experiencing complications which may range 

from minor to life threatening (Mehl & Peterson, 1985). Mehl 

and Peterson (1985) devised a scale for measuring risk for 

physical birth complications and risk shall be defined as 

a score of 1 to 4 on the Mehl and Peterson scale presented 

on page 38. 

Content validity was defined as the evaluation by 

a panel of expert judges as defined in the section outlining 

sample. This content validity of the H.P.S.R. was judged 

on a Likert Scale assessing validity of outcome prediction, 

scoring, and usefulness. 

Validity is a determination of whether a tool "measures 

what it purports to measure" (Waltz, Strickland, & Lenz, 

1984). Test validity for a criterion-referenced measure 

such as the HPSR can be analyzed on two levels, the test 

level and the item level. Waltz, Strickland and Lenz (1984) 

stated that "test validity focuses on the representativeness of 
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a cluster of items in relation to the specified domain (con 

tent validity)" (p. 19^). These authors also stated that 

content validity is the prerequisite to all other types of 

validity for the criterion-referenced measure. A frequently 

used approach is to obtain input of content specialists 

(Waltz, Strickland, & Lenz, 1984). Popham (1978) concurred: 

Criterion-referenced measures are validated pri 
marily in terms of the adequacy with which they repre 
sent the criterion. Therefore, content validity 
approaches are most suited to such tests. A carefully 
made judgement, based on the test's apparent relevance 
to the behaviors legitimately inferable from those de 
limited by the criterion, is the general procedure for 
validating criterion-referenced measures (p. 29). 

Several methods are available to evaluate content va 

lidity as graded by a panel of expert judges. These methods 

include item-objective congruence, a basically biomodal 

method of judging an item, and methods which utilize a 

rating scale and mathematical assessment of scores for 

agreement or congruence (Waltz, Strickland & Lenz, 1984), 

Beck (1984) and Popham (1978) have recommended a sim 

ple reporting of the number of individuals and how they 

scored the validity. Traditional descriptive statistics 

such as means and standard deviations may also be used 

(Beck, 1984). 

Since the test categories in the HPSR involve items 

which most clinicians would not consider bimodal, the use 

of a 5-point scale was employed. The validity of each test 

section in predicting birth outcome was rated, as was 
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the relative validity for the scoring system of each 

section. In addition, a 5-point spectrum of usefulness 

was rated by each judge. Since the tool was developed with 

the intention of producing a useable clinical tool, the rating 

on usefulness was particularly important. Mehl and Peterson 

(1985) did not test their tool for content validity as judged 

by a panel of expert judges, thus the input of a variety of 

health care providers was of vital interest in this research. 

Did other health care providers perceive these test compo 

nents as being related to risk prediction based on their own 

clinical experience and did they perceive this tool useable? 

The input of experts in the area of prenatal assessment could, 

thus, help to establish the content validity of the HPSR. 

The results of the content validity evaluations were 

reported in a simple descriptive manner with an additional 

column for the mean and mode as the measures of central ten 

dency. This was done so that each judge's responses were 

recorded and so that the number of individuals answering 

in each rating category could be readily identified. The 

responses for nurse-practitioners, certified nurse midwives, 

and physicians were each recorded as a separate category 

and then the total judges'ratings were recorded. This al 

lowed for interpretation of potential differences based on 

differing educational backgrounds. 
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Procedures 

Development 

Development of a shortened version of the Mehl and 

Peterson (1985) assessment of risk was done in several stages. 

In preparation the researcher studied Mehl and Peterson's 

books and attended a 4-day workshop held by Mehl and 

Peterson to teach individuals how to use their tool and to 

give them an opportunity to try risk prediction on case 

studies. After the researcher met with Mehl and Peterson, 

they agreed to assist her with advice and information in 

the developnent of a condensed version of their tool. 

One of the first major problems encountered by the re 

searcher was that the Mehl and Peterson assessment (Appen 

dix A) was based on an intuitive mode. The researcher aimed 

to include as much of the intuitive natxire of the tool as 

possible while still subdividing into categories and assess 

ment strategies that clinicians would feel comfortable in 

using. It may be valuable here to define the intuitive 

model and discuss the relationship of this model and its 

implications on inter-rater reliability. In an intuitive 

model an assximption is made that "no objective facts exist 

as defined by the medical model" (Mehl & Peterson, 1984, p. 

21). "Facts" as measured by one researcher only reflect 

that observer's relative location in the system. Consensual 
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facts are those made by several observers who share the same' 

frame of reference. It would thus be an expected outcome 

that no two individuals would perceive a situation in ex 

actly the same way. Thus the model relies on the group 

opinion of three or more trained individuals who would all 

consider various aspects of a woman and the system in which 

she exists. The individuals might possess different but 

equally valid training in a variety of health disciplines, 

but each would perceive the patient from their own unique 

perspective. These individuals would, however, hold in com 

mon an understanding of the concepts being measured. In 

the case of Mehl and Peterson's research this would in 

clude the concept of birth risk as described on page 37 and 

the Belief Coding (Appendix A). 

Narrowing the Mehl and Peterson tool to a more useable 

form while still retaining the intuitive nature of the tool 

was, thus, quite challenging. Beck (1984) discusses the 

steps in development of a criterion-referenced test. The 

HPSR can be considered a criterion-referenced test in which 

the criterion being measured is birth outcome. The first 

step outlined by Beck (1984) was to specify the test purpose, 

specify the groups to be measured, determine the resources 

available to produce the test, identify those qualified to 

produce the test,and estimate the test length. The purpose of 

the HPSR is to determine the assessment of risk for physical 



61 

birth outcome. The proposed group for measurement was not 

limited to only those seen as "medically low risk" but in 

cluded all pregnant women. The resources available included 

the time and energy of the researcher, the literature avail 

able on the topic of risk assessment in pregnancy, the 

expertise and advice of the Mehl and Peterson research team, 

and the expertise of the faculty at the University of Tennessee 

College of Nursing. The time available to produce the test 

was approximately 1 year. The researcher was qualified 

as a student in an MSN program with a concentration in ob 

stetrical nursing. The estimated length of the test was 

determined to be 1 hour based on the researcher's per 

ception that a longer tool would not be clinically useable. 

Becks (1984) next step was to review the test objectives. 

In this case the birth outcome objectives were defined by Mehl 

euid Peterson's scoring of 1-5 on physical birth outcome as 

described on page 37. The criterion that society desires 

for each birth would be surety or a rating of 5 on Mehl and 

Peterson's ranking. Item-writing was Beck's (1984) third 

step. Since the predictive validity of items on the HPSR 

could only be determined by human testing, the challenge of 

selecting appropriate items for the tool was very important. 

The limited research in holistic pregnancy risk screening 

(Mehl & Peterson, 1985, Smilkstein et al., 1984) made se 

lection and weighing of items very difficult. A plan for 
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item selection suid scoring was devised and a subsequent plan 

for human testing at a later date was included. Since the 

Mehl and Peterson (1985) tool did not utilize a numerical 

scoring system for each content area, and since no propor 

tionate value was given to each section, the revision of the 

tool was drawn mainly from the researcher's perceptions of 

the importance of certain areas. 

The inclusion or exclusion of items was determined based 

on several factors. Obviously of great importance was the 

correlation to risk present on the results of Mehl and Pe 

terson's multiple regression analysis as described earlier 

in this chapter. These figures were used especially when 

considering psychological and belief variables. The items 

chosen represented a combined R value of .77 at a .001 level 

of significance and together accounted for 59% of the variance 

(Mehl & Peterson, 1985). Questions focusing on all 13 of the 

combined variables which rsinked at that level were included. 

Also included were questions which the researchers perceived 

to have input on those 13 variables. 

Another factor considered was whether input to a given 

parameter was repeated in the assessment. If the same ques 

tion or a similar question appeared more than one time in 

the assessment, it was eliminated from the condensed ver 

sion (Appendix B). The perceptions of members of Mehl and 

Peterson's research team were also taken into consideration 

in determining items included in the condensed tool. 
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Since this assessment is intuitive in nature, these percep 

tion of how valuable a given item was to their assessment 

of risk, as well as their perception of the honesty of client 

response to an item, was important. The researchers' percep 

tion of items was also considered in determining which items 

to include in the condensed tool. 

Each section of the Mehl and Peterson assessment tool 

was reviewed to determine which items to include in the con 

densed version (Appendix B). Items which had been shown 

by regressive analysis to reflect an important attribute of 

the criterion of birth outcome were retained on the test 

(Popham, 1978). This was given more relative weight as a 

factor than was the factor of acceptability to clinicians. 

The questions were retained in as original a state as possi 

ble. Rewording and reordering of questions was postponed 

imtil after the input of the expert judges had been reviewed. 

One exception to the above rule was made for the Past 

Medical History, Review of Systems, and Family Medical His 

tory forms (Appendix A). These forms were very long and 

time-consuming. Lewis Mehl and this researcher reviewed 

the forms and since no new information on biomedical risk 

was obtained in Mehl and Peterson's research, it was decided 

that a shorter standardized biomedical risk assessment could 

be substituted for these sections. The one area that is 

often not covered by these forms which did show a statistical 
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correlation to outcome was a body symptom response set which 

included allergies, injuries, infections and drug use which 

was present in of the women who required cesarean birth 

and in only 22% of the normal birth group (Mehl & Peterson, 

1985). Thisled the researcher to retain the questions about 

injuries, infections, medications,and allergies and combine 

them with a standardized form for medical assessment. An 

adapted version of a prenatal risk assessment used by the 

Tennessee Department of Public Health was used. This form 

was not copywrited and contained the most vital items of 

medical history and family medical history. The medical 

assessment form was combined with the questions from Mehl 

and Peterson's assessment concerning injuries, infections, 

body changes, medications,and allergies. These items all 

gave direct input to the body symptom response set corre 

lated with cesarean section. The last two questions on 

specific problems and the patient's perception of how the 

health care provider could help were retained because the 

research team felt they were of particular value in judging 

the client-provider relationship. The final medical history 

form for the condensed tool can be found in Appendix B. 

The Nutrition History Form (Appendix A) was retained 

completely because it contained questions which clinicians 

had reported to Mehl and Peterson as the ones they normally 

asked and because it was short, but comprehensive. The item 



65 

about mood when one undereats or overeats was retained be 

cause it reflected on the meaning of nutrition to the indi 

vidual. 

The Social History Form (Appendix A) was revised to 

exclude two questions. The question about special interests 

was excluded since this area was also covered under the ques 

tion about personal growth activities. The question concern 

ing where health care had been received in the past 5 years 

was excluded since past health care can be assessed in rela 

tion to obstetric care from information gathered on the ob 

stetrical history form (Appendix B). The remainder of the 

questions were retained because they had proven valuable to 

the research team and because they provided an opportunity to 

assess specific aspects which were not addressed in other 

sections of the tool. 

The questions about occupation and education related 

directly to the cognitive aspect of a unitary htiman being. 

The spiritual aspect was assessed in the question concerning 

religious preference and the more general question about 

spiritual beliefs. The social aspect of a unitary hiiman 

being was also addressed in this form based on the personal 

growth activities question and on the questions concerning mar 

ital status and who else lives in the home. The questions 

concerning emotions were a transition between the social and 

psychological aspects which have many similarities. 
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The Life Change and Environmental Stress Evaluation was 

retained in the condensed version because high life stress 

and lack of support was correlated to high-risk outcome 

(Nuckolls, Cassell, & Kaplan, 1971). and this was also found 

to be true in Mehl and Peterson's (1984) research. This was 

the only aspect of the tool in which environmental stress was 

specifically measured, and it was also a tool which many cli 

nicians were familiar with using. For these reasons, it 

was retained in the condensed version. 

In Mehl and Peterson's original research design, a 

Scoring Test for gauging Stress and Tension Levels (Appen 

dix A) and a "How Well Can You Relax?" form (Appendix A) 

were utilized. These were both excluded from the condensed 

tool. These measures involved a self-report of tension and 

relaxation, and the research team felt the answers given 

were not always truthful. The answers given by the women 

did not show any differences based on risk group status ' 

(Mehl & Peterson, 1985). The researchers felt that self-

report often led to inaccurate assessment of anxiety and 

that more accurate data could be obtained by interview. 

This is interesting to note when compared with the work of 

Davids and DeVault (19^2) which also found anxiety self-re-

port to yield no significant correlation to birth outcome. 

In the condensed version of the tool, these two assess 

ments were replaced with the Multidimensional Health Locus of 
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Control Scale (Wallston, Wallston, & DeVellis, 1978)• Util 

ization of this measure was based on the suggestion of Lewis 

Mehl. He felt that this tool was a very accurate and quick 

method of obtaining information about certain psychological 

aspects of a unitary human being. Since the longer free-

form interview format was being excluded from the condensed 

version, he suggested that using the HLX scale would be 

another way to obtain valuable information. The Multidimen 

sional Health Locus of Control Scale (Appendix B) has been 

administered in a variety of situations. Wallston auid Wall 

ston (1981) indicated that both reliability and validity 

have been established. Test-retest data suggested stability 

over time and internal consistency measures showed the tool 

to be reliable especially in populations expected to remain 

stable over time (Wallston & Wallston, I98I). 

Mehl and Peterson (1985) discovered that locus of con 

trol, as judged via an interview format, was related to 

pregnancy outcome. Women with normal birth outcomes saw 

themselves as participants in their own health and were 

more likely to have an internal locus of control as perceived 

by the researchers. In order to assess quickly this partic 

ular parameter, the Multidimensional Health Locus of Control 

Scale was added to the HPSR (Appendix B). 

The Obstetrical History Form (Appendix B) was adapted 

from the supplemental Obstetrical History Form (Appendix A). 



68 

All of the questions directed to the pregnant woman were re 

tained because they gave direct input into assessment of 

both the physical and the psychological aspects of a human 

being. The researchers felt that these questions were par 

ticularly valuable questions in understanding how a woman 

viewed birth and what past experiences she brought to this 

pregnancy. These questions also related specifically to 

research concerning family belief system and birth outcome 

(Verny & Kelly, 198l). The questions directed at the wo 

man's partner were shortened to the two most general ques 

tions about concerns and how the partner wished to be 

involved in the birth. Even though the partner's reactions 

were deemed important, the stepwise multiple regression 

showed that the partner's response did not meet the beta 

weight criterion for inclusion at a .001 level of signifi 

cance. When entered as the third step, it accounted for 

only of the variance between groups. Therefore, only 

the two questions previously described were left in this 

section of the condensed tool (Appendix B). 

The next portion of the Mehl and Peterson assessment 

(Appendix A) addressed was the Prenatal Thematic Appercep 

tion Test or Prenatal TAT (Appendix A), a protective test 

in which blurred drawings or reproductions of photographs 

were given to clients to look at and describe. Each client 
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brought these back during a subsequent prenatal visit with 

stories that she had written on the back of each page. The 

researchers then combined this information with the birth 

counselor interview and their perception of the client and 

used this information to complete the belief coding des 

cribed in Appendix A. The researchers reported excellent 

client satisfaction and compliance with the use of this 

tool. They also felt that it was valuable to their assess 

ment. It is, however, not a tool that clinicians are fa 

miliar with using, according to interviews by this researcher 

with health care providers. For this reason, it was excluded 

from the condensed tool (Appendix B). 

The last section of the Mehl and Peterson assessment 

was the Birth Counselor Interview, The interview was con 

ducted by someone who would not be the birth attendant. In 

formation was elicited concerning the couple's "belief sys 

tem, fears,and expectations about birth and current life 

stresses" (Mehl & Peterson, 1985» P« 3^5)• No specific 

questions were asked, but rather a free form interview was 

conducted in which those things which seemed most important 

to the couple were addressed. This interview was approxi 

mately 1 hour in length. Subsequent to the interview the 

health care provider scored the client on psychological 

variables and beliefs as described in Appendix A. This 
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lengthy interview format and assessment was much too time-

consuming to retain in the condensed tool. Therefore, only 

those variables most correlated to outcome were included in 

a structured question interview in the revised and condensed 

tool. Mehl and Peterson (1985) found that 50% of the vari 

ance between groups could be accounted for based on four of 

the belief items. The items were "Woman's attitude toward 

pain during childbirth" which when entered as the first step 

showed an R value of .58. "Anxiety" brought the R value to 

.67. "Patterns of covert behavior to become dependent" 

brought the R value to .69 as the third step. "Patterns of 

attempting to control others in relationships " moved the 

R value to .71, and these items then accounted for 50% of 

the variance. The next nine psychological aspects brought 

the R value to .77 or inclusion of 59% of the variance at 

a .001 level of significance. These thirteen variables 

were then used as a basis for development of questions for 

the shortened standardized interview format in the HPSR. 

The researcher in collaboration with Lewis Mehl developed 

a list of twelve questions which would give input into the 

thirteen identified psychological belief variables. These 

questions were then ordered based on an appropriate order 

for interview rather than importance to outcome. The inter 

viewer was told not to base specific judgments on a given 

question, but to use the questions to perceive the individual 
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as a whole, and then to score each of the thirteen variables. 

For the purpose of explaining the development of the tool, 

the specific questions related to each variable will be 

identified. The list of numbered questions and nvimbered 

variables can be found in the Birth Counselor Interview 

Questions and Rating for Birth Interview sections of Appen 

dix B and is repeated in Table 2. 

Rating on variable number one relates specifically to 

question number eleven on the pain of labor. Variable num 

ber two, anxiety, relates to an overall impression and to 

question number eight. Patterns of covert behavior, number 

three, relates to am overall impression amd to questions 

two and nine. The fourth variable, controlling others, re 

lates also to question two as well as to four and nine. The 

fifth variable, hostility, relates to question three, five, 

and to question four. The sixth variable relates to self-

esteem as a woman addressed in question one. Passive ver 

sus active style is the seventh variable amd is covered in 

questions four and nine. The partner's empathy or variable 

number eight is related to question seven and ten. Variable 

nine is related to question twelve. Variable ten is both 

an overall impression and related to question five. Pat 

terns of taking help is directly correlated to question nine. 

Variable twelve, adult role, is addressed in question one. 
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two and six. The last variable, self-insight, is, of course, 

a general impression, but is also related to questions one 

and six. Thus, even though individual questions should not 

relate specifically to one variable in a holistic perspec 

tive, there was an attempt to correlate the questions 

with the thirteen selected variables. The concept of inter-

rater reliability in an intuitive phenomenological model was 

addressed previously in this chapter. The ability to judge 

these concepts might, however, require a moderate amount of 

additional training or at least a specific understanding of 

the concepts involved. Judgements about changes or addi 

tions to these items were reserved until after the input of 

the expert judges was evaluated. This input was judged as 

necessary to ascertain the familiarity of health care pro 

viders with these concepts. 

After selecting the items to be*retained in the HPSR 

screening tool, a system of scoring needed to be developed 

for use with this tool. Since Mehl and Peterson (1985) re 

lied on a purely intuitive model, the scoring needed to be 

developed for each section. To make the tool appealing to 

a broader group of clinicians, some sort of guidelines were 

necessary to judge each section. In order to maintain some' 

of the intuitive nature in the HPSR, general categories were 

set for many of the sections. These categories in the scor 

ing of the HPSR were somewhat overlapping and vague in nature. 
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This would allow the clinician to assess a general category 

of individual who might fall under any given subscore but 

still allow them flexibility in using their own judgement. 

This concept of personal judgement is significant to am in 

tuitive model since only the observer has his/her unique 

placement within the system. Since Mehl and Peterson's 

scoring system gave no individual evaluations and did not 

place given weights on given sections, a totally new scoring 

system was devised specifically to research the concepts of 

this weighting. 

Little previous research on holistic risk was available 

and none has used am apportioned scoring system that looks 

at this great a number of aspects at one time. In order to 

determine the predictive validity of the tool, humam testing 

to match prediction to outcome would be necessary. Subse 

quent to this testing, the scoring numbers could be adjusted 

to determine if another relative weighting of factors would 

produce more accurate results. The scoring system for ini 

tial testing will, out of necessity, be based very generally 

on other research and the perceived spectrum of these fac 

tors as outlined in Mehl and Peterson's research. Since 

holistic prenatal risk assessment is in such am early stage 

of development, it should not be assumed that it is meant 

as a replacement for biomedical risk assessment. The bio-

raedicad approach should still be utilized until the 
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development of research such as this has validated a holis 

tic concept of health (Capra, 1982). With this as the basis 

of decision making, the HPSR scoring system was developed 

as a research tool base and not as a verified and complete 

tool. 

The medical and family medical history sections (Appen 

dix B) were scored based on a combination of the scoring 

used by the Tennessee Department of Public Health and the 

work of Mehl and Peterson (1985). The high and moderate 

risk factors already on the form were utilized and the body 

symptom list correlated with women who had cesarean births 

(Mehl & Peterson, 1985) was also included. It should be 

noted that a score of 1 on the Mehl and Peterson risk 

assessment is not what is traditionally called high risk, 

but is a judgement of a potential life-threatening outcome. 

For this reason, two traditional high-risk factors were 

deemed necessary to receive a score of 1. Traditional 

scoring systems would judge risk in terms of a need for in 

tervention but not necessarily life threatening. 

It should also be noted that although each subscale 

was graded on the same 5 to 1 risk assessment, a systems 

perspective precludes one from assuming that each separate 

section or factor by itself is directly correlated to a 

specific outcome. These scores are merely factors to be 

entered into the overall scoring system to determine what 
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direction the whole system is moving toward in relation to 

birth outcome. It is the effect on the system that is most 

important. 

The nutrition history (Appendix B) scoring was appor 

tioned based on the literature review and also based on 

review of case studies from Mehl and Peterson's (1985) re 

search. The detrimental effects of alcohol, drugs and to 

bacco were ranked with no use of these substances moving a 

woman toward surety while use or abuse of the substances 

moved a woman toward risk. Nutrition such as food intake 

and vitamin use was also divided along a spectrum with an 

adequate diet without caffeine use moving a woman toward 

surety and an inadequate diet moving her toward risk. This 

was based partially on Mehl and Peterson's (1985) findings 

that food and nutrition management problems were 12-22^5 

more likely to be present in a woman who required inter 

vention at birth when compared to a group of women who ex 

perienced normal birth. 

The social history scoring was more difficult to dif 

ferentiate. Case histories from Mehl and Peterson's (1985) 

research were reviewed with respect to the social aspects 

of a unitary human being. The stepwise multiple regression 

of the systems variables was reviewed especially in relation 

to support system of the family. Categories were created 

based on this analysis and were stated in paragraph form. 
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Mehl and Peterson's research (1985) also revealed that 

women who experienced birth problems were more likely to 

have problems with relatives, job dissatisfaction, problems 

with friends,or religious differences with their mate than 

those who did not need intervention at birth. Several case 

studies also outlined the role of family support and reli 

gion in the overall evaluation of birth risk. The clini 

cian would theoretically have the freedom to adjust this 

social history score based on intuition as well as the des-

scriptions provided which would only serve as a guide in 

scoring. One possible alternative to scoring might be a 

group score. A consensus score of a group of practitioners 

would probably be most valuable in this evaluation. 

The Multidimensional Health Locus of Control (Appendix 

B) was scored nmerically based on the questions relating 

to intemsd locus of control. The scoring was based on the 

results of Mehl & Peterson's (1985) research which showed 

women in the normal birth group to have a more internalized 

locus of control. Therefore, scoring for the condensed tool 

was divided so that those with an internal control scored a 

5 while those with an external locus of control scored a 

1. 

The Life Change and Environmental Stress Evaluation is 

also numerical in nature. High scores of over 3OO have been 

correlated with serious illness (Mehl & Peterson, 1985). A 
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score of greater than 300 was given a risk score of 1, while 

a score of less than 150 was given a 5' The score of 150 

receiving a 5 was based on the fact that most individuals 

have a certain amount of change, and coping with this min 

imal level is well within the realm of a healthy individual. 

The 150 points between the minimal and the excessive stress 

scores was then divided evenly between the remaining three 

risk categories. 

The obstetrical history form scoring (Appendix B) was 

based on the same factors considered in the social history 

scoring. Case histories from Mehl and Peterson's research 

were reviewed, and the results of the stepwise multiple re 

gression in relationship to beliefs were considered. Based 

on these factors, a group of general categories were as 

sembled. These should also only serve as a guide to the 

clinician in assigning a category based on obstetrical his 

tory. 

Ratings for the birth counselor interview were deter 

mined based on the results of the stepwise multiple re 

gression. The thirteen most-related variables were each 

scored from 1 to 5? since the first 4 variables actually ac 

counted for 50?S of the variance between groups (Mehl & Pe 

terson, 1985), these were given one half of the mathemati 

cal score while the next nine variables were given the other 
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half. All thirteen variables accounted for 599^ of the 

variance. 

Total scoring for the HPSR is determined by placing each 

section's assigned risk score (i to 5) within the actual scor 

ing circle (Appendix B). The sectiort's score is then mul-

tipled by the number assigned to that section. The scores 

for nutrition, health locus of control, life stress, and 

faunily medical history are used as assigned. Each of these 

scores is, therefore, worth 5% on a scale of 100 points. 

Social history and obstetrical history are multipled by a 

factor of two, making them each valued at 10%, The birth 

counselor interview is multipled by four, making it worth 

20^. Medical history is the largest single percentage with 

a multiplication factor of eight or an assigned worth of UrQ%, 

The total score is then added together and reconverted to 

the original one to five risk categories. The percentages 

given to each section were determined by review of case 

studies and assignment of section scores to these case 

studies from Mehl and Peterson's (1985) work. Although this 

method does not provide a truly accurate measure of percen-

tile, it provided a numerical baseline for development of 

the tool until empirical testing can determine whether 

these percentile assignments are appropriate. After humeui 

testing has provided specific scores in each section, the 

percentiles can be redetermined in order to define the 
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most predictive relationship for that particular group of 

women. Then retesting could take place to validate if the 

revised scoring could accurately predict for another group 

of women. 

Beck (1984) described the fourth step in criterion-

referenced test development as assessment of content valid 

ity. Beck's fifth step was a careful revision of the test, 

and step nvimber 6 involved administration. Thus the long-

term goals of study for the HPSR are to continue to revise 

and finally to move to hviman testing. 

The validity evaluation was sent to the panel of expert 

judges with only a brief explanation of the tool and what 

each judge should do to complete the forms. Beck (1982) 

described test bias as something that distorts the meaning 

of test results. The domain which the judges were asked to 

correlate questions with was that of birth outcome risk. 

The one through five scoring system for birth outcome was 

included, but no special instructions or research results 

relating any given section of the tool to birth risk were 

included. Since the perceptions of the judges based on 

their own clinical knowledge were being evaluated, the re 

searcher felt that information as to the relevance of items 

or scoring might distort the results. A description of the 

intuitive nature of the tool was a potential area for the 

introdufction of bias into the test results. 
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Data Transformation and Analysis 

The data from the forms was recorded on grids marking 

each response and whether the response was from a nurse-mid 

wife, nurse practitioner, or physician. All scores were re 

corded and the mean and mode for each section in relation 

to outcome, scoring,and usefulness were recorded (Beck, 1984). 

This was done for each of the three divisions of health 

care providers as well as for the panel as a whole. The 

comments and suggestions of each judge were also recorded 

and described in relation to similar comments made by two 

or more judges. The text will include relevant proportions 

in relationship to percentage of judges recording a given 

answer. 
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CHAPTER IV 

RESULTS 

The data collected from the forms completed by the panel 

of expert judges were analyzed using descriptive statistics. 

The ratings for each section and for the overall tool were 

recorded in table form. Each table outlined the varying re 

sponses of nurse midwives, nurse practitioners,and physicians, 

as well as ratings for the complete panel of judges. The 

results of the Likert Scale were recorded. There was also 

a need to include a column for "no reply." Some of the re 

turned forms contained one or more sections that were not 

rated. In most cases the lack of rating appeared to be ran 

dom in nature and the result of an inadvertent omission. 

One physician consistently did not rate the scoring section. 

His comment on the form indicated he did not have enough 

information to rate this section. For purposes of recording, 

these were placed under the category of "no reply" and were 

not considered when calculating the mean. 

Since the Likert scale was consistent throughout the 

questionnaire, it was not included in each table. The panel 

of expert judges graded outcome on a scale of 1 (no rela 

tion to birth outcome) to 5 (very valid relationship to 

birth outcome). Scoring was graded on a scale from 1 

(scoring has major flaws which make this section invalid) 

to 5 (scoring is very valid). The usefulness of each 
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section was scored on a scale of 1 (clinically unuseable) 

to 5 (clinically useable in most situations). 

The answers were reviewed first by section and then in 

relation to the overall tool. Comments, suggestions, and 

additions were recorded along with the ratings in each sec 

tion. The sections were reviewed in the order that they ap 

peared on the Panel of Experts Form (Appendix C). 

Medical History Form 

Table 3 illustrates the total response to the Likert 

scale for the Medical History Form (Appendix B). Relation 

ship to outcome obtained a mean rating of 4.5 based on the 

input of all 3^ experts. Scoring received a mean rating of 

4.3 and usefulness produced a mean of 4.5* All three areas 

showed the mode to be 5* These results were consistent with 

the standard nature of this part of the tool. The physicians 

rated this section somewhat higher than the nurses with mean 

ratings of 4.7 on outcome, 4.8 on scoring and 4.7 on useful 

ness. This is in contrast to the nurse practitioners who 

judged the usefulness of this section with a mean rating 

of 4.1. There was, however, consistency among the three 

groups, with all groups showing a mean of greater than four. 

The one exception was a mean of 3'7 on the scoring as judged 

by the nurse practitioners. 

Twenty members of the panel commented on this section. 

Five of the comments related to a typographical error in 
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Table 3* Judges Ratings Medical History Form 

Likert Scale 

1 2 3 4 5 

Outcome 0 0 0 3 4 10 4.4 5 

CNMs Scoring 0 0 0 2 6 9 4.4 5No lyRep 
Usefulness 0 0 1 1 2 13 4.6 5 

Outcome 0 0 0 1 4 4 4.3 4/5 

NPs Scoring 0 1 0 1 5 2 3.7 4 

Usefulness 0 1 0 0 4 4 4.1 4/5 

Mean 
Outcome 0 0 0 1 0 7 4.7 5Mode 

MDs Scoring 1 0 0 0 1 6 4.8 5 

Usefulness 0 0 0 1 0 7 4.7 5 

Outcome 0 0 0 5 8 21 4.5 5 

All 

Judges Scoring 1 1 0 3 12 17 4.3 5 

Usefulness 0 1 1 2 6 24 4.5 5 

https://58214.55
https://00034104.45
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question number 50. Two judges suggested deletion of the 

risk criteria based on an age of over 35 or ̂ 0. Four judges 

commented specifically on the family history of cancer and 

diabetes. Two thought cancer was weighed too heavily. One 

thought diabetes should be higher risk than cancer, and one 

felt that both should be weighed as less important. Sugges 

tions for additions and changes included! 1) addition to 

the question on preterm infants a request for number of pre-

term births; 2) addition of a question about fear of 

needles; 3) addition of AIDS to the sexually transmitted 

disease question; and (4) addition of a question about which 

body parts usually are affected when under stress. One phy 

sician suggested deletion of the bodily injury question amd 

was concerned that the "body changes" question was unclear. 

Two individuals commented on the fact that the score for 

risk was reversed when based on more traditional scoring. 

A score of 1 is high risk while 5 is low risk. These indi 

viduals found this a barrier to accepting the tool. Sample 

comments on this section included! 

"Is the tool filled out or elicited? If filled 
out - are terms understandable?" 

"Form is a reasonable guide to collecting medical 
data. Scoring somewhat open to interpretation." 

"Needs to be alphabetized for quick reference." 
"I think of medical history as objective informa 

tion and the last two questions seem subjective." 
"Difficult to have all information on scoring at 

the end." 

"These categories seem not to offer an adequate 
number of variations - education, for example, is not 
included in all categories. An individual score on 
these separate factors which combined lead to a final 
score would be more accurate." 
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Nutrition History Form 

The judges' content validity ratings of the Nutrition 

History Form (Appendix B) are illustrated in Table The 

outcome mean rating was 4.4 for all judges. Scoring received 

a mean of 4.0 based on the total judges ratings, and useful 

ness was given a mean of 4.4. The certified nurse midwives 

rated outcome and usefulness somewhat higher on this section 

than the physicians, with the mean for CNMs on these items 

being 4.6 while physicians rated these with a mean of 4.1. 

The scoring of this section received a somewhat lower rating 

with CNMs having a mean rating of 3*4 and MDs having a mean 

rating of 4.3. 

Twenty judges commented on the nutrition section. Many 

of these comments were suggestions for additions. Three 

judges suggested adding a question about street drugs. Two 

judges suggested the addition of a question about chewing 

tobacco and snuff. One suggested adding liquids to the 

twenty-four hour recall. One judge suggested adding a ques 

tion on how many years the individual has smoked. Three 

judges wanted to add more specific questions about caffeine 

while one judge felt that caffeine was not a negative factor. 

Three of the physicians questioned whether cigarette smoking 

and alcohol consumption were nutrition information, while 

one physician commented that these areas were of particular 

importance. One nurse practitioner suggested adding ques 

tions about who prepares the food in the home and whether 
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Table Judges Ratings Nutrition History Form 

Likert Scale 

0 « 1 2 3 4 5 

Outcome 0 0 0 0 6 11 4.6 5 

CNMs Scoring 0 0 2 0 5 9 4.0 5 

Usefulness 0 0 0 0 6 11 4.6 5 

Outcome 0 0 1 2 1 5 4.1 5 

NPs Scoring 0 0 2 2 4 1 3.4 4 

Usefulness 0 1 0 0 2 6 4.3 5 

Mean 
Outcome 0 0 0 3 1 4 4.1 5Mode 

MDs Scoring 1 0 1 1 0 5 4.3 5 

Usefulness 0 0 1 2 0 5 4.1 5 

Outcome 0 0 1 5 8 20 4.4 5 

All 

Judges Scoring 1 0 5 3 10 15 4.0 5 

Usefulness 0 1 1 2 8 22 4.4 5 
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the meals were "home-preparo-^" or "fast-food." One physician 

mentioned the need to assess food additive cons\imption. The 

general nature of the comments was in favor of making this 

section more detailed. Sample comments from this section 

included: 

"Could be more detailed." 
"Add an assessment on tea and specify cola drinks." 
"Might want to assess basic knowledge of nutrition." 
"How do you score when one part of the behavior fits 

one category and part another?" 
"Excellent. Under scoring on smoking should have 

10-20 cigarettes/day equals 2, not 3-10 per day equals 
2." 

"Important things to inquire about - tobacco, 
alcohol, drug use." 

"We stress this aspect." 

The mean ratings on this section were greater than 4 

on all three scores. The mode for each aspect was 5» Ad 

dition of more detail might supply the information necessary 

to improve the scoring system rating. 

Social History Form 

Table 5 illustrates the tabulation of ratings on the 

social history scoring. The judges as a group judged out 

come with a mean rating of 4.2, scoring with a mean of 3'5. 

and usefulness with a mean of 4.5« Nurse practitioners rated 

this particular section lower with all aspects rating a mean 

of less than 4. Certified nurse midwives rated outcome and 

usefulness higher, but reached only a mean of 3«9 on the 

scoring. 

Eighteen judges commented on this section. Two speci 

fic questions were the focus of comments. Four judges 
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Table 5« Judges Ratings Social History Form 

ft Likert Scale 
C 
CO 

(U 
TS 

c <u 
'z.a: 2 3 k 

QJ O 

S_ 

Outcome 1 0 0 4 1 11 4.4 5 

CNMs Scoring 1 3 1 2 1 9 3.9 5 

Usefulness 0 0 0 3 3 11 ^.5 5 

Outcome 0 0 0 3 4 2 3.9 4 

NPs Scoring 0 1 0 4 4 0 3.2 3/4 

Usefulness 0 0 0 5 2 2 3.7 3 

Outcome 0 0 0 3 2 3 4.0 3/5 

MDs Scoring 1 0 2 2 1 2 3.^2/3/5 

Usefulness 0 0 0 3 2 3 4 3/5 

Outcome 1 0 0 10 7 16 4.2 5 

All 

Judges Scoring 2 4 3 8 6 11 3.^ 5 

Usefulness 0 0 0 11 7 16 4.f 5 
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suggested that the spiritual belief question be deleted. 

Pour judges commented that the question about personal growth 

activities was unclear. Suggestions for additions were ques 

tions concerning work environment, questions about how others 

in the household feel about the pregnancy, and specific ques 

tions about rape and spouse/family abuse. Four judges com 

mented on the importance of a social support system and sug 

gested that this should be given more importance in scoring. 

One judge suggested that the question about relationship 

with parents should be stated as "Describe your relationship 

.. ." Three judges commented on the scoring system and all 

three suggested some sort of check list scoring system. Sam 

ple comments includeds 

"Scoring is too laborious in form - information is 
fine but no one has time to read this each time - better 
to put in form like medical history - check list and 
count off checks." 

"Scoring underestimates the importance of supportive 
and loving husband/partner." 

"Might ask how others in household feel about preg 
nancy." 

"The categories are hard to distinguish." 
"To whom do you turn for support question is good." 
"Wording could be more simple." 

Since both outcome and usefulness rated a mean of greater 

than four based on the total judges'ratings, the scoring is 

the portion which the results indicate to be less acceptable 

to the judges with a mean rating of }' .8. 

Obstetrical History Form 

Table 6 illustrates the judges' ratings on the Obstetri 

cal History Form (Appendix B). Outcome received a score 
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Table 6. Judges Ratings Obstetrical History Form 

^ c 
Likert Scale <0 

5^ 1 2 3 4 5 s 

Outcome 0 0 0 2 3 12 4.6 5 

CNMs Scoring 0 2 2 3 3 7 3.6 5 

Usefulness 0 0 1 3 4 9 4.2 5 

Outcome 0 0 0 1 4 4 3.9 4/5 

NPs Scoring 0 0 2 0 2 5 4.1 5 

Usefulness 0 0 0 2 1 6 4.1 5 

Outcome 0 0 0 1 2 5 4.5 5Mode 
MDs Scoring 1 0 0 3 2 2 3.9 3 

Usefulness 0 0 0 1 4 3 fta., 4 

Outcome 0 0 0 4 9 21 4.5 5 

All 

Judges Scoring 1 2 4 6 7 14 3.8 5 

Usefulness 0 0 1 6 9 18 4.3 5 
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relationship mean of 4.5 based on the answers of all Jk 

judges. The scoring system received a mean rating of 3«8. 

The usefulness of the tool received a mean rating of 4.3. 

Nineteen judges commented on this section. Six of 

these suggestions were for an increase in detail in this 

section. Three suggested addition of more specific outcome 

questions related to previous pregnancies. One judge sug 

gested the addition of a "meditation" form with "I want," 

"I don't want," "I fear," "I need" on the form with space 

to write after each. Four judges commented that inclusion 

of the partner in this form was important. Three judges 

suggested adding further instructions to the portion con 

cerning mother's and sisters' birth experience. One judge 

suggested adding a specific question about the woman's own 

birth. Four judges found the scoring overlapping in nature 

and wanted clearer instruction. Sample comments included! 

"Could be even more detailed. Include father's 
history and experience with pregnancy." 

"Need more space and instructions under the mother-
sister-other form." 

"Description of birth should include specifically 
own birth." 

"This is a good form." 
"Scoring of the primigravida puts much emphasis on 

fsunily history - wonder about the validity of this." 
"Good emphasis on feelings about birth as well as 

actual experience. Exploring fsunily history helpful, 
especially with primigravidas." 

"Unsure of significance of mother, sister, others." 
"Good tool - well thought out and organized." 
"# 1 in scoring is unclear." 
"Useful mainly in knowing more in order to be more 

supportive." 
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Both outcome and usefulness received mean ratings of 

greater than four. The mean rating on the scoring section 

was 3.8. This lower rating was also reflected in the comments 

provided by the judges. 

Life-Change and Environmental Stress Evaluation 

Table 7 illustrates the results of the panel's scores 

on the Life-Change and Environmental Stress Form. Outcome, 

scoring, and usefulness all received a mean rating of greater 

than k, based on the judgement of all 3^ experts. Only the 

nurse practitioners rated the form lower with a mean rating 

on outcome and usefulness of 3*9> 

Only ten judges commented on this section and most of 

the comments were very brief. Three of the comments were a 

suggestion that a time frame should be added to the scale. 

The other comments were general in nature and commented on 

the acceptable nature of the tool and its use in assessing 

how to be supportive of the patient. One CNM commented that 

this was redundant in relation to other sections of the as 

sessment. Sample comments in this section included: 

"No period of time during which these changes occur 
is specified." 

"Not often reviewed in a traditional setting; as 
a CNM I am very tuned in to recognizing stressors and 
providing counseling, usually with positive outcomes." 

"Gives a good idea what is going on with client." 
"Somewhat redundant of other tools." 
"How long a time frame?" 
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Table 7. Judges Ratings Life Change Form 

^ — 
Likert Scale § <u 

13 

1 2 3 4 5 ^ O 

s 

Outcome 0 0 0 2 7 8 4.4 5 

CNMs Scoring 0 1 1 3 4 8 3.8 5 

Usefulness 0 0 1 2 7 7 4.2 4/5 

Outcome 0 0 0 3 4 2 3.9 4 

NPs Scoring 0 0 1 0 5 3 4.1 4 

Usefulness 0 1 0 2 2 4 3.9 5 

Outcome 0 0 1 1 1 5 4.3 5 

MDs Scoring 1 0 0 1 2 4 4.4 5 

Usefulness 0 0 2 0 1 5 4.1 5 

Outcome 0 0 1 6 12 15 4.2 5 

All 

Judges Scoring 1 1 2 4 11 15 4.1 5 

Usefulness 0 1 3 4 10 16 4.1 5 
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Health Locus of Control Scale 

Table 8 illustrates the scores for the Health Locus 

of Control Scale (Appendix B). The mean rating in all three 

categories was 3*8 based on the answers of all thirty-four 

judges. The C^BVIs also received a mean rating of 3«8 in all 

three categories. This was consistent with the mean rating 

of nurse practitioners which differed only in the usefulness 

category which received a mean rating of 3-0« The physicians 

ranked the scoring more valid with a mean rating of 4.2. 

However, physicians graded this section lower in its rela 

tion to outcome and usefulness, perhaps due to lack of fa 

miliarity with the concept. Although one physician commented 

that it was a very good tool, one Requested a description 

of locus of control. This section also ranked highest on 

number of replies omitted. One physician failed to rate 

the entire section. 

Ten judges made written comments about the health locus 

of control scale. The four nurse practitioners who commented 

were divided on their evaluation. One stated she did not 

understand locus of control. Two commented that the scoring 

was confusing, and one commented positively on the accepta 

bility and usefulness of the form. Three nurse-midwives 

commented positively on this section, and one stated that 

it was interesting but not useful. A physician suggested 

reducing this section to 4 or 5 questions. The comments on 

this section were: 
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Table 8. Judges Ratings Health Locus of Control Scale 

c (U 
to -o 

a Likert Scale 01 o 
o <u 
z oi 2 3 4 

X X 

Outcome 0 0 2 3 5 7 3.8 5 

CNMs Scoring 0 1 2 3 5 6 3.8 5 

Usefulness 0 1 1 4 5 6 3.8 5 

Outcome 0 0 2 1 3 3 3.8 3/4 

NPs Scoring 0 1 1 1 2 4 3.8 5 

Usefulness 0 0 2 1 2 4 3.9 5 

Outcome 1 0 3 0 1 3 3.6 2/5 

MDs Scoring 2 0 0 2 1 3 4.2 5 

Usefulness 1 0 3 0 2 2 3.4 2 

Outcome 1 0 7 4 9 13 3.8 5 

All 

Judges Scoring 2 2 3 6 8 13 3.8 . ■? 

Usefulness 1 1 6 5 9 12 3.8 5 
... 
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"Great questions." 
"Don't really understand locus of control." 
"I have seen this form used and it is well accepted." 
"Very good - could it be reduced to 4 or 5 questions?" 
"Helps women to consider responsibility for her own 

well being." 
"Good idea of what's going on with client." 
"Don't understand scoring." 
"Scoring confusing." 
"Interesting but not useful clinically." 
"Could not find a description for this." 

Based on the lower overall scores and the negative com 

ments, this section appears to be less acceptable to the 

panel. Revision of the section or further explanation might 

make the locus of control a more meaningful concept to the 

clinicians. 

Birth Counselor Interview 

The scores on the Birth Counselor Interview (Appendix 

B) are summarized in Table 9. The outcome relationship mean 

rating on this section was 3*8 based on the ratings of all 

judges. The scoring of the section received a mean rating 

of 3.6, smd a mean of 3*7 was obtained on the clinical use 

fulness. The nurse practitioners rated this section the 

lowest with mean rating from 3.1 on outcome to 3*3 on use 

fulness. The nurse-midwives rated this section higher, es 

pecially in relation to outcome with a mean of 4.2 on out 

come and a mean of 3-9 on usefulness. Scoring was given the 

lowest mean rating with the nurse-midwives ranking scoring 

at 3.7. The mode for ths section, however, was 5 for all 

three categories as rated by the n\irse midwives, with over 
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Table 9. Judges Ratings Birth Counselor Interview 

c o 

a Likert Scale cc ■o 
O 0) 

2 3 4 
0) 

X 
o 

Outcome 0 0 2 2 4 9 4.2 5 

CNMs Scoring 0 0 4 3 4 6 3.7 5 

Usefulness 0 0 2 4 5 6 3.9 5 

Outcome 0 1 1 3 4 0 3.1 4 

NPs Scoring 0 0 2 3 4 0 3.2 4 

Usefulness 0 0 2 3 3 1 3.3 3/4 

Outcome 0 0 0 4 2 2 3.8 3 

MDs Scoring 1 0 0 3 3 1 3.7 3/4 

UsefuIness 0 0 2 1 2 3 3.8 5 

Outcome 0 1 3 9 10 11 3.8 5 

All 

Judges Scoring 1 0 6 9 11 7 3.6 4 

Usefulness 0 0 6 8 10 10 3.7 4/5 
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half of the nurse midwives rating relation to outcome as a 

5. The physicians' mean rating fell between the nurse prac 

titioners' rating and the nurse midwives' rating with means 

of 3.7 for scoring and 3*8 for usefulness. 

Eighteen judges commented on this section. Three com 

ments were made in relation to the necessary skill level re 

quired to conduct the interview. Three comments were made 

in regard to the appropriate and interesting selection of 

questions. One nurse practitioner felt that twelve ques 

tions was inadequate, while one nurse midwife felt that the 

section was ailready too long. A question was raised regard 

ing the order of the questions in relation to the scoring 

variables. 

Several specific suggestions were made in relation to 

specific variables or questions. A physician suggested a 

change in the sexuality question to readt "How satisfac 

tory is you love life?" A nurse practitioner suggested 

changing the word "husband" to "partner" in question seven. 

This is very appropriate for consistency within the tool. 

A nurse practitioner also suggested entitling variable num 

ber six merely "self-esteem as a woman" rather than "high 

self-esteem." Sample comments on this section included: 

"Good, but numbers don't correlate with questions 
on preceding page." 

"Can help clear up some relationship problems before 
birth - interesting choice of questions." 

"Would be hard to judge the emotional and psychological 
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adjustment on just 12 questions asked." 
"Somewhat redundant with social history." 
"Good information - scoring should be done by the 

person attending delivery." 
"This interview would take a long time and frequently 

CNM's have many patients to see - not enough time for 
tool." . . 

"Because of the subjective questions and certain 
skill to obtain the necessary information - are there 
qualifications to become an interviewer such as counselor/
nurse/female versus male (intuition). Good questions." 

rBarth counselor interview scoring confusing." 

Although the mean ratings on each category were less 

than on this section, several interesting rating trends 

were present. Nurse practitioners rated this section lower 

than either nurse-midwives or physicians. The nurse mid-

wives also rated all three categories higher than either 

other group and the mode for each category was 5 for the 

nurse-midwives. Since these particular items were specifi 

cally correlated to outcome (Mehl & Peterson, 1985)# this 

section seems a necessary part of holistic assessment. 

Since the research is so recent, there is a possibility that 

clinicians were unfamiliar with its relevance. 

Overall Tool 

Table 10 illustrates the judges ratings on the overall 

tool. The results of the entire panel of judges shows a 

mean of 4.4 on relation to outcome, a mean of 4.0 on scoring 

and a mean of 4.4 on usefulness. The mode for all three 

categories was 5 with nineteen out of thirty-four rating 

outcome relationship as a 5 and 18 out of 34 rating usefulness 
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Table 10. Judges Scoring Overall Tool 

c (U 
o. Likert Scale CO ■o 

O 0) lU o 
z a: 2 3 4 5 s s 

CNMs 

Outcome 

Scoring 

Usefulness 

1 

1 

1 

0 

0 

0 

0 

0 

0 

2 

4 

3 

3 

3 

3 

11 

9 

10 

4.6 

4.3 

4.4 

5 

5 

5 

NPs 

Outcome 

Scoring 

Usefulness 

0 

0 

0 

0 

0 

0 

0 

1 

0 

2 

3 

1 

4 

4 

5 

3 

1 

3 

4.1 

3.5 

4.2 

4 

4 

4 

MDs 

Outcome 

Scoring 

Usefulness 

0 

2 

0 

0 

0 

0 

0 

0 

0 

1 

2 

1 

2 

2 

2 

5 

2 

5 

4.5 

4.0 

4.5 

5 

3/4/5 

5 
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Table 10 (continued) 

Outcome 1 0 0 5 9 19 4.4 5 

All 

Judges Scoring 3 0 1 9 9 12 4.0 5 

Usefulness 1 0 0 5 10 18 4.4 5 
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as a 5* Twelve out of thirty-four rated the scoring validity 

as a 5' The responses of physicians and nurse midwives were 

very similar in mean rating. Nurse midwives ranked the 

highest in mean with a 4.6 in outcome relationship. The 

nurse practitioners rated the overall tool somewhat lower 

with a mean of 4.1 on outcome and 4.2 on usefulness. The 

nurse practitioner mean of 3*5 on scoring was the lowest 

and fell .5 below the mean rating of all judges. 

Twenty-one judges commented on the overall tool. These 

comments were categorized and identified in relation to sim 

ilar content. Four judges commented that they were familiar 

with Mehl and Peterson's work. One judge stated that 

she had attempted but failed in using their tool in practice. 

Four individuals commented that they did not like the ex 

tensive use of numbers for scoring. One judge suggested the 

use of more nximerical and checklist approach. Six judges 

felt that the tool should be shortened even further. Two 

of the four judges who commented on the scoring felt it was 

confusing. One judge felt that a description of the scoring 

in the beginning would have been helpful. One judge com 

mented on the reversed order of the risk categories with a 

score of one being high risk and five being low risk. 

There were also several suggestions in regard to chang 

ing the weight of sections in the overall score. Two judges 

suggested increasing the weight of the nutrition section. 

Two judges wanted to change the weight of the medical history, 
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one wishing to increase it and the other wishing to decrease 

it. One judge wished to increase the weight of the social 

history, another the birth counselor interview, and a third 

the obstetrical history. Six judges commented on the well-

organizedi innovative nature of the tool. Comments on the 

overall tool includedt 

"Medical history should be weighted somewhat less. 
Nutrition and beliefs should be rated more heavily." 

"This could be a workable tool with changes in two 
sections - social history form and birth counselor inter 
view. Would need to spend several hours with patient to 
complete form." 

"Scoring confusing." 
"Form is laborious and needs to be shortened. There 

is much useful information but needs to be shortened -
condensed. Multi-complicated forms fill me with fear 
that numbers will categorize and hiunans will be forgotten.' 

"Very innovative approach to a difficult problem." 
"Would have been helpful to explore in more detail, 

in the beginning the overall scoring system - found this 
confusing until the end. Suggest using the tool not all 
at once but to introduce gradually. Overall it's a great 
tool. 

"Good idea. Don't like the idea of a total score. 
Individual tools helpful." 

"Scoring system is reversed." 
"I don't know how you arrived at multiplication sub-

score. Medical and obstetric history - what is the dif 
ference? This is a most impressive research tool." 

"Based on what I see here, scoring is the weakest 
part. The Health Locus of Control and Life Change tools 
have been validated already in a variety of ways, but I 
am concerned about the groupings of criteria in the cate 
gories for the other area unless you have some validation 
of these from Mehl and Peterson's work." 

"Static nature. I believe most important factor 
may be how system responds to intervention during the 
pregnancy. Good beginning." 

"Should be pared down even further for clinic." 
"It could be very useful. A nice complilation. 

Needs clinical validation." 
"How many MDs or NPs would be willing to take the 

time to complete this? Agree that this information would 
be valuable to a practice." 
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The overall tool received a mean rating of greater than 

4 in all three categories and the mode for all three catego 

ries was 5* Fifty-seven per cent of the ratings in relation 

ship to outcome were a Thirty-nine per cent of the scores 

in relation to scoring validity were 5» Fifty-five per cent 

of the ratings in evaluating usefulness were rated 5« The 

preponderance of comments by the panel of judges related to 

shortening the tool further and to revising the scoring system. 
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CHAPTER V 

CONCLUSIONS 

Summary of Findings 

This study revealed that a panel of expert judges rated 

the HPSR 4.4 on a 5-point scale in validity to outcome, the 

scoring validity to be 4.0 on a 5-point scale, and the useful 

ness to be 4.4 on a 5-point scale. The highest mean 

ratings on a specific section were obtained on the Medica? 

History Form (Appendix B). The lowest mean ratings on any 

section were obtained by the Health Locus of Control Form 

(Appendix B) and the Birth Counselor Interview (Appendix B). 

Although the Health Locus of Control Scale received consis 

tently lower ratings from all three groups of clinicians, 

the Birth Counselor Interview received higher ratings from 

nurse midwives and lower ratings from nurse practitioners. 

The social history form received a higher mean rating on 

outcome and usefulness than on scoring which received a 

mean of 3.5« The Nutrition History Form (Appendix B) rated 

a mean of greater than 4 on all three categories. The Ob 

stetrical History Form (Appendix B) rated higher on outcome 

and usefulness than on scoring. The Life-Change and Environ 

mental Stress Form (Appendix B) received consistent ratings 

of greater than 4 in all three categories. 

The judges' comments revealed a pattern of suggestions 

that would shorten the tool even further. The judges felt 
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that certain aspects of the scoring were unclear and fur 

ther explanations of the scoriaig would have been beneficial. 

The results of this studjrl illustrated the desire and 

interest by these specific heariLth care providers to attempt 

a more holistio look at risk assessment in pregnancy. The 

lower overall evaluation of thfe scoring was reflective of 

two differing perspectives. Csertain judges desired a more 

regimented or numerical systenb while others felt the numbers 

were restrictive. 

One interesting aspect was the similarity between the 

mean ratings of the nurse-midv^ves and the physicians. The 

similarity existed not only onrthe overall tool, but on the 

sections relating to the Birthr,Counselor Interview-(Appendix 

B), the Social History Form (Appendix B), and the Obstetri 

cal History Form (Appendix B).'? This may have been the re 

sult of the self-selected natxare of the respondents. The 

physicians who returned the study form may be a specific 

group who view items differently efrom other physicians. The 

results may have also been a rasult of the fact that nurse-

practitioners are limitedain tixeir care to the prenatal and 

postpartum period while physicians and nurse midwives also 

attend deliveries. 

Limitations of Study 

One of the limitations of the study was generaliza-

bility. Because the paneiyof judges were selected by a 
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network approach, they are not necessarily representative 

of all health care providers. They may, however, be repre 

sentative of health care providers who would choose to use 

a holistic assessment tool. The small number involved also 

made the results less generalizable. 

Comments from the judges revealed that many felt a 

further explanation of the scoring system was needed. Such 

an explanation may have influenced the ratings given by the 

judges and confusion in this regard might present an inter 

vening variable to correct rating. 

The use of a more detailed description of the purpose 

and conceptual framework of the tool might have assisted 

the judges in understanding the domain which the tool was 

attempting to measure. Another influencing factor may have 

been the order in which the forms were sent to the judges. 

It might have been more appropriate to put the scoring sec 

tion of the tool and the categories of risk subsequent to 

the credentials form. This might have helped the judges 

understand how each section of the tool would be applied 

to the ultimate physical birth risk score. 

An obvious limitation of the tool scoring system is 

the lack of empirical evidence to substantiate its predic 

tive value. This can only be obtained through human testing 

and should then be adjusted in order to obtain the best pre 

diction. The limited data available on holistic risk 
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assessment in pregnancy made truly accurate and verifiable 

scoring of the tool a challenging problem which can only be 

solved through further research. 

Implications for Further Research 

The results of this study suggest many areas for possi 

ble revision of the tool. Since the Mehl and Peterson Assess 

ment (1985) had not been submitted to a panel of judges for 

evaluating content validity, wording of certain questions 

might be now changed based on this evaluation of the HPSR. 

Subsequent to change of the HPSR based on these results, 

a pilot project could test this tool's usability in a clini 

cal setting. After pilot testing a prospective human study 

should be conducted to ascertain if the use of this tool 

could accurately predict pregnancy outcome and if different 

weighting of sections might prove more predictive. 

Implications for Nursing Practice 

The study revealed the desire and interest among this 

group of physicians and nurses in holistic assessment as a 

tool for risk prediction in pregnancy. Accurate risk pre 

diction could assist nurses in identifying those clients 

who need specialized care in order tt> intervene and improve 

birth outcome. Holistic assessment can help to meet the 

nurses' need to assess the whole person. (Bellack & Bamford, 



110 

1984). Through a view of the interacting aspects of a wo 

man's life, the nurse can move out of the realm of biomedi-

cine and into a true nursing perspective. 

A systematic holistic assessment can be used for research 

purposes in an effort to verify nursing theory. The HPSR 

is only one step in the direction of development of holistic 

tools which are both accurate in prediction and acceptable 

to clinicians. 
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Client History Form 

I. Past Medical History 

List any significant infections (viral, bacterial, other): 

List any body injuries: 

List surgeries (date, reason, place): 

List hospitalizations (date, reason, place): 
List any X-rays (date, reason, place, type): 
List your past and current diagnosed medical illnesses: 
List the childhood diseases you have had (German measles, 

mumps,chicken pox, rheumatic fever, etc.) 
Have you noticed any major body changes in the last 

two years? 

List current medications you are taking: 

Haveyou evtr taken or used: Date last used: 

Pep pills. Speed: 
Barbiturates(downers): 
Benzedrine (bennies): 
LSD: 

Marijuana or hashish: 
Cocaine: 

Heroine: 

Any other drug: 

Allergies: 

Do you have any known allergies? 
What symptoms do you have? 
Have you ever had an unususd reaction to a drug? 
What drugs? 
What reactions? 

What specific problems do you have that you would like 
us to help you with? 

What do you think are the best ways that we could help 
you with these problems? 

Source! reprinted with permission from Mehl, L.E. & Peterson, 
G. H. (1985). Pregnancy as Healing (Vol. 2). Berkeley, 
California! Mindbody Press. 



 

123 

Review of Systems 

Please enter a number corresponding to the degree of severity of 
any of the following symptoms. The ones to choose from are; 

Blank or 0• Not a problem 
1 " Minimal problem 
2 - Mild problem 
3• Moderate problem 
4 - Moderately severe problem 
5 - Severe problem 
6• Life-threatening problem 

Describe them here: Staff comments: 

EYE PROBLEMS, including: 
Double vision 

Poor vision 

Cataracts 

Glaucoma 

Burning, watery eyes 
___ Blurred vision 

EAR PROBLEMS, including; 
____ Drainage or discharge 

Poor hearing 
___ Perforated drum 

Ringing 
MOUTH.NOSE.AND THROAT PROBLEMS, 

indudiftg: 
__ Gum problems 

Tongue problems 
___ Teeth problems 
__ Nose bleeds 

Painful swallowing 
Persistent hoarseness 

Persistent sore throats 

___ Cold sores (herpes) 
___ Congestion 

Frequent colds 
___ BLOOD PROBLE)>tS. including: 

Anemia 

Reaction to transfusions 

Bleeding problems 
Easy bruising 
ANY KNOWN CANCERS 

THYROID PROBLEMS 



�

12^ 

ENDOCRINE (HORMONE)PROBLEMS 

SKIN PROBLEMS, including: 
Dry skin 
Acne 

Boils 

Moles 

Rashes 

Itching 
BREATHING PROBLEMS, including: 
Positive TB test 

Shonness of breath (at rest) 
Shortness of breath with activity 
Coughing 
Wheezing 
Coughing up blood 
Chest pain with activity 
Awakening at night with chest pain 
HEART PROBLEMS, including: 
Abnormal cardiogram 
Have to sit up to breathe easily 
Awakening at night short of breath 
Palpitations or irregular beats 
Cold hands or feet 

Leg swelling 
DIGESTIVE(GASTROINTESTINAL)SYMPTOMS, 

including: 
Abdominal discomfort 

Indigestion 
"Gas" 

Nausea 

Vomiting 
Diarrhea 

Constipation 
Pain 

Cramping 
Hemorrhoids 

Blood in the stool 

Use laxatives 

Vomiting blood 
urinary PROBLEMS, including: 
Kidney problems 
Bladder problems 
Frequent urination 
Burning with urination 
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Blood in the urine 

Urinating at night 
DiiTiculty staning to urinate 
Unable to empty bladder 
MALE GENITAL PROBLEMS, including; 
Fertility problems 
DifTiculty getting an erection 
Premature ejaculation 
Inability to ejaculate 
Discharge 
Sores or herpes 
Swollen testicles 

Hernias 

Prostate trouble 

Pain with ejaculation 
FEMALE GENITAL PROBLEMS, including: 
Age when periods started: 
Time from first day of bleeding 

to next period 
Days of flow: 
Amount of flow: 

Discomfon 

Age when periods stopped: _______ 
Current or latest birth control 

methtsd: 

Binh control pills 
DES exposure or mother who took DES 
Morning sifter pill 
Breast masses 

Breast tenderness 

Cysts on ovsuies 
Vagina] infections 
Unusual Pap smears 
Pelvic infeaions 

Gonorrhea 

Syphilis 
Sores on labia or herpes 
Number of pregnancies _____ 
Number of binhs ____ 

Number of abortions _____ 

Number of miscarriages 
Excessive bleeding 
Bleeding between periods 
Difficulty having an orgasm 
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Trouble getting pregnant 
Lack of sexual desire 

JOINT, MUSCLE OR BONE PROBLEMS, 

including: 
Painful joints 
Swollen joints 
Muscle cramps 
Back pain 
Stiffjoints 
Morning stiffness 
Deformities 

NEUROLtXJICAL(HEAD)PROBLEMS, 

including; 
Difficulty walking 
Loss of balance 

Lightheadedness 
. Slurred speech 
Dizziness 

, Confusion 

, Seizures 

. Fainting 

. Headaches that are a prtsblem 
Frequency: 
Location: 

Severity: 

What relieves it: 

What seems to set it off: 

. METABOUC PROBLEMS,including: 

. Weight loss or gain 

. Night sweats 
, Fever 

. Chills 

. Tiredness 

. Lethargy 

. Poor appetite 



127 

II. Nutrition History 

A. Dietary restrictions; 

Current vitamins or supplements: 

How much hard liquor do you drink daily? 
Weekly? 

How much wine do you drink daily? 
Weekly' 

How many packs of cigarettes do you smoke daily? 
Do you smoke cigars? Pipses? __ 

Do you snack between meals? 
What do you eat when you snack? 
How much coffee do you drink daily? 
How many soft drinks do you drink daily? 
How much beer do you drink daily? ________ 

Weekly? 

Do you overeat or undereat when: 
tense nervous depressed unhappy __ 
worried __ 

24 Hour Diet Recall Date: 

Food Amount 
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III. Family Medical History 
Mother's side (include all children, siblings, parents, their siblings 
and grandparents): 

Disease Family member Other information 

Diabetes 

High Blood pressure 
Mean disease 

Cancer 

Congenital binh defects 
or illnesses 

Thyroid problems 
Overweight 

Epilepsy 
Kidney problems 
Stroke 

Gout 

Allergies 
Emotional problems 
Gall bladder problems 
Tuberculosis 

Migraine headaches 
Other; 

Father's side: (include all children, siblings, parents, their siblings 
and grandparents): 

Disease Family member Other information 

Diabetes 

High Blood pressure 
Heart disease 

Cancer 

Congenital birth defects 
or illnesses 

Thyroid problems 
Overweight 
Epilepsy 
Kidney problems 
Stroke 

Gout 

Allergies 
Emotional problems 
Gall bladder problems 
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Tuberculosis 

Migraine headaches 
Oiher: 

IV. Social History Form 

Marital status: 

How long' 
Years of education Highest degree 
Religious preference: 

Occupation(s): 
Place of binh: 

Who else lives in your house? 

What are your spiritual beliefs and how do they affect your life? 

What type of physical activity are you getting? 

How much exercise do you get per week? 

What do you think makes people healthy and what makes them 
sick? 

What are your special interests? 

List the places you have received health care in the past five 
years? 

Emotions 

Please describe your current emotional status (How are you 
feeling?) 

To whom do you turn for support? 

How was your relationship with your parents when you were 
growing up? 

Have you ever had psychotherapy? Taken psychotherapeutic 
drugs? What kinds? How long? Did it help? 

Are you involved in personal growth activities? 
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Supplemental Obstetrical History 

Prior the the Binh Counselor Inter\-iew, parents answered 
questions about the binh experiences of their mother, sisters, and 
other significant people in their lives. This pulled for past 
acculturation. 

Mother Sisters Others 

Feelings about pregnancy 
and binh. 

Number of pregnancies. 

Number of live binhs. 

Any complications or 
unusual circumstances. 

Breast or bottle feeding? 

Place of binh: 

Hospital? 
Home? 

Other? 

Any medications? 

Describe your past pregnancy experiences. Include pregnancies, 
binhs, abonions, and miscarriages: 

Year Experience Comments 

What are your concerns or worries about this pregnancy and the 
experience of childbearing? 
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The following form was jusi for the woman's partner: 

Partner's Form 

What memories do you have of your mother's or other relatives' 
experiences of binh? 

If you have had other children, what was your experience of their 
binh(s)? With parenting? 

Do you have any particular concerns about pregnancy, binh, 
and/or parenting? 

At this time what are your plans for this binh? Why? 

How do you want to be involved in the binh? 

How can we help you to accomplish this? 
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CKAWOI*"C fNVHOXMtwTAlIT«eM tVAlUATIO*' 
^AlKWi HMllh CaRMT 

AIIW MuArint rac*ni hitio'iM •( MOPX mm mMiCA' »'eoi*mi 
Memaa mc Mo>mM (itroi km <onci»aM mai wiy numoar e< sne 
im (Ml m« comm»ni|r raBsgnitae MTcneenr>'«o{>eA> Aita'aa'i ca^ m 
ficipiiaiM 9t mt R<m •ccam;An,m; »'• Te 
lA* imgaei ef aili»f*nl kmat si cn*n;M MeimM tne Aant I1M7I not 
4a'«io»«a m« SociW MMSiytman; Maux; Scaii wrncx raiti mct >ine at 
poiaxnaii) ai'aaatui avaxi ix larmi ai iiia enaxgc uxiii (iCUki Weaaa 
cwut ifM nwmoar in ma kCu aoiumn II mit nat Racsaxae la ran 

LI'E tVtNT LCUt 

OMl^•/ . 100 
Dtvorcp 73 

MPprUtOA 05 

IVfD 13 

Dttit" of0eioM (ofvii'v mofiMf ft) 

Mfyfy or ft) 
Mo"i«9o SC 

^I'OO It voro A7 

Mo'ftO> roeOACl>i*l»ork 45 

Aoitromoni 45 

ChOApt m nooiiK ol tomH> morroor 44 

^■O'^oncv 40 
Soi aiHKylllM M 
GoiA of no* tomuy momoar 30 
SyoiAoai 'Oo0iwotn*oni 35 
ChOApO «A iMoncio* »toio 31 
OoOtA Of 0 CtOM f'lOAO 3T 

i( oifiotoAi imo 0' wort 35 
Cho^so if' Aymot' cf tpoooo 35 
Mert^oQt e»#' ttO 900 3^ 
^oroeiowoef p* too-" X 
ChOAftt ir rooOOA«.Oti::,M «• vCt 9 
SOA 9' oo»9Ato' ioo««Ac nomo n 
Trou&io *UA iA-iow» 9 
OwUlOAOtAQ pOftOAO' 06A»O*0fn0fll 2ft 
Mil* oogint 0* oioM wort 2ft 
toQift or one •cnoe' 2ft 
C0or«9o m hvfng eortoiitOAt 25 
Ao*iO«OA e* oorioAoi nofriit 24 
TrowOto wiir ooit 23 
C^OAg• m wo^t Aown o* ooAditiono » 
Cnoogo m rootooneo 2Ci 
Caoaqo m ii»uMit 20 
ChOAQo ir\ fKrootioA 19 
ChOAQo m tfiyrcn icityt^ioo 19 
Chongt lA oocio' oairttioo 1ft 
Mo^gogi or loor: toit irvoA $10,000 17 
Cnongt lA Moootng nooiii 1ft 
Cnonge m nwmpw af (Amdy oo«*iog*(n«ft 1ft 
CHongt lA ooimg a«D(U 15 
VosonoA 13 
CnrttimM 12 
Minor vioiotioAs of tn« to* 11 

total lCuo 

Source» reprinted with permission from Mehl, L.E. & Peterson, 
G. H. (1979). The Berkeley Health Center: A existential 
approach to holistic health care. In D. Stewart & L. 
Stewart (eds.), Comoulsorv hosnitalization: Freedom of 
choice in childhirth (Vol. 2). Marble Hill, Missouri: 
Napsac Reproductions. 
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SCORING TEST FOR GAUGING STRESS AND TENSION LEVELS* 
Btrkalty Family Haalth Cantar 

Often 

A few 

times 

a week Rarely 

1. I feel tense,anxious or Irritable. 2 0 

2. People at work/home arouse my tension. 2 0 
3. I have tension or migrane headaches, or 

pain In the neck or shoulders,or insomnia. 2 0 

4. I eat/drink/smoke In response to tension. 2 0 

5. I feel depressed/frustrated at home/work. 2 0 
6. I can't turn off my thoughts at night or on 

weekends long enough to feel relaxed or re 
freshed the next day. 2 0 

7. I take tranqulllzers (or other drugs)to relax. 2 0 
6. I have a difficult time finding enough time to 

relax. 2 0 
9. Once I find the time, it is hard for me to 

relax. 2 0 

10. My workday is made upof many deadlines. no 

0 
11. I find it difficult to concentrate on what I'm 

doing tMcause of worrying about other 
things. 2 

12. In conversation, I find myself finishing what 
the other person Is about to say or 
interrupting. 0 

13. Annoyances tend to build up during the day 
and become noticeable 0 

14. I find it difficult to sleep. 0 
15. I clench my hands or they perspire during 

ordinary conversation. 2 0 

1 totalSCORE 

ZONE SCORE TENSION LEVEL 

A 14.18 Considerably above average 
B 10-13 Above average 
C 6-9 Average 

0 3-5 Below average 
E 0-2 Considerably below average 

All Individuals but those In Zone E have something to learn about stress 
management. 

4N0TE:Thls test was adapted In part from the simplified self-scoring test for 
gauging stress and tension levels of Carl Thorenson of Stanford University 

Source: reprinted with permission from Mehl, L.E. 4 Peterson, 
G. H. (1979)• The Berkeley Health Center: A existential 
approach to holistic health care. In D. Stewart 4 L. 
Stewart (eds.), Com-pulsorv hosoitalizationt Freedom of 
choice in childbirth (Vol.2). Marble Hill, Missouri: 
Napsac Reproductions. 
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HOW WELLCAN YOU RELAX?* 
Barktlty Family Haalth Cantar 

The following will help us understand If the stress you are under (see 
previous sheet)can be handled effectively with tools you already have. 

Always Sometimes Seldom 

1. Are you able to shut out your worries 
when you go to bed at night? 

2. Are you able to take a nap during the 
day and awaken refreshed? 

3. Is your clothing well fitting and com 
fortable? 

4. Are you able to concentrate on one 
problem at a time? 

5. Do you plan your day's activities? 

6. Oo you find time to relax and stretch 
during the day? 

7. Oo you take time to relieve held posi 
tions required in your work to prevent 
a feeling of tenseness? 

8. When you feel yourself becoming 
tense because of sustained positions 
do you know how to relax by doing 
simple movements? 

9. Do you check yourself frequently for 
habitual tension habits,such as scowl 
ing, clenched fists, tight jaws, 
hunched shoulders, or pursed lips? 

10. Do you relax these evidences of ten 
sion at will when you find them? 

11. Do you find it easy to relax so that you 
sleep easily and deeply? 

12. Do' you know how to release tensions 
through simple movementsso that you 
can sleep well? 

13. Do you play with such interest that you 
become completely absorbed in what 
you are doing? 

14. Do you plan your life to have a change 
of people, scenery, and thoughts? 

Total Numt)er Marked AlwaysG SometimesG SeldomG 

Rating Always - 3 points Score: 33-42 points - high ability to relax 
Sometimes - 2 points 24-32 points - average ability to relax 

Seldom - 1 point 15-23 points•low ability to relax 

•NOTE:Sections of the at>ove were adapted from Janet Wessei. Movement 
Fundamentals. New York: Prentice-Hall, Inc., 1957, page 55. 

Source: reprinted with permission from Kehl, L.E. 4 Peterson, 
G. H. (1979). The Berkeley Health Center: A existential 
approach to holistic health care. In D. Stewart & L. 
Stewart (eds.), Compulsory hospitalization: Freedom of 
choice in childbirth (Vol. 2). Marble Hill, Missouri: 
Napsac Reproductions. 
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Prenatal TAT 

\ X 

Please look at the picture carefully, then write 

a story on the back about what the people in the picture 

are thinking and feeling, what they are doing, what events 

have led up to this and what will happen next. How will 

the story end? 

Source: reprinted with permission from Mehl, L.E. & Peterson, 
G. H. (1985). Pregnancy as Healing (Vol. 2). Berkeley, 
California: Kindbody Press. 
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PSYCHOLOGICAL ASPECT VARIABLES 

Variable Names and Definitions 

To better understand our approach — both clinical and 
research — definitions of the categories used for assessment are 
important. We have endeavored to humanize our categories and 
assessments, eliminating the judgmental attitudes frequently found 
in research. We will have inevitably fallen short in some areas. 
The reader can rest assured that we are continuing to address the 
need to elevate research methodology and language to a level 
inconsonant with blame and judgmentality. Such an approach 
continues to pursue a goal we learned during college in the late 
1960s, of bringing "Research to the People." 

Disconfirmation of emotion (or affect) was rated as present (l) 
or absent (0) if such a coping style seemed to be a major response 
of the woman to stress. Somatic expression of stress was rated as 
present or absent as a coping style during stress — meaning, 
under stress, does the woman tend to experience physical symp 
toms? 

Non-awareness of emotion was rated as present or absent as a 
major coping style during stress or crisis, or as a habitual way of 
interacting. Disconfirmation of affect differed from non-awareness 
in being a more intellectual process of experiencing a feeling and 
then convincing oneself or being convinced it was not valid or did 
not pertain. During a state of non-awareness, the feeling has 
never been recognized by consciousness. Extemalization of affect 
was rated as present or absent if the woman tended to attribute 
her feelings to others in her environment as a coping strategy dur 
ing stress or crisis. 

Left brain ooer-reliance was defined as a pattern of excessive 
reliance upon logic and analysis during stress without utilizing 
helpful right brain capabilities of intuition and/or imagination. In 
such over-reliance, emotion was not being disconfirmed, refuted, or 
ignored by consciousness, but shunted toward logical left brain 
processes. In this coping style, feelings were represented more 
analytically with problems being solved on that level (not neces 
sarily successfully). A rating of (l) indicated that left brain ooer-
utilization was a predominant coping style, and a (O) indicated it 
was not. An opposttional response pattern was defined as a pattern 
of responding to stress or crisis through behaving in a manner 
opposite (naively speaking) to logically expected behavior dictated 

Source: reprinted with permission from Mehl, L.E. & Peterson, 
G. H. (1985). Pregnancy as Healing (Vol. 2). Berkeley, 
California: Mindbody Press. 
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by the stress. In other words, t paradoxical response would 
occur. A woman terrified of birth might cope with that fear in 
such an oppositional response pattern by reading every birth book 
ever published. A woman scared of snakes might express a desire 
to study herpetology. Another woman might disagree with what 
ever her midwife said. This response set was rated as present (l) 
or absent (0). Isolation was defined as a behavioral pattern of tend 
ing to withdraw from social contact during stress or under other 
conditions. It was rated as present or absent. An action orienta 
tion was rated as present when the person showed patterns of act 
ing impulsively without considering the consequences of the 
action. An extra-marital affair might occur to "get back" at a 
spouse. Without such an impulsive, action-oriented behavioral 
pattern, the partner might have confronted the spouse with his or 
her thoughts and feelings, hurts and resentments. 

Hemispheric dominance was assessed on a three point scale: 

(1) Largely right brain functioning to solve problems or cope 
with stress. 

(2) Bicameral functioning. 

(3) Largely left brain, logic and reasoning to solve problems. 

Faced with the stress of discovering an unplanned preg 
nancy, does the woman react entirely emotionally without attempt 
ing to analyze her situation, does she intellectually analyze the 
situation without regard to her emotions or does she respond with 
both feelings and intellect? 

The stress reactive level refers to the usual mode and speed of 
reaction to stress used by the woman in day-to-day life. 

A. Philosophical meant that the woman maintained a philosophi 
cal or reflective perspective, not taking day-to-day stresses 
overly seriously. Many of these women described themselves 
as having a "cosmic perspective" in which day-to-day 
stresses were not so important when related to the whole or 
the "larger picture." These women would tend to agree with 
such perspectives as those of Ken Keyes'^ or Don Juan."" 

B. Ruminative meant that the woman thought over and over 
upon the stresses and events of the day, often magnifying 
their seriousness. 

C. "Easy going" meant that the woman tended to "go with the 
flow" and not particularly ruminate or contemplate about 
her life or the events of the day, but to accept what hap 
pened. 



D. Practical meant that the woman showed "common sense" in 

her thinking and tended to be a good, practical problem-
solver. She may or may not have difficulty moving toward a 
contemplative stance. 

£. Critical meant that the woman tended to criticize others in 

the daily events of her life. Such women were often 
described by others as obnoxious, irritating or bothersome. 
This thinking pattern did not represent problem-solving, but 
a kind of victim-like complaining aimed at directing others 
to find personal answers. 

Hostility referred to how much hostility the woman showed 

in her everyday interaction with clinic stalT and others. It was 
measured on a five point scale from very much hostility U). to 
moderate hostility (H^, to verv little hostilitv A very hostile 
person might angrily, verbally attack the medical practitioner on 
the first appointment without seeming provocation. 

Impulsive meant doing sudden and spontaneous behaviors 
without premeditation. I natt arc of emotwns was rated as present 
when clear consensus from observing and hearing about the 
woman's behavior indicated that the woman was experiencing 
emotions tthrough facial expressions or bi^dtlv language^ of which 
she would deny conscious awareness. Tender and ajfcctionatr 
referred to interpersonal behavior. 

Adapted meant that the woman knew her social role and 
conformed well to it. .\ highh adapted woman in an upper-
middle class suburb would engage in as stereotvpicallv predictable 
behavior as would an adapted Hari-Khshna devotee. The essen 
tial ingredient in defining a woman as highlv adapted would be a 
seeming exact conformance to the dictates of a particular cultural 
group without the presence of individual variations unique to her. 
Anxiety referred to expressed anxiety, either behaviorally or ver 
bally. The above variables were rated on a five point scale with a 
woman rated as (l) if she predominantly exhibited the behavior 
associated with the variable, to (3) if her behavior was between the 

extremes, to (.S) if she rarely displayed the variable in her interper 
sonal interactions. 

Creative fantasy lift was a bimodal scale referring to con 
stricted fantasy production and creativity on the one hand (rated 
"1") to excessive fantasy living on the other (rated "5"). For pur 
poses of analysis, constricted or no fantasy (l) was combined with 
excessive fantasy living iH) and spontaneous but not especially 
creative (2) was combined with tendency toward fantasy living (4), 
with rating (3) (spontaneous, creative) retained as the high point 
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variable. In other analyses, we plan to separate these factors to 
determine if there is a difference between those who do not fan 
tasize and those who live in fantasy. The initial reason for this 
was to try to compare "normal" versus "dysfunctional" living pat 
terns with respect to fantasy and creativity. 

Concern for appearance was a bimodal variable handled simi 
larly to creative fantasy life with similar concerns and reservations. 
Inappropriate neglect for appearance (l) was combined with 
excessive preoccupation with physical care and appearance (.5), as 
were the (2) and (4) ratings, leaving the middle rating of(3), 
appropriate concern with physical care and appearance, as the high 
point. Judgment was required by the rater. "Appropriate" was 
defined as clean, concerned about personal appearance in a way in 
which an inordinate amount of psychic energy was not consumed 
by grooming. Different cultural styles of dressing were taken 
into account. 

Gratification in female sexuality was by report of the woman 
during the birth counselor interview and ranged from no enjoy 
ment or actual distaste (l), to moderate enjoyment (3), to marked 
enjoyment (5). Responsiveness to mate referred to how the woman 
responded to the expressed needs of her partner. She could have 
been ungiving, meaning never attempting to meet his needs or 
actually working to do the opposite of his stated needs (l), to 
moderately giving (3) (referring to a give-and uke relationship in 
which some needs were met and others not), to fully giving (.5) 
(meaning that the woman attempted to meet every need of her 
partner). Responsiveness to others was rated similarly, with reference 
to friends and others with whom the woman came in conUct. It 
would be conceivable for a woman to be rated as ungiving to her 
partner but highly generous and very giving to others or via versa. 

Flexibility referred to how easily the woman changed her 
plans or defined goals and needs when required. A highly 
inflexible person (l) would maintain the same plans and goals 
regardless of the work of maintaining those goals, as continuing to 
work at pre-pregnancy levels despite conflicting physical needs for 
rest during pregnancy. One woman editor continued to work 
twelve to fourteen hour days despite worsening health status 
related by her physician to lack of rest and overwork. She was 
not flexible in redefining her plans and goals for herself during 
pregnancy. A rating of (3) meant that after an initial period of 
trying to stay the same, the person would accommodate and make 

changes to be more consonant with the current situation. 
A rating of (.5) indicated an ability to "roll with the punches" and 



146 

maintain high levels of flexibility with easy accommodation to 
change. Sensf of humor was rated from little or none (l), to 
moderately good (3), to keen (.S). A woman with a keen sense of 
humor might have everyone laughing at least once during the pre 
natal interview and would be able to laugh at herself readily and 
without loss of stlf-esteem. A woman with a moderately good 
sense of humor might not laugh at herself so readily but would 
exhibit some humor during the interview. A woman with no 
sense of humor might be "deadpan" throughout the interview with 
a heightened level of seriousness bordering on uncomfortability. 

Overt dependency behavior referred to observed behavior in 
relationship in depending upon partner or others. The "1" rating 
referred to a clinging to dependency status — meaning playing 
the role of little girl and working to put the partner or others into 
the role of parent/caretaker. The middle-rating of"3" referred to 
an emancipated, adult, give-and-take pattern of taking care of her 
self, being able to be cared for by others, yet not overly relying on 
that care. The woman rated as ".5" (markedly independent) 
behaved as though never suspecting anyone would care for her or 
allow her to be dependent upon them. She would miss opportuni 
ties for being dependent in relation to a seeming non-openness to 
dependency. 

Covert, underlying dependency patterns were rated on clinical 
impressions based upon statements made by the woman during 
interviews and their consonance with her observed behavior. This 

rating referred to the discrepancy between expressed fantasy 
(sometimes disguised in linguistics) and actual behavior. Ability to 
meet needs, including pleasure referred to the woman's ability to take 
care of herself, including having a good time. A woman rated as 
poor (l) could not take care of her own needs. A woman rated as 
average (3), cbuld, more or less, but perhaps not pleasure and 
perhaps not all the time. A woman rated as (,5) had an excellent 
ability to care for her own needs and to enjoy herself without the 

need for another. This did not preclude her being able to rely on 
another person to meet her needs or give her pleasure. Passive-
aggressive pattern referred to a certain style of getting needs met. A 
passive woman ̂ '1") would wait for someone else to come help her 
meet her needs or solve a problem. A woman rated as "3" would 
actively engage in problem-solving activity, but not particularly 
aggressively. While a woman rated as aggressive ("5") would go 
"all out" with "no holds barred" to get her needs met. 

Moral consistency referred to the consistency with which a per 
son made ethical decisions. A weak rating ("1") meant relaxed 
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moral standards in the sense of not behaving according to the 
woman's own expressed values and t>eliefs, perhaps not doing so in 
the interests of preserving effort. A woman rated as "3" would 
have consistent moral values and behavior, but could yield, mean 
ing that she could allow herself the right to make a mistake 
without being overly critical or feeling high levels of guilt or self-
reproach. A woman rated as ".5" would have stringent or rigidly 
unyielding self-criticism when judged not perfect compared to the 
ideal she wished (or demanded) of herself. When faced with the 

discrepancy between self and ideal, guilt would arise in plenitude. 

Insight into selfreferred to the understanding brought to bear 
upon interpreting personal behavior and inner processes. Ratings 
ranged from no insight ("1") to very insightful ("5"). Acceptance of 
personal identity referred to overall personal acceptance, ranging 
from a strong sense of rejection ("1") in which the woman did not 
like virtually any part of herself to ambivalence ("3") in which the 
woman liked perhaps half of herself, to positive attitudes of self-
acceptance ("5"), in which the woman felt that the parts of herself 
were working well together and that she was a valuable and 
worthful person despite faults and imperfections. High self-esteem 
as a woman referred to the woman's view of herself and her self-

esteem in relation to her belief about what it meant to be a 

woman. This is a complex variable since it refers to the woman's 
own belief system, which by definition had to include some as 
pect of pregnancy and motherhood as part of what it meant to be 
a woman. A woman with low self-esteem ("1") might believe that 
the role of women was to change the world for other women and 
that she was unsuccessful because she was having babies like her 
own mother. A woman who evaluated herself as fairly adequate 
("3") might believe that the purpose or role of being a woman was 
to be able to juggle a career and be a mother and might feel that 
she was doing a reasonable but not outstanding job on all fronts. 
A woman with high self-esteem ("5") could have fell that she was 
doing an excellent job of handling a career, relationship, and chil 
dren. Alternatively, a woman with this rating might feel the role 
of women was to raise children and might not have a career, yet 
feel outsunding as a woman and mother. This rating tied very 
heavily into the woman's own beliefs, since it referred to her 

evaluation of herself. Self-esteem as a wife/mother referred solely to 
those elements of the woman's personal belief systems in which she 
evaluated herself a wife and/or mother. 

Achievement of an adult role referred to the raters' evaluation 
of the woman's behavior and feelings about functioning in the 
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world as »n adult. If the woman behaved like a child, she was 

rated as childish ("1"). Ambivalence as to adult status ("3") indi 
cated that the woman behaved more or less adult-like (meaning 
responsible for herself, able to meet her needs, etc.), but, from 
statements and attitudes, seemed resentful that she should have to 

do so or felt that "wouldn't it be nicer to stay a child and not have 
to take care of all these details all the time," which one woman 

said. Distinctly mature and clear as to adult status ("5") referred 
to those women who were clearly enjoying being an adult, making 
their own choices, taking care of their own needs, and did not 
resent having to grow up or give up being taken care of as a 
child. 

Capacity for closeness referred to the ability of the woman to 
make and tolerate close, intimate relationships, evaluated by his 
tory, observation and experience of the rater, ranging from shal 
low and distant ("1") to fairly close ("3"), to intense and meaning 
ful (".5"). Ability to take help referred to the woman's ability to 
accept the help offered by friends and staff when help was needed 
and to consciously acknowledge that need. This rating ranged 
from no acceptance ("1"), to optimal acceptance ("3"), to extreme 
dependence ("5"). Need to control referred to how much the 
woman seemed to need to feel power over what others were doing 
around her and about the events in her life. Rigidly controlling 
("I") meant that she seemed to need absolute control over others 
around her with a sense of no surprises. Neither submissive nor 
controlling ("3") referred to being able to allow for surprises and 
accepting others whose behavior cannot be controlled. Submits 
easily ("S") referred to someone whose behavior could easily be 
controlled by a person who needed rigid control. 

Ooerall evaluation of adaptive behavior referred to a rating of 
the woman's coping styles and how well these coping styles 
seemed to create a smooth living environment for her. For women 
whose coping styles were inadequate to deal with needs ("1"), 
there was a consUnt overwhelming effect of feelings, emotions, 
and stress. On the other hand, women whose coping styles were 
highly adequate ("5") experienced smooth living situations 
without undue stress. 

The mate's' dependency behavior was rated similarly to the 
woman's. The mate was also rated as to levels of perceived 

'There were two labiui couplet io our tample, to it wu necetsary to develop oth 
er termi to refer to the womao'i partner than huihand, eipecially lince not all cou 
plet were married. 



149 

empathy. The mate could have been rated as seemingly insensitive 
to the woman's expressed needs ("1"), aware of her varying moods 
or needs as she expressed them ("3"), or sensitive and aware of 
those moods and needs even before the woman necessarily 
expressed them ("5"). This last rating referred to an ability to 
anticipate the woman's needs from a correct reading of subtle and 
minimal behavioral cues. 

Quality of communication referred to the couple's ability and 
lack of inhibitions to discuss their deeper feelings with each other 
and with others. This ranged from very inhibited about talking 
("1") to uninhibited and free ("5"). 

Affection referred to the positive feelings of love that could be 
seen communicated between the couple, verbally or physically, 
ranging from minimal to intense. Mate's hostility was rated simi 
larly as for the woman. Sexual adjustment referred to the couple's 
description of their sexual relationship, rated from restricted and 
unsatisfying ("1") to highly satisfying ("5"). Decision process 
referred to how the couple arrived at a decision from initially 
opposing views. The range was from "1," marginal resolution 
with serious threat to the relation, to "3," resolution achieved after 

some conflict with no serious threat to the relationship, with "5" 
referring to a flexibility in arriving at joint decisions, easily mov 
ing from agreement to disagreement, compromising and agreeing 
without threat to self or relationship. 

The mate was rated as to reaction to pregnancy, ranging from 
dejected -("1") to enthusiastic ("5"). Reaction to baby-to-be, was 
rated similarly from dejected ("1") to enthusiastic ("5"). Ratings 
of readiness to allow dependency of the woman during the preg 
nancy ranged from an impatient, hostile attitude towards depen 
dency ("1") to a full response to her needs for support ("5"). The 
mate was also rated as to ability to foster the woman's self-confidence 
as a mother. This rating ranged from expressing attitudes and 
actions generally belittling and destructive ("1") to fully sustain 
ing the woman's belief in her capability to be a good mother 
(".5"). The mate was rated as to feelings about sharing the woman 
with a baby, ranging from acting clearly impatient and jealous of 
that perceived future sharing ("1"), to awareness of potential 
conflict with willingness to work it through ("3"), to seeming more 
interested in the baby than the mother (".5"). 

The pregnancy was rated as to its congruence with the current 
lifestyle of the couple, from disruptive and incongruent ("1") to 
highly consonant (".V). The congruence of the pregnancy with the 
couple's long-term plans was rated similarly. The identity ofthe couple 
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empathy. The mate could have been rated as seemingly insensitive 
to the woman's expressed needs ("1"), aware of her varying moods 
or needs as she expressed them ("3"), or sensitive and aware of 
those moods and needs even before the woman necessvily 
expressed them ("5"). This last rating referred to an ability to 
anticipate the woman's needs from a correct reading of subtle and 
minimal behavioral cues. 

Quality of communication referred to the couple's ability and 
lack of inhibitions to discuss their deeper feelings with each other 
and with others. This ranged from very inhibited about talking 
("1") to uninhibited and free ("5"). 

Affection referred to the positive feelings of love that could be 
seen communicated between the couple, verbally or physically, 
ranging from minimal to intense. Mate's hostility was rated simi 
larly as for the woman. Sexual adjustment referred to the couple's 
description of their sexual relationship, rated from restricted and 
unsatisfying ("1") to highly satisfying ("5"). Decision process 
referred to how the couple arrived at a decision from initially 
opposing views. The range was from "1," marginal resolution 
with serious threat to the relation, to "3," resolution achieved after 
some conflict with no serious threat to the relationship, wth "5" 
referring to a flexibility in arriving at joint decisions, easily mov-
ing from agreement to disagreement, compromising and agreeing 
without threat to self or relationship. 

The mate was rated as to reaction to pregnancy, ranging from 
dejected .("1") to enthusiastic ("5"). Reaction to baby-to-be, was 
rated similarly from dejected ("1") to enthusiastic ("5"). Ratings 
of readinas to allow dependent of the woman during the preg 
nancy ranged from an impatient, hostile attitude towards depen 
dency ("1") to a full response to her needs for support ("5"). The 
mate was also rated as to ability to foster the woman's self-confidence 
as a mother. This rating ranged from expressing attitudes and 
actions generally belittling and destructive ("1") to fully sustain 
ing the woman's belief in her capability to be a good mother 
{"5"). The mate was rated as to feelings about sharing the woman 
with a baby, ranging from acting clearly impatient and jealous of 
that perceived future sharing ("I"), to awareness of potential 
conflict with willingness to work it through ("3"), to seeming more 
interested in the baby than the mother (".5"). 

The pregnancy was rated as to its congruence with the current 
lifestyle of the couple, from disruptive and incongruent ("1") to 
highly consonant The congruence of the pregnancy with the 
couple's long-term plans was rated similarly. The identity ofthe couple 
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was rated from each being completely individualistic as if a rela 
tionship did not exist ("1"), to having an identity as a couple with 
each retaining their individuality ("3"), to little differentiation of 
the couple with its acting as a symbiotic unit ("5"). Adaptation to 
each other was rated in the sense of how well each had accommo 

dated to individual differences of the other on a scale from very 
poor ("1") to excellent ("5"). Current life stresses were noted. 
These included anxiety about financial security, food and manage 
ment problems, illness or recent death in the extended family, ill 
ness of woman or mate, problems with relatives, problems from a 
previous relationship of one of the members, problems with 
friends, job dissatisfaction for the woman, job dissatisfaction for 
the mate, and other stresses. The woman's response to the discussion 
of pain of during labor initiated by the birth counselor was rated 
along with her mate's. This ranged from a complete refusal to 
accept the idea that labor could be painful or that active coping 
would be required ("1"), to an excellent response leading to plan 
ning for needed coping styles ("5"). 
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Belief Coding 

When the primary focus of the research shifted to beliefs and 
behavioral patterns of the subjects we needed an improved coding 
schedule. Variables used were Behavior Patterns, Systems 
ElTects, Beliefs, and an interactive variable combining these 
three. Sub-variables developed were Beliefs about Birth, Major 
Coping Styles, Fears, Husband, Daily Coping, Beliefs about Self, 
Help, Relationship Patterns, Locus of Control, Psychosomatic 
Patterns, Somatopsychic Patterns, Beliefs about Health and 
Dependency Patterns for a total of thineen sub-variables. Values 
were placed on all of the variables ranging from negative three (-
3) to positive three (> 3). Each of the subject's responses were 
assessed with the value weighted on each variable to develop a 
profile of her attitude related to her "place in the world." Values 
were derived through consensual rating of the research team 
based upon our clinical experience. The team did not know who 
held specific beliefs, just the list. 

Source: reprinted with permission from Mehl, L.E. & Peterson, 
G. H. (1985). Pregnancy as Healing (Vol. 2). Berkeley, 
California: Mindhody Press. 
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Beliefs About Birth; 

Chiidbinh is unhappy -2 
Childbinh is scary -2 
I'm not sure I'm able to have a natural birth -2 

My body has the same problems during birth that 
my mother did -2 

Mate believes baby pops out like piece of toast -1 
I'm capable of handling labor and delivery 1 
Parents made happy through natural childbirth 1 
Baby made happy through natural childbinh -t- 1 
Binh will cause loss of my husband -2 
Pain in labor is bad -3 

Binh is difficult, painful, dangerous -3 
Binh is traumatic for the baby -3 
Binh is fearful St frightening for the baby -3 
Binh represents separation -2 
Binh is a natural process 1 

Doctors make binh cruel and unnatural -1 

Bonding with father at binh is imponant -f 1 
Labor-being out of control •! 
Having a baby is a challenge 1 
My body does not function properly for babies -1 
Midwifes help makes binh good -1 
Being tense affects the body 4 1 

Major Coping Styles; 
Intellectualize way out •] 
Obsessive-compulsive work in response to fear 

of the unknown -2 

Worries about husband, etc. -1 

Denies problems -2 
Passivity (let others do it) -2 
Adjusts well to be stress free +2 
Somaticization -2 

Repress undesirable or bad thoughts -2 
Wanting to die when things get too bad -3 
White-washing -2 
Get taken care of like little girl •1 
Overwork -2 

Fears: (created as a separate category) 
Of rejection -1 
Of a deformed baby -3 
Of the baby passing through binh canal -2 
About giving birth to twins -1 
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About inadequacy as mother 

Of the baby dying 
Of failure 

Anxiety about self-wonh 

Anxiety about security 

Of dying 
Of loss of love 

About health 

About whether or not she can have a natural 

birth 

Oflosing control 
Anxiety about competition with mother-in-iaw 

about successful birth 

Performance anxiety about birth 
Of birth causing loss of husband 
Of pain 
Of humiliation 

Of exhaustion 

Of becoming violent 
Of becoming schizophrenic like her brother 
Of hospitals 

Husband: 

Somatic methods necessary to engage husband's 
attention/participation (Relationship 
Pattern; Somatopsychic Pattern) -2 

Somatic methods needed to avoid sex 

(Somatopsychic Pattern) -2 

Natural childbirth makes husband happy -1 

Fighting for control over mate (Relationship 
Pattern) • -1 

Fears loss oflove of mate(Fears) -1 

Stays invested in ex-husband St. feels unfree -1 

Ex-husband dies during divorce prcxreedings -1 

Tries to pretend ex-husband cares for son -1 

Turns to husband for support + 1 

Mate believes baby pops out like piece of toast -1 

Worried that birth will cause loss of husband -2 

Wants mate to take care of her like father's 

good little girl -1 

Takes care of husband to own physiological 
expense -1 

Won't make demands that husband deal with 

her on marital issues -1 
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Coping: 

Removes self from situation rather than deaJing -2 
Leaves body -3 

Deals with own life >2 
Get rid of pans of me I don't like -2 

Active in church •». 1 

Live to your fullest potential +2 
Wants to die when things get too bad -2 
Looks for ways to make things look more beautiful 
Uses pretend to imagine relationships 
Arrange to be father's good little girl 
Arranges to be the caretaker 
Tries to achieve understanding 
Asks others to do things for her 
Where there's a will, there's a way +2 
You get what you want through focus on personal 

awareness and responsibility +2 
Get what you want by taking responsibility for 

health +2 
All things can be transformed by thought 

t-1 

Beliefs about Self: 

I am a person who can easily fail in the 
things 1 attempt -2 

I'm not sure that I'm a very wonhful person 
-1 

I am responsible for my actions +2 
I am responsible for dealing with my life +2 
I should get rid of bad & paranoid thoughts 

-1 
It's bad to lose control 

-2 
I am weak and powerless 

-1 
If I become powerful, I will be violent -2 
I have no power over my body or my life 

-1 
I'm too old to have a baby 

•3 
My life has no meaning at this time 

-I 
I have no right to play 

-1 
I have to be conscientious and hardworking 

•1 
I should be perfect 

•2 
My body does not function properly for babies 

-2 
I don't deserve love 

-1 
I have no right to happiness 

-I 
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Beliefs about Help. 
I'm helped best by being hassled 
Exercise helps my spine pain 
Herb and nutritional counseling helps me 
I can be helped best by understanding causes, 

not treating symptoms 
Help me to be perfect mother 
Help me with biofeedback 
Help me with kinesiology 
Help me with sexuality 
Exercise helps me to relax 
Midwifes help makes good birth 
Good nutrition helps weight control 
Give me information to alleviate my vaginal 

infection 

Help me prevent PID recurrence 
Give me more medical knowledge 

Relationship Patterns: 
Frustrated when questions not answered 
Parents are inadequate people 
Endure punishment to be taken care of 
Poor communication leads to anger 
Depend on others 
Fighting for control in relationships 
Physical problems gotten rid of in relationship 

with another 

Fears loss of love 

Stays invested in ex-relationships 
Finds ways to feel trapped by staying invested 

in exhusband 

Pretend relationships interfere with real 
relationships 

Finds suppon in relationship 
Symbiotic tendency in relationships 
Needs to be needed in relationships 
Deprives self and others ofjoy in relationship 
Gets rejected in relationship 
Avoids deep relationships 
Get taken care of in relationship like father's 

good little girl 
Cares for others at personal expense 
Avoid pain in relationships 
Feels weak and powerless in relationship 
Uncomfortable with power in relationship 

•2 

-1 

♦ 2 

-1 

-1 

-1 

-1 

-I 

-1 

-2 

-2 

-1 

•I 



157 

Doesn't make demands for own need -1 

Love relationships don't work out -1 
Is best helped when hassled -1 
Likes to be hassled in relationship -1 
Relics on others to make things good for her -1 

Locus Of Control: 

External 

Husband 

Natural childbirth 

Pregnancy 
Baby 
Others also-

Fighting for control 
Self 

Hospitals 
Disease 

Midwife 

Psychosomatic Patterns: 
Asthma response to feeling smothered -2 
Body tension in response to stress -1 
Breech is related to effective method of engaging 
husbands panicipation -2 

Somatization to avoid sex ' -2 
Thought of pregnancy —> thought ofTAB —> 

thought of baby dying -1 
Life stress —> somatic reaction -2 

Disgust —> nausea -1 
Relationship stress affects birth physiology -3 
Excessive caring for others —> personal symptoms -2 
Tiredness —> lowered resistance —> infections -2 

Depression -—> lowered resistance —> infections -2 

Somatopsychic Patterns: 
Anger/guilt about previous C-section 
Shame and guilt around sexual experience -2 
Identification with mother after C-section -1 

Worry about giving birth to twins -1 
Fear in respionse to image of baby passing through 

birth canal -2 

Pregnancy leads to feelings of inadequacy -1 
Death thoughts trigger fear of loss of love -1 
Feelings of abortion lead to woman wanting to die -2 
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Herpes is related to death •] 
Birth causes loss of husband -2 

Disease —> fear -I 

Confusion and low self-esteem •] 

Health; 

Good health comes from exercise >] 
Good health comes from self-care 4. 1 
Good health comes from positive mental attitude 42 
I can do what I need to avoid the effects of 

stress 42 

Physical problems have causes 4] 
Physical problems can be gotten rid of 4 1 
I'm worried about whether or not I can stay 

heatlthy .] 
Nutrition helps alleviate my allergies 4] 
Good health comes from good diet; bad health from 
bad diet 4] 

Vitamin therapy helps alleviate my allergies .] 
Back pain is part of emotional repression 4 1 
Illness is caused by mental attitudes 4 1 
Illness is caused by lifestyle '41 
Sickness comes when I get tired, making my 

resistance drop .] 
Sickness comes when I get depressed, making my 

resistance drop .] 
There is a psychic component to illness 4 1 
You should stay away from regular doctors 4] 
Use therapies from other cultures for disease •] 
Hospitals are for the sick and injured 4 1 
Hospitals are scary, out of control places ■] 
Disease is outside force which caiuot be 

eontrolled .] 
Disease is a beneflcial alarm for tinhealthy habiu 4 1 
Herbs treat illness .] 
Treat illess with nutrition .]
Biofeedback good treatment for allergy .] 
Kinesiology good treatment for allergies -i 
Good nutrition controls weight 4. j 
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Dependency Patterns: 
Relies on inappropriate people to assume control 
and responsibility -1 

Relies on husband for instructions on how to deal -1 

Ambivalence in dejendence/indejjendence -2 
Endure punishment to be taken care of -3 
Depends on others -1 
Needs to be needed -1 

Wants to continue as father's good little girl •! 
Needs to be the one who's talcing care of 
everyone else -2 

I am weak and powerless -1 
Careful not to make any demands on others -2 
Depends on others to give her a good experience -1 

Readers with questions about our valuadons are encouraged 
to try their own scaling systems. These vatlues were based on 
clinical judgment of Bay Area women, 1977-1984, and may not 
function or generalize to other cultures or mUieus. 
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lamwiMnni eiyix 

70. Sr»weu« iM«i at naoMfi a—in 
ens a«in«a«a inlani 

Source! Adapted from a form used by the Tennessee' Department 
of Public Health 
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K»v« y^u notictd tny Mjcr body changes In th# last two y»ar«? 

List euzTsnt Mdicstions you sxs takinc. 

ALLS?;ITS: 

Sc you havs any known allsrgiss? 
VViat syrrptoos do you havs? 
Have yi^ svsr had an unusual naetion to a druf? 
'••"^At drjffs' 
'<.>At rtactims? 

What apscifie probltns do you have that you would likt us to help you with? 
'What do you think art the best ways that we could help you with these problems? 

Seorlns of Wedleal Seettm. 

Any two hi«h risk factors ^ 
Any one hlfh risk factor ...... 

Any two nodexste risk factors - j 
Any one sodtsste risk factor ^ 

or hl«h risk factors but historycf CI problsH snd/er inftetions and/or allaz«iss.4 
!7o si^ifieant probltns.... 5 

gcorin/r Fanilv eiator" 

Stron* fanlly history of birth dsfeets and eanesr or hoart diseaas - - 1 

Stronc fanlly history of insulin dspendsnt dlabstsa or birth dsfeets 
or hoart dissaso or cancsr - ......_2 

?Miily history of hifh blood prsssurs, stroks, lija* disordars. 
opilapsy - , 

ranily history allsrfiss, ai<xminos................. ̂ 

Se significant faaily health problems 
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Kutritlan Plstsr" 

Ei#t*ry wttrietirms: 

CuxTtnt Tltaaln* or luppltBrats: 

Bow Bueh hArt liquor do you drink dally? 
Voakly? 

How Buch win* do you drink dally?_ 
w**kly? 

How nany packs of cifar*«*t do you snok* daily? 
?o you SBok* eisars? Pip*s? ___ 

rij you snack between B*als? 
•Aat do you tat wh«n you snack? 
How Bueh eefft* do you drink daily? 
How aany soft drinks do you drink dally? 
now Buch b**r do you drink daily? _________ 

w**kly? 

Zo you ew«r*at or undtrwat whsn: 
tens* ___ n*rwous d*pr*ss*d ___ unaappy 
worriad 

24 Hour Dlst Eacall D*t*t 

Pood 

Se£rin£;_onJutriti2n^istcr^ 

Brinks >2 drinks/day and/or saok*s >1 pack/day -------

Drinks 1-2 drinks/day and/or saokas 3—10 eigazattas/day 
and/or inadaquata in 2 food freups or haavy eaffaina uaar 

Ho alcohol, 1-3 ciga'*'t't**/4ay, inadequata in ana food group, 
2-5 eaffaina drinks/day -----------------

lie alcohol, no snoking, 1-2 eaffaina drinks/day, 
all 4 food groups, oecaalonal witaains ---------

To alcohol, no saoking, no eaffaina, azeallant diat, 
daily witaains ---------------------
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Soda], iUst.-'T^ ~ers 

I'arital status: 

?.-3v long? 
Ysars of tducation Highsst d*gT»# 
Rsligioua prtfsrvnet: 
Oecup»tion(s): 
Place of birth: 
'Who elae lives In your house? 

What are your spiritual beliefs and how do they affect your life? 

■■.hat type of phitical activity ass you getting? 

row much ezsrelse do you get per week? 

'•■hat do you think aakes pecpls healthy and what stakes thes sick? 

^edoM 

Please describe ymr eozrant eaotional status (How are you feeling?) 

To whoB do you turn for support? 

How was your rslatiooshlp with your parents when you were growing up? 

Have you ever had psychotherapy? 
Taken peyehothezapeutie drugs? 
What kinds? 
How long? 
Sid it help? 

Are you involved in personal growth activities? 
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Scoring Social 'llatorv 

Possestgs ItBi than an 8th gndt trtucation. naa no lon^—atandinj,
■upportive r«latien»hip. Is sedentary in nature or has a Job with a great
deal of physical stress. Has a spiritual-belief systen which is ^itive 
In nature. Describes self as nized-up or unhappy eaotionally. Has little 
support systsa. Unresolved problsas which have required psychotherapy. 

May have supportive relationship but Is insecure about self. Has a 
Job which is stressful physically but is able to rest soae each day.
Has a faaily-support system but this system has little energy for this 
individual. Has no psieonal spiritual-belief system but faaily-belief
systsa is punitive in nature. - -- -- -- -- -- -- -- -- -- -- -- - ' 

Has a supportive relationship and/or a supportive network of friends 
and faaily. Possesses self-corf idenee and is generally pcsitivc in 
outlook. Doss a aederate amount of activity during the day but does net 
plan exercise. Ray have an occupation which is aoderately stressful or 
aay be in the health professions or a hcaeaaktr. - -- -- -- -- -- -- - } 

Has a high school education or greater. Has generalized spiritual
seliefs which art net ^jnltive in nature or has no specific beliefs,
participates in occasional physical activity of an Tgar.ized nature and 
is not sedentary, Ray have a seaewhat stressful Job but has coBpcnsatir.g
family support.' Detcribes saotional atatua as good but aay have had 
previous problems (now resolved). - -- -- -- -- -- -- -- -- -- -

Has a high school education or greater. Accepts a religion which 
is confiraing of birth and does not serve as a punitive force in her life. 
Participating in a atabla rslationahip. Participates in regular ^lyaical
activity and is net sedentary in nature but does not have a Job which 
involves heavy lifting and physical atress. Describes sootional status 
as wcll^djusted. Can name several eourese of eaeticnal support or 
growth activities.- - -- -- -- -- -- -- -- -- -- -- -- -- --

1 
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Obitetrjg*! Historv 

B*scrltoaBascrlba your ppast pregnancy axparlancas. Includa praer.incias, 
hbortinibirths, abortions, and aiscarrlagas. 

Tear __CnDien^ 

•hat are your concerns or worries about this pregnancy and the 
experience cf childbaarlr^? 

Mcthar Slaters Others 

'aelihss about pre^iancv 
and birth. 

.tusber of prsfuncias. 

!hiabar of live births. 

Any eoapllcations or 
unusual elreuastanees. 

3r«ast or bottle feeding? 

rlaee of birth: 
Eospital? 
Bom? 

Other? 

Any Mdieationa? 

Do you have any particular eonceau about pregnancy, birth, 
and/or parenting? 

How do you 'want to be involved in the birth? 
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ObstBtTieal °lst?rv Se?Tinc 

Woman haa itmng family and/sr ptnonal history of diffiailt births, 
stillbirths, C-«tetions, problstu with abortions or miscarriages. 
Partner ref-uses to be present at birth sad/or states concern for 
very dangerous nature of birth.- ------------------

Woman has strong family history of difficult births but no personal 
history of birth problesa. Partner is supportive but unsure of 
attendance at birth. Partner may express concern with danger of 
birth process. :;c personal history of birth problems, have 
unresolved problems with previous abortion or miscarriage. ----• 

W'onan has perscnal and/:r faaily history of minor birth problems 
(forceps, long labors). Wcsan relays ambivalence about her ability 
to succeed at "natural childbirth." Farbier agrees to attend but 
may be lass enthusiastic than woeian or nay be supportive but 
woman unsure. --------------------------- -

Partner agrees t" attend birth and offer support. Perscnal histrry 
.-f r.c previous Ob problems. Seneral fanily history cf uncoop3 icated 
births in a hospital or home setting. Woman somewhat unsure of 
ability to cope with birth. ---------------------

Partner plans to attend birth and be an aetive participant as support 
person. Woman states no canemaw related to birth process specifically 
and expresses a positive outlook for herself as a strong, capable, 
birthing woman. Pamily history showe home births, breast-feeding, 
strong family ties. --------------------------
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UFfCHAHCC AHO IHVIAOKMtNTAL IT«CSt rVAlUATIOM' 
•Wt*!*!ttmMr CwMT 

AM«f MwOytnQ |h« KiiloriM of »«oplt vMr> m«0ic»< p^eoi^ms 
Mom« pfid (id70) CD^wtw^M that ftn> Aumbpf of iitf^oooM v*C 
not loot in# oot*tmon(y foceQAiM ptyci>oonri*oiOQicoi diooroori con do 
proeipitoiod Pr tM ft'ooo MTnwtffonying cAongot tn ono'i lito To mooowro 
150 tmpoa of OlHoroni hinoi of cAongoo. Koimoo one Aono 0M7} novo 
dowofODOd ino Seotoi Aoodwoitnont Aottng Scoio. wnien roiot ooen oino of 
poiontioliy liroooftfl ^ront in lormt of "Ulo CAOngo yntto" (LCUti ^0400 
oirBio trio AMinDor m ino LCU tofomn if tMo Mo nooponotf to yow 

event IGUI 

Oawn ,< weuM . 100 

Otwc* n 

•§MtriiM Mpvtlioii 
uMl\mm 

Dmi'si sewM Ismii,msmaar u 

Asrwnsi Mtiir,sr HinsM S3 

Usr'is^s sc 

Ewss II nn 47 

4SMvnw neoncliuoon 

45Asurimsni 

CMngi HI ftniuiH linui, mKr.ss. 44 

Arigmncy 40 

Sm e<»ic.iiiiii 35 

6im 01fM* tiMi,miniMr 35 

35Sunns.!issdiwnntsAi 

CK«>gs »imancisiuns 35 

Ossin ot1eioM)'isnd 37 

Chi^ Ji w aihsism iins e.' ■art 35 

Chsngi tf. numos* s< vgumsnii vHn ipeuis 35 

Msrigigt DM (lO.SOO y 

Eo'seisw's 0' mgngigi sr Mar 30 

CMngst m rss«sntisi<i:-si a: so-i 35 
Sen or asugntsr las.ing noms 35 

Trsubis sitn iahiwi 25 

Oullisnaing ssiMnn •enis.sinsnl 25 

Will oagini cr noa* sari 35 
Bagin sr sne sawoi 3ft 
CSsngs m living canailioni 3S 
Hsviiisn 01 osnonn nisiii 24 

23TrouOit siti san 
Otango m son nouri m SDnaiiiona 30 

Cnangs m faoMancs 30 

Ownga m acMan 30 

Ownga ai rscraanon 15 

Oianga m cnursn aaivnias If 

Oianga m aasMi aaivitiaa 15 

Mangagtsr loan lan than tiO.OOO 17 

Cnanga in iiaasing naaita 1ft 

CiMtga in nvmoai or lamii, gs<-iSBainara IS 

Otanga m aaiing naant 15 
Vasal lan 13 

Cnriaiinaa 12 
Minof <neioitonft of mo low 11 

total lCUo 

Source! reprinted with permission from Mehl, L.E. & Peterson,
G. H". (1979). The Berkeley Health Center» A existential 
approach to holistic health care. In D. Stewart & L. 
Stewart (eds.). Compulsory hosnitalizationi Freedom of 
choice in childbirth (Vol. 2). Marble Hill, Missouri! 
Napsac Reproductions. 
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niLC For* A 

Thii 1» • qu«»clonnilrt designed to deceraine the way In which different people view certain 
iaportant haalch-rclaced issues. Each itea is a belief tcaceaenc with which you aay agree or 
disagree. Beside each stateaent is a acale which ranges froa strongly disagree (1) to 
strongly agree (6). For each itea we would like you to circle Che nuaber that represenca Che 
extent to which you disagree or agree with the acaceaenc. The aore strongly you agree with a 
atatcaeng, then the higher will be the nuaber you circle. The aore strongly you disagree with 
a stateaent, then the lower will be the nuaber you circle. Please aake sure that you answer 
every Icca and that you circle only one nuaber per Itea. This Is a aeasure of your personal 
beliefs; obviously, there are no right or wrong answers. 

Please answer these Iteas carefully, but do not spend too auch tlae on any one Itea. As lajch 
as you can, try to respond to each Itea Independently. When asking your choice, do not be 
Influenced by your previous choices. It Is laportsnt that you respond according to your actual 
beliefs and not according to how you feel you should believe or how you think we want you to 
believe. a 

« >. >. w >. 

.b b 

e b X n b c 

-a - ■o b 

in z in v> Z 

I. If I get sick, it is ay own behavior which deteraines how soon 
1 2 3 4 5I get well again. 
1 2 3 4 S2. No Batter what I do, if t an going to get sick, I will get sick. 

3. Having regular contact with ay physician is the best My for an 
1 2 3 4 5to avoid illness. 
1 2 3 4 54. Most things that affect ay health happen to ae by accident. 

5. Whenever I don't feel well, I should consult a aedieally trained 
professionab. - 1 2 3 4 5 

1 2 3 4 56. I aa in control of ay health. 

7. My faaiily has a lot to do with ay becoaing sick or staying 
healthy. 1 2 3 4 5 

S. When I get sick, I aa to blaae. 1 2 3 4 5 

9. luck plays a big part In detaraiaiag how soon 1 will recover 
froa an illness. 1 2 3 4 S 

10. Health professionals control ay health. 1 2 3 4 5 

11. My good health is largely a natter of good fortune. 1 2 3 4 5 

1 2 3 4 512. The aain thing which affects ay health is what 1 ayself do. 
13. If I take care of ayself, X can avoid illness. 1 2 3 4 5 

14. When I recover froa an illness, it's usually because other 
people (for esaaple, doctors, nurses, faaily, friends) have 
been taking good care of ae. 1 2 3 4 S 

IS. No natter what I do, I'a likely to get sick. 1 2 3 4 5 

416. If it's aeant to be, I will stay healthy. 1 2 3 5 

17. If I take the right actions, I can stay healthy. 1 2 3 4 5 

18. Regarding ay health, I can only do what ay doctor tells ae to do. 1 2 3 4 5 

Source! reprinted with permission from Wallston, K.A.,
Wallston, B.S. , & DeVellis, R. F. (1978). Development 
of the multidimensional health locus of control (MHLC)
scales. Health Education V.onographs. 6(2), I6O-I7O. 
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Sctr'-.tg'fsr Health Ircjs sf Csntml 

The ecore on each subscale la the aum of the values circled for each Item 
in that subscale. 

Internal Items: 1. 6, 8, 12, 13, 17 

ClO 1 

10-18- ---2 

18-25 3 

25 - J2 4 

32 - 36-- -5 

frr life Tha.-.re rnvlmpjiental Stress ?v«.luati-r. 

>300 1 

250 - 300------ 2 

200 - 250 ------------3 

100--200-----------.4 

<•150 5 

https://Tha.-.re
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Th* Birth Counsalor Interview is sn opportunity to use 

s seai-structured intez^iew forast to obtain inforaation 

about the woman's eaotional and psychological adjustaent. 

This interview is ideally conducted by a aeaber of the health 

care team who will not be the birth attendant. The answers 

to the following questions should be used to judge the 

psychological parsBeters listed under rating. The interviewers 

should use their own intuitive sense of the wonan as a whole 

in saJcing the rating judgeaents after the interview. 

Birth Counselor Interview Questions 

1. Tell ae what you believe it aeans to be a woaan and how 
do'you fit this picture? 

2. Tell ae about your relationship with your parents. 
Tell ha about your relationship with your partner. 

3. Mhat do you and your partner fight about? 

k. How do you usually resolve your differences? 

5. How is your love life going? Is it still rosuntic? Is 
it still sexy? 

6. Tell ae about your plans for your faaily and for this baby. 

7. How does your husband feel about that? 

8. Tell ae about soae things that aahe you anxious. How do 
you react to these situations? 

9. Suppose you fell down at hoae and broke your leg. What 
would you do? Whoa would you call for help? How would 
they help you? 

10. How would your par&ier react to that situation? 

11. Tell ae how you feel about the pain of Ihbor. 

12. How does your partner feel about your being in pain in 
labor? 
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gating for 3irth Interview 

Each mutation rattd an a 1 through 5 »cal#. 

1. Vcaan't attitude toward pain during chUdhirth: 
(1) rafuaai to accept idea of pain to (5) excellent reaponae to reality
of pain and planning for copin* aechaniama. 

2. Anxietv - 5-polnt acale of expreaaed anxiety;
The woaan ratea (1) if ahe predoainately exhibita anxiety and (5) if 
rarely diaplaya anxiety in her Interpersonal Interactions, 

'attema of covert behavior to becose dependent: , ^ 
(1) larxe discrepancy between expreaaed fantasy and actua* behavior 
(5) expreaaed wishes and behavior are aatched with a pattern t.a.t shows 
noraal give-and-take. 

I 

4. Patterns of atteaptlng to control others in relationships:
(1) rigidly controlling (5) could aasily be eantrolled. 

5. roatility between couple:
(1) very heatile (5) very little hoetUity 

6. High aelf-eateea as a wonan: 
(1) low aalfsateen (5) bigb aelf-eateen 

7. passivt vs. active style of obtaining wantai 
(1) would wait for help (5) -ctid go "all out" to get her needs aet. 

(l)^^eMlt^^^'(3) aware of expreaaed needs (5) sware of expreaaed 
and unexpreaaed needa. 

5. Parcner'a response to discussion of pain in childbirth graded as In item 1. 

10. Affection between couplet 
(1) ainlaal (5) intense 

11. Patterns of taking help:
(1) no acceptance (5) accepts help easUy 

12. Coadort with adult role: 
(1) childish (5) clearly enjoying adult role 

13. Patteme of self-Insight: 
(1) no insight (5)'•ST insightful 

Score- Average iteas 1 through 4t then average iteM 5-13- :»ext find the ave^e 
of theee two nuabera, and that Is the total score on the Interview section. 
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Tatal Sesrin/ of !7S?ST 

Faally MdlcAl 

History Hlaterjr 

■cor« •eor« sfl 

^hitrltisn 
Co Hiatory History 
•csr* z2 ■cor* 

Haslth 

Socisl tocos of 
History Control 

seor*■cor* s 

3Irth 
tif* Counsalor 
3tr**s Int«r*i** 
■cor* 3*1i«f* 

■cor* s4 

Sy piscine •seh ■•etion'* scor* in its o*n ■•etien snd wiltiplyine by th* corroet 
miab*r on* csn obtain an o**r«ll seor* on ttas tool on a seal* of 1 to 100i 

ri#dimi History - -- -- -- -- -- -- seor* i8 » 

jjutrition History - -- -- -- -- -- - acor* xl • 

Lecas of Control ----------- - acor* zl ■ 

3* liafa Basad on Intarriaw ------- acor* z4 ■ 

tifa Str*aa - -- -- -- -- -- -- -- acor* zl ■ 

Social History ------------ - acor* z2 -

Ob History -------------- - acor* z2 ■ 

7*ily Madical History -------- - acor* zl ■ 
total acor*I 
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Th# tot*l icert of 1 - 100 can b« canvtrted back to a 1 - 5 acal# la the 
foxlowlag aaaner: 

05 - 100 -5 

70 - 05 -4 

50 - 70 -3 

30 - 50 -2 

20 - 30 -1 

Group five will b« « prtdietion oC an antlraly noraal 

dalirary azpoctad with no naod for intarrontlon. Group four 

is a prodiction for a probabls nomal dslivary with possibla 

nawd for niner psyeholosieal and/or miner Mdical intarrantion 

such as an spisiotoay. Croup thraa is an azpectation of an 

unpradietabla outooaa which aifbt roquira aore sophistieatad 

aquipaant such as ozygan, but would ba safaly parforaad in an 

altamatira birth cantar. Croup tm^. is a pradiction of a coaplicatad 

dalirary which would naad aajor aadical tachnology only arailabla 

in a hospital. 2£SH£ one would pradict a lifa-thraatanlng cir-

cuastanca for aithar aothar or infant obriously requiring a 

aultituda of tachnological and aadical intarrantions. 



APPENDIX C 

ADDITIONAL DOCUMENTS 
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Medical Risk Factors 

\ol Present in This Population 

High Risk Prenatal Factors 

1. CARDIOVASCrL.\R AND RENAL 

Toxemia 

Hypertension 
Renal disease 

Heart disease 

II METABOLIC 

Diabetes 

Presious endocrine ablation 

Thyroid disease, uncontrolled 

III. PREVIOUS HISTORIES 

Previous fetal exchange transfusion for Rh 
Previous cesarean section 

IV. ANATOMIC ABNORMALITIES 

Uterine-malformation 

Incomplete cervix 
Abnormal fetal position 
Polyhydramnios 

\'. MISCELLANEOUS 

Multiple pregnancy 
Sickle cell disease 

Rh sensitization onlv 
Positive serologs 
Sesere anemia (9 gm. Hgb) 
Excessive use of drugs 
Pulmonarv disease, moderate to sesere 
Alcohol (moderate) 

Aaive bacterial infection 

Non-reactive non-stress test 
Positive Oxvtocin Challenge Test 

Source: reprinted with permission from Peterson, G. (1983). 
Birthing normally. Berkeley, California: Kindbody Press. 
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PAInSL of experts 

Anderson, Betty, CNI^i, AI^ - FNC, is employed at a rural 
health clinic in Tennessee, Her area of special interest 
is obstetrics. 

Camp, Beverly Deane, RN, BSN, CNM, is currently practic 
ing well woman care in Mississippi. Her areas of special 
interest include wholistic care and home birth. 

Chapman, Linda, BA, MSN, is employed as a clinical ma 
ternal-child specialist in Tennessee. She is particularly 
interested in parent education and care of the neonate. 

Cargill, Karyl, RN, CNM, is working in private practice 
with an MD in Tennessee. She provides prenatal, intrapartum, 
post partum and gynecological care for her patients. 

Chambers, Nina, AD, CNP, is working as a nurse practi 
tioner in family planning and prenatal clinics in rural 
Tennessee. 

Coleman, J. Tiffany, BA, CNM, RN, Masters in Public Health, 
is employed as a midwife in a military hospital in Hawaii. 
Her areas of special interest are nutrition and exercise. 

Colla, Judith, RN, MPH, CNM, is employed in a private 
OB/GYN practice and is a preceptor on the faculty at the Uni 
versity of Pennsylvania. 

Davenport, Mary L., MD, FACOG, is in private practice in 
California and also serves as an Assistant Clinical Professor 
at the University of California, San Francisco. Her areas 
of special interest are prenatal and perinatal psychology. 

Diez d'Aux, Robert C., BA, MS, MD, is working in family 
practice in rural Tennessee. His areas of special interv-?st 
include childbirth and child care. 

Gehrke, Roberta F., RN, CiT.:, SCN, in England and Wales, 
works in family services in California. She is interested 
in the full scope of midwifery care 

Goans, Ronald E., BS, MS, PhD, MD, is practicing obstetrics 
and gynecology in Washington, D. C. His special areas of J)ro-
fessional interests are ultrasound, radiation physics and med 
ical instrumentation, and he has published 22 articles in med 
icine, radiation/health physics and ultrasound. 

Graf, Linda A., RNC, CNM, MSN, runs an independent home 
birth practice in Illinois which includes family planning and 
well-woman gynecology. She is particularly interested in pre 
natal risk screening as it relates to home birth clients. 
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Panel of experts continued 

Haynes, Ginger Breedlow, BSN, CM, has a home birth practice 
in Kansas as well as working in a freestanding alternative 
birth center. Her primary interest is in advocating freedom 
of choice based on a knowledge of alternatives. 

Henry, Kathleen, BA, MSN, FNPj is employed as an RN on a 
medical-surgical floor of a hospital in Tennessee. She is 
especially interested in family-centered prenatal care and 
midwifery. 

Huerta, Lisa Ross, State Certified Midwife in England and 
Wales, CNM, BSN, is particularly interested in low-risk, woman-
centered maternity care. She is currently director of clinical 
services at a freestanding birth center in Tennessee. 

Jessup, Debby, BS, MS, MA, CNM, is working as a midwife in 
Montana. Her special areas of interest are teenage pregnancy, 
maternal nutrition, and sexuality during pregnancy. 

Kelsey, Mary Lou, BSN, RN, MSN, CNM, has an active private 
practice of midwifery in Alaska. She is primarily interested 
in the promotion of the nurse-midwifery profession and in see 
ing midwifery practice intersected within a family practice 
setting. 

Laurence, Jennifer, BA, MD, is currently a resident in OB/ 
GYN in a hospital in Washington D. C. 

Marchesi, Wendy, BA, AAS, CNM, has a home birth practice in 
Maryland. She is primarily interested in holistic modes of pre 
natal care, labor and delivery care, and gynecological care. 

Laird, John, MD, is currently in general practice in North 
Carolina. His areas of special interest include preventive 
medicine and out-of-hospital births. 

Mehl, Lewis, MD, PhD, is a practicing physician and a re-
seacher from California. He is currently involved in the prac 
tice of behavioral medicine. His publications include numerous 
articles and three books. 

McGinnis, Doris G., BSN, RN, MSN, is an instructor at a col 
lege of nursing in Delaware. She is on the board of a birth 
center and is interested in legislation for protecting nurses 
in high-risk areas. Her masters thesis focused on sexuality 
during pregnancy and she has also published a module on listen 
ing for feelings. 
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McNutt, Nona L., RN, CNM, is working at a home birth service 
in Maryland. She is expecially interested in maternal nutrition 
and has published an article on empathy in Obstetrics and Gyne-
cology. 

Moore, Louanne Paucher, BSN, MSN (FNC), is working as a fa 
culty member in a BSN program in Tennessee and is the coordi 
nator for primary health care nursing courses. Her areas of 
special interests are OB/GYN/Neonatal nursing and well children. 

Nicholl, Joyce, BSN, MED, MSN, is a nurse practitioner in 
private practice with an MD in Tennessee. She is particularly 
interested in BIS, menopause, infertility, liability, and 
malpractice. She has published two articles concerning prac 
ticing in a rural setting in The Nurse Practitioner. 

Ousley, Emily P., RN, BSN, CNI.':, is a nurse midwife living 
in North Carolina who assisted in the development of a free 
standing birthing center. 

Pendergrass, Linda H., BSN, Masters in Health Education, is 
working as a nurse clinician and co-ordinator in Tennessee. 
Her special areas of interests are infertility and diabetes. 

Searles, Wanda K., RN, CNM, is working as a midwife in rural 
Tennessee. She is particularly interested in holistic health 
in obstretical care. 

Shealy, C. Norman, MD, PhD, FACS, is the director of a pain 
and health rehabilitation institute in Michigan. His primary 
interests are pain, stress and holistic medicine and he is the 
author of 170 publications which includes eight books. 

Shoffner, Dava, MS, MSN, PhD candidate, is an Assistant Pro 
fessor at the University of Tennessee, College of Nursing. She 
is particularly interested in prenatal supervision, parent-child 
relations and labor and delivery. 

Thomas, Lutrica, AAS, NP, CN^i, is a family nurse practition 
er from Tennessee. Her areas of special interest are legisla 
tive issues and history. 

Verny, Thomas, MD, D Psych, FRCP (c), is a practicing psychi 
atrist in Canada. Dr. Vemy is the author of two books and num 
erous scientific publications which have been published in se 
venteen countries. His area of special interest is prenatal 
and perinatal psychology. 
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Panel of experts continued 

VJike, Kathy, RN, CM, is working as a staff midwife at a 
birthing center in rural Tennessee. 

Wolfson, Iris, BS, CM, currently practices in Pennsylvania, 
has served on the clinical faculty at NYU, and has published 
a chapter on touch in an edited book. 
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ThanJt-you for serving as an expert judge in establishing 

the content validity of the Holistic Prenatal Surity Risk 

Screening Tool. I aa grateful for your invaluable assistance 

in helping ne coaplete ay thesis project. 

Please coaplete the attached Expert Judges' Credentials 

Perm. 

The purpose of ay study is the development of a clinically 

usable holistic risk screening tool to judge potential birth 

risk. The attached tool was developed on the basis of work 

done by Lewis Mehl and Gayle Peterson. This work is outlined 

in their books Pregnancy as Healing. Volumes i and II. 

Your contribution to this study is to serve as an expert 

judge to help evaluate the content validity of this revised 

tool. Your clinical experience and judgeaent can serve as a 

valuable resource in the development of this tool prior to 

huaan testing. 

Please proceed through each section of the tool and grade 

each section on the attached Panel of Experts Fora. Please 

put an (X) beside any itsas in the tool which you feel should 

be deleted and circle any iteas which you feel are unclear. 

Peel Aree to add any coaaents. any additional iteas. or sug 

gestions under the coaaents section.Once you have coapleted 

each section please rate the entire tool and add overall coa 

aents on the fora. 

Place the tool, the credentials fora. and the attached 

panel of experts' fora in the enclosed staaped envelope and 

place in the sail. Please retuxn this within l^^ days. 

Thank-you again for your assistance. 
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Ex-pert Judges' Credentials 

Name I 

Nature of Current Professional Practicei 

Arartemie Hegrees ard Credentials« (Abbreviations are acceptable.) 

puhlieationst 

Areag of S-peelal Professional Interesti 

_____ Check here if you would like a brief synopsis of the 

results of this study upon its completion. 
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Panpl of Ex-perts Form 

Outcome - please grade each section of the scale from 1 (no 

valid relation to birth outcome to 5 (very valid relationship 

to birth outcome) 

Scoring - please grade each section of the scale from 1 (scoring 

has major flaws which make this section invlaid) to 5 (scoring 
is very valid) 

Usefulness - please grade each section of the scale from 1 

(clinically unusable) to 5 (clinically usable in most situa 

tions) 

Modieal History Form 

Outcome ^ f n U S
Scoring } I ? ^ 5 
Usefulness 1 2 J j 

rnmmgntsI 

Nutrition History Form 

Outcome ^ ? 5 k e 
Scoring ^ i i l \ 
Usefulness 1 2 3 ^ 5 

fiaSBSDlS' 

gj/trial Hiatorv Form 

Outcome 1 2 3 5
Scoring I I t {
Usefulness 1 2 3 ^ -^ 

Conaents 
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2 

Obstetrical History Form 

Outcome 1 

Scoring 1 

Usefulness 1 

2 

2 

2 

3 
3 
3 

4 

4 

4 

5 
5 
5 

Comments» 

Life-Change and Environmental-Stress Evaluation 

Outcome 

Scoring 
Usefulness 

1 

1 

1 

2 

2 

2 

3 
3 
3 

4 

4 

4 

5 
5 
5 

Commgntsi 

Health Locus of Control 

Outcome 

Scoring 
Usefulness 

1 

1 

1 

2 

2 

2 

3 
3 
3 

4 

4 
4 

5 
5 
5 

Commentsi 

Birth Counselor Interview Questions 

2Outcome 1 

Scoring 1 2 

Usefulness 1 2 

3 
3 
3 

4 

4 

4 

5 
5 
5 

Comentgi 

Overall Tool 

Outcome 

Scoring 
Usefulness 

1 
1 

1 

2 

2 

2 

3 
3 
3 

4 

4 
4 

5 
5 
5 
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Comments« 

Please comment on any areas of the tooli 
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vanderbilt unmversity 
Tiki'woMi (6l5> )22^"5l!Nashville Tennessee j'jao 

Htmlth Ctrt Ktt—nh Pmjta•Zcboci of Ntriitf• DirrctfhotJ33-23X 

Dear Colleague: 

Thank you for your interest in our Health Locus of Control Scales. 
Please excuse this fore response, but we have so many inquiries requiring 
similar replies that we have found this to be an efficient means of dis 
seminating information. 

You have our permission to utilise the scales in any health related 
[.esearch you are doing. Our only request is that you keep us informed 
of any results you obtain using the scales. In that way we hope to 
continue to serve as a clearinghouse for information about the scales. 

Ue recomend using the more recently developed Multidimensional Health 
Locus of Control Scales (Health Education Monographs, 6, Spring, 1978, 
pp. 160-170) over the earlier, unidimensional HLC Scale (Journal of Consulting 
and Clinical Psychology, 1976, 580-585), since the newer measures are 
psychometrically superior and potentially more useful. 

If you wish to be added to our mailing list or want us to send you 
additional material, please complete the enclosed interest questionnaire. 
He hope to periodically send additional material related to use of these 
scales as it becomes available. 

If you have more specific questions, don't hesitate to contact us. 
Please rMember to it-i* us information on any use you make of our scales. 
He have included a usage questionnaire to facilitate your doing so. He 
look forward to hearing from you. 

Sincerely, 

yd ^ f ' InMiL. 
/ 

Barbara Strudler Hallston, Ph.D 
Professor of Psychology 

Kenneth A. Hallston, Ph.D. 
Professor of Psychology 

in Nursing George Peabody College 
of Vanderbilt UniversitySchool at Nursing 

Nashville, IN 37203Vanderbilt University 
(615) 322-8220Nashville, IN 37240 

(615) 322-2813 
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187Mindbody Press 

3 November 19B5 

Mary Jane Harlan 
1900 Maplewood Drive 

Knoxville, Tn 37920 

Dear Ms. Harlan: 

You have our pemussior to reprint any material you need for 
your thesis from the publications of Mindbody Press by Lewis 
Kehl and Gayle Peterson. 

Best wishes, 

Lewis Mehl, MD, PhD 

LM:I 

i749 Vme Srreef 2555 LeConfe 
Berkeley. CA 94703 (4I5> 644-8242 Berkeley.CA 94709 

J 
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VITA 

Mary Jane Spence Harlan was bom in Knoxville, Ten 

nessee. She attended elementary school in Dundee, New York, 

and was graduated from Dundee Central School in 1966. She 

received a Bachelor of Science degree with a major in Zool 

ogy from the University of Tennessee Knoxville in 1970. 

Subsequent to twelve years in the work force she 

entered the Graduate School of the University of Tennessee 

and received a Masters of Science in Nursing degree with a 

specialisation in parental-child nursing in 1985. 


