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Abstract
Title: The Association Between Physical and Sexual Abuse and Use of
Intrapartum Epidural Anesthesia
Author: Kristin F, Lutz
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Mary Ann Curry, RN, DNSc, FAAN

This retrospective, correlational study is a secondary data analysis of a prospective
study of 1400 pregnant women who attended prenatal care clinics in the Portland
metropolitan area. The current study explored the association between physical and
sexual abuse and the use of epidural anesthesia use, and analyzed the effects of
sociodemographic variables on that association.

Study participants were interviewed twice during their pregnancy. Time one was
as close to the initial prenatal visit as possible, and time two always occurred between the
24th and 28th week of pregnancy. Data collection instruments included an initial
demographic form, the Prenatal Psychosocial Profile (PPP), and three questions from the
Abuse Assessment Screen (AAS). Outcome data were retrieved from medical records,
Sociodemographic variables examined include age, race, marital status, and parity, all of
which have been described in the literature as having an effect on epidural use. Abuse was
measured in four ways: a) history of physical abuse in the year prior to pregnancy; b)
physical abuse during pregnancy; c) sexual abuse in the year prior to pregnancy, and d)
stress related to current physical, emotional, and/or sexual abuse. Statistical analyses

included #-tests, chi-square analysis, and stepwise multiple regression.
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In this primarily Caucasian, high-school educated, partnered sample of 1129
women; 274 (24.9 %) participants reported physical abuse in the last year. Physical abuse
since pregnancy was reported by 112 women (10.2 %). Fifty-three women (4.8 %)
reported experiencing forced sexual activity in the past year. Sexual or physical abuse was
experienced by 288 women (26.2 %). As measured by the PPP, stress related to current
abuse was reported by 155 women (13.8 %) at time one, and by 44 women (8.0 %) at
time two. Epidural anesthesia was used in the labors of 601 women (53.2 %).
Statistically significant associations were found between women’s report of physical abuse
in the past year (x° = 6.626, df = 1, p <0.01), physical or sexual abuse in the past year (y*
=4.847, df = 1, p < 0.05), and physical abuse since pregnancy (x> = 5.497, df = 1, p<
0.05), and epidural anesthesia use intrapartally. Multiple regression analysis used a model
incorporating the independent variables of site, race, parity, physical or sexual abuse in the
last year, and physical abuse in pregnancy with the dependent variable of epidural
anesthesia use. In a model combining all sites, multiparity (p < 0.0000) and clinic Site
Two (p < 0.0001) had a significant negative association with epidural use. In two
separate models, main effects for abuse (physical/ sexual abuse in last year [p < 0.05])
were only found at Site Two, for the other clinic sites, multiparity (p < 0.001) and Affican
American race (p < 0.03) were more significantly negatively associated with epidural use.

Several limitations to the generalizability of these results can be identified. First,
except for the assessment for stress related to current abuse, abuse assessment was
conducted at only one time. Second, assessment was done by a research assistant who

was most likely, unknown to the study participants. Both of these may result in



underreporting of actual abuse prevalence as previously described. Another limitation of
this study is the lack of specific information on where the women delivered and who
assisted with their delivery, as well as the inability to discern whose decision it was to use
epidural anesthesia--the patient’s, care provider’s, or nurse’s. Finally, although there were
significant variations in abuse prevalence among ethnic groups, the small subsample sizes
of the Native American, Asian, Hispanic, and other women make generalization difficult.

Abuse affects numerous women in multiple ways, influencing their experiences,
perceptions, and choices. Nurses and other health care providers must understand the
dynamics of the abusive relationship and the myriad effects it has on women to provide
compassionate, individualized patient care. Understanding the effects of an epidural on
childbirth, combined with an awareness of why abused women may or may not desire an
epidural is important to the battered woman and her health care providers. Through this,
better patient education, improved nursing care, and an increased sensitivity to women’s
needs in childbirth can be accomplished. In addition, this descriptive research study may
provide useful information for further development and nursing research in the broad area
of woman abuse as well as in the specific area of the relationship between abuse

experience and its relationship to women’s pregnancy and birth experiences.
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Abuse and Epidural Anesthesia 1

CHAPTER ONE

Numerous women are subjected to physical or sexual abuse by their intimate male
partner--estimates of woman abuse occurrence in the United States range from one to 12
million incidents each year (Bohn, 1990). A patriarchal society that devalues and
objectifies women, minimizes their power, and views them as property supports and
promotes violence against women (Sampselle, 1991; Sampselle, Bernhard, Kerr, Opie,
Perley, & Pitzer, 1992). The relationship between woman abuse and pregnancy was first
described by Gelles (1975) during a study of domestic abuse incidence between spouses.
Before that time, abuse and pregnancy were either not conceptualized as being related or
else abuse was considered private “family business.” Most likely, however, is a
combination of both of these reasons. Physical abuse is common during pregnancy.
Between eight and 36 percent of pregnant women are victims of some form of physical
abuse during pregnancy (Bullock, McFarlane, Bateman, & Miller, 1989; Campbell, Oliver,
& Bullock, 1993; Helton, McFarlane, & Anderson, 1987a; 1987b; O’Campo, Gielen,
Faden, & Kass, 1994, Parker, 1993, Parker, McFarlane, Soeken, Torres, & Campbell,
1993).

Women who are physically or sexually abused are affected by the abuse in many
ways. In addition to the physical injuries and trauma, these women often experience social
isolation, emotional trauma, and fear. The experience of abuse is something that shapes
perceptions of and responses to their environment and experiences. Therefore, it is likely
that a history of abuse will also affect the experiences and choices associated with

pregnancy and childbirth.
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Many facets of abuse and pregnancy have been examined. Previous nursing
research has focused on the occurrence of abuse during pregnancy, women’s perceptions
of reasons for abuse, and compared abuse incidence, prevalence, and severity with
pregnancy outcomes (i.e., the incidence of low birthweight and preterm birth) in various
groups of pregnant women (Bohn, 1990; Bullock & McFarlane, 1989; Bullock et al ,
1989; Campbell et al., 1993; Gelles, 1975; 1988, Helton et al., 1987a; 1987b;, O’Campo et
al, 1994). Recently, the effects of childhood sexual abuse on women’s birth experience
have begun to be explored and described (Heritage, 1995; Rhodes & Hutchinson, 1994;
Rose, 1992). In contrast, research on the effects of current sexual and physical abuse on
women’s childbirth experiences has been neglected. A review of the literature did not
reveal any published research that examined with the relationship between a woman’s
experience of physical or sexual abuse and the experience of childbearing. Previous
experience as a volunteer in domestic violence shelters for abused women, combined with
clinical experience as a nurse educator in an outpatient women’s center and as an
emergency room nurse has led this researcher to question the effect of abuse on women’s
decision making with regard to health care choices.

This retrospective, correlational study examined the relationship between a
woman’s experience of physical or sexual abuse in the year prior to or during pregnancy
and the use of epidural anesthesia in labor. These women were compared to women
classified as nonabused and their use of epidural anesthesia in labor. Although childhood
sexual abuse, emotional and verbal abuse are all serious forms of abuse, their relationship

to women’s use of epidural intrapartum anesthesia was not explored.
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CHAPTER TWO

The purpose of this chapter is to review pertinent literature on woman abuse and
intrapartum epidural anesthesia use, to summarize findings of previous research, identify
significant gaps, and provide a foundation for the research questions examined in this
study. The topics included in the abuse literature will include incidence, effects of abuse
on pregnancy outcomes, correlates of abuse, and severity and frequency of abuse in
pregnancy. Topics covered in the epidural anesthesia literature will include adverse
physical and emotional effects and correlates of intrapartum epidural anesthesia use. In
addition, the conceptual framework, Landenburger’s process of entrapment in and
recovery from an abusive relationship, will be described (1989, 1993).

Review of Literature

Incidence of Abuse Among Women

The incidence of intimate violence against women is a relative enigma. Itis a
crime that often goes unreported. Reluctance of women to report abuse may be due to
fear of social recriminations, lack of law enforcement support, economic dependence on

the abuser or numerous other factors. In addition, inadequate assessment for woman

3

abuse by health care providers combined with the use of flawed screening instruments also

contributes to the underreporting of woman abuse (Koss, Heise, & Russo, 1994;
McFarlane, Parker, Soeken, & Bullock, 1992; Sampselle, Bernhard, et al., 1992). Ina
retrospective study of women seeking primary care (n = 793), researchers found that 8.2
percent (one out of twelve women) identified themselves as victims of physical abuse by

interview questions from the Abuse Assessment Screen (AAS). Women who were
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physically abused tended to be older and described their marital status as never married or
other (i.e., divorced or separated). There were no statistically significant differences in
racial or ethnic group between women who were battered and those who were not
(Bullock et al., 1989).

The true incidence of domestic violence occurring during pregnancy is also
unknown. Prospective and retrospective studies indicate that eight to 34 percent of
pregnant women are battered during pregnancy. Of battered women, 40-100 percent
report continued abuse during pregnancy (Bohn, 1990; Bullock et al., 1989, Campbell et
al., 1993; Drake, 1982; Helton et al., 1987a; McFarlane, 1989; O’Campo et al., 1994,
Walker, 1984).

In a descriptive study of a national probability sample of 6002 households, the
rates of violence in homes with pregnant women and homes without pregnant women
were compared (Gelles, 1988). Pregnant women had a 23.8 percent greater risk of minor
violence (i.e., pushing, shoving, and slapping), a 60.6 percent risk of severe violence (e,
kicking, hitting, and using a weapon), and a 35.6 percent higher risk for any form of
violence when compared with non-pregnant women. Risk of violence was higher for
pregnant than non-pregnant women. However, when pregnancy and age were controlled,
no statistically significant relationship was found. Although not statistically significant,
this association has clinical significance. Data collection methods (phone interviews of
both males and females), use of the Conflicts Tactics Scale (CTS) and researcher bias may

have affected the validity of the data.
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Helton et al. (1987a; 1987b), conducted a study of pregnant women at private and
public prenatal clinics. Using a 19 item questionnaire (that incorporated the AAS) in an
interview format, eight percent of the 290 women reported abuse during their pregnancy,
while another 15 percent reported battering before their current pregnancy. No
differences in the demographic variables of race, ethnicity, age, employment status, marital
status, or level of education were found between women who were and those who were
not abused. Of those women physically abused during pregnancy, 87.5 percent had
experienced violence prior to pregnancy. Therefore, previous abuse was predictive of
abuse during pregnancy. Twenty-nine percent of the women reported the abuse had
increased after they had become pregnant. One-third of those battered during pregnancy
sought medical care for injuries; however, none of the women reporting abuse had been
identified as battered in medical records by their health care providers, nor had any of the
women been provided with resource information for victims of abuse.

In a stratified, prospective, cohort analysis of 691 pregnant, low-income Hispanic,
African-American, and white women, McFarlane et al. (1992), found a 17 percent rate of
physical or sexual abuse prevalence during pregnancy. These women had been assessed
using the Abuse Assessment Screen (AAS), the Conflict Tactics Scale (CTS), the Index
of Spouse Abuse (ISA) and the Danger Assessment Screen (DAS) at a point in each
trimester of pregnancy. Recurrent abuse was common, with greater than 60 percent of the
abused women reporting two or more episodes of abuse during pregnancy. In contrast to
the findings of previous studies (Helton et al., 1987a, 1987b), this study found significant

differences in abuse frequency, severity, and homicide risk between racial/ethnic groups.
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Abuse frequency, severity, and homicide risk were significantly worse for white women
compared to African American and Hispanic women. Abused women were twice as likely
to enter prenatal care during the third trimester. Although the abuse prevalence was
higher than other studies with pregnant women, reassessment for abuse in each trimester
may have uncovered abuse that was not reported in the first interview or that started later
in the pregnancy. Further, assessment for abuse via interview by a health care provider
known to the woman may also have facilitated disclosure of abuse.

In a secondary analysis of survey data from 940 antenatal patients in private CNM
and MD practices, Sampselle, Petersen, Murtland, and Qakley (1992), described the
prevalence of past and current abuse of pregnant patients. The researchers used two items
on a written questionnaire to assess for past or current abuse. Participants were asked,
“Have you ever been physically, emotionally, or sexually abused or mistreated?” And,
“Are you currently being abused or mistreated in any of these ways?” Of the women
answering the first question, 9.7 percent reported a history of sexual, physical, or
emotional abuse. Six of the women did not answer that question. Eight women (0.9
percent) reported current abuse, while two did not answer the question. Current abuse
was more prevalent among lower income and less educated women. A positive history of
abuse was associated with lower educational levels for women. Lower prevalence rates
may be related to the use of a written questionnaire versus a verbal interview as supported
by previous research (McFarlane, Cristoffel, Bateman, Miller, & Bullock, 1991). In
addition, the grouping together of physical, sexual, and emotional abuse limits the

descriptions of specific forms of abuse.
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The reported incidence and prevalence rates of abuse among pregnant and non-
pregnant women are varied. Significantly, these rates may be different due to various
methods of assessment for abuse. Use of a written questionnaire instead of a verbal
assessment; interviews by an unknown person/researcher versus a known health care
provider with an established relationship; use of an untested assessment instrument instead
of a sound, valid and reliable assessment; and a single versus repeated assessment for
abuse may all result in falsely low rates of abuse (McFarlane et al., 1991 ). It is, therefore,
often difficult to compare prevalence among studies with any reasonable confidence.
What is known, is that violence affects women of all races from all socioeconomic classes.
In addition, researchers often fail to utilize a standard definition of abuse or to explicate
their methods of abuse assessment and often use abuse terminology interchangeably.

Pregnancy Outcomes Associated with Abuse

Several studies dealing with pregnancy and abuse have focused on pregnancy
outcomes. In a retrospective study on the relationship between physical abuse and low
birthweight outcomes, Bullock and McFarlane (1989) interviewed a sample of 589
women. Battering was defined as physical assault by a woman’s male partner, either
during or before pregnancy within the current relationship. Four undescribed questions
assessed the women’s history of battering, presence of verbal abuse, and threats of
physical abuse. A positive response to any of the four questions classified the participant
as abused. Of the sample, 20.4 percent had been battered either before or during
pregnancy. A statistically significant correlation was found between battering and low

birthweight (LBW), when a stepwise partial correlation was conducted (controlling
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separately and simultaneously for the variables of race, smoking, alcohol consumption,
prenatal care, prior abortions, maternal complications, and specific hospitals). Overall,
women who were battered were two times more likely to give birth to LBW infants. In
private hospitals, battered women were four times more likely to have LBW infants. No
statistically significant difference was found between abuse during pregnancy and LBW for
women at public hospitals, however, battered women in both settings delivered more
premature LBW infants. An important limitation of this study is the lack of description of
the specific abuse assessment questions.

Lia-Hoagberg, Knoll, Swaney, Carlson, and Mullett (1988) conducted a
retrospective study to determine differences in psychosocial and medical risk factors
among 65 matched pairs of low-income women with LBW infants and normal birth weight
(NBW) infants. Data collection included a retrospective record review using a 40 ‘item
psychosocial assessment instrument developed by the investigators and categorization of
eight risk factors related to low birthweight (LBW) in the population (age less than 20,
education less than 12 years, out-of-wedlock pregnancy, age less than 18 at first
pregnancy, underweight at conception, cigarette smoking during pregnancy, history of
previous LBW infant, and spacing since last pregnancy less than 6 or 12 months). An
analysis of the 40 psychosocial factors indicated that only hospitalization and street drug
use during pregnancy were significantly related to LBW. Emotional abuse was
experienced by approximately 20 percent of women in both groups, while ten percent of
the women described physical abuse by family members or the father of the baby.

However, neither emotional nor physical abuse were significantly related to LBW.
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In a prospective study of 358 predominantly African-American, low-income

women, O’Campo et al. (1994), found that 65 percent had experienced verbal or physical

9

abuse during pregnancy as categorized by an interview using the CTS. Twenty percent of

the women experienced moderate or severe violence during their pregnancy. Moderate
violence included the following acts: “throw something at you,” “push, grab, or shove

you” or “slap you.” It also may have included the experience of negative verbal

interaction. Severe violence included the following: “kick, bite, or hit you with a fist,” “hit

or try to hit you with something;” or “use a knife or fire a gun.” Women who experienced

severe violence may also have experienced moderate violence and/or negative verbal
interactions (p. 32). Perpetrators of the abuse were primarily male partners;, however,
family and friends had also abused some of the women. No relationship between abuse
(physical or verbal) and low birthweight or preterm birth was found. In addition, abuse
trajectory information, and information about severity of abuse at individual battering
episodes was not collected.

Schei, Samuelsen, and Bakketeig (1991), examined the relationship between
women living in a physically abusive relationship and adverse outcome of pregnancy in a
retrospective, cohort study by interviewing a sample of 180 women. The abuse
assessment questions were not described. The 36 battered women reported a higher
incidence of spontaneous abortions and LBW infants. Of all women with completed
pregnancies, 27 percent reported being battered. The mean birth weight of women who
experienced abuse during pregnancy was 3219 g compared with 3482 g for women who

were not abused in pregnancy. The complications of preeclampsia, hemorrhage,
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premature labor, and hospital admission and the proportion of LBW were more common
among women abused during pregnancy, but the differences were not statistically
significant. Education, primiparity, and addiction history had a statistically significant
influence on infant birth weight. Violence during pregnancy had an impact close to
statistical significance. When educational level, history of addiction, primiparity, and
violence during pregnancy were controlled for in a regression model incorporating those
variables, currently living in a physically abusive relationship had no significant impact on
infant birth weight. Information on smoking during pregnancy, which may also negatively
affect pregnancy outcomes, was not collected.

In another prospective study, researchers conducted interviews with 364 low-
income women to examine the impact of violence on birth outcomes (Dye, Tolliver, Lee,
& Kenney, 1995). Results from the structured interviews then were compared with
perinatal records, birth and death information. Abuse was assessed for with two
questions. The first, “Since you were pregnant, were you involved in a physical fight?”
Secondly, “Since you were pregnant did someone physically hurt you?” A positive answer
to either question, or a clinician’s documentation of abuse in a participant’s chart classified
the participant as abused. In this sample, 15.9 percent of the women were abused during
pregnancy. Teenagers, women whose partners were teenagers, and primigravidas were
more likely to be abused during pregnancy. Abused women were more likely to smoke
and use alcohol during their pregnancy. Women involved in violence during pregnancy
were more likely to have had fetal distress or fetal death than other women. No significant

differences were found in the incidence of LBW and preterm delivery, although the mean
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birthweight was 165 g less in abused women, and this was statistically significant. Infants
born to women who were abused in pregnancy were significantly more likely to not be to
be discharged from the hospital when their mothers were.

To determine the incidence of physical and sexual abuse in a sample of pregnant
women and the effect of abuse on pregnancy, Parker, McFarlane, and Soeken (1994)
studied 1203 low-income women. Using the AAS, ISA, and DAS at their first prenatal
visit, 24 percent (293 women) reported physical or sexual abuse within the past year,
During interviews later in pregnancy, five percent of the nonabused women reported abuse
that began in the second or third trimester. The incidence rate for abuse during pregnancy
was established as 20.6 percent for teens and 14.2 percent for adults. Overall, abused
women entered prenatal care later in the pregnancy than nonabused women, Adult
women scored higher on the severity of physical and non-physical abuse using the ISA.
Of the sample, 9.5 percent delivered an infant weighing less than 2500 g. Abuse during
pregnancy was a significant risk factor for LBW and numerous maternal complications
(low weight gain, infections, anemia, smoking, and alcohol or drug use). In this study,
since almost all the participants were low income, the effects of poverty were controlled.

In a review of the research on abuse of pregnant women and adverse birth
outcomes, Newberger, Barkan, Lieberman, McCormick, Yllo, Gary, and Schecter (1992)
describe numerous methodological problems. Small sample sizes and nonrandom
sampling techniques used in studies have limited the generalizability of research findings.
There have been limited descriptions of actual abuse incurred by women and of the

interventions provided for their injuries. There has been a lack of corroboration with
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infant findings, multiple confounding variables, and possible recall bias with retrospective
designs. Inadequate validity and reliability of study instruments and potential statistical
error due to inadequate power are limitations. However, the limited funding of research
on abuse has prevented the institution of large scale studies. Recommendations of the
authors include interviewing women to assess for abuse, and linking medical services to
those services provided by the battered women’s movement.

Overall, research suggests that there is an increase in maternal, fetal, and neonatal
morbidity for women who are physically abused in pregnancy. The research findings of
several studies, however, fail to show a significant association between abuse and LBW
infants among women of low socioeconomic status (Bullock & McFarlane, 1989, Dye et
al., 1995; Lia-Hoagberg, et al., 1988; O’Campo et al., 1994). Those findings support the
idea that women of low socioeconomic status who are abused may have multiple
intervening variables (i.e., sociodemographic or psychosocial variables) that may have a
stronger effect on pregnancy outcomes. Research suggests that women who are abused in
pregnancy give birth to lower weight infants, and more LBW infants than do comparable
women who are not abused (Bullock & McFarlane, 1989; Dye et al., 1995 , Parker et al.,
1994). Numerous maternal and fetal complications have been found more frequently in
abused women. Since these complications have not been consistently found, measured, or
defined, further analysis is warranted.

Correlates of Abuse

Research has been conducted to examine psychosocial and sociodemographic

factors that may be correlated with abuse. In her 1984 research, Walker studied a sample
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of 400 self-identified battered women who lived in a six state region with the broad
purpose of learning about domestic violence from the battered woman’s perspective. A
woman was considered eligible to participate if she reported that she was battered at least
two times by a male partner. Physical abuse was defined as any form of a coercive
physical act with or without resultant injury. The majority of the sample were white,
married or living with the batterer, with a mean age of 32.2 years. Almost half of the
participants were unemployed and forty percent had some college education. Data
collection included interviews, use of a 200 page questionnaire, and the Center for
Epidemiological Studies-Depression Scale (CES-D), Locus of Control Scale, and The
Attitude Toward Women Scale. For this sample, the violence always escalated in séverity
and frequency over time. Battered women held attitudes toward women’s roles that were
more liberal than most of the population. Two-thirds of the battered women, four-fifths of
batterers, and one-quarter of nonbatterers, witnessed battering in their childhood homes.
One-half of the battered women reported being sexually molested or abused as children.
Overall, women in this sample were at high risk to be battered during pregnancy. Non-
random sampling limits the generalizability of the study findings.

Campbell, Poland, Waller, and Ager (1992), conducted research with a
convenience sample of 488 low-income women in an effort to describe the factors that
correlated with violence in pregnancy. Fifty-six (11.2 percent) of the women reported
physical abuse at some lcime during their relationship. Of the sample, 35 women (7
percent) reported abuse during pregnancy; while 21 women (4.2 percent) were battered by

their partner only before their pregnancy. Ten of the 35 women battered during pregnancy
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reported an increase in violence during pregnancy. The AAS, the Kessner Index (used to
measure the adequacy of prenatal care), and chart reviews were used. No significant
correlations were found with demographic variables and abuse, except those women
battered during pregnancy were more likely to have less household possessions, and were
the most likely to have housing problems. Women battered during pregnancy were also
most likely to be depressed and anxious, and least likely to have adequate prenatal care or
social support. Significant correlations were also found with substance abuse. The lower
prevalence rate of abuse among women battered before pregnancy is possibly due to racial
differences in this predominantly African American sample.

Additional research on the correlates of abuse during pregnancy was conducted by
Amaro, Fried, Cabral, and Zuckerman (1990). In their prospective study, the researchers
interviewed 1243 low-income, primarily African-American, primagravidas in the prenatal
and post partum period in order to describe the following: 1) the prevalence and patterns
of abuse during pregnancy; 2) the association between demographic and psychosocial
characteristics and substance use/abuse and violence in pregnancy; and 3) to explore the
association between the experience of violence in pregnancy and newborn outcomes.
Instruments utilized include the Life Experiences Survey (LES), the CES-D, a modified
CTS, DAS, urine drug analysis, and a forced choice questionnaire for sociodemographic
characteristics. Participants who experienced violence were identified by a positive
response to the CTS that reflected physical and sexual abuse by an intimate partner. Of
the sample, seven percent (n = 92) of the women reported physical or sexual violence

during pregnancy, and three percent (n = 37) reported violence three months before
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pregnancy but not during the pregnancy. Less than one percent of the total sample, but 12
percent of the abused women (n = 11) reported violence occurring three months before
pregnancy and continuing into the pregnancy. Women reporting abuse were more likely
to be white, born in the United States, and single. They were also more likely to be on
Medicaid, have a history of sexually transmitted diseases, and to have had an elective
abortion. Battered women were more likely to be unhappy about the pregnancy,
perceived their partner or family as unhappy about the pregnancy, and to have had a
history of depression or attempted suicide. Abused women also reported more depressive
symptoms and negative life events in the past year. Abused women were at greater risk of
being heavy users of alcohol and illicit drugs and of having a male partner who used
marijuana and/or cocaine. Weak positive associations were found with the experience of
violence in pregnancy and negative birth outcomes. Homogenous, non-random sampling
limits generalizability of the research results. In addition, assessment for abuse was not
done by a health care provider nor did researchers use a standardized screening tool.

Research examining self-reported maternal reasons for delayed entry into prenatal
care was undertaken by Young, McMahan, Bowman, and Thompson (1989). A sample
of 201 women who entered prenatal care in a county health system in the third trimester
was interviewed. These women were more likely to be single, under 20 years old, a
member of a minority group, not to be high school graduates, and to be unemployed.
Twenty-three percent of the sample was less than 18 years old, and less than 19 percent of
the women over age 20 were primagravidas. Greater than 15 percent of the women

entered prenatal care during the 36th week of gestation or later; and almost half of those
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women smoked during pregnancy and had a child less than two years of age. Almost one-
third of the sample reported less than 15 pounds weight gain during pregnancy. Adult
women attributed delayed entry to prenatal care to numerous social problems including
unemployment, single parenthood, stress, family crises, and interpersonal conflicts with the
father of the baby. Although family crises and conflicts with the father of the baby were
described by the women as barriers to prenatal care, the researchers failed to explore the
details of the crisis and conflicts. Based on the research of Campbell et al. (1992) and
Amaro et al. (1990), it might be hypothesized that the some of the conflicts and crisis in
these women’s lives were related to abuse.

Gazamararian et al.(1995) explored the relationship between pregnancy
intendedness and physical violence, along with mediating factors. Using a fourteen page
mailed questionnaire, researchers surveyed a stratified random sample of 12,612 new
mothers in four states, three to six months after the birth of their infant. Most of the
women in the sample were older than 24 years of age, white, had 12 or more years of
education, were married, had entered prenatal care in the first trimester, did not receive
WIC benefits during pregnancy, and were not living in crowded conditions. Physical
violence was determined by asking each participant if her “husband or partner physically
hurt (her)” during the year before delivery. Women were classified as being physically
hurt or not physically hurt. Prevalence of being physically hurt by a partner or husband
during the 12 months preceding delivery ranged from 3.8 percent in Maine to 6.9 percent
in Oklahoma. Women who reported physical abuse were more likely to have completed

less than 12 years of education, were single, a race other than white, lived in crowded
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conditions, had participated in WIC during pregnancy, and delayed or had no prenatal
care. Pregnancy intendedness was categorized as unwanted, mistimed, or intended. An
unintended pregnancy was reported by nearly 43 percent of the women (11.6 percent
unwanted, 31.1 percent mistimed). Prevalence rates for physical abuse were highest for
women with an unwanted pregnancy, and lowest for women with an intended pregnancy.
Nearly 70 percent of the women reporting physical abuse had unwanted or mistimed
pregnancies. Information regarding the severity, frequency, timing, and trajectory of the
violence was not collected. In addition, prevalence rates of abuse reported may be lower
due to the data collection method. Finally, women who had spontaneous abortions or
fetal demises due to abuse or other causes would not have been sampled since the
researchers sampled women with live births. This also may have led to underreporting of
the prevalence of abuse.

Gielen, O’Campo, Faden, Kass, and Xue (1994), in an expansion of previous work
(O’Campo et al., 1994), examined the frequency and severity of interpersonal conflict and
violence during prenatal and postpartum periods along with psychosocial correlates of
moderate and severe violence. A sample of 275 women was interviewed at their first and
second prenatal visits, at a third trimester appointment, and at a six month postpartum
visit. Researchers examined the variables of social support, conflict, locus of control, drug
use by partner, as well as demographic variables. The majority of the sample were
African-American women between 18-24 years of age, who had completed 12 or more
years of education, were single, had annual incomes below $15000, and were unemployed.

Thirty-six percent were primagravidas. Seventy-five percent of the sample reported
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conflict or physical violence (as determined by use of the CTS) during the childbearing
year. Moderate or severe violence occurred among 19 percent of the sample prenatally
and 25 percent in the postpartum period. Forty-one percent of the women who
experienced moderate or severe violence instituted by their male partner prenatally
continued to experience this level of violence in the postpartum period. Women who
experienced violence by their intimate partner were more likely to be younger, have less
social support, and to report that a sexual partner had shot drugs. Women who
experienced violence by a perpetrator other than their partner were more likely to have
less education, and report not having a confidant. For violence perpetrated by a partner,
being better educated or having a sex partner who shot drugs was associated with an
increased risk of violence. Being older, having a confident (other than the partner), and
having social support were protective mechanisms. For women experiencing violence by
other perpetrators, none of the demographic variables were significant; however, the
presence of a confident was protective. Use of the CTS may have underrepresented
women who were abused as may have using interviewers other than the women’s health
care providers.

Severity and Frequency of Physical Abuse During Pregnancy

Other research has focused on the differences in the severity and frequency of
abuse during pregnancy. Campbell et al. (1993), in a convenience sample of 79 women,
found that women who were abused during pregnancy were battered more severely and at
a greater frequency than women who were abused prior to, but not during pregnancy.

Battered women were identified as such by their answers on the CTS. Fifty-three percent
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of those pregnant by their abusive partner (n = 27) were battered during pregnancy by
their partner. Forty-seven percent (n = 24) of the women who had been pregnant by the
abuser, were not battered during pregnancy. Thirty-five percent (n = 28) of the women
were never pregnant by this partner and were removed from the sample. There were no
demographic differences in women battered before pregnancy and those battered during
pregnancy.

The researchers also explored the reasons women used to explain their experiences
of violence from their husbands or partners during pregnancy. Often, women have been
identified as blaming themselves as the cause of the abuse, instead of their abuser. In this
study, however, women identified their abuser as being responsible for the abuse instead
of blaming themselves for the abuse. In addition to use of the CTS, the DAS and open-
ended interview questions were also used. Maternal complications during labor, onset of
prenatal care, number of previous abortions, and whether the woman was a public or
private patient were other variables studied. Qualitative analysis of the responses to the
open-ended interview questions explaining abuse illustrated four basic themes: 1) jealousy
of the unborn child; 2) pregnancy-specific violence that was not directed toward the
unborn child, 3) anger toward the unborn child; and 4) anger against the woman or
“business as usual.” Women battered during pregnancy experienced greater severity and
frequency of abuse and also had more severe injuries. Women viewed the batterers as
being responsible for the abuse rather than blaming themselves. The small sample size in
an unknown setting limits generalizability. The study evaluated women’s perception

versus the batterers actual motivation to abuse, and therefore, may or may not actually be
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the reasons men batter. The results of this study indicate that women who are abused
prior to pregnancy may or may not be abused during pregnancy. Although the women did
not report self-blame for the abuse, the retrospective nature may have modified this. In
addition, nearly one-fourth of the participants were from shelters for abused women. As
such, they might have been exposed to group or individual therapy that may have
influenced their perception of the abuse experience. Finally, this study emphasizes the
need to assess and reassess for domestic abuse, because the pregnancy may alter the
pattern, frequency, or severity of abuse.

Psychological Effects of Woman Abuse

Research findings on the psychological effects of woman abuse are somewhat
cdntradictory. According to research by Walker (1984), battered women rated themselves
high on a self-esteem measure and high on depression indices. More recent research
studies have reported altered self-concept, decreased levels of self-esteem, and higher
levels of depression among battered women (Campbell, 1989a; 1989b; Landenburger,
1989; 1993; Trimpey, 1989, Ullrich, 1993). To determine to what extent physically and
emotionally abused women in a support group experienced high anxiety and low self-
esteem, Trimpey (1989) studied 36 primarily low-income women. At the end of the first
group session, women were given the State-Trait Anxiety Inventory and the Culture-Free
Self-Esteem Inventories for Adults. Self-esteem inventory scores for the women ranged
form 6-30 with a possible score of 32. The mean score of 16,12 is in the 11th percentile
rank for women. The majority of the women scored in the low to very low range. Mean

state-trait anxiety scores were higher than for normed comparison groups. Significant



Abuse and Epidural Anesthesia 21

differences were found in the mean anxiety scores of abused women and non-abused,
working women; abused women and non-abused, college women; and abused women and
men with anxiety reactions. The majority of the sample resided in a shelter for abused
women. This may skew the results and limit the generalizability to the sample, as may the
small size and non-random sampling.

Landenburger (1989) also used a nonprobability sample of 30 women to describe
the experience of being abused within the context of a significant relationship, and to
explain how the nature of the relationship influences the choices a woman makes. Using a
triangulated design with a descriptive-correlational method and a phenomenological
qualitative method she studied women who were current or previous victims of domestic
abuse as determined by self-report. The mean age of the predominantly white sample was
23 years. The majority had completed some college, and almost half of the participants
were employed full time (n = 13). Twenty percent of the sample were single for the
duration of the relationship. The mean duration of all the relationships was 7.6 years
(range from 0.5 to 19 years). For 23 women, the relationship was the first time in an
abusive relationship with a significant male partner; and for the majority of the sample (63
percent), abuse was a daily occurrence. Cross-tabulation between the duration of the
abusive relationship and history of abuse as a child showed a significant relationship
between the two variables. When one variable was held constant, Kendall’s Tau
coefficients showed no significant relationship between any two of the following three
variables: severity of physical or non-physical abuse; abuse duration; or frequency. The

process of entrapment in and recovery from an abusive relationship contains four phases:
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binding, enduring, disengaging, and recovering, Incorporated into each phase is the cycle
of abuse as described by Walker (1979). A woman’s feelings about her “self,” a
perception that the degradation of her role as a woman is a socially acceptable and
expected norm, and a lack of support by others from whom she has sought help all
contribute to a woman’s responses to abuse. The study is limited in generalizability to
white women. The self-selection of the sample also limits generalizability, while the
retrospective design may bias recall.

Campbell (1989a) compared the responses of battered women (n = 97) with those
of women experiencing serious problems but not battered in their intimate relationships (n
= 96). The majority were well educated, younger than 35 years old, employed or full-time
students with mid-range incomes. Approximately 35 percent were legally married. Data
collection employed a combination of interviews and standardized measurement tools
(CTS, Tennessee Self-Concept Scale [TSCS], Beck Depression Index [BDI], Denyes Self-
Care Agency Instrument [DSCAI], SCL-90, and the DAS). In this sample, battered
women were significantly younger, poorer, had a shorter duration of relationship with
their abuser, and were more likely to be a race other than white. Battered women scored
higher on instruments measuring depression and had increased frequency and severity in
symptoms of stress and grief,

In an extension of the previous study, Campbell (1989b) examined the effects of
sexual abuse in intimate relationships, with women who were battered but not sexually
abused. Ninety-seven women (50.2 percent) reported physical abuse in their relationship.

Of the battered women, 44.3 percent were also being sexually abused. Women who were
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sexually abused were more likely to experience greater severity and frequency of physical
abuse, and were also more likely to experience physical abuse during pregnancy. Sexually
abused battered women scored lower on scales measuring body image and levels of self-
esteem. There were no demographic differences between women sexually abused and
those physically but not sexually abused.

Ulrich (1993) describes leaving an abusive relationship as a complex process
associated with socioeconomic factors, relationship factors, and changes in self-concept.
Changes in awareness of the situation and availability of social support have been
described as helping women leave. Affirmation and recognition of women’s strengths are
needed to help women in their process of leaving.

Limitations Of Previous Research On Woman Abuse

In general, research on woman abuse has been complicated by lack of consistent
definitions of abuse and consistent use of terminology. Researchers have often minimized
the reality of woman abuse by using such terms as domestic violence, spousal abuse, and
intimate violence, indicating that men are as often the recipients of violent acts as are
women. According to Campbell, “Men commit at least ninety percent of the assaults
between couples, and women are the most frequently and severely injured” (1993, p. 507).
In addition, discrepancies among researchers regarding classifications, terminology, and
measurement of abuse and violence against women make direct clinical and research
applications difficult. Small convenience samples drawn from shelters for abused women--
especially common in early research--have limited the generalizability of studies’ findings.

The retrospective design of many of the studies has also limited generalizability, and has
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led to questions regarding the accuracy of participants' reports and the possibility of recall
bias.

Instruments useful in research settings are often impractical in clinical settings.

Use of valid and reliable measurement instruments promote generalizability of study
findings and commonality in communication of study results (Polit & Hungler, 1995). The
CTS, DAS, ISA, and the AAS have all been used in the measurement of abuse against
women (Campbell, 1986, Hudson & MclIntosh, 1981; McFarlane et al., 1992; Strauss,
1979). However, variations in administration of instruments, ease of use, privacy,
patients’ literacy, and patients” willingness to disclose, all impact the reported prevalence,
and other measurements obtained. Recently, the most widely used instrument in research
on abuse, the CTS, has been criticized for measuring the frequency and severity of tactics
used in conflicts. By omitting the severity of injury, self-defense, sexual assault, and
emotional degradation, the female partner’s behavior is often scored as highly as the male
partner’s (Campbell & Parker, 1992).

Research has begun to be inclusive of varying socioeconomic and educational
levels, races and ethnicity, ages, and marital status, however, much of the early research
focused on white women (Bohn, 1990, Bullock & McFarlane, 1989, Campbell & Parker,
1992; Campbell et al., 1993; Gelles, 1988, Helton et al., 1987). The reflection of society’s
androcentric bias is often seen in research on woman abuse. As alluded to earlier,
terminology has distorted and minimized the reality of abuse in women’s lives. Specific to
abuse in pregnancy, research has focused on abuse prevalence and on infant outcomes, but

has not specifically examined the effect of current physical or sexual abuse on the
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woman’s experience of pregnancy. By examining the effects of abuse on infant outcomes,
the focus of the research is the infant, while women’s experiences are minimized or
dismissed. As articulated by Sampselle, “Ethical questions surrounding...ownership of the
birth experience are less thorny if the initial premise is that the recipient of that health care
is devalued as a human being” (1991, p. 484). Although research has begun to look at the
effect of abuse on pregnancy outcomes, no published research has examined the
relationship between abuse and women’s experiences in labor. Since the experience of
abuse affects numerous aspects of women’s lives, it is likely that the experience of abuse
would also affect women’s experiences and choices in labor. One factor associated with
battered women’s intrapartum experience may be the choice of analgesic.

Adverse Physical Effects of Intrapartum Epidural Anesthesia

According to Bonica and McDonald, “Epidural analgesia/anesthesia is one of the
most frequently used techniques for the relief of pain of childbirth” (1995, p. 344). Itis
described as a low-risk, effective form of analgesia. Although epidurals often provide
significant pain relief during labor, pain free labor does not necessarily correlate with a
positive birth experience for the mother. Researchers have recently begun to focus on the
potential adverse outcomes associated with epidurals. Epidural use has been found to be
significantly associated with cesarean section delivery primarily for labor dystocia in
women who were having their first child. It also has been associated with the
prolongation of the first and second stages of labor in numerous studies (Diro & Beydoun,
1985; Chestnut, Vandewalker; Owen, Bates, & Choi, 1987, Johnson & Rosenfeld, 1995;

Morton, Williams, Keeler, Gambone, & Kahn, 1994; Stoddart, Nicholson, & Popham,



Abuse and Epidural Anesthesia 26

1994; Thorp, Parisi, Boylan, & Johnston, 1989, Thorp et al. 1993; Thorp, Meyer, Cohen,
Yeast, & Hu, 1994).

Research suggests that the use of intrapartum epidural anesthesia in labor may not
be as benign as previously thought. Besides women’s experience of deprivation (the
phenomenon of feeling deprived of the experience of birth), epidural anesthesia use in
nulliparous labors may lead to increased dystocia resulting in cesarean section. Diro and
Beydoun (1985) were the first researchers to publish research on the negative effects of
epidural use in labor. In their retrospective, matched control study of 43 women (35
primigravidas and eight multigravidas), thirty-seven of the women who received epidurals
experienced significant prolongation of the first and second stages, as well as the total
duration of labor, when compared with the control group. Thirty-two (74.4 percent) of
the study group compared with 13 (30.2 percent) of the control group required oxytocin
administration for augmentation of labor. Seven of the study group received a cesarean
delivery for failure to progress. Eleven (25.6 percent) of the epidural group and four (9.3
percent) of the control group experienced forceps deliveries. All the forceps deliveries
were on primagravidas. Neonatal outcomes, reflected by Apgar scores, were similar for
both groups. Although this study reported a fairly low rate of forceps deliveries, this was
the first study to suggest a possible association between intrapartum epidural anesthesia
use and cesarean deliveries. Also, although the researchers stated that the decision to use
an epidural was made mutually by the anesthesia and the obstetric staff, it was given at

random depending on the availability of the anesthesia personnel. In effect, this limited the
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control over or even participation in the selection of anesthesia or analgesia the study
participants had.

Thorp et al. (1989) also conducted a retrospective study on the effects of epidural
analgesia [sic] on nulliparous labor. In a sample of 711 nulliparous women, 142 (20
percent) received no intrapartum analgesia, 122 (17 percent) received a narcotic analgesic
alone, 378 (53 percent) received an epidural only, and 69 (10 percent) received an
epidural along with a narcotic analgesic. The epidural group, therefore, consisted of the
378 women who received an epidural only combined with the 69 women who also used a
narcotic analgesic in combination with an epidural. The remaining group constituted the
nonepidural group. Both groups were demographically similar. Seventy-three percent of
the epidural group required oxytocin augmentation compared to 27 percent of the
nonepidural group. The duration of oxytocin use, dose, duration of labor, and birth
weights were significantly greater in the epidural group. Incidence of cesarean section for
dystocia was significantly higher in the epidural group (10.3 percent) versus the
nonepidural group (3.8 percent), while both groups had similar cesarean section incidence
for fetal distress. Limitations of both studies include their retrospective design, and the
lack of control for selection bias.

In a randomized, controlled, prospective study, a sample of nulliparous women
who received intravenous narcotic analgesia for labor was compared with a sample of
women who received epidural analgesic [sic] (Thorp et al., 1993). Epidural analgesia [sic]
led to a significant prolongation in the first and second stages of delivery; slower rates of

cervical dilatation; a fourfold increased incidence of fetal malposition; and a twofold
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increase in the requirement for oxytocin augmentation. In addition, the total cesarean
section rate was 25 percent in the epidural group compared to 2.2 percent in the narcotic
group. This resulted in an increased morbidity of the births, increased duration of hospital
stays, and therefore, increased the costs. Efficacy of pain relief was measured by a visual
pain scale, with O representing no pain and 10 the worst pain. Both the patient and the
RN providing patient care rated pain levels at various times. These measurements were
compared and tallied. Epidurals produced superior pain relief when compared to narcotic
analgesia. Limitations of this research include the lack of discussion regarding the actual
methods and potential effects of randomization into the study and control groups.
Stoddart et al. (1994) conducted a prospective, randomized, single-blind study to
determine the effect of two concentrations of medications in intrapartum epidural infusions
on the instrumental delivery rate of healthy primaparous women 40 years old or younger
at 36 or more weeks gestation with cephalic presentation and spontaneous onset of labor.
The study group included women who met the inclusion criteria and requested an
epidural, the control group also met inclusion criteria, but did not request an epidural.
Those who agreed to participate in the study were then randomly assigned to receive two
concentrations of medication. There were no significant differences in sample
demographic characteristics. Women who had epidurals had significantly longer labor
times, but there were no significant differences in length of labor between high and low
dose groups. Participants who had epidurals were significantly less likely to have a
spontaneous vaginal delivery. Those women who received high dose bupivacaine were

more likely to have a rotational Kielland’s forceps delivery, while the participants who
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received low dose were more likely to have an outlet forceps delivery. These research
findings lend support to the assumption that higher doses of epidural medication lead to
inadequate rotation of the fetal presenting part via increased motor blockade resulting in
pelvic floor muscle relaxation. The majority (95 percent) of women who received
epidurals reported satisfaction with analgesia the day after delivery. This was assessed by
use of a five point verbal rating score (very satisfied, satisfied, neither satisfied nor
dissatisfied, not satisfied, or very dissatisfied). The small sample size was a limitation of
this study.

Using a retrospective chart review of all women who gave birth in a one year
period as part of a small town family medical practice, Johnson and Rosenfeld (1995)
examined the effect of intrapartum epidural anesthesia use on course of labor. The
sample, 180 primarily white, low-income, publicly insured women who were less than
thirty years of age, was equally distributed between primaparous and multiparous women.
Demographic and labor and delivery data were recorded; including the date of delivery,
maternal age, parity, gestational age, race, insurance, type of anesthesia, type of delivery,
birthweight, and length of second stage of labor, Women were excluded who had
cesarean section deliveries for other medical reasons or who had precipitous labors. Not
suprisingly, the researchers found that the rates of epidural use declined for all women
when changes in public insurance coverage did not include reimbursement for intrapartum
epidural use. The length of second stage of labor was significantly related to epidural use
for both primaparous, and multiparous women. There was a slight decrease in the number

of cesarean and forceps deliveries after the new insurance was instituted, which may be
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related to decreased epidural use, but small numbers inhibited statistical analysis. There
were no significant differences in demographic characteristics or infant birthweight
between groups.

Chestnut et al. (1987) conducted a randomized, double blind, placebo-controlled
study of young, Caucasian, low-income women (n = 92), to determine whether continuous
epidural bupivacaine analgesia [sic] use beyond a cervical dilatation of eight centimeters in
nulliparous women: 1) prolonged the second stage of labor; 2) increased the frequency of
instrumental or cesarean delivery; 3) increased the incidence of abnormal position of the
vertex; and 4) affected the condition of the infant at birth. The majority of the sample had
not attended childbirth education classes, and most had a gestational age of 40 weeks.
There were no significant differences in the duration of first stage of labor, duration of
infusion of bupivacaine, or dose of bupivacaine before start of study solution. In contrast,
the mean length of second stage in the bupivacaine was significantly longer than the saline
groups. There were also significantly higher rates of instrumental delivery in the
bupivacaine and the saline groups. Indications for instrumental delivery were failure to
progress (17 in bupivacaine group and 6 in saline group) and fetal distress (4 in
bupivacaine and 5 in saline group). There were no significant differences in neonatal
outcomes between the groups. The level of pain was rated by each patient by use of a 100
mm visual analogue pain scale (0 = no pain, 100 = worst possible pain) at 30 minute
intervals. Mean pain scores were similar for the first stage, but mean pain scores differed
significantly overtime, with the bupivacaine group having significantly lower scores.

Verbal assessment of analgesia quality was done twice. The first assessment was
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performed at the initiation of the study solution and the second, immediately following
birth. The study group had significantly better analgesia quality in the second stage of
labor. No statistically significant increased rates of cesarean delivery or abnormal vertex
position were noted; however, this may be due to the small numbers of these deliveries. In
addition, the lack of anesthesia in second stage probably resulted in provider knowing
whether participant was in the experimental or control group.

In contrast, another randomized, double blind, placebo-controlled study by
Chestnut and colleagues (1990) evaluated analgesic efficacy and the influence of
continuous epidural infusion on the second stage of labor, and the incidence of
instrumental delivery in nulliparous women. Effectiveness of analgesia and rates of
instrumental deliveries were compared between the patients with bupivacaine and those
with saline epidurals. Study solutions were initiated at complete cervical dilation, The
sample consisted of 63 primarily Caucasian, low-income women, with a mean gestational
age was approximately 40 weeks. The majority had not attended childbirth education
classes. There were no significant differences between groups in duration of active phase
of first stage, or in the duration or dose of bupivacaine-fentanyl infusion before initiation
of the study solution. Five of the women in the bupivacaine-fentanyl group and one of the
control group had a prolonged second stage. The level of pain was rated by each patient
by use of a 100 mm visual analogue pain scale (0 = no pain, 100 = worst possible pain) at
30 minute intervals. Verbal assessment of analgesia quality was performed two times.
Initial assessment was done at complete cervical dilation and the second assessment was

done immediately following birth. Both groups had similar pain scores and adequacy of
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analgesia for the first stage. In the second stage of labor, the control group had
significantly higher pain scores and lower quality of analgesia. There were no differences
between the groups in neonatal outcome. A limitation of the study was the inability to
determine whether differences in incidence of instrumental delivery were statistically
significant due to the small sample size.

Morton, Williams, Keeler, Gambone, and Kahn (1994) used meta-analysis to
evaluate the effect of epidural analgesia [sic] on the cesarean delivery rate. An analysis of
230 articles yielded six studies that met the inclusion criteria of a primarily primiparous
sample of standard obstetric risk, singleton pregnancies, vertex position, and spontaneous
labor at term. Timing, amount and type of epidural agent varied, as did amount of
information provided on the variables. For all six studies, the cesarean delivery rate in the
epidural group was greater than the no-epidural group. In all studies but one, the
difference in risk of cesarean delivery was statistically significant. The cesarean deliveries
were primarily for labor dystocia.

In a review of research on the effect of epidural analgesia [sic] on nulliparous
labor, six retrospective and prospective studies demonstrate support for the relationship
between increased rates of cesarean deliveries for dystocia and epidural use (Thorp,
Meyer, Cohen, Yeast, & Hu, 1994). The authors suggest that parity, cervical dilatation at
the time of epidural placement, epidural placement technique, management of the epidural
during labor, and management of the labor after the epidural placement, are all factors that

may be intervening variables in this association.
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Numerous retrospective and several prospective studies have examined the
physical effects of intrapartum anesthesia use on the mother, fetus, and neonate. Epidural
anesthesia appears to be an effective method for control of pain in labor, since the majority
of studies have found a positive association between epidural use and effective pain relief
in childbirth. Apparently, however, epidural anesthesia use may also have negative
physical effects. Several studies have indicated that epidural use may be associated with
prolonged duration of the first and second stages as well as the entire length of labor. In
addition, researchers have also reported an association between epidurals and instrumental
and cesarean deliveries. Fortunately, there appears to be no negative effect of epidural use
on fetal/neonatal outcomes.

Physical effects of intrapartum epidural use are important to study for various
reasons including increased morbidity and increased health care costs. However,
childbirth is a complex experience, not limited to the physical event. A large component
of parturition is the woman’s emotional experience of birth. Therefore, women’s
satisfaction with the childbirth experience when using intrapartum epidural anesthesia is
also an important concept to examine. Satisfaction with the experience of childbirth,
effectiveness of pain control measures, levels of pain, and antenatal expectations are all
factors that have been examined. Researchers have found an association between
decreased maternal satisfaction and instrumental or operative deliveries and prolonged
labors, but not with pain in childbirth (Morgan, Bulpitt, Clifton, & Lewis, 1982a; 1982b;

Paech, 1991; Ranta et al., 1995). Some women have described feeling “deprived of the
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birth experience,” after using an epidural in labor, while others felt epidural use resulted in
a separation between their body and mind (Martin, 1992).

Adverse Emotional Effects of Intrapartum Epidural Anesthesia

Martin (1992) describes one such adverse effect of epidural anesthesia in her
cultural analysis of reproduction and birth. In interviews with 156 women, their
experience with intrapartum epidural anesthesia was described as leading to a “splitting
between self and body” (p. 85). The net effect for these women was fragmentation and
alienation leading to a lack of control over the birth process and experience. According to
Bonica and McDonald (1995), this effect has been over emphasized by the proponents of
natural childbirth. They state that only a small portion of the women who used epidural
anesthesia in childbirth experienced a phenomenon called “deprivation.” Deprivation is
described as an emotional experience of feeling left out of the childbirth experience that
Bonica and McDonald suggest is secondary to inadequate care--including incomplete
childbirth education.

In a retrospective survey of 1000 women with normal vaginal deliveries, Morgan
et al., (1982b) examined the effectiveness of pain relief with different types of obstetric
analgesia. Within 48 hours of delivery, women were interviewed by a research midwife to
inquire about the type of analgesia received, pain experienced, their expectations of pain,
and the duration of pain experienced. One year later, women were sent a linear analogue
scale to rate their experience of childbirth. An epidural alone was used by 423
participants, 85 participants used an epidural combined with Entonox or pethidine, 80

participants used no medication and the remainder used Entonox, pethidine, a combination
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or had a pudendal block. Epidural analgesia [sic] was the most effective method for pain
control. Patients who had inductions were more likely to have had an epidural. Patients
with an epidural had significantly longer labors and were more likely to require an assisted
delivery. No significant differences in race, social class, age, or religion between women
receiving different types of analgesia were found. Limitations of this study included lack
of description of statistical analysis and only a limited description was given of the
participants.

In an extension of this study with the same participants, Morgan et al. (1982a)
examined women’s satisfaction with the experience of birth related to the type and
effectiveness of analgesia received. Of the participants, 64 percent were primiparous
women. There were significantly more women who were dissatisfied with their experience
among those who used epidurals than among those who used no analgesia. Of interest,
effective pain relief did not guarantee a satisfactory experience of childbirth. Women who
refused any analgesia reported high pain scores and high satisfaction immediately after
birth and one year post partum. At 48 hours postpartum, 84 percent of the women
reported satisfactory birth experiences, but only 43 percent viewed their childbirth
experience as pleasurable one year later. An unsatisfactory childbirth experience was
significantly associated with forceps delivery and longer labor, but was not associated with
pain. Of the women who received epidurals, 16 percent felt their experience was
unsatisfactory. Interestingly, in this study, satisfaction with the birth experience was not

equated with the absence of pain in childbirth.
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A similar study to examine the efficacy of various obstetric analgesic/anesthetic
agents in childbirth and maternal satisfaction with those methods was conducted by Paech
(1991). This researcher surveyed 1000 heterogeneous women of high and low maternal
risk with public and private insurance from throughout Western Australia the day after
their vaginal deliveries. The women were asked fixed and open-ended questions about
their expectations, pain experience, satisfaction and dissatisfaction with their analgesic
method, and their satisfaction with the birth experience. Overall satisfaction with the
experience was described by 95 percent of the women. More pain than expected was
reported by significantly more primiparous than multiparous women, and more frequently
by those participants having induced or augmented labors. Pain relief was most effective
with epidurals, and satisfaction with analgesia scores were significantly greater for women
with epidurals. There was no significant difference in rate of dissatisfaction between the
epidural and non-epidural group, or by the type or duration of labor. In contrast to the
findings of other studies (Morgan 1982a; 1982b), operative delivery and length of labor
did not result in significant dissatisfaction with experience. Similar to the findings of those
studies, a significant association was found between an instrumental delivery and overall
dissatisfaction with the experience of birth. Since assessment of satisfaction was only
done in the immediate postpartum period, long-term satisfaction is unknown.

Ranta et al. (1995) conducted a prospective survey to determine women’s
requirements for pain relief, to study the actual pain experience in the delivery room; and
assess the parturients’ recollection of pain, satisfaction and opinions on the adequacy of

pain relief after delivery. Data collection included use of a 54 item antenatal
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questionnaire; direct observation and assessment of pain (by an 11 point Box Scale) in the
intrapartum period; and a 54 item postpartum questionnaire administered three days after
delivery. The sample consisted of 1091 women, 360 who were primiparous. Similar to the
findings of Morgan et al. (1982a) and Paech (1991), dissatisfaction was significantly
related to instrumental deliveries, and not to level of pain, parity, or inadequate analgesia.
Greater that 80 percent of the participants stated their pain was very severe or intolerable,
and that they had not received adequate pain relief,

The findings from these studies suggest that satisfaction with childbirth and
effective pain control are not analogous concepts. Women who used epidurals reported
the highest satisfaction with their analgesia. However, women who used epidurals, were
also more likely to have instrumental or operative deliveries and prolonged labor.
Operative deliveries and prolonged length of labor were each significantly associated with
maternal dissatisfaction with childbirth. The potential juxtaposition between high
analgesia satisfaction and overall dissatisfaction with epidural use will need to be explored
further and discussed with individual patients.

Correlates of Epidural Anesthesia Use

Clearly, however, the use of intrapartum epidural anesthesia is not a decision made
independently by the patient. Differences in practice standards among providers,
institutions, and nurses combine with multiple individual patient factors. One study has
examined the influence of socioeconomic factors and provider characteristics on the use of
intrapartum epidural anesthesia (Hueston, McClaflin, Mansfield, & Rudy, 1994). These

researchers, in a retrospective chart review of 8229 deliveries at five hospitals, found a
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mean frequency of epidural use among the sites was 13 percent (range of six to 23
percent). The use of intrapartum epidural anesthesia was significantly related to both
parity and age. Women who were nulliparous and older were more likely to use an
epidural, as were women who were white, or had private insurance. Participants who had
an obstetrician/gynecologist as their care provider were also more likely to use epidurals.
Nulliparous women with obstetrician/gynecologists as their care provider were two times
and multiparous women were four times more likely to use an epidural than were women
who had a family practice physician or a nurse midwife as their provider. There was great
variability by site in terms of associated factors and frequency of epidural use. Individual
site models utilized regression models with epidural use as the dependent variable and
parity, provider specialty, race, and insurance coverage were independent variables.
Nulliparity was independently associated with epidural use at all sites. Medicaid coverage
was a significantly associated factor at three sites, as was family physician as obstetric care
provider. While numerous sociodemogaphic variables were addressed, there was no
examination of the relationship between psychosocial factors (including a woman’s
experience of abuse) and the use of epidural anesthesia.

Limitations of Research on Epidural Anesthesia

Similar to the research on abuse against women, terminology in research on
epidural anesthesia is problematic. Analgesia has been defined as, “absence of sensibility
to pain, particularly the relief of pain without loss of consciousness; absence of pain or
noxious stimulation” (Miller & King, 1987). In contrast, anesthesia is defined as, “loss of

feeling or sensation” (Miller & King, 1987). Many researchers utilize the term “epidural
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analgesia” in relation to the technique utilized in vaginal delivery and “epidural anesthesia”
with cesarean section deliveries, however, both result in decreased, if not complete, loss of
sensation from the woman’s waist to her toes (Bonica & McDonald, 1995; Diro, 1985;
Hueston et al., 1994; Thorp et al., 1990; 1993; 1994). In addition, much of the research
has been retrospective in nature. With the exception work by Morgan (1989b) and Martin
(1992), research on women’s experience of pain and level of satisfaction with the birth has
only focused on the immediate postpartum period. The research of Morgan and Martin
suggests that level of satisfaction with childbirth may change over time. Research has
begun to focus on pregnancy outcomes, but research into women’s experiences with
epidurals has been minimal. The one study (Hueston et al., 1994) that has examined
correlates of epidural use did not examine if women’s experiences of sexual or physical
abuse were correlated with epidural use in labor.
Conceptual Framework

The conceptual framework of the larger study proposes a relationship between
sociodemographic risk factors, biomedical risk factors, psychosocial risk factors, lifestyle
risk factors, and pregnancy outcomes (Curry & Wall, 1992). The current study will
provide a secondary analysis of data from the initial study from a feminist perspective that
emphasizes the cumulative influence of experiences of woman abuse on women’s views of
“self.” The alteration in self identity experienced by battered women influences decision
making about the abuse relationship as well as other aspects of the women’s lives.

The conceptual framework used is Landenburger’s model of the process of

entrapment in and recovering from an abusive relationship (1989, 1993). This model is a
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four phase process of binding, enduring, disengaging, and recovering that emphasizes the
cumulative influence of experiences of woman abuse on women’s views of “self” The
alteration in self identity experienced by battered women influences decision making about
the abuse relationship as well as other aspects of the women’s lives. Isolation,
powerlessness, loss of control, and the woman’s separation from “self” are all effects of
abuse. The stage of recovering from the abusive relationship, feelings of control or lack of
control, isolation from “self” and others, and sociocultural expectations combine to
influence a woman’s response to her environment and to decision making. Although
abuse is often conceptualized as a physical event, it impacts not only the woman’s physical
self but also her self identity and integrity. According to Landenburger, “A woman who
is abused lives in two conflicting realities. One reality encompasses the good aspects of
the relationship with her partner. The other reality embodies the abusive aspects of her
relationship... while in an abusive relationship, a women tries to make sense of her skewed
reality and in the process loses a sense of who she is” (1993, p. 379). In the process of
trying to make sense of her situation and of herself, the victim of abuse may become
separated from her true “self.” As a victim of abuse, she perceives that she has little
control over her life and her body. During the experience of labor and birth, this may be -
reflected in her choice of analgesia. The choice to use epidural anesthesia during
childbirth could be interpreted as the woman actively exerting control over her birth and
the associated pain of childbearing. Conversely, it could be seen as facilitating the

separation between the woman’s “self” and body.
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Research Questions

The purpose of this research was to answer the following questions: 1) What is
the relationship between women’s experience of physical or sexual abuse and the use of
epidural anesthesia during labor? 2) What are the independent and intervening effects of
sociodemographic variables on the relationship between woman abuse and use of epidural
anesthesia in labor? The sociodemographic variables examined include age, race,
education, partner status, and parity, all of which have been described in the literature as
affecting epidural use. The goals of incorporating a feminist methodology in this study
included researching an issue that empowers women and promotes social change; and
articulating and critiquing sexist research assumptions found in many studies on the abuse
of women (DeMarco, Campbell, & Wuest, 1993; Duffy, 1985; Parker & McFarlane,
1991).

Violence or abuse against women is a broad concept inclusive of various forms of
abuse such as physical, sexual, emotional, and verbal abuse. For this study, as in the
primary study, the concept of abuse was limited to physical or sexual acts of abuse or
stress related to current abuse. The other variable, choice of intrapartal anesthesia, was

limited to epidural anesthesia use or non-use.
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CHAPTER THREE

The purpose of this chapter is to describe the methods used in the conduction of
this study. The research design, participant inclusion criteria and sample characteristics,
data collection instruments and methods, research procedures, and methods of analysis
will be discussed.

Methods

Design

This retrospective, correlational study is a secondary analysis of data from a
prenatal study of 1400 pregnant women attending prenatal care clinics in the Portland
metropolitan area (Curry & Wall, 1992; 1995). The design choice was retrospective and
quantitative since this study was a secondary analysis of data from a previous quantitative
study. It was a descriptive, correlational design because the purpose was to describe the
relationship between women’s experience of abuse and their choice of intrapartum
anesthesia (Polit & Hungler, 1995). Threats to internal validity included the influence and
interaction of psychosocial and sociodemographic variables with the study variables of
abuse and anesthesia. Other variables that may have affected internal validity included
women’s previous birth experiences, individual provider preferences for anesthesia type, in
addition to the effects of emotional and verbal abuse (Hueston et al., 1994). Drawing the
sample from the same clinic population provided some limits over the providers of
intrapartum care, and therefore, provider preference. However, most of the participants
delivered at the two sites that were large, tertiary care hospitals. This may also have also

affected the internal validity. Women’s experiences with emotional and verbal abuse were
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not included in the primary study’s data collection tools, but potential effects may be
somewhat inferred by the primary study instrument, the PPP, Convenience sampling limits
the external validity to a population with similar characteristics.

Feminist methods were used in this study. According to Duffy (1985, p. 345),
feminist research methodology incorporates the following criteria:

1. The principal investigator is a woman.

2. Feminist methodology was used (defined as a research approach characterized

by one or more of the following: interaction between researcher and the subject,

nonheirarchical relation between the researcher and the subject, expression of

feelings, and concern for values).

3. The study has the potential to help the subjects as well as the researchers will

promote and empower women.

4. The research was focused on the experience of the woman (defined as having

to do with how a woman lives through the topic of the research).

5. The purpose of the investigation was to study women (not nurses, patients,

etc.).

6. The word “feminist” or “feminism” was used in the report.

7. Bibliographic references to feminist literature were included.

8. Nonsexist language was used.

Subjects/Participants

A sample of 1400 pregnant women attending one of five prenatal care clinics in the

Portland area participated in the primary study (Curry & Wall, 1992; 1995). Pregnant
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women were invited to participate if they spoke English. Potential participants were
approached by a Research Assistant (RA) at the time of a routine prenatal visit, after the
woman was in an examination room to ensure confidentiality. Participants were reassured
that participation was voluntary, and that their care would not be affected by their
decision,

A sample of 1129 pregnant women was used in this analysis (only study
participants with birth certificate data and labor records were eligible for inclusion). Their
mean age was 23.6 years of age (range: 13 to 43). The majority had completed their high
school education, were Caucasian, and living with a partner. The mean monthly
household income was $1020.49 (range: $0-9999). Most of the women had been
pregnant at least two times, but less than half had ever given birth. Participants had a
mean parity of one, with 60.58 percent of the pregnancies reported as being unplanned.
The mean gestational age at data collection, was 16.93 weeks. This sample was
representative of low-income, uninsured or state insured pregnant women living in the
greater Portland Metropolitan area. Study results are descriptive of this target population.

Data Collection Instruments and Methods

The Prenatal Psychosocial Profile (PPP), three questions from the Abuse
Assessment Screen (AAS), and a Sociodemographic Survey were used for data collection
in the initial study (see Appendix A). The instruments were read to study participants by
specially trained RAs at a prenatal appointment. Verbal responses were received and
recorded. The PPP is a tool that measures women’s perceptions of stress, support from

partner and others, and self-esteem during pregnancy. It is intended for use with women
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of low socioeconomic status. Length of administration has averaged 5 minutes in previous
studies. Validity and reliability of the PPP have been examined and described in two
studies with similar sample characteristics to each other and to the current study sample.
Cronbachs’s alphas for the four subscales ranged from 0.78 to 0.95 (Curry, Campbell, and
Christian, 1994). One question in the stress subscale relates to abuse: To what extent is
current abuse, sexual, emotional or physical a current stressor or hassle for you? This
question is rated on a scale of 1to 4, with 1 = no stress, 2 = some stress, 3 = moderate
stress, and 4 = severe stress.

Based on the AAS, three questions operationalize abuse: 1) Within the last year,
have you been hit, slapped, kicked, or otherwise physically hurt by someone? 2) Since
you’ve been pregnant, have you been hit, slapped, kicked, or otherwise physically hurt by
someone? 3) Within the last year, has anyone forced you to have sexual activities? Self-
report of abuse reflected by a positive response to any of these questions, classified the
participant as: 1) abused; 2) abused while pregnant; and/or 3) sexually abused. The AAS
has been described as an effective clinical screening assessment for abuse. It has been
used with Hispanic, African American, and white pregnant and non-pregnant women of
various socioeconomic statuses and ages (McFarlane, 1993; McFarlane et al 1992;
Parker et al,, 1993). Feasibility of use with those samples is promoted by multi-language
forms, and the ease and brevity of AAS utilization. The tool can be incorporated into a
nursing interview during a woman’s annual or prenatal exam. Consequently, there is
minimal cost to the use of this tool. The AAS asks for sensitive, personal information,

however, use by the health care provider may decrease the discomfort by the patient in



Abuse and Epidural Anesthesia 46

disclosing abuse. Initial questions are less sensitive, and there is no physical intrusiveness.
Limitations to the use of the AAS include the need for further research to evaluate the
appropriateness of use with other cultural groups and additional research on its screening
effectiveness when used by persons other than the woman’s health care provider.

McFarlane et al. (1992) has demonstrated convergent validity of the AAS with the
Index of Spouse Abuse (ISA) and the Conflict Tactics Scale (CTS) with sample
characteristics similar to the current study sample. The AAS was orally administered,
while the other instruments were completed by the women. Evidence of content validity is
supported by measuring both physical and sexual abuse. The AAS detected a 17 percent
prevalence of physical or sexual abuse during pregnancy. Women identified as abused on
the AAS also scored significantly higher on the ISA. Ina comparison of two abuse
screening methods, researchers found the AAS to be more effective in detecting a variety
of abuse compared with a routine social service interview (Norton, Peirpert, Zierler, Lima,
& Hume, 1995).

An audit of study participants’ hospital charts was done to determine whether they
received intrapartum epidural anesthesia. This was a nominal measurement (yes or no).
The intervening or independent effects of sociodemographic variables on the relationship
between abuse and the use of epidural anesthesia was controlled and analyzed statistically.
The type of medication used, duration of anesthesia, or stage of labor initiated was not
examined.

Research Procedures
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The initial study was reviewed and approved by the Committees on Human
Research at Oregon Health Sciences University, Legacy Health System, Providence
Health System, and Kaiser Permanente. As previously described, potential study
participants were approached by an RA at a prenatal exam appointment. To ensure
confidentiality, women were approached only after they were in a private clinical
examination room. The study purpose was explained and the women gave informed
consent with agreement to participate in the study. Confidentiality of participants’
responses was further assured by: 1) assignment of a study ID number to each woman,
and 2) coding of responses.

Use of specially trained RAs increases the rehability of the data collected and
reduces the potential for intervention effects (Polit & Hungler, 1995). The RAs were
specifically trained by the principal investigator of the primary study to ensure reliability
(see Curry & Wall, 1992 for further description of training of RAs). Random error
variance was minimized by utilization of a standardized research procedure and use of a
reliable instrument (the PPP).

Analysis

Coding of data was conducted as previously described. Self-report of abuse
reflected by a positive response to any of the abuse questions (A18G, A35A, A35B, or
A35C in Appendix A), classified the participant as abused. An audit of study participants’
hospital charts included whether they had received intrapartum epidural anesthesia. This
was a nominal measurement of yes or no (See C54, Outcome Measures in Appendix A).

Descriptive statistics and frequencies were calculated for the total sample, by race, clinic
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site, and for each abuse group. Statistical analysis also included cross tabulation and chi-
square analysis and 7-tests comparing the variébles of abuse during pregnancy, abuse in the
last year, and/or sexual abuse, and the use or non-use of epidural anesthesia, and PPP
mean subscale scores. Since sociodemographic variables have been related to epidural use
they were further analyzed and those that were significantly associated with epidural use
were entered into a regression model and controlled through step-wise multiple

regression. An alpha level of 0.05 was considered statistically significant.
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CHAPTER FOUR

The purpose of this chapter is to describe the results of this research study. Topics
to be discussed include the sample characteristics, frequency of intrapartum epidural use
for the sample, prevalence of abuse for this sample population, and the association
between past or current abuse and intrapartum epidural anesthesia use,

Results

Sample Characteristics

This sample was primarily comprised of single, adult, low-income women (see
Table 1 for a description of sample characteristics). The majority of the participants were
Caucasian, while approximately one-fifth were African American. The remainder of the
sample was made up of women of Native American, Hispanic, Asian, and “other” racial
and ethnic groups. The mean age of the sample was 23 .60 (SD = 6.06), with a range of
13 to 43 years. The mean number of years of education completed was 11.94 (SD = 2.07,
range: 6 to 23 years). The monthly household income ranged from zero to $9999, with a
mean of $1020.49 (SD = 1160.25). Approximately half of the participants were living
with a partner, with the majority (62.87 percent), reporting one to three persons currently
living in their homes. Most of the women (70.68 percent) had been pregnant at least two
times, including their current pregnancy. The sample was fairly evenly distributed between
nulliparous and multiparous women.

Intrapartum Epidural Use

Intrapartum epidural anesthesia was used in the labors of 601 women (53.23

percent). Epidural use varied by site (range: 41.06 % to 61.86 %). The lowest rate of
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epidural use was observed at Site 2, a clinic staffed by Certified Nurse Midwives (CNMs)

who also attended their births; and the highest rate was at a large, university-based clinic,

staffed by nurse practitioners, nurse midwives, physicians and residents. Women at the

university-based clinic also delivered at the university-based hospital. The use of epidurals

also varied by race (range: 25.81 % to 60.61 %). Native Americans were more likely to

use an epidural and Asian women were least likely (Tables 1 and 2)

Table 1

Sociodemographic Characteristics by Site

Variable/Site Site1  Site 2 Site3  Site4 Site5  Overall
n=163 n=341 n=182 n=388 n=55 N
=1129
Adult (Age > 19 years) 74.23% 62.76% 56.59% 78.87% 65.45% 69.09%
Race:
Caucasian 93.83% 49.56% 34.07% 78.87% 69.09% 64.45%
African Am. 0.62% 33.14% 46.15% 7.22% 9.09%  20.48%
Native Am. 062% 381% 385% 3.09% 0.0% 2.93%
Hispanic 370% 4.40% 7.14% 3.87% 727% 4.70%
Asian 123% 469% 165% 180% 545% 2.75%
Other 0.0% 440% 7.14% 515% 9.09%  4.70%
Nulliparous 57.06% 34.60% 60.44% 46.39% 69.09% 47.74%
Multiparous 42.94% 65.40% 39.56% 53.61% 3091% 52.26%
Living with a partner 57.67% 46.04% 3681% 649% 54.55% 53.68%
Monthly income <$1050 60.17% 76.29% 81.25% 55.86% 60.47% 67.28%
Years Education (mean) 11.87 11.70 11.47 12 41 11.96 11.94
- Epidural Use 5890% 41.06% 54.95% 61.86% 45.45% 53.23%
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Table 2

Sociodemographic Characteristics by Race

Variable/Race Caucasian African Native Hispanic Asian  Other

n="727 American American n =53 n=31 n=53
__n=231 n=33

Adult 75.52% 54.11% 57.58% 71.70%  58.06% 56.60%
_(Age > 19 years)

Nulliparous 48.14% 44.16% 33.33% 5472%  51.61% 56.60%

Multiparous 51.86% 55.84% 66.67% 45.28%  48.39% 43.40%

Living with a 62.31% 26.84% 51.52% 62.26%  45.16% 49.06%
_partner

Monthly income 59.72% 86.02% 80.00% 80.43%  78.26% 70.45%

<$1050

Years Education 12.16 11.58 10.91 11.60 12.16 11.45
~(mean)

Epidural Use 56.53% 46.75% 60.61% 52.83%  2581% 47.17%

Prevalence of Abuse

In this primarily Caucasian, high-school educated, partnered sample of 1129

women, approximately 25 percent reported physical abuse and nearly five percent

experienced sexual abuse in the last year as measured by the AAS. Physical abuse since

pregnancy was reported by ten percent. Sexual abuse rarely occurred independent of

physical abuse, since 26 percent of the sample experienced sexual or physical abuse. As

measured by the PPP, stress related to current abuse was reported by almost 14 percent of

the women at time one, and by eight percent at time two (Table 3). Physical or sexual

abuse in the past year was predictive of abuse during pregnancy. Cross tabulations with

chi-square analysis found significant associations between physical or sexual abuse in the

past year and abuse in pregnancy (x° = 349.175, df = 1, » <0.0000).
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Abuse status was also compared by race and site (Tables 3 and 4). The highest
frequency of physical and sexual abuse in the last year, as well as stress related to current
abuse, was reported by Native American women. Hispanic women, however, reported the
greatest percentage of abuse during pregnancy at the rate of 14 percent. Lower
proportions of Caucasian women experienced abuse in the last year, abuse since
pregnancy, and physical or sexual abuse in the last year, compared to African American
women. Higher proportions of Caucasian women reported experiencing sexual abuse in
the last year and stress related to abuse in comparison with African American women.

Site Three participants reported the highest percentages of physical and sexual abuse, and
abuse during pregnancy. The majority of participants at this site were African American
(46.18%). Frequency of sexual abuse, however, was similar for all sites. Stress relative
to abuse was experienced more frequently by the participants at Site Five, followed closely
by Site Three participants. The majority of women at these sites were Caucasian.

Table 3

Abuse Status by Race

Status/Race Caucasian African Native Hispanic Asian  Other
n="727 American American n =53 n=31 n=53
n =231 n=33

Abused in Last 23.25% 26.70% 45.16% 26.00% 16.13% 33.33%
Year

Abused Since 9.10% 12.61% 12.90% 1400% 645% 11.76%
Pregnant

Sexual Abuse 5.32% 2.26% 12.90% 2.00% 3.23% 7.84%
Physical or 24.60% 27.50% 48.40% 26.00% 19.40% 33.30%
sexual abuse

Stress R/T 13.69% 12.17% 27.27% 15.09% 1290% 13.21%

Abuse (T1)
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Table 4

Abuse Status by Clinic Site

Status/Site Site 1 Site 2 Site 3 Site 4 Site 5 Overall
n=163 n=341 n=182 n=388 n=55 N=1129

Abused in Last 22.09%  2724% 3149% 21.65% 21.82% 24.93%

Year

Abused Since 6.13% 11.18% 17.13%  8.25% 7.27% 10.18%

Pregnant

Sexual Abuse 4.29% 4.15% 5.00% 5.41% 5.45% 4.82%

Physical or sexual 24.54%  28.43%  32.04%  22.94% 21.82% 26.18%
abuse

Stress R/T Abuse  12.88%  11.90% 1593% 1443% 1636%  13.79%
(TH)

Abuse Status and Epidural Anesthesia Use

Women who were physically abused in the last year were more likely to use an
epidural in labor than women who were not abused (60.6 % compared to 51.6 %). This
was also true for participants who were physically or sexually abused in the past year
(59.4 % compared to 51.8 %) or were physically abused since pregnancy (64.3 %
compared to 52.6 %). Statistically significant associations were found between women’s
report of physical abuse in the past year (3= 6.626, df = 1, p < 0.0100), physical or
sexual abuse in the past year (x*=4.847, df = 1, p <0.0277), and physical abuse since
pregnancy (y’>= 5.497, df = 1, p <0.019) and intrapartum epidural anesthesia use.
Although 59.4 percent of the women reporting stress related to current abuse (at time 1)
used an epidural, compared with 52.4 percent reporting no stress, the association was not
statistically significant. Also, the report of stress related to current abuse at time two was

not significantly associated with epidural anesthesia use.



Abuse and Epidural Ancsthesia 54

Using cross tabulations and chi-square analyses, demographic characteristics were
also examined for associations with epidural use. Epidural anesthesia was found to be
associated with race, parity, and site. Race was significantly associated with epidural use
(x*=17.948, df = 5,p <0.003). The majority of the Caucasian, Native American, and
Hispanic participants used epidural anesthesia, compared with less than half of the African
American, Asian, and “other” women. The number of times a woman had given birth was
significantly associated with epidural use (x*= 27.702, df =1, p < 0.000). Of the
nulliparous women, 61.4 percent used epidural anesthesia compared with only 45.8
percent of the multiparous women. A highly significant association was also found with
site and epidural use (x° = 35.549, df = 4, P <0.0000). Women at clinic Sites Two and
Five were less likely to use epidurals, in comparison with women at Sites One, Three, and
Four. Deliveries at Sites Two and Five were attended by Certified Nurse Midwives
(CNMs). Other demographic characteristics including age, partner status, number of
people residing in the household, income, and the number of pregnancies were not
significantly associated with epidural anesthesia use in labor.

Two of the PPP mean subscale scores were significantly associated with epidural
anesthesia use as analyzed by f-tests. Mean PPP subscale scores are reported in Table 5.
The mean Stress Subscale scores (time one) of women who used an epidural was 19.764
compared with 19.149 for those women who did not receive an epidural (£ =-2.119, df =
1124.9, p < 0.04). The mean Support of Other Subscale scores of women who had an
epidural was 52.775 compared with 51.029 for those who did not have an epidural (z=-

2.624, df = 1098, p < 0.01).
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Table 5

PPP Subscale Scores

Variable N Mean SD SE Range
Stress (T1) 1129 19.48 4.90 0.14 11-36.30
Partner (T1) 956 53.65 12.07 0.39 11-66.00
Other (T1) 1120 51.96 11.14 0.33 11-66.00
Esteem (T1) 1129 35.34 5.51 0.16 11-44.00
Stress (T2) 552 17.98 4.53 0.19 11-35.00
Partner (T2) 455 53.64 12.39 0.58 11-66.00
Other (T2) 544 52.20 10.58 0.45 11-66.00
Esteem (T2) 551 35.84 522 0.22 11-44.00

Multiple regression analysis used-a model incorporating the independent variables

of site, race, parity, physical or sexual abuse in the last year, and physical abuse in

pregnancy with the dependent variable of epidural anesthesia use. For all the clinic sites

combined, multiparity (p < 0.0000) and clinic Site Two (p < 0.0001) had a significant

negative association with epidural use. In this model, neither abuse status nor race were

significant predictor variables (see Table 6).
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Table 6

Summary of Stepwise Multiple Regression Analysis for Variables Predicting Epidural

Anesthesia Use for All Sites

Variable B SE B R’ p

Step 1 0.0308 0.0000
Multiparity -0.15637 0.03215  -0.157 0.0000
African American  -0.08853 0.03772  -0.076 0.0191
Step 2 0.0459 0.0000
Multiparity -0.13461 0.03241  -0.135 0.0000
African American  -0.05281 0.03859  -0.045 0.1715
Site Two -0.14256 0.03717 -0.128 0.0001
Step 3 0.0533 0.0000
Multiparity -0.13476  0.03230  -0.135 0.0000
African American  -0.05493 0.03846  -0.047 0.1536
Site Two -0.14514 0.03705 -0.131 0.0001
Abuse in year 0.09841 0.03652  0.086 0.0072
Step 4 0.0558 0.0000
Multiparity -0.13659 0.03230 -0.137 0.0000
African American  -0.05747 0.03847  -0.049 0.1355
Site Two -0.14465 0.03702 -0.130 0.0001
Abuse in last year 0.06071 0.04353 0.053 0.1635
Abuse in pregnancy  0.10057 0.06336  0.060 0.1128

Given the significant differences in epidural use at Site Two compared to the other
sites, further multiple regression analyses were conducted with a model for Site Two
separate from the four other sites, and another model for the four other sites combined.
The independent variables applied to each model were parity, race, physical or sexual
abuse in the last year, and abuse during pregnancy. The dependent variable utilized was
epidural anesthesia use. In the model for the four sites other than Site Two, multiparity (p
< 0.000) and African American race (p < 0.03) were each significant negative predictors
of epidural use (see Table 6). In the regression model for Site Two, with the same

independent and dependent variables, significant effects for abuse (physical or sexual
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abuse in last year [p < 0.05]) were found (see Table 7). The other variables of parity,
race, or abuse in pregnancy were not significant predictive variables in this model.

Table 7

Summary of Stepwise Multiple Regression Analysis for Variables Predicting Epidural

Anesthesia Use for All Sites (Except Site Two)

Variable B SE B R’ p

Step 1 0.0328 0.0000
Multiparity -0.16683 0.03734 -0.170 0.0000
African American  -0.09962 0.04927  -0.077 0.0436
Step 2 0.0352 0.0000
Multiparity -0.16722  0.03733  -0.170 0.0000
African American  -0.10337 0.04933  -0.080 0.0365
Abuse in last year 0.05611 0.04333 0.049 0.1957
Step 3 0.383 0.0000
Multiparity -0.17034 0.03736 -0.174 0.0000
African American  -0.10772 0.04938  -0.083 0.0295
Abuse in last year 0.01526 0.05158 0.013 0.7674
Abuse in pregnancy 0.11049  0.07588 0.066 0.1458
Table 8

Summary of Stepwise Multiple Regression Analysis for Variables Predicting Epidural

Anesthesia Use for Site Two

Variable B SE B R’ p

Step 1 0.0026 0.7101
Multiparity -0.05419 0.06552 -0.052 0.4090
African American 0.00721 0.06280 0.007 0.9086
Step 2 0.0389 0.0168
Multiparity -0.05415 0.06444 -0.052 0.4016
African American 0.01715 0.06185 0.017 0.7818
Abuse in last year 0.21035 0.06757 0.191 0.0021
Step 3 0.0413 0.0284
Multiparity -0.05353 0.06449 -0.051 0.4073
African American 0.01640 0.06190 0.016 0.7913
Abuse in last year 0.17493  0.08068 0.159 0.0311

Abuse in pregnancy  0.09223  0.11460 0.059 0.4217
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CHAPTER FIVE
Discussion

Approximately one quarter of the women in this study reported experiencing
sexual or physical abuse in the past year. This prevalence rate is similar to those found in
previous research studies (Bullock & McFarlane, 1989; McFarlane et al., 1991; Parker et
al., 1993; Parker et al., 1994). Ten percent of the women in this sample reported abuse
since pregnancy. This rate is also comparable to research that has reported seven to 14
percent of adult women experiencing physical abuse during pregnancy (Amaro et al.,
1990, Campbell et al., 1992; Helton et al., 1987, Lia-Hoagberg et al., 1988; McFarlane et
al,, 1991; Parker et al., 1994), and lower than other research findings that have reported
abuse in pregnancy prevalence rates of 16 to 20 percent (McFarlane et al., 1992;
O’Campo et al., 1994; Parker et al., 1993). Research conducted previously has found
higher percentages of Caucasian women who experienced abuse (Amaro et al., 1990; and
McFarlane et al., 1992) or no racial differences in abuse frequency (Bullock et al., 1989;
Helton et al., 1987). In contrast, almost one-half of the Native American and one-third of
the “other” participants in the current study experienced abuse in the year prior to
pregnancy. In this sample, only Asian participants reported lower frequency of abuse than
Caucasian women. This is supportive of the findings of Gazamarian et al. (1995), that
suggested non-white women were abused more frequently, than white women. However,
in this study, except for the African American women, non-white women comprised a
relatively small percentage (approximately 15%) of the total sample, which limits the

generalizability of these findings.
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Methodological issues including the assessment tools used, how and when
assessment for abuse was done, and who conducted the assessment may account for some
of this variation in reported abuse prevalence. Evidence suggests that the onset, severity,
and frequency of abuse may change throughout the duration of the pregnancy (Campbell
et al,, 1992; Campbell et al , 1993; Helton et al., 1987, McFarlane; Parker et al., 1993;
1994). Except for the assessment of stress related to current abuse, assessment for abuse
was not repeated. Without repeated assessment for abuse, the rates found with this
sample may not accurately reflect the occurrence of abuse during pregnancy. In addition,
differences in sample characteristics (i.e., age and race) may contribute to some of the
observed differences between studies. This study supports the findings from previous
research that sexual or physical abuse occurring during the childbearing year before
pregnancy is strongly associated with abuse during pregnancy (Campbell, 1989b; Gielen et
al., 1994; Helton et al., 1987, Parker et al., 1993; 1994; Walker, 1984). This association
reinforces the importance of assessing and reassessing for abuse with all women, especially
those women who are pregnant or are planning pregnancy.

Fifty-three percent of the study participants used an epidural during their labors.
This rate is considerably higher than the six to 23 percent reported by Hueston and
colleagues (1994). Racial, parity, and site differences in epidural use were evident in this
sample. Caucasian, Native American, and nulliparous participants were more likely to use
epidurals, as were participants at Sites One, Three, and Four. In Hueston’s research there
was also evidence that the type of provider, site of delivery, parity, and race were

significantly associated with epidural use. That research suggested that epidural use was
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more likely with nulliparous women, an obstetrician as obstetrical care provider, delivery
at a university or large teaching hospital, and Caucasian race. Interestingly, in the current
study, the lowest use of epidurals occurred at clinic sites (Sites Two and Five) where
prenatal obstetric care was predominantly provided by Certified Nurse Midwives (CNMs).
It is also likely that at these two sites CNMs attended the participants’ deliveries;
however, a major limitation of this study is the lack of specific information regarding
delivery site and intrapartum care provider. Hueston’s findings of less use of epidurals
with women whose births were attended by CNMs support this assumption. Unlike the
work of Hueston and colleagues, however, no association was found between epidural use
and older age or public insurance. In the current study, income was used as a proxy for
private and public insurance, since people with incomes below the poverty level ($1050
per month) are eligible for public insurance in Oregon. The demographic characteristics of
age, partner status, number of people residing in the home, income, and the number of
pregnancies were not significantly associated with epidural anesthesia use in labor.

According to the data from this study, physical abuse in the last year, physical or
sexual abuse in the last year, and physical abuse during pregnancy were each significantly
associated with epidural use. This is a relationship that has not been previously described,
and needs further exploration. The association between abuse and epidural use supports
the findings of numerous researchers that suggest that the experience of abuse affects
women’s decision-making and health behaviors (Amaro et al., 1990; Campbell et al.,
1992; Gazamararian et al., 1995 Parker et al., 1993; Young et al., 1989). Other

researchers have found that abused women have lower self-esteem, higher anxiety levels,
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higher levels of depression and stress, and alterations in self-concept (Campbell, 1989a;
1989b; Landenburger, 1989; 1993; Trimpey, 1989; Ulrich, 1993; Walker, 1984). What is
not known is whether it is a woman’s decision to use epidural anesthesia or her exhibition
of certain behaviors that result in increased intrapartum epidural use with women who are
abused.

Although multiple regression models found a statistically significant association
between abuse in the last year and epidural use at only one site, this association has clinical
significance. Researchers have suggested that intrapartum epidural use may be associated
with numerous negative sequalae, including prolonged labor, instrumental or cesarean
delivery, decreased maternal satisfaction with childbirth, and the feeling of deprivation
(Diro & Beydoun, 1985; Morgan et al., 1982a; 1982b; Paech, 1991; Ranta et al , 1995;
Thorp et al,, 1989; 1993; 1994). It is unknown whether women who are survivors of
abuse face the same potential negative risks of epidural use. Additional research is needed
to examine whether survivors of abuse experience the same negative physical or emotional
effects that have been found to be associated with intrapartum epidural use in previous
studies with women who were not identified as abused. In addition, further research will
be needed to examine why an association between abuse and epidural use existed at only
one site. Does this reflect providers’ increased or decreased sensitivity to and awareness
of the needs and wishes for pain control in labor for women who have been abused?
Qualitative information on abused women’s experiences of pregnancy and childbirth
would be extremely useful. Specific areas of focus could include decision making relative

to choice of health care provider, use or non-use of pain medication, and intrapartum
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support needs. Other useful information would include abused women’s perceptions of
“self” during the prenatal, intrapartum, and postpartum periods.

As articulated previously, an application of Landenburger’s model of entrapment in
and recovery from an abusive relationship could lead to various suppositions as to why
this association exists (1989; 1993). According to Landenburger, the experience of abuse
must be examined from multiple dimensions--within the sociocultural context, the context
of the perception of the abuse relationship by others important to the abused woman, and
the perception of the abuse, the relationship, and her “self” held by the woman.

Women who are in the early stage of entrapment might be more likely to use an
epidural in an attempt to deny or control the pain that they experience and conceal in their
abusive relationship. Alternatively, these women may be less likely to use an epidural
since they will not admit they are in an abusive relationship. For women in the enduring
phase, the abuse has begun to take over a large part of their lives. At this time in the
relationship, a woman’s view of her “self” is becoming distorted. The woman feels
trapped. For these women, epidural use may help to suppress the physical or emotional
pain experienced within the abusive relationship. These women may actively choose to
use epidurals to deal with the pain. Alternatively, since in this phase women feel trapped
and powerless, a health care provider’s preference for pain control may be accepted
without argument. A woman in the disengaging phase also struggles to reconcile her view
of being abused with her view of “self.” In this stage, a woman may be feeling a
tremendous amount of emotional as well as physical pain. These women are more likely

to identify themselves as abused. Again, epidural use may be an active choice for the
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women; or if they have identified themselves as abused to their care providers, they may
encourage women to use an epidural based on their sociocultural experiences and
assumptions about abuse. The woman who is in the stage of recovery, may feel that she
has resolved the issues associated with the abusive relationship. She is no longer being
abused, feels that she has regained control, and therefore, does not require pain control (in
the form of an epidural) during labor. She may see the process of natural childbirth as
empowering or conversely, may exert her personal control by choosing an epidural to
reduce or alleviate the pain.

Study Limitations

Several limitations are inherent in the way abuse was assessed in this study. First,
except for the assessment for stress related to current abuse, abuse assessment was
conducted at only one point. Second, assessment was done by a research assistant who
was most likely, unknown to the study participants. Both of these may result in
underreporting of actual abuse prevalence as previously described. Another limitation of
this study is the lack of information on where the women delivered and who assisted with
their delivery; as well as the inability to discern whose decision it was to use epidural
anesthesia--the patient’s, care provider’s, or nurse’s. Finally, although there was
significant variation in abuse prevalence among ethnic groups, the small subsample sizes of
the Native American, Asian, Hispanic, and “other” women make generalization of the

results difficult.

Implications for Nursing Research and Practice
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Abuse affects women in many ways, influencing their experiences, perceptions, and
choices. Nurses and other health care providers must understand the dynamics of the
abusive relationship and the numerous effects it has on women in order to provide
compassionate, individualized patient care. Specific purposes for assessing for sexual and
physical abuse of women include: 1) prevention of physical and emotional injury; 2)
provision of education, support, and resource referral; 3) legal documentation of the
abuse; and 4) assistance with patient care planning and anticipatory guidance (Bohn, 1990;
Campbell, 1993).

Landenburger (1993) has described the skewed sense of reality experienced by
abused women. The battered woman’s choice of epidural anesthesia can be seen as an
exertion of control or as further separation between the “self” and the body. Further
research will be needed to determine why abused women choose a particular type of
analgesia or anesthesia and how their choice influences their satisfaction and experience of
childbirth. Whatever the reason, the abuse survivor should have the opportunity to choose
the type of pain control measure she deems appropriate for her during birth. In order for
the patient to make an informed choice, however, it is imperative she understands what the
available intrapartum anesthesia and analgesia options are, including risks, benefits, and
potential side effects.

Knowledge of the effects of an epidural on childbirth, combined with an awareness
of why abused women may or may not desire an epidural is important to the battered
woman and her health care providers. Through this, better patient education and an

increased sensitivity to women’s needs in childbirth can be accomplished. The abused
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woman should be reassured that analgesia and anesthesia use in labor are acceptable
options. Discussions about choice of analgesia or anesthesia may provide valuable insight
to the abused woman as to her feelings about childbirth, pain, and her abuse experience
and may offer the patient and health care provider a valuable opportunity to share an open,
honest dialogue on the effects of abuse on women’s sense of “self.” Available childbirth
education classes, printed materials, and other resources which support or accept the
battered women’s choice of anesthetic could be provided to the patient. Relevant patient
education regarding the birth process and anesthesia should occur in the clinic setting,
childbirth education classroom, and in the hospital. It is imperative that health care
providers accept abused women’s choices, acknowledge their feelings, and promote their
sense of autonomy and control, especially since this may be one of the few situations
where the abused woman can exercise control over her body. By supporting women’s
choices of intrapartum anesthesia, the health care provider can facilitate the battered
woman’s sense of autonomy, control, and wholeness in the birth process and in her life.
In addition, this descriptive research study may provide useful information for
further development and research in the broad area of woman abuse, as well as in the
specific area of the relationship between abuse experience and its” effect on women’s
pregnancy and birth experiences. Although numerous research studies have explored the
relationship of abuse to pregnancy outcomes, further research is needed in the area of the
abused woman’s birth experience. The identification of additional effects of violence
against women can help to emphasize the importance of dealing with woman abuse as a

public health problem. Nursing has long provided clinical care to survivors of all forms of
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abuse and violence. It is also critical that nursing is an integral contributor to knowledge
development in the area of woman abuse. By participating in knowledge development
relative to abuse, nursing may assist in the development of health policy, and as a result,

positively influence the health and lives of thousands of women (AAN Expert Panel on

Violence, 1993).
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Appendix
Sociodemographic Survey
Al.  Today’s Date / 4
Mo Day Year
A2 Date of Birth / / Age
Mo Day Year

A3.  What is your current partner status? Are you (read choices):

[ 1. Married living with your partner

O 2. Married living alone

O 3. Single living with your partner

il 4. Single living alone
A4, How many years of education have you completed? (GED = 12 years)
A5, Did you drop out of high school?

(] 0. No

Ll 1. Yes
A6.  What is your race?

O 1. Caucasian

] 2. African American

8 3. Native American

[ 4. Hispanic

B 5. Asian

2 6. Other (please specify)
A7 What is your total family income each month?
AS8. How many people currently reside in your household?
A9. Do you work outside the home?

L] 0. No (Go to question A13)
il 1. Yes (Go to question A10)
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Sociodemographic Survey

Ask Only if Question #9 was Yes.

Al3.

Al0.  Does the work involve heavy, physical labor?

) 0. No
O 1. Yes
All. Isthe work stressful?
i 0. No
U 1. Yes

Al2. Do you have to commute more than 30 minutes one way to work?
N 0. No
[ 1. Yes

How many times have you been pregnant, including this pregnancy?

Al4.  How many times have you given birth, including any still born births?

77

AlS5.  How far along are you today? (in weeks) (Lifestyle Behavioral Risk Factor)
(If not sure, complete after exam)

A16. Have you had any prenatal care for this pregnancy prior to today’s visit?

Al16A. Record: Weeks gestation at first visit

[ 0. No
0 1. Yes (if yes, record dates and number of visits)

Al7.  Was this pregnancy planned?

U 0. No
U 1. Yes
0 2. Yes and No (please explain)
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Prenatal Psychosocial Profile

Assessment of Stress

Ask women to what extent the following factors are current stressors/hassles. Circle the

number corresponding to the appropriate response.

To what extent are (READ CHOICE) a No Some Moderate | Severe
current stressor/hassle for you? Stress Stress Stress Stress
1 2 B 4

Al1BA. Financial worries (e.g., food, 1 2 3 4
shelter, health care, transportation)

A18B. Other money worries (e.g., bills, 1 2 3 4
etc.)

Al18C. Problems relating to family (partner, 1 2 3 4
children, etc.)

Al18D. Having to move, either recently or | 2 3 4
in the future

AI18E. Recent loss of a loved one 1 2 3 4

A18F. Current pregnancy 2 3 4

A18G. Current abuse, sexual, emotional or 2 3 4
physical

Al8H. Problems with alcohol and/or drugs 1 2 3 4

A1BI. Work problems (e.g., being laid off, 1 2 3 4
etc.)

A18J. Problems relating to friends 1 2 3 4

A18K. Feeling generally “overloaded” 1 2 3 4
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Prenatal Psychosocial Profile

Assessment of Support

This next set of questions asks how satisfied you are with the amount of support you
receive from your partner and/or other people.

Al9. First of all, do you have a partner?
U 0. No (ask only about support from others)
0 1. Yes

I'will read you a list of statements describing types of support. On a scale of 1 to 6, with
1 being very dissatisfied and 6 being very satisfied, I want you to tell me how satisfied you
are with the support you receive from (your partner/other people).

Partner Other People
Very Very | Very Very
Dissatisfied Satisfied | Dissatisfied Satisfied
A19A. Shares similar 1 12 13 [4 (5 |6 {1 |2 (3 |4 |5 |e6

experiences with me

Al9B. Helpskeepupmymorale |1 [2 |3 (4 |5 |6 |1 |2 |3 |4 |5 |6

AI9C. HelpsmeoutwhenI’'min|1 |2 [3 |4 |5 |6 |1 (2 I3 |4 |5 |6
a pinch

AI9D. Shows interest in my 1 (2 13 (4 |5 16 (1 {2 |3 (4 |5 |6
daily activities and
problems

A19E. Goes out of his/her way L 12 {3 |4 |5 (6 [1 |2 {3 |4 |5 |6
to do special or
thoughtful things for me

A19F. Allows me to talk about I 12 |3 {4 |5 |6 {1 |2 |3 {4 |5 |6
things that are very
personal and private

Al19G. Lets me know I am L (2 (3 [4 |5 |6 (1 (2 |3 {4 |5 {6
appreciated for the things
I do for him/her

Al9H. Tolerates my ups and I 12 |3 [4 |5 |6 (1 |2 {3 (4 |5 |6
downs and unusual
behaviors

Al9L Takes me seriouslywhenl |1 2 |3 |4 |5 (6 |1 |2 |3 |4 |5 |6
have concerns

Al9J. Saysthingsthatmakemy |1 |2 [3 {4 |5 |6 [1 [2 [3 [4 |5 |6
situation clearer and
easier to understand

A19K. Lets me know thathe/she |1 |2 |3 |4 |5 (6 |1 |2 |3 |4 |5 6
will be around if I need
assistance
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Prenatal Psychosocial Profile

Assessment of Self Esteem

We all have some kind of “picture” of ourselves we carry with us. I’m going to read you a
list of statements that people have used to describe themselves. I would like you to tell
me how much you agree or disagree that this statement describes yourself.

Strongly | Agree | Disagree | Strongly
Agree Disagree

A20A. Feel that you’re a person of worth, 1 2 3 4
at least on an equal basis with
others.

A20B. Feel that you have a number of 1 2 3 4
good qualities.

A20C. Allin all, feel that you are a failure. 1 2 3 4

A20D. Feel that you are able to do things i 2 3 4
as well as most other people.

A20E. Feel you do not have much to be 1 2 3 4
proud of.

A20F. Take a positive attitude toward 1 2 3 4
yourself,

A20G. On the whole, feel satisfied with 1 2 3 4
yourself.

A20H. Wish you could have more respect 1 2 3 4
for yourself,

A201. Feel useless at times. 1 2) 3 4

A20J. At times think you are no good at 1 2 3 4
all.

A20K. Feel like you have control over 1 2 3 4
your life.




A35A.

A35B.

A35C.

A20L.
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Prenatal Psychosocial Profile/ Abuse Assessment Screen

Within the last year have you been hit, slapped, kicked or otherwise physically
hurt by someone?

O 0. No

0 1. Yes

Since you’ve been pregnant, have you been hit, slapped, kicked or otherwise
physically hurt by someone?

O 0. No

O 1. Yes

Within the last year, has anyone forced you to have sexual activities?
4 0. No
a 1. Yes

Did this interview bring up any concerns or questions that you would like to
discuss with your prenatal care provider?

L] 0. No

[ 1. Yes

A20M. Would you like me to approach your prenatal care provider with this concern or

question for you?
0 0. No
U 1. Yes

Offer participant a card with community resources Jfor abused women.
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Prenatal Psychosocial Profile

Assessment of Stress

Ask women 1o what extent the following factors are current stressors/hassles. Circle the
rumber corresponding to the appropriate response.

To what extent are (READ CHOICE) a No Some Moderate | Severe
current stressor/hassle for you? Stress Stress Stress Stress
1 p 3 4

B18A. Financial worries (e.g., food, 1 2 3 4
shelter, health care, transportation)

B18B. Other money worries (e.g., bills, 1 2 3 4
etc.)

B18C. Problems relating to family (partner, 1 2 3 4
children, etc.)

B18D. Having to move, either recently or 1 2 3 4
in the future

BI18E. Recent loss of a loved one 1 2 3 4

B18F. Current pregnancy 1 2 3 4

B18G. Current abuse, sexual, emotional or 1 2 3 4
physical

B18H. Problems with alcohol and/or drugs 1 2 3 4

B18Il. Work problems (e.g., being laid off, 1 2 3 4
etc.)

B18J. Problems relating to friends 1 2 3 4

B18K. Feeling generally “overloaded” 1 2 3 4
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Prenatal Psychosocial Profile

Assessment of Support

This next set of questions asks how satisfied you are with the amount of support you
receive from your partner and/or other people.

B19. First of all, do you have a partner?
U 0. No (ask only about support from others)
U ¥ Yes

I'will read you a list of statements describing types of support. On a scale of 1 to 6, with
1 being very dissatisfied and 6 being very satisfied, I want you to tell me how satisfied you
are with the support you receive from (your parmer/other people).

Partner Other People
Very Very Very Very
Dissatisfied Satisfied | Dissatisfied Satisfied
BI19A. Shares similar I [2 13 [4 |5 |6 |1 (213 [4 |5 Je

experiences with me
B19B. Helps keepupmymorale |1 |2 |3 $ 16 11 |2 (3 5 |6
BI9C. Helpsme out when’'min |1 {2 |3 |4 |5 [6 |1 {2 {3 |4 |5 6
a pinch

E=N
SN

B19D. Shows interest in my 1 12 13 (4 |5 |6 |1 |2 |3 |4 |5 |6
daily activities and
problems

BISE. Goes out of his/her way 1 12 (3 |4 |5 (6 |1 |2 |3 |4 |5 |6
to do special or
thoughtful things for me

BI19F. Allows me to talk about 1 12 |3 |4 |5 [6 |1 [2 |3 {4 15 |6
things that are very
personal and private

B19G. Lets me know I am 1 12 (3 (4 {516 |1 |2 |3 [4 [5 |6
appreciated for the things
I do for him/her

B19H. Tolerates my ups and 1 12 [3 [4 (5 |6 |1 |2 {3 |4 |5 |6
downs and unusual
behaviors

BI9L. Takes me seriouslywhenI |1 [2 {3 |4 |5 |6 [1 |2 [3 |4 |5 |6
have concerns

B19J. Saysthingsthatmakemy |1 (2 (3 {4 [5 |6 [1 |2 |3 |4 [5 |6
situation clearer and
easier to understand

BI9K. Letsme knowthathe/she |1 |2 |3 |4 |5 |6 |1 |2 |3 |4 |5 6
will be around if I need
assistance
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Prenatal Psychosocial Profile

Assessment of Self Esteem

We all have some kind of “picture” of ourselves we carry with us. I’'m going to read you a
list of statements that people have used to describe themselves. I would like you to tell
me how much you agree or disagree that this statement describes yourself.

Strongly | Agree | Disagree Strongly
Agree Disagree

B20A. Feel that you’re a person of worth, 1 3 3 4
at least on an equal basis with
others.

B20B. Feel that you have a number of 1 2 3 4
good qualities.

B20C. Allin all, feel that you are a failure. 1 2 3 4

B20D. Feel that you are able to do things 1 2 3 4
as well as most other people.

B20E. Feel you do not have much to be 1 2 3 4
proud of.

B20F. Take a positive attitude toward 1 2 3 4
yourself.

B20G. On the whole, feel satisfied with 1 2 3 4
yourself.

B20H. Wish you could have more respect 1 2 3 4
for yourself,

B20I. Feel useless at times. 1 b 3 4

B20J. At times think you are no good at 1 2 3 4
all.

B20K. Feel like you have control over your 1 2 3 4
life.
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Outcome Measures

C35.  How many prenatal visits did the subject make during this pregnancy?

Infant birthweight
C36. Actual birthweight in grams

C37.  Low birthweight (< 2500 grams)
[ 0. No
U 15 Yes

Infant complications
C38.  Actual weeks gestation

C39. Preterm infant < 37 weeks
0 0. No
0 1. Yes

C40.  Actual one minute Apgar score

C41. One minute Apgar less than 7
[] 0. No
U b Yes

C42.  Actual five minute Apgar score

C43.  Five minute Apgar less than 7
N 0. No
U L. Yes

C44.  Crown/heel length in centimeters

C45. Head circumference in centimeters

C46. Intrauterine growth retardation
(] 0. No
O 1. Yes

C47. Meconium staining at delivery
4 0. No
0 1. Yes

C48. Admit/transfer to Neonatal Intensive Care Unit
O 0. No
O 1. Yes
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Outcome Measures

Labor & Delivery Complications and Use of Anesthesia & Analgesia
C49.  Onset of labor spontaneous

[ 0. No (labor spontaneous)

0 B Yes (labor induced)

C50.  Delivery assisted (vacuum, forceps)
U 0. No
g 1. Yes

C51.  Cesarean delivery
O 0. No
[] 1. Yes

C52. First stage of labor longer than normal (For primiparas greater than 22.9 hours for
Jirst stage; for multiparas greater than 13.1 hours for first stage)

U 0. No

¥ 1. Yes

C53. Second stage of labor longer than normal (For primiparas greater than 105 minutes
Jor second stage; for multiparas greater than 32 minutes Jor second stage)

] 0. No

0 1, Yes

C54.  Epidural analgesia
0 0. No
0 L. Yes

C55. Narcotic analgesia
(] 0. No
U 1. Yes

C56. High blood pressure during labor/delivery (> 139/89 over a period > 2 hours)
0] 0. No
N L Yes

C57.  Membranes ruptured longer than 24 hours before delivery
B 0. No
L] 1. Yes

C58.  Cervical infection on admission to labor
il 0. No
U 1. Yes
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Abuse and Epidural Anesthesia
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