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Using the framework of the reformulated learned help-

lessness (RLH) model of depression, this study examined the 

nonachievement of self-expectations of primigravidas desir-

ing natural childbirth in terms of their attributional style 

and the possible resulting depression. The RLH model pre-

dicts that individuals who have a depressive attributional 

style experience a sense of helplessness when faced with 

situations which seem difficult or out of their control and 

are more apt to fail and become depressed. Natural child-

birth is an experience which has the potential of appearing 

out of control to women involved in the birth process. 

Using a before and after design, the study was based on 

a sample of forty-one married primiparas who had an uncom-

plicated pregnancy, attended Lamaze childbirth classes, and 

anticipated an uncomplicated, unmedicated vaginal delivery. 

Sixteen subjects stated they did not meet their self-expec-

tations during childbirth and twenty-five stated they did 

meet their self-expectations. The hypothesis were tested 

using two matched groups of sixteen each. Data from all 



subjects were used for post hoc analysis of the hospital 

data. 

The attributional style of the subjects, measured by 

the Attributional Style Questionnaire (ASQ), was not found 

to differentiate the two groups. They did significantly 

differ (p<.05) on the ASQ subscale for bad events but not 

on the subscale for good events. The two groups were found 

to not differ in their levels of depression or negative 

affect. All three null hypothesis were retained. 

It was concluded that while women who do not achieve 

their self-expectations during natural childbirth do demon-

strate a significant tendency to attribute bad events to 

internal, stable, and global causes, other predictions of 

the RLH model were not supported. Additional conclusions 

were that nonachievers are very similar to achievers on 

most of the hospital variables but nonachievers were found 

to have higher percentages of augmented labor, heavier 

levels of analgesia, and more cases of regional anesthesias 

as compared with achievers. 
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CHAPTER I 

INTRODUCTION 

The "learned helplessness model of reactive depression" 

was developed from laboratory experiments on nonhuman organ-

isms. When applied to humans, the model was found to be 

unsuccessful in describing, predicting, and treating depres-

sion. The model was reformulated in 1978 by Abramson, 

Seligman, and Teasdale and was based on attribution theory, 

which is concerned with the causes an individual attributes 

to events in his life. The reformulated learned helplessness 

(RLH) model of depression predicts that individuals who have 

a depressive attributional style experience a sense of help-

lessness when faced with situations which seem out of their 

control and therefore become depressed. 

Research is necessary to further test and determine the 

applicability of the RLH model to human reactive depression. 

One area of needed research is in determining whether an 

individual with a depressive attributional style is more apt 

to be depressed than another individual without that attri-

butional style when confronted with a negative life event. 

Negative life events are able to be simulated in the lab-

oratory; however, as with many laboratory experiments, the 



results are criticized for their lack of generalization to 

actual life situations. 

Natural childbirth is an experience which has the 

potential to be a negative life event. Educational classes 

and literature for natural childbirth place an emphasis on 

the woman being in control of her responses during both labor 

and delivery and on using a minimal amount of medication. 

Through anticipatory planning the woman has self-expectations 

of her responses during birth. If she fails to live up to 

these self-expectations, depression may result. An exam-

ination of the nonachievement of the self-expectations of 

women in relation to the natural childbirth process and of 

the possible resulting depression would further research on 

the RLH model of depression. This depression would be meas-

ured in the immediate postpartal period and therefore would 

not be postpartum depression which, if it occurs at all, 

happens six to eight weeks postpartum. Another value of the 

research would be the ability to provide additional antic-

ipatory guidance to women who select natural childbirth as 

their delivery method. 

Statement of the Problem 

The problem of the study was an examination of the re-

lationship between depressive attributional styles and the 

occurrence of depression following a negative life event, the 

nonachievement of self-expectations with natural childbirth. 



Purpose of the Study 

The purpose of the study was to determine if depression 

occurs in women with depressive attributional styles who do 

not achieve self-expectations in relation to childbirth. 

Hypotheses 

To carry out the purpose of the study, the following 

hypotheses were tested. 

1. The women selecting natural childbirth who expe-

rience nonachievement of self-expectations will exhibit a 

significantly higher incidence of depression, as measured 

postpartally on the Beck Depression Inventory, as compared 

with those women selecting natural childbirth who experience 

achievement of self-expectations. 

2. The women selecting natural childbirth who expe-

rience nonachievement of self-expectations will exhibit a 

significantly higher degree of negative affect, as measured 

postpartally by the Multiple Affect Adjective Check List, 

as compared with those women selecting natural childbirth 

who achieve their self-expectations. 

3. The women selecting natural childbirth who exhibit 

depressive attributional style, as measured antepartally by 

the Attribution Style Questionnaire, will have a signifi-

cantly higher incidence of not achieving their self-

expectations as compared with the women selecting natural 

childbirth who do not exhibit depressive attributional style. 



Definition of Terms 

For the purpose of this study, the following definitions 

were used. 

Antepartum—before labor and delivery or childbirth; 

while pregnant. 

Childbirth education—systematic preparation of the 

expectant parent(s) for the physiological and psychological 

events of pregnancy, labor, delivery, and postpartum period. 

Emphasis is on decreasing the anxiety and increasing the 

satisfaction resulting from the experience. 

Depressive attributional style—as measured by the 

Attributional Style Questionnaire, characterized by the 

tendency of an individual to make internal, stable, and glo-

bal attributions for bad outcomes or failures and to make 

external and unstable attributions for good outcomes or 

success. 

Gravida—a pregnant woman. 

Natural childbirth—the belief that childbirth is a 

"natural" experience and that the mother should be an active 

participant. Emphasis is placed on the use of minimal or no 

medication. 

Natural childbirth education—a specific method of 

childbirth preparation, based on principles of conditioned 

response. Basic components of the method are education and 

training. Goals are to increase self-control over the labor 

and delivery process, decrease the amount of medication used, 



and increase satisfaction with the birth experience. Due to 

their similarities and for the purpose of this study, unless 

specified otherwise, the Read method, the Lamaze method, and 

psychoprophylaxis will all be referred to as "natural child-

birth preparation" and the use of these methods during 

childbirth will be referred to as "natural childbirth." 

Postpartum—the period elapsing between termination of 

labor and the return of the uterus to its normal condition, 

about six weeks. 

Primigravida—a woman who is pregnant for the first 

time. 

Primipara—a woman who has given birth to her first 

child. 

Reactive depression—depression which occurs as a 

response to an external event, such as the death of a loved 

one. 

Organization of the Report 

In order to determine whether the failure of a signif-

icant life event results in depression and if the failure 

could be predicted based on the RLH theory, several steps 

were undertaken. The literature of RLH theory and of nat-

ural childbirth were examined and studied to assist in the 

research design and methods of gathering data. The discus-

sion of this information is presented in Chapter Two. 



Subjects were located and asked to participate in the 

study. Chapter Three describes this process, the instruments 

which were used, and how the data were obtained. 

Chapter Four contains the results of the data analysis 

and a discussion of the results. Chapter Five, the conclud-

ing chapter, summarizes the findings and presents the 

conclusions, implications, and recommendations of the study. 



CHAPTER II 

BACKGROUND AND SIGNIFICANCE OF THE STUDY 

The following explanation of the background and signif-

icance of the study includes three main sections: (a) a 

discussion of learned helplessness theory, including its 

development, research, and reformulation; (b) a discussion 

of the concept of natural childbirth, its development, cur-

rent aspects, and research; and (c) a summary of the previous 

two sections and significance of the study. 

Learned Helplessness 

The concept of learned helplessness was initially 

developed from a series of laboratory experiments on the 

response of subhumans to traumatic avoidance learning 

(Overmier & Seligman, 1967; Seligman & Maier, 1967). Animals 

pretreated with unavoidable and inescapable shock would, at 

a later time and in another situation, fail to avoid the 

shock or other adversive situation when escape was possible 

by performing a simple response. The animals experienced 

difficulty in associating their responses with reinforce-

ment and the relief which would follow. The investigators 

used the term "learned helplessness" to refer to the organ-

ism learning that when events were uncontrollable, its 
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behavior and the outcome of the experience were independent 

of and noncontingent on each other (Maier & Seligman, 1976). 

Based on data obtained in the laboratory, learned help-

lessness was proposed as a model for reactive depression in 

humans (Miller & Seligman, 1973, 1975; Seligman, 1975; 

Seligman, Klein, & Miller, 1976). Price, Tryon, and Raps 

(1978) replicated the learned helplessness phenomenon in a 

group of hospitalized depressive subjects. Hammen and Krantz 

(1976) studied depressed and nondepressed college students 

and obtained results compatible with learned helplessness. 

Several investigators, however, found the original 

hypothesis was not adequate for understanding, predicting, 

or treating helplessness in humans (Abramson, Garber, 

Edwards, & Seligman, 1978; Hanusa & Schulz, 1977; Kilpatrick-

Tabak & Roth, 1978; McNitt & Thornton, 1978; Miller & 

Seligman, 1976; Miller, Seligman, & Kurlander, 1975; Rizley, 

1978; Willis & Blaney, 1978). McReynolds (1980) criticizes 

the theory, asserting it is primarily a "patchwork theory" 

with old and borrowed theories as well as some new theory. 

In addition, he contends the majority of the research cen-

ters on response to the withdrawal of adversive stimuli even 

though the theory predicts response to all outcomes. Depue 

and Monroe (1978) and Costello (1978) also argue against the 

learned helplessness theory, pointing out a number of prob-

lems relating to the methodology and conceptual framework of 

learned helplessness experiments. 



As a result of the inadequacies in the original theory, 

Abramson, Seligman, and Teasdale in 1978 presented a reformu-

lation of the learned helplessness model which emphasizes 

the role of attribution states and styles in helplessness 

and depression. Abramson, Seligman, and Teasdale (1978) 

offer a critique of the original theory, resolution of its 

inadequacies, and evidence to support the reformulation. 

Additional evidence and clarification are offered by Miller 

and Seligman.* Following is a review of the reformulated 

learned helplessness (RLH) model of depression based on these 

two sources, unless otherwise stated. 

The original learned helplessness hypothesis, when 

applied to humans, had two major problems. The first prob-

lem was that there was not a distinction between situations 

in which outcomes were uncontrollable for all individuals 

and situations in which they were uncontrollable only for 

some individuals (universal versus personal helplessness). 

The second problem was that it did not explain when help-

lessness is general and when it is specific, or when chronic 

and when acute. 

The reformulated model states that universal helpless-

ness results when the individual believes the outcome of a 

*Miller, S., & Seligman, M. E. P. The reformulated 
model of helplessness and depression: Evidence and theory. 
Unpublished manuscript. (Available from M. E. P. Seligman, 
Department of Psychology, University of Pennsylvania, 
3815 Walnut Street, Philadelphia, Pennsylvania 19104.) 
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situation is not contingent on any responses in the reper-

toire of any relevant other. Attribution for the outcome is 

made to external factors. An individual with terminal ill-

ness is an example of universal helplessness with external 

attribution. The course of the disease is independent of 

all the individual's responses as well as those of others. 

When the individual does not believe he possesses the 

necessary responses to affect the outcome but believes that 

relevant others do possess the responses to affect the out-

come, personal helplessness occurs. Attribution for the 

inability to affect outcome is made to internal factors. An 

example of personal helplessness with internal attribution 

is a child with a learning disability who is unable to suc-

ceed in mathematics while others in the class are able to 

succeed. The reformulated model states internal attribution 

for failure results in lower self-esteem than do external 

attributions. Conversely, in controllable or successful 

situations, making external attributions for success also 

facilitates lower self-esteem. 

When helplessness deficits occur in a broad range of 

situations, the deficits are referred to as global. Global 

attributions imply to the individual that in new situations 

the outcomes will still be independent of his responses. An 

attribution to global factors produces helplessness across 

different situations. Specific attributions, the other end 

of the continuum from global attributions, imply to the 
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individual that failure to control the situation will not 

necessarily recur when the situation changes or repeats it-

self. Helplessness occurs in the original situation only. 

Failure of an examination could be attributed to global fac-

tors; i.e., "I always have and always will do badly on 

examinations," or to specific factors; i.e., "I have a bad 

head cold and cannot think clearly, today." 

A final, third dimension which characterizes attribu-

tions of people is the factor of stable-unstable. Stable 

factors are long lived or recurrent; i.e., "Women find me 

unattractive." Attribution to stable factors produces 

chronic helplessness because it implies to the person that 

controlling responses will be lacking in the future as well 

as at the present. Unstable factors are short lived or non-

recurrent, resulting in transient helplessness. An example 

of attribution to unstable factors is a man who decides a 

woman does not like him because of his suit's style. 

Within the three dimensions, there are eight types of 

attributions an individual can make regarding the outcome of 

a situation (Internal-External x Stable-Unstable x Global-

Specific) . These attributions have implications for how the 

person believes he will respond in the present and future, 

in similar situations and different situations, and how 

others will respond compared to him. 

If the individual learns that outcomes are uncontrol-

lable or if he fails to achieve a highly desired outcome, 



12 

then based on the attributions made, four deficits will 

result: cognitive, motivational, emotional, and self-esteem. 

Helplessness does not result from trauma per se but from the 

inability to control the trauma which produces failure to 

respond. Also, mere controllability is not usually suf-

ficient to render a person helpless. There are many events 

in an individual's life which are uncontrollable but which 

do not sadden the person. Rather, the individual must come 

to expect that the probability of aversive outcomes is high, 

resulting in cognitive deficits and difficulty in learning 

new response-outcome contingencies. The depressed individual 

believes his actions are doomed to failure. If the person 

expects his responses not to alter the outcome, then the 

likelihood of emitting such a response is decreased, and 

thus the motivational deficit is reflected in the passivity, 

intellectual slowness, and social impairment of naturally 

occurring depression. Emotional deficits result from the 

depressed affect which is a consequence of learning that out-

comes are uncontrollable. Lower self-esteem is a final 

outcome. 

Abramson, Seligman, and Teasdale emphasize that the RLH 

model regards 

expectation of a response-outcome independence as a 
sufficient, not a necessary, condition for depression. 
Thus, physiological states, postpartum conditions, 
hormonal states, loss of interest in reinforcers, 
chemical depletions, and so on may produce depression 
in the absence of the expectations of uncontrollability. 
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According to the model, then, there exists a subset 
of depression—helplessness depression—that is 
caused by expectation of response-outcome inde-
pendence and displays the symptoms of passivity, 
negative cognitive set, and depressed affect 
(Abramson, Seligman, & Teasdale, 1978, p. 64). 

The reformulated view of depression states that the 

individual with depressive attributional style expects highly 

aversive outcomes to be probable and highly desired outcomes 

to be improbable and that no response he makes will have an 

effect on the likelihood of these events. The individual 

has a tendency to make stable, global, and/or internal 

attributions for failure and to make unstable, specific, and/ 

or external attributions for success. Internal attributions 

for failure are made by depressed individuals who believe 

they are personally helpless, whereas depressed individuals 

who believe they are universally helpless make external 

attributions for failure. 

Since the RLH model was proposed in 1978, assessment of 

its validity and its ability to predict has produced mixed 

results. Abramson, Seligman, and Teasdale (1978) and Miller 

and Seligman* present three basic classes of evidence for 

the RLH model, including deficits produced by learned help-

lessness, attributional evidence, and skill/chance evidence. 

Seligman, Abramson, Semmel, and von Baeyer (1979) examined 

*Miller, S., & Seligman, M. E. P. The reformulated 
model of helplessness and depression: Evidence and theory. 
Unpublished manuscript. (Available from M. E. P. Seligman, 
Department of Psychology, University of Pennsylvania, 
3815 Walnut Street, Philadelphia, Pennsylvania 19104.) 
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depressed and nondepressed college students. When the two 

groups were compared, it was found that depressed students 

attributed bad outcomes to internal, stable, and global fac-

tors and good outcomes to unstable, external factors. Raps, 

Reinhard, and Seligman (1980) examined the model's predic-

tion that if depression were alleviated, helplessness would 

also be allieviated, and vice versa. The results were found 

to be consistent with the model. 

Pasahow (1980) found partial support for the reformu-

lated model. Subjects instructed to attribute their failure 

to global factors exhibited poorer performance on subsequent 

anagram tasks, and subjects instructed to make specific 

attributions did not exhibit subsequent impaired performance. 

These two findings support the reformulated model. However, 

it was found that the global-specific dimension did not pre-

dict subsequent performance when subjects made their own 

global-specific attributions prior to the task. There was a 

difference found when the subjects ascribed their attribu-

tion after the task, leading Pasahow to speculate that 

behavior mediated attribution, not the reverse, which the 

model had predicted. 

The prediction that attributions regarding bad events 

play a causal role in reactive depression was examined by 

Golin, Sweeney, and Shaffer (1981). College students were 

studied and a correlation between attributional style and 

depression was determined. Support was not found, however, 
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for the causal role which attributions had been predicted to 

have with depression. 

Examining the attributional styles of depression and 

nondepressed college students, Harvey (1981) found partial 

support for the RLH model. The predicted difference between 

depressed and nondepressed subjects" attributions was present 

for the internal dimension of attributional style. The dif-

ference was not evident, however, for the stable and global 

dimensions. 

Johnson (1981) studied school-age children with exten-

sive failures. Students who failed and attributed their 

failure to internal causes and success to external causes 

had lower self-esteem as compared with students who failed 

but attributed their failure to external causes and success 

to internal causes. Following experimental treatment in 

which the children were taught to attribute success to self, 

a significant increase in self-esteem was found, a finding 

consistent with the RLH model. 

In addition to research on the RLH model, other theories 

or explanations have been presented regarding the findings 

of learned helplessness experiments. Among these are the 

theory of test anxiety (Lavelle, Metalsky, & Coyne, 1979; 

Coyne, Metalsky, & Lavelle, 198 0), other models also based 

on attribution theory (Miller & Norman, 1979; Roth, 1980), 

and contentions that emphasis within the theory has been 

misplaced (Kuhl, 1981). Wortman and Dintzer (1978) offer a 
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critique of the RLH model and raise several questions which 

they believe must be answered to increase the predictive 

value of the theory and to prevent it from being circular in 

nature. Among the possible weaknesses which they present are 

the singling out of attributions as the major predictor of 

reaction to uncontrollable outcomes and the selection of 

specific dimensions of attributions to the exclusion of 

other dimensions. 

Seligman and others (1979) and Miller and Seligman* 

identified areas and directions of needed research on the 

RLH model. One is a need for research which manipulates and 

measures a single attributional dimension with the other two 

attributional dimensions held constant. The research by 

Pasahow (1980), described earlier, is one experiment in this 

area. 

A second need is an attempt to determine whether or not 

the depressive attributional style is causal of depressive 

deficits or, in other words, will the depressive attribu-

tional style, followed by negative life events, actually 

cause depression? The research by Golin, Sweeney, and 

Shaeffer (1981), presented earlier, was directed toward this 

need. 

*Miller, S., & Seligman, M. E. P. The reformulated 
model of helplessness and depression; Evidence and theory. 
Unpublished manuscript. (Available from M. E. P. Seligman, 
Department of Psychology, University of Pennsylvania, 
3815 Walnut Street, Philadelphia, Pennsylvania 19104.) 
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Natural Childbirth 

Childbirth education and preparation promote the belief 

that a pregnant woman is not sick despite her need for med-

ical management and that family-centered maternity care can 

be a normal, natural part of the life cycle of a family unit 

(Sasmor, 1979, p. 7). During the years from the 1930's to 

1950 s, the British obstetrician Dick—Read was a pioneer 

in childbirth education. His approach initiated the natural 

childbirth movement (Banasiak & Corcoran, 1977, p. 370). He 

viewed labor as physiologically normal and therefore not 

meant to be painful. He reasoned that fear of childbirth 

made the woman tense, producing pain which created more ten-

sion, and, in turn, more pain occurred, resulting in a 

vicious cycle. The fear producing the pain was viewed as a 

socially learned response and as such capable of being re-

conditioned. The Read method of childbirth preparation 

attempts to interrupt the fear—tension—pain cycle through 

education, psychological training, and physical conditioning 

(Dick-Read, 1944, 1957). 

Although Dick-Read never proposed that analgesics or 

anesthetics be withheld, an attitude developed on the part 

of many of his followers that natural childbirth was only 

accomplished when there was a total lack of medication. The 

use of medication was viewed as a failure on the part of the 

mother or of her physician and/or nurse (Banasiak & Corcoran, 

1977, p. 373.) . His literature suggests that with proper 
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education and support, medication should not be needed 

Dick-Read, 1956). 

Fernand Lamaze, a French physician, believed pain of a 

physiological origin exists in childbirth and requires def-

inite interventions to eliminate it. He promoted a method 

of painless childbirth based on Pavlov's principles of con-

ditioned reflex training and on works of other Soviet 

researchers in the area of psychoprophylaxis. His method, 

called the Lamaze method or psychoprophylaxis, attempts to 

untraumatize; childbirth with all of its negative associa-

tions. During the antepartum period the woman learns, 

through stimulus response conditioning, specific behaviors 

to form new conditioned reflexes which are believed will 

serve to eliminate the pain associated with contractions 

(Banasiak & Corcoran, 1977, p. 373; Sasmor, 1979, p. 38). 

Lamaze (1970) believed his method, if correctly instituted, 

would result in a painless childbirth whereas Dick-Read 

(1956) stated that pain was a part of childbirth but could 

be controlled and reduced to a discomfort. 

Introduced into the United States in the early 1950's, 

the Lamaze method met with much success (Banasiak & Corcoran, 

1977, p. 373). The two basic components of the method are 

education and training. Education consists of the study of 

the anatomy and physiology of the reproductive system and of 

the labor and delivery process. Valid scientific information 

is presented in order to correct myths and misinformation. 
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The training portion consists of learning exercises, con-

trolled breathing, and abdominal massage (Reeder, 

Mastroianni, Martin, & Fitzpatrick, 1976, p. 224). 

Many proponents of the Lamaze method have the same "all 

or none" attitude of some of the Read method followers. 

Lamaze states that analgesia should be used if necessary, 

but he implies that obstetrical anesthesia and analgesia are 

unnecessary when his method is applied correctly. He states 

that "anesthesia should be used only in cases reckoned by 

the obstetrician or midwife to be difficult" (Lamaze, 1970, 

p. 175). His writings impart the impression that healthy 

women who follow his method will experience not only a pain-

less labor but one full of joy and will deliver a healthy, 

happy child.. Phrases and ideas which promote this concept 

include "abolishment of apin" (p. 69); "be good students 

. . . and you will reap the great and just reward of bring-

ing your child into this world in a state of happiness" 

(p. 162); ". . . the child is born not only without pain but 

in the midst of joy" (p. 990); and " . . . birth of perfectly 

healthy children" (p. 101). It could be inferred from his 

writings that if a healthy woman tried to follow his method 

and yet still requested pain medication or developed fetal 

complication, then the fault lay with the mother and incor-

rect use of the method and not with the method itself. 

A third method used widely in the United States is the 

eclectic approach to childbirth education. Many courses 



20 

offered are a combination of both the Read and Lamaze methods 

as well as other methods gaining in popularity, such as the 

Leboyer method and the Bradley method. These courses will 

vary in their theory of the origin of childbirth pain, the 

underlying principles resulting in the control of pain, and 

the degree of medical assistance desired during labor and 

delivery; but aspects of education and conditioning exer-

cises are used in each (Banasiak & Corcoran, 1977, p. 378; 

Reeder et al., 1976, p. 220). 

Research in the area of prepared childbirth has focused 

primarily on the socioeconomic, biophysical, and psycholog-

ical variables of the participants and on fetus/infant 

variables. Due to various factors, it is difficult to gen-

eralize from one research study to another in an attempt to 

gain an understanding of research in this field. Some of 

the factors precluding a synthesis of the research include 

(a) a lack of consistent terminology and definition of prep-

aration methods (Doering & Entwisle, 197 5; Halstead & 

Fredrickson, 1978); (b) poorly defined or absent controls 

(Cogan, 1975; Davenport-Slack & Boylan, 1974; Doering & 

Entwisle, 1975; Hughey, McElin, & Young, 1978; Huttel, 

Mitchell, & Meyer, 1972; Wilmuth, Weaver, & Borenstein, 1978; 

Yahia & Ulin, 1965); and (c) lack of or inadequate reporting 

of statistical tests and significant results (Laird & Hogan, 

1956; Thorns & Karlovsky, 1954; Watson, 1977; Yahia & Ulin, 

1965). 
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Variables of age, income, socioeconomic status, and 

education have been found by some researchers to differ sig-

nificantly between women who did or did not participate in 

prepared childbirth programs (Cave, 1978; Charles et al., 

1978; Leonard, 1973; Thordarson & Constanzo, 1976). The 

same variables have been found not to differ in other re-

search reports (Doering & Entwisle, 1975; Halstead & 

Fredrickson, 1978; Huttel et al., 1972). Several studies 

matched the control and experimental group on these vari-

ables (Hughey et al., 1978; Scott & Rose, 1976). Less 

traditional sex roles and attitudes have also been found to 

influence significantly a woman's participation in Lamaze 

training (Charles et al., 1978; Norr et al., 1977). 

Research exploring the maternal biophysical effects of 

childbirth education is varied. Early studies, ranging 

from the 1940's to the 1970's, are difficult to analyze due 

to research methods. The majority did not use control groups 

and merely reported numbers and percentages. Some of the 

earliest studies reported shorter labors (Thorns & Karlovsky, 

1954; Thorns & Wyatt, 1951; Van Auken & Tomlinson, 1953; 

Yahia & Ulin, 1956). Other early studies failed to find any 

differences in the langth of labor (Davis & Morrone, 1962; 

Goodrich & Thorns, 1958; Laird & Hogan, 1956). Other findings 

include decreased use of analgesics and anesthetics 

(Goodrich & Thorns, 194 8; Laird & Hogan, 1956; Thorns & Wyatt, 

1951; Tupper, 1956; Van Auken & Tomlinson, 1953) and 



22 

increased number of spontaneous deliveries without the use of 

forceps (Goodrich & Thorns, 1948; Laird & Hogan, 1956; Tupper, 

1956; Van Auken & Tomlinson, 1953; Yahia & Ulin, 1965). 

Later studies beginning in the 1970's reflect more con-

sistent use of control groups and of statistical analysis. 

Several researchers found the length of labor not to be 

statistically different when comparing Lamaze-trained groups 

with untrained control groups (Charles et al., 1978; 

Davenport-Slack & Boylan, 1974; Hughey, McElin & Young, 1978; 

Huttel et al., 1972; Scott & Rose, 1976; Zax, Sameroff, & 

Farnum, 1975). The same researchers found the use of anal-

gesics and anesthetics to be statistically significant 

between the two groups. Charles and others (1978) and Scott 

and Rose (1976) found that most patients, even if in the 

Lamaze group, did receive some sedative or narcotic, although 

the control group used higher amounts of medication. The 

number of spontaneous vaginal deliveries without forceps or 

with only low forceps was statistically different between 

groups (Charles et al., 1978; Hughey et al., 1978; Scott & 

Rose, 1976). Charles and others (1978) and Scott and Rose 

(1976) found that the number of patients whose labor was 

induced or stimulated through use of drugs were similar in 

both groups. 

Charles and others (1978) surmise some of the differ-

ences between the earlier and later studies may have been 

due to the previous routine use of a larger amount of 
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analgesics and anesthetics with women who had not received 

childbirth education and were unprepared. Since the 1950's, 

the levels of analgesia and anesthesia for labor and deliv-

ery have been sharply reduced for all childbirth patients. 

This reduction is primarily due to increased awareness of 

their harmful effects. The medication reduction could 

account for the difference in labor length, labor inducement, 

and use of forceps. 

Anxiety of the pregnant woman was not found to differ 

significantly between women trained for childbirth and women 

not trained (Huttel et al., 1972; Leonard, 1973; Zax et al., 

1975). However, the woman's attitude toward the childbirth 

experience following delivery was found to be highly signif-

icant by several researchers (Charles et al., 1978; Davenport-

Slack & Boylan, 1974; Doering & Entwisle, 1975; Huttel et al., 

1972; Wilmuth et al., 1978). Charles and others (1978) found 

the self-concept and feelings of "being in control" statis-

tically higher in women who had delivered with the Lamaze 

method as compared with women who had not delivered with that 

method. Dooher (1980) reported that, opposite to the pre-

dicted results, marital adjustment scores were significantly 

less in postpartum couples with Lamaze training as compared 

with couples receiving other types of childbirth preparation 

or delivery methods. 

Locus of control and pain have also been investigated 

to determine if they differentiate women who have had 
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prepared childbirth education from those who have not. 

Felton and Segelman (1978) found women engaged in Lamaze 

training to have a higher internal locus of control than wo-

men not in Lamaze training. However, Wilmuth et al. (1978) 

and Windwer (1977) found no statistical difference. 

Davenport-Slack and Boylan (1974) reported that both trained 

and untrained women rated childbirth as equally painful, but 

trained women had lower body tenseness than untrained women. 

Charles and others (1978) found that women with Lamaze train-

ing reported lower levels of pain than women without training. 

The effects of prepared childbirth on the infant have 

also been studied. The Apgar score at birth was not found 

to be significantly different in infants born of mothers 

with training as compared to those infants born of mothers 

without training (Charles et al., 1978; Huttel et al., 1972; 

Halstead & Fredrickson, 1978). Early research found infants 

born to mothers with Lamaze preparation were less physio-

logically depressed and required less resuscitation (Thorns & 

Karlovsky, 1958; Tupper, 1956). This difference could be 

due to the decrease in the amount of routine medication 

given (Charles et al., 1978). 

Regardless of the difficulty in determining the actual 

benefit, it remains that prepared or natural childbirth has 

many supporters and is widely accepted, especially by the 

lay public (Banasiak & Corcoran, 1977, p. 376; Beck & Hall, 

1978). Also, regardless of the effectiveness of the 
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training and education, physiological and/or psychological 

factors may be present which prevent the woman from maintain-

ing complete control. The all-or-none attitude engendered by 

some advocates of natural childbirth or incorporated by the 

woman due to factors unrelated to the formal education pre-

destines the woman who does need medication or whose labor 

does not progress according to the format taught in class for 

a possible sense of failure, loss of a highly desired out-

come, and for depression (Banasiak & Corcoran, 1976, p. 372). 

The woman has self-expectations prior to the labor and de-

livery experience of how she will behave and respond. If her 

self-expectations are that to be a "good mother" she will 

maintain control and have her child without medication or if 

she believes that to be "normal" her labor must progress in 

the manner taught in class, then nonachievement of these 

expectations, a negative event in her life, may result in 

depression. If the woman, prior to labor and delivery, had 

a depressive attributional style, then depression following 

the failure to meet self-expectations could be more likely 

to occur. 

Summary and Significance of the Study 

In summary, learned helplessness theory originated from 

laboratory studies as a means of explaining the observed 

cognitive, emotional, and motivational deficits in organisms 

when they were faced with uncontrollable averse stimuli. 
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The original hypothesis was presented as a model of reactive 

depression in humans, but proved to be inadequate in pre-

dicting, explaining, and treating human depression. The 

model was reformulated to resolve these inadequacies and 

incorporated attribution theory. The attributions an indi-

vidual makes to explain negative life events determine the 

occurrence of deficits which make up the syndrome of depres-

sion. Further research is needed to determine the soundness 

of the reformulated attribution model of learned helpless-

ness. Two areas of needed research are, first, the 

identification of a causal relationship between depressive 

attributional style, a negative life event, and resulting 

depression. The second area is the manipulation of one 

attributional dimension while others are held constant. 

Natural childbirth, a means of increasing a woman's ac-

tive participation in the childbirth process, has been the 

focus of research to determine its effectiveness and the 

characteristics of its users. The research has reported 

mixed results. Because childbirth is a major event in the 

life of most parents, values of personal success or failure 

will sometimes be assigned to the experience. Failure to 

meet the expectations could possibly result in a negative 

life event for the mother. Personal correspondence with 

Seligman (Appendix A) indicates that failure at natural 

childbirth might be a depressive negative life event and 

would be an area of useful study. 
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This study will be significant in determining whether 

there is a relationship between a negative life event and an 

individual exhibiting depressive attributional style and sub-

sequent depression. If this relationship is established, 

then health practitioners will have a means to determine 

which women selecting natural childbirth might be depressed 

following delivery if their self-expectations are not met 

during the labor and delivery experience. With this knowl-

edge, anticipatory guidance can be instituted. In addition, 

further research will contribute to the determination of the 

applicability of the reformulated attribution model of 

learned helplessness to human reactive depression. 
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CHAPTER III 

METHOD 

Subjects 

The population for this study consisted of students 

enrolled in Lamaze childbirth education classes from June, 

1981, to March, 1982, in a midwestern city with a population 

of approximately 150,000. Permission to carry out the study 

was sought and obtained from the students themselves, all 

area Lamaze instructors certified by the American Society 

for Psychoprophylaxis in Obstetrics (ASPO), all area hos-

pitals with obstetrical services, and the majority of area 

physicians whose patients volunteered to participate. As-

surances of individual, group, and agency anonymity were 

given. Utilizing this population, the study was based upon 

a sample of forty-one married primiparas with uncomplicated 

pregnancies who had anticipated a normal delivery without 

use of analgesia or anesthesia. 

Procedures for Collection of Data 

The following steps were taken in order to select sub-

jects who were willing to participate in this study. All 

preparations for obtaining the data and all data were col-

lected totally by the researcher. 

34 
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All hospitals in the area with obstetrical services were 

asked for permission to visit the subjects postpartally and 

to obtain information from each subject's hospital record. 

Permission was obtained from each hospital providing the 

subject's physician also approved. A sample of a letter sent 

to the hospitals is located in Appendix B. The actual let-

ters varied somewhat due to different procedures required 

(i.e., whether individuals or departments had to be con-

tacted, or forms completed). All physicians with obstetrical 

staff privileges at the hospitals were contacted. Of the 

thirty-one physicians contacted, permission was obtained from 

twenty—three. Appendix C is a sample of the letters sent to 

the physicians as well as a cover letter supporting the re-

search by an obstetrician who is professor emeritus at the 

state's university medical school and is head of the 

maternal-child division of the state's health department. 

Instructors of Lamaze classes in the area were also 

contacted, by phone or in person, and were asked for permis-

sion to allow the researcher to attend the fifth class of 

each course and to ask eligible students to participate in 

the study. The teachers were located by means of the yellow 

pages, area hospitals, obstetricians, and other Lamaze 

teachers. It is believed that all area Lamaze instructors 

were contacted. All of the instructors agreed to allow ac-

cess to their classes. In order to increase generalization 

and to decrease variance of course content, all instructors 
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had national certification through the American Society for 

Psychoprophylaxis in Obstetrics (ASPO) and taught ASPO-

approved courses. On the request of the instructors, the 

words "natural childbirth" were not used, nor was the cri-

teria of "anticipating a delivery without the use of 

medication." These omissions were requested because the in-

structors did not want to influence the students' decisions 

concerning medication and in order to conform to ASPO 

standards. 

In the nine months data were gathered, approximately 

fifty courses were offered and approximately thirty were at-

tended by the researcher. About twenty courses were offered 

in locations where the researcher was unable to attend. One 

of these places was an Air Force base in the area and the 

researcher was unable to obtain a pass clearance for the 

base. Also, the women attending the classes offered on the 

base were connected with the military and were not perm-

anently located in the area and therefore would not be 

considered in the same population from which the sample was 

drawn. The other location was in a private home where ap-

proximately seven classes were held and where data were 

difficult to collect due to a lack of privacy. 

The courses were six weeks in length with one class per 

week, ending approximately two to three weeks prior to the 

estimated date of delivery. The fifth class of each course 

series was attended by the researcher and the students were 
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invited to participate. It was explained that the research 

was a study of how women who had Lamaze childbirth prepara-

tion responded emotionally and physically to childbirth. 

They were told the purpose of the research was to complete 

educational requirements of the researcher and to further 

understanding of Lamaze childbirth, an area needing more re-

search. 

It was explained that their participation in the 

research would require about thirty minutes of their time 

before the next class (the last class of the series) to an-

swer certain questions and approximately ten minutes the day 

after they had had their baby, while they were still in the 

hospital. It was also explained that some information would 

be obtained from their hospital record, such as length of 

labor, any medication used, and the baby's Apgar score. The 

right to participate, to refuse to participate, or to with-

draw from the research at any time was stressed, as well as 

the confidentiality of all information obtained. It was 

explained that the researcher needed to know their name only 

to know when they entered the hospital, but all information 

given would be treated as group data and no personally iden-

tifying information would be used. 

The women were told that since many factors could affect 

a woman's emotional and physical response to childbirth, only 

women pregnant for the first time were being requested to 

participate. The criteria of "married" and "anticipating 
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normal vaginal delivery without the use of medication" were 

controlled by the demographic data obtained in the question-

naire they completed. All women answering the questionnaire 

were married. One stated she planned on having an epidural 

for anesthesia, and another one stated that complications 

were possible. Both women completed all of the instruments 

but their answers were held separate and not included in the 

data. 

Women who wished to participite in the study came early 

to their next class to complete the antepartum instruments, 

consisting of the antepartum demographic questionnaire, the 

Attributional Style Questionnaire, and the Beck Depression 

Inventory. The women were asked to come early so that they 

would not feel pressured to participate and so time would 

not be taken from the class meeting. From talking with the 

instructors, it is believed that of the students fulfilling 

the criteria, approximately 75 per cent participated. Hos-

pitals were contacted daily to determine when the women were 

admitted, and they were visited the next day to obtain the 

postpartum data. The postpartum data were obtained from the 

hospital records, the postpartum interview, the Multiple 

Adjustive Check List, and a second administration of the 

Beck Depression Inventory. 

A total of forty-one women who fulfilled the criteria 

participated in the study. From this number, sixteen re-

sponded thaty they did not feel they met their 



39 

self-expectations during the childbirth experience, and 

twenty-five stated they did meet their self-expectation. 

Research Design 

This study, which was exploratory in nature, a type of 

ex post facto research, was patterned after the "nonequiv-

alent control group design" described by Campbell and 

Stanley (1963, p. 47) and modified the learned helplessness 

experimental design described by Miller, Rosselini, and 

Seligman.* In learned helplessness experiments one group 

receives an unavoidable adversive situation. For this study, 

the unavoidable adversive situation was the negative life 

event of nonachievement of self-expectations with childbirth. 

In traditional learned helplessness experiments, a second 

group receives the same stimulation but is able to avoid it. 

For this study, the avoidance of the stimulation was the 

achievement of self-expectations with childbirth. 

In addition to the two previous groups, a true experi-

mental learned helplessness experiment has a third group 

which receives nothing. Due to the nature of this study and 

the peculiarity of the locale, the use of a third group was 

not possible. For instance, in this area childbirth educa-

tion is so popular that women not receiving a formal 

*Miller, W. R., Rosselini, R. A., & Seligman, M. E. P. 
Depression. Unpublished manuscript. (Available from 
M. E. P. Seligman, Department of Psychology, University of 
Pennsylvania, 3815 Walnut Street, Philadelphia, Pennsylvania 
19104.) 
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preparation are definitely in a small minority, and they 

represent a different population than those women attending 

formal classes. In addition, courses taught by instructors, 

other than ASPO-certified instructors, vary considerably on 

the length and content of the course, teaching methods used, 

and other factors. For these reasons, neither the women not 

receiving formal preparation nor those taught by non-ASPO 

certified instructors would have served as an adequate con-

trol group. For hypothesis testing, the subjects were 

divided into two groups, those who achieved their self-

expectations during labor and delivery and those who did not 

achieve their self-expectations. 

The subjects were invited to participate in the study 

during the next-to-the-last class of each course offering; 

and the antepartum instruments, or pretreatment tests, were 

administered thirty minutes prior to their last class meet-

ing. This method of inviting the subjects to participate at 

one class and administering the instruments at another class 

ensured that all subjects had attended the majority of the 

classes. Through administration of the antepartum instru-

ments, the primary independent variable, depressive 

attributional style, was obtained. Also obtained was the 

first measurement of depression, the dependent variable. 

A postpartum interview was conducted and the postpartum 

instruments were administered to all subjects on their first 

or second postpartum day. The measures obtained at this 
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time served to determine which group they were in and to de-

termine if there was depression following nonachievement of 

self—expectations with natural childbirth. By administering 

the instruments in the immediate postpartum period, post-

partum depression is not believed to be a confounding factor, 

since if it occurs it would begin about six to eight weeks 

postpartum. 

In order to help control the effects of nonrandomiza-

tion, to eliminate potential common causes of depression, 

and to negate the effects of other variables, the members of 

one group were matched on a consecutive basis to members of 

the other group on the independent variables of race, age, 

and education. Another researcher, not involved in this 

research, was asked to match the subjects. He was provided 

a three- by five-inch card for each subject, with only that 

subject s date of birth, educational level, and individual 

code number. The race of all subjects was Caucasian, so 

race was not listed on the card. The sixteen subjects who 

had not achieved their self-expectations, therefore, were 

matched on a one-to-one basis to subjects who had achieved 

their self-expectations. This process yielded two matched 

groups of sixteen each and nine unmatched subjects who had 

achieved their self-expectations. 

Instruments 

Data were gathered by the antepartum administration of 

two instruments and a demographic questionnaire, by the 
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postpartum administration of two instruments and an inter-

view, and by information obtained from each subject's 

hospital record. The antepartum demographic questionnaire 

supplied the information needed to determine the eligibility 

of subjects and to match subjects between groups. AppendixD 

is a copy of this questionnaire. 

A copy of the Attributional Style Questionnaire (ASQ) 

was obtained from Martin E. P. Seligman. The ASQ is not 

copyrighted, and a copy of the questionnaire is in Appendix 

E. It was administered antepartally to assess the subjects' 

attributional styles. A primary version of the scale was 

developed by Seligman, Abramson, Semmel, and von Baeyer 

(1979) and administered to a sample of 145 college students 

as a means of furthering the refinement of and research into 

the learned helplessness model of depression. The quesion-

naire was revised by Peterson, Semmel, von Baeyer, Abramson, 

Metalsky, and Seligman* and again administered to under-

graduate students. 

The ASQ consists of twelve hypothetical situations re-

lating to achievement events and affiliation events, half 

with good outcomes and half with bad outcomes. For each 

situation the subject is asked to name the one major cause 

•Peterson, C. , Semmel, A., von Baeyer, C., Abramson, 
L. Y., Metalsky, G. I., & Seligman, M. E. P. The Attribu-
tional Style Questionnaire. Unpublished manuscript, 
1980. (Available from M. E. P. Seligman, Department of 
Psychology, University of Pennsylvania, 3815 Walnut Street, 
Philadelphia, Pennsylvania 19104.) 
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of the outcome described and then to rate the c^use along 

three 7—point scales, respectively, to the internality, 

stability, and globality dimensions. This method of naming 

the cause and rating the cause on a scale is considered by 

the authors of the questionnaire to neither constrain nor 

create the causal attributions made by the subject while 

allowing simple and objective qualification of responses. 

In addition, subjects also rate on a 7-point scale how im-

portant each situation would be if it happened to them. 

The instrument yields two composite scores, the com-

posite score for the attributional style for good events and 

the composite score for the attributional style for bad 

events. The composite scores are determined by summing the 

internality, globality, and stability scales of the appro-

priate items and dividing the sum by eighteen (the number of 

scales in the composite). 

Peterson and others* recommend the determination of a 

subject's attributional style by the composite of the attri-

butional style score based on all of the items for negative 

events and all of the items for positive events rather than 

the six individual attributional dimensions or one total 

combined attributional score. The authors have found that 

*Peterson, C., Semmel, A., von Baeyer, C., Abramson, 
L. Y., Metalsky, G. X., & Seligman, M. E. P. The Attribu— 
tional Style Questionnaire. Unpublished manuscript, 
1980. (Available from M. E. P. Seligman, Department of 
Psychology, University of Pennsylvania, 3815 Walnut Street, 
Philadelphia, Pennsylvania 19104.) 
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the composite scores are more strongly related to depression 

than the individual dimensions and the composites for bad 

and good events are unrelated to each other. For this re-

search, the attributional style of a subject is based on the 

composite score for bad events and the composite score for 

good events. 

Peterson and others* report the internal reliability 

of the composite attributional style for good events was an 

alpha coefficient of .75. For the composite attributional 

style for bad events an alpha coefficient of .72 was re-

ported. A five-week test-retest correlation of the 

attributonal dimensions found a composite of .60 for posi-

tive events and .64 for negative events. The authors offer 

evidence for construct validity of the ASQ which includes 

positive correlations with therapist ratings of attributional 

dimensions and expression, and positive correlation with 

attributional style and depression following failure on an 

examination and with prior attributional styles and specific 

attributions made for experienced negative life events. 

The second instrument administered antepartally was the 

Beck Depression Inventory (BDI) (Appendix F). Developed by 

and obtained from A. T. Beck, the uncopyrighted questionnaire 

•Peterson, C., Semmel, A., von Baeyer, C., Abramson, 
L. Y., Metalsky, G. I., & Seligman, M. E. P. The Attribu-
tional Style Questionnaire. Unpublished manuscript, 
1980. (Available from M. E. P. Seligman, Department of 
Psychology, University of Pennsylvania, 3815 Walnut Street, 
Philadelphia, Pennsylvania 19104.) 
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assesses the depth of enduring depression. It has been the 

primary scale used to measure depression in experiments by 

Seligman. Used extensively in research, the BDI is self-

administered and requires a relatively short time to 

administer. The BDI consists of thirteen questions, each 

with four possible answers. A composite score is obtained 

with the highest-range scores corresponding to a severe 

degree of depression and the lowest range indicating minimal 

or no depression. 

Beck (1967) has reported reliability and validity 

studies involving nearly 1000 clinically depressed individ-

uals. Internal consistency determined by the split-half 

reliability yielded a Pearson r of .86. When analyzed by 

categories to determine whether variation in one category is 

associated with variation in the total score of the inven-

tory, all categories showed a significant relationship 

(beyond the .001 level) to the total score for the inventory. 

Test-retest reliability is low since the test is sensitive 

to daily changes in depression. The correlations between 

the scores and clinically rated severity of depression in 

three separate studies were .61, .65, and .76 (Beck, 1967; 

Metcalf & Goldman, 1965). The scores in a college population 

were found to correlate highly (.77) with clinical ratings 

of depression derived from psychiatric interviews (Brumberry, 

Oliver, & McClure, 1978). 
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Beck (1967) administers the form to his clients fre-

quently, as often as every day, to determine variations in 

the level of depression; and his research supports the use 

of the instrument in this manner. For this reason, the DBI 

was re-administered postpartum to serve as a check for any 

variations in depression following the experience of child-

birth. 

The final instrument administered in the postpartum 

period was the Multiple Affect Adjustive Check List Today 

Form (MAACL).* Developed and copyrighted by Zuckerman and 

Lubin (1965), it is brief, self-administered, and capable of 

providing information about transient depressive mood. It 

was selected by Seligman and others (197 9) for this purpose. 

It consists of 132 adjectives from which anxiety, depression, 

and hostility scales are derived and evaluated. There are 

two forms of the checklist, the "In General" Form and the 

"Today" Form. These two forms differ only in the instruc-

tions given to the subject, with the "In General" Form saying 

mark an "x" beside the words which describe "how you gen-

erally feel" and the "Today" Form saying mark "how you feel 

right now—today." 

Zuckerman and Lubin (1965) report the internal reli-

ability of the General Form ranges from .72 to .85 and of 

*Zuckerman, M. & Lubin, B. Multiple Affect Adjective 
Check List. Copyright by EdITS. (Available from EdITS, 
P. 0. Box 7234, San Diego, California 92107.) 
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the Today Form ranges from .65 to .97. Retest reliabilities 

(7 to 8 days) tend to be moderate (.54 to .70, with a 

p < .01) for the General Form and relatively low (.00 to .4 0) 

for the Today Form. The Today Form is supposed to indicate 

day-to-day fluctuations and therefore has low test-retest 

coefficients. 

Intercorrelations among the three subscales is high. 

The Depression subscale correlates significantly with the 

Minnesota Multiphasic Personality Inventory (MMPI) Depression 

and Schizophrenic subscale (Zuckerman & Lubin, 1965). The 

anxiety subscale showed a significant increase when admin-

istered to students prior to taking a test as compared with 

the same students' scores on nontest days (Zuckerman, 1960). 

Psychiatric in-patient rating of anxiety correlated highly 

wi-th the anxiety subscale (Zuckerman & Lubin, 1965) . Reviews 

of the scale report that the test permits a reasonable valid 

and reliable assessment of transient levels of negative 

affect for group research purposes but is not appropriate 

for individual purposes. In addition, the reviews recommend 

using a composite negative affect score rather than individ-

ual depression, anxiety, or hostility scores (Kelly, 1975, 

p. 487; Lake, Miles, & Earle, 1973, p. 184; Megargee, 1975, 

p. 489). For this research, the composite score of negative 

affect has been used. 

After administration of the postpartum instruments, 

subjects were questioned verbally to ascertain whether their 
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self-expectations were met during the labor and delivery 

process. The question was phrased in the following way. 

Before your labor and delivery, during your pregnancy, 
you had thoughts about what childbirth would be like 
and how you would respond. Looking back on it now, 
do you have a sense of satisfaction or success or a 
sense of disappointment or failure in your response 
during labor and delivery? 

Based on the subject's response to this question, the subject 

was placed in either the achievement group or the nonachieve-

ment group. Information was also obtained from each 

subject's hospital record to determine other physiological 

variables. Appendix G is a copy of this form. 

Procedures for Analysis of the Data 

A total of forty-one subjects completed all of the 

instruments. Of this number, sixteen stated in the post-

partum interview that they had not achieved their self-

expectations during childbirth and twenty-five stated they 

had achieved their self-expectations. Subjects who were 

nonachievers were matched, by another researcher, on the 

variables of age and education, to subjects who were 

achievers. This resulted in two matched groups, with six-

teen in each. These two groups were used for the purpose of 

testing the hypothesis. The remaining nine unmatched sub-

jects were included for the purposes of correlational and 

descriptive statistics. 

Statistical analysis was completed on the data obtained 

using the Statistical Package for the Social Sciences (SPSS). 
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All of the hypotheses were restated in the null form for 

testing and were retained if the .05 level of significance 

was not reached. 
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CHAPTER IV 

RESULTS AND DISCUSSION 

This study investigated the relation between nonachieve-

ment of self-expectations during childbirth and attributional 

style depression. In order to carry out the purpose of the 

study and to test the hypotheses, a sample was obtained of 

forty-one married primiparas with uncomplicated pregnancies, 

who had anticipated a normal delivery without the use of 

analgesia or anesthesia. 

All of the subjects were Caucasian between 18 and 35 

years of age, with an average age of 25.75 years. Over half 

(58.5 per cent) of the subjects had college degrees, 22 per 

cent had completed high school, and 19.5 per cent had at-

tended college. Appendix H presents tables with further 

information relating to the subjects' ages and educational 

levels. 

Data were collected two different times on each sub-

ject, once late in her pregnancy and again on the first 

or second day after delivery. While they were still preg-

nant, the women were asked to complete an antepartum 

demographic questionnaire, the Attributional Style Ques-

tionnaire (ASQ), and the Beck Depression Inventory (pre 

BDI). During the immediate postpartum period the women were 
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interviewed to determine group placement and were asked to 

complete the Multiple Affect Adjective Check List (MAACL) 

and the Beck Depression Inventory (post BDI) for the second 

time. In addition, at this time, information was obtained 

from the hospital records of each subject. 

Of the total number of subjects who participated in the 

study, sixteen stated that they did not feel they met their 

self-expectations during the childbirth experience and 

twenty-five stated that they did meet their self-expectations. 

The sixteen subjects who had not achieved their self-

expectations were matched on the variables of age and 

education. This matching was on a one—to—one basis and re-

sulted in two groups of sixteen each. These two groups were 

used for testing the hypotheses and all forty-one subjects 

were used for post hoc analysis. 

This chapter will examine the findings of this investi-

gation in three sections. First, the results from the 

testing of the hypotheses will be presented. The next sec-

tion presents and discusses post hoc analysis on the 

instruments and on data obtained from the hospital records. 

The chapter will conclude with a summary discussion of the 

results. 

Analysis of the Hypotheses 

For the purposes of hypothesis testing, all of the 

hypotheses were restated in the null form. The null 
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hypothesis was retained if the .05 level of significance was 

not reached. 

Hypothesis One predicted that women who select natural 

childbirth and who experience nonachievement of self-

expectations will exhibit a significantly higher incidence 

of depression as measured postpartally by the BDI, as com-

pared with women who experience achievement of self-

expectations. 

the test of the null hypothesis, the analysis of 

covariance was used to compare the performance of the two 

groups on the post BDI, with scores on the pre BDI used as 

the covariate. An examination of Table I indicates that the 

two groups were not significantly different in their scores 

on the post BDI when any initial difference between the two 

groups was controlled statistically. 

TABLE I 

ANALYSIS OF COVARIANCE SUMMARY FOR THE COMPARISON OF THE 
NONACHIEVERS GROUP AND THE ACHIEVERS GROUP ON THE 

POST BDI SCORES WITH PRE BDI SCORES 
AS COVARIATE 

Source of 
Variation 

Sum of 
Squares df Mean 

Squares F 

Treatment 9.238 1 9.238 2.993 

Error 89.521 29 3.087 

Total 99.219 31 
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Based on the analysis shown in Table I, the null 

hypothesis was retained and the hypothesis as written was 

rejected (F = 2.993, df = 1/29, p = .094). It was concluded 

that the women who experienced nonachievement of self-

expectations during childbirth did not exhibit a signifi-

cantly higher incidence of depression as measured 

postpartally on the BDI, as compared with women who expe-

rienced achievement of self-expectations. 

Hypothesis Two predicted that women who select natural 

childbirth and who experience nonachievement of self-

expectations will exhibit a significantly higher degree of 

negative affect, as measured postpartally by the MAACL, as 

compared with those women who achieve their self-

expectations. The hypothesis was not supported. A summary 

of the analysis is presented in Table II. 

TABLE II 

COMPARISON OF NONACHIEVERS AND ACHIEVERS 
IN TERMS OF RESULTS ON THE MAACL 

Group N Mean SD df t 

Nonachievers 16 24.625 10.911 

Achievers 16 17.9375 12.897 
30 1.58 

In the test of the null hypothesis, the one tail 

t-test was used to compare the two groups on the MAACL 

means. The null form of the hypothesis was retained 
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(Ji = 1*58, df = 30, p = . 062). Women who did not achieve 

their self-expectations in childbirth were not significantly 

different from those women who did achieve their self-

expectations based on their scores on the MAACL. 

Analysis for Hypothesis Three is summarized in Table 

III. Hypothesis Three predicted that women who select nat-

ural childbirth and exhibit depressive attributional style, 

as measured antepartally by the ASQ, will have a signifi-

cantly higher incidence of not achieving their self-

expectations as compared with women who do not exhibit this 

style. 

TABLE III 

COMPARISON OF NONACHIEVERS AND ACHIEVERS IN 
TERMS OF RESULTS ON THE ASQ'S SUBSCALES 

Rating Scale Group N Mean SD df t 

Nonachievers 16 4.861 0. 649 
ASQ-Composite 

0. 649 

Good 
Achievers 

30 -1.19 Good 
Achievers 16 5.153 0.731 

ASQ-Composite Nonachievers 16 4.118 0.621 
Bad 

* D < _ f ) R -

Achievers 
30 2. 24* Bad 

* D < _ f ) R -

Achievers 16 3. 694 0.432 
2. 24* 

Hypothesis Three was not supported. In the test of the 

null hypothesis, the one tail t-test was used to compare 

the two groups on their attributional style, as measured by 

the ASQ—Composite Good and the ASQ-Composite Bad. The 
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ASQ-Composite Good scores were not significantly different 

between groups (t = -1.19, df = 30, p = .121). However, the 

two groups did differ significantly on their ASQ-Composite 

Bad scores (t = 2.24, df = 30, p = .017). This study de-

fines depressive attributional style according to the RLH 

model which predicts that an individual with depressive 

attributional style learned helplessness attributes good 

events to external, unstable, and specific causes and attri-

butes bad events to internal, stable, and global causes. 

Since there was a significant difference between the groups 

only in relation to bad events, the null form of the hypoth-

esis was retained. 

The results of the three hypotheses are inconsistent 

with predictions of the RLH model of depression. Childbirth 

is a major event in the life of most first-time parents and 

the women in this study desired, and had prepared for, a 

childbirth in which they were awake, unmedicated, and a 

major participant. Of the forty—one women who participated 

in the study, sixteen (39 per cent) stated that they had not 

achieved their self-expectations during childbirth. 

Failure to meet these expectations could, in terms of 

the RLH model, result in a negative life event for the 

mother leading to learned helplessness depression. In ad-

dition, the RLH model predicts that individuals with learned 

helplessness are more likely to fail in a difficult situa-

tion due to feelings of helplessness than are individuals 
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without the learned helplessness attributional style. The 

individual with depressive attributional style believes the 

outcome of a situation is not contingent on his response and 

that the probability of a desired outcome is low. Even 

though, in this study, one group of women stated that they 

did not meet their expectations, they were not significantly 

different from the other group in terms of their level of 

depression, negative affect, nor their attributional style. 

Post Hoc Analysis 

Post hoc correlational analysis was computed on the 

instruments to determine any relationship there might be 

between the scores within this sample. Table IV presents 

the correlations of instrument scores with each other. 

TABLE IV 

INTERCORRELATIONS AMONG THE INSTRUMENT SCORES 

Instruments 1 2 3 4 5 

1. ASQ-Composite 
Good — -.1586 -.2015 -.0007 -.1429 

2. ASQ-Composite 
Bad — -.0115 .0900 .1673 

3. Pre BDI 
— . 2251 .2105 

4. Post BDI 
— .3557* 

5. MAACL 

*D < -OR. 

— 
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As noted earlier in the hypotheses discussion, these scores, 

except for the ASQ-Composite Bad, did not reach significant 

levels between groups when the t-test and ANCOVA were used. 

The test for correlation was the Pearson product moment 

correlation for pairs with the one tail t-test used for 

significance. 

Only one pair of instrument scores reached a signifi-

cant level when correlated. The variables of post BDI scores 

and MAACL scores, both measured postpartally, showed a direct 

relation (r = .3557) at the .011 level of significance. This 

is consistent with the purposes of both instruments, the 

measurement of depression and negative affect. 

The ASQ-Composite Good scores and the ASQ-Composite Bad 

scores had a very low inverse relation with each other 

(£ = -.1586) and did not reach a significant level 

(P ~ .161). This is consistent with the findings of 

Peterson, Semmel, von Baeyer, Abramson, Metalsky, and 

Seligman.* They found the attributional style composites 

for bad and good events to be unrelated to each other, with 

a correlation of .02. 

There are several areas* though, where the correlations 

found in this study are contradictory to the RLH model and 

*Peterson, C. , Semmel, A., von Baeyer, C. , Abramson, 
L. Y., Metalsky, G. I., & Seligman, M. E. P. The Attribu-
tional Style Questionnaire. Unpublished manuscript, 
1980. (Available from M. E. P. Seligman, Department of 
Psychology, University of Pennsylvania, 3815 Walnut Street, 
Philadelphia, Pennsylvania 19104.) 
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do not support some of the research findings from RLH 

studies. Seligman, Abramson, Semmel, and von Baeyer (1979) 

found the ASQ-Composite Bad to correlate at .48 (p < .0001) 

with BDI scores and at .24 (p < .01) with the MAACL scores. 

Golin, Sweeney, and Schaeffer (1981) also reported signif-

icant correlations of composite bad attributional scores and 

BDI scores (r = ..18, p < .01). For this study the ASQ-

Composite Bad scores did not correlate significantly with 

the pre BDI scores (r = -.0115, p = .471), with the post 

BDI scores (r = .0900, p = .288), nor with the MAACL scores 

(r = .1673, p = .148) . 

Seligman and others (1979) also found the ASQ-Composite 

Good scores to correlate significantly with BDI scores 

(£ = -•22, p < .01). Golin, Sweeney, and Schaeffer (1981) 

again reported similar results to Seligman and others (1979). 

They found the attributional composite good scores to 

correlate significantly with BDI scores (r = .20, p < .01). 

For this study, there was an inverse relation with both the 

pre BDI scores (r = -.2015) and the post BDI scores 

= ~-0007), but neither one reached significant levels 

(P = .103, p = .498, respectively). 

Seligman and others (1979) found a nonsignificant cor-

relation of the ASQ-Composite Good scores with the MAACL 

scores (r_ — —.11, ns). For this study, the two scores also 

had an inverse, nonsignificant relation (r = -.1429, 

p = .186). 
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Seligman and associates (1979) had a sample of 145 

undergraduate students. Golin, Sweeney, and Schaeffer 

(1981) had a sample of 180 undergraduate students. Both 

studies were correlational designs. 

The RLH model predicts that the more depressed a subject 

is, the greater his ratings would be on the ASQ-Composite 

Bad questions and the lower his ratings would be on the 

ASQ-Composite Good scores. Using depression measurements of 

the BDI and the MAACL, Seligman and others (197 9) found this 

prediction to be true. For this study, with this sample, 

there was no significant correlation between individuals' 

levels of depression as measured by the same instruments and 

their ratings on either the ASQ-Composite Good scores or the 

ASQ-Composite Bad scores. 

In addition to data concerning the age and educational 

level of the subjects and their scores on the instruments, 

data were obtained from the hospital records pertaining to 

the labor, delivery, and postpartum periods. Frequencies 

and percentages were computed on all variables. In order 

to strengthen the findings, data from all forty-one subjects 

were used in computing this information. 

For the majority of the variables the two groups were 

found to be homogenous. Of all the variables, only one 

met the assumptions for a correlation test when it was 

related to group placement. The remainder did not meet the 

assumptions of the various tests due to the nominal level 
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of data, the high number of cells in the contingency tables 

with less than five cases, and the numerous cells with no 

cases. If possible, columns were collapsed to increase the 

frequency distributions but in most cases collapsing of the 

columns was not viable without resulting in meaningless data. 

The frequencies and percentages were examined to deter-

mine characteristics and possible trends of the sample. In 

particular, the various variables were examined to determine 

possible relationships with group placement. 

Table V presents the frequencies and percentages of the 

data pertaining to labor for the two groups and the total 

sample. None of the labor variables, when paired with group 

met the requirements for correlational tests. 

For the vast majority of each group, their labor was 

spontaneous and not induced. Also, 100 per cent of the non-

achievers but only 56 per cent of the achievers had augmented 

labor. All subjects in this study whose labor was augmented 

^ — 30) received intravenous solutions of oxytocin as the 

method of augmentation. 

Labor is augmented when contractions have decreased and 

normal progress is not being made. The goal of augmentation 

is to establish contractions similar to those of normal 

labor. However, frequently the duration, frequency, and/or 

intensity of the contractions increase after the adminis-

tration of the oxytocins (Clausen, Flook, & Ford, 1977, 

pp. 439-440). Because of the changes in the contractions, a 
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TABLE V 

FREQUENCIES AND PERCENTAGES FOR SUBJECTS 
ON THE HOSPITAL VARIABLES OF LABOR 

Variable 

Labor 
Spontaneous 
Induced 
No labor 

Augmented 
Nonaugmented 
No labor 

Membranes 
Spontaneous 
Premature 
Artificial 
Not recorded 

Fetal Monitor 
None 
External 
Internal 

Fetal Distress 
None 
Present 

Analgesia 
None 
Light (£100 mg. 
of demerol or 
phenergan 
combined or 
singularly) 

Heavy (>100 mg. 
of demerol or 
phenergan 
combined or 
singularly) 

Nonachievers 

(N=16) 
Freq. (%) 

14 (87.5%) 
2 (12.5%) 
0 

16 (100%) 
0 
0 

9 (56.3%) 
2 (12.5%) 
5 (31.3%) 
0 

0 
14 (87.5%) 
2 (12.5%) 

14 (87.5%) 
2 (12.5%) 

3 (18.8%) 
7 (43.8%) 

6 (37.5%) 

Achievers 

(N=25) 
Freq. (%) 

22 (88%) 36 (87.8%) 
2 (8%) 4 (9.8%) 
1 (4%) 1 (2.4%) 

14 (56%) 30 (73.2%) 
10 (40%) 10 (24.4%) 
1 (4%) 1 (2.4%) 

8 (3.2%) 17 (41.5%) 
1 (4%) 3 (7.3%) 
15 (60%) 20 (48.8%) 
1 (4%) 1 (2.4%) 

1 (4%) 1 
22 (88%) 36 
2 (8%) 4 

23 (92%) 37 
2 (8%) 4 

4 (16%) 7 
15 (60%) 22 

6 (24%) 

Total 
Sample 
(N=41) 

(2.4%) 
(87.8%) 
(9.8%) 

(90.12%) 
(9.86%) 

(17.1%) 
(53.7%) 

12 (29.3%) 

woman experiencing augmented labor might have more diffi-

culty feeling she is "in control" of the labor experience. 
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For this study, all of the women, who believed they did not 

achieve their self-expectations during labor and delivery 

had augmented labor. 

Still, in reference to Table V, the variable of mem-

branes measured whether the amniotic membranes ruptured 

spontaneously, prematurely, or were ruptured artificially. 

To rupture the membranes artificially is a medical decision 

based on progress of the labor. Artificial rupture of the 

membranes is often performed in order to enhance the labor. 

In this study, over half (56 per cent) of the nonachievers 

had spontaneous membrane rupture,r while only 31.3 per cent 

of them had artificial rupture. The figures were almost 

reverse for the achievers. Artificial rupture occurred for 

60 per cent of them and only 32 per cent had spontaneous 

membrane rupture. 

Fetal monitors are used to assess the fetal heartbeat. 

An external monitor was used in thirty-six out of the forty-

one cases in this study and is considered, for the most part, 

routine in the agencies utilized. Internal monitors are 

used more selectively when there are indications of fetal 

distress. Four internal monitors were utilized in this 

study and there were four recorded cases of fetal distress 

during labor. All but one of the forty—one women in the 

study were alert during labor and delivery and would most 

likely have been aware of fetal distress. While the aware-

ness of fetal distress would most likely be of considerable 
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concern to the mother, it did not appear to influence the 

self-selected group placement. 

The amount of medication a subject received during 

labor was rated according to the criteria of none, light, or 

heavy. Close to the same percentages of both groups re-

ceived no analgesia during labor (18.8 per cent for the 

nonachievers and 16 per cent for the achievers). Somewhat 

more of the achievers (60 per cent) received a light level 

of analgesia than did the nonachievers (43.8 per cent). For 

the heavy level of analgesia the two groups were reversed, 

with the nonachievers (37.5 per cent) receiving more than 

the achievers (24 per cent). 

Demerol and phenergan were the most common medications 

used during labor in this study. The nonachievers group had 

an average dose of 64.064 milligrams of demerol and 31.250 

milligrams of phenergan. The group of achievers received an 

average dose of 53.000 milligrams of demerol and 19.000 mil-

ligrams of phenergan. A one tail t-test was applied to the 

averages to determine whether the two groups were signifi-

cantly different in relation to the amount of these two 

medications they received. Table VI presents the results of 

this analysis. 

two groups were not significantly different in re-

lation to the dosages of demerol they received during labor 

~ .56, df = 1/39, p = .288). Demerol, a narcotic, is 

given for muscle relaxation and to decrease painful 
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TABLE VI 

COMPARISON OF NONACHIEVERS AND ACHIEVERS 
IN TERMS OF ANALGESIC DOSAGES 

Analgesic Group N Mean SD df t 

Demerol 
Nonachievers 16 64.063 69.503 

39 .56 
Achievers 25 53.000 55.584 

39 .56 

Phenergan 

*D < . 

Nonachievers 

Achievers 

n1 .̂ 

16 

25 

31.250 

19.000 

21.409 

13.070 
39 2.28* 

stimulations. It is the most common analgesia used during 

labor in the country (Reeder, Mastroianni, Martin, and 

Fitzpatrick, 1976, p. 290). 

While the two groups did not differ in the amount of 

demerol they received, there was a significant difference in 

the dosage of phenergan each received (t = 2.28/ df = 1/39, 

p = .014). Phenergan, a tranquilizer, potentiates the 

action of narcotics, reduces anxiety, and acts as an anti-

nauseant. The nonachievers received significantly more 

phenergan than did the achievers. 

Very few of either group met their goal of no medication 

during labor. No medication is a point which was de-

emphasized by the Lamaze instructors in this study. Instead, 

a sensible, knowledgeable approach was emphasized, including 

the recognition that sometimes some analgesia is required to 

help the mother relax sufficiently to use her breathing 
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techniques and control exercises. Even though very few met 

their goal of no medication, the nonachievers had more 

phenergan and proportionally used heavier dosages of anal-

gesics. This might be one factor which contributed to their 

feelings of nonachievement of self-expectations. 

Data relating to the delivery period for two groups and 

the total sample are presented in Table VII. Frequencies 

and percentages of the variables are included in this table. 

None of the variables met the assumptions for correlational 

analysis. 

Of the forty-one women in the study, 85.3 per cent of 

them had vaginal deliveries and only six (14.7 per cent) had 

cesarean sections, three in each group. The reasons for the 

cesarean sections in both groups were recorded as two due to 

failure to progress and four due to cephalopelvic dispro-

portion. The physiological and psychological effects of 

undergoing an unplanned and unanticipated operation might 

some effects on a woman's feelings of success during 

the labor and delivery process. It should be noted, though, 

that this would account for only three of the women in the 

nonachievement group, and three women who also had cesarean 

sections were in the achievement group. 

The type of anesthesia used by the subjects during 

their delivery was also noted. All subjects received some 

form of anesthesia. This ranged from a local which is 

almost always given just prior to an episiotomy if no other 
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TABLE VII 

FREQUENCIES AND PERCENTAGES FOR SUBJECTS 
ON THE HOSPITAL VARIABLRS OF DELIVERY 

Achievers 
(N=16) (N=25) 

Freq. Freq. 

Type of Delivery 
Vaginal 
Cesarean 

Delivery 

Anesthesia 
Local 
Pudenal 
Epidural 
Others 
General 

Vaginal Forceps 
None 
Low forceps 

Episiotomy 
None 
Midline 

Lacerations 
None 
1 - 2 ° 

3-4° 

Placenta 
Spontaneous 

release 
Manual removal 
Not recorded 

Estimated Blood 
Loss 

£ 500 cc1s 
> 500 cc1s 
Not recorded 

13 (81.2%) 

3 (18.8%) 

4 (25%) 14 
3 (18.8%) 4 
8 (50%) 3 
0 4 
1 (6.3%) 0 

7 (43.8%) 
9 (56.3%) 

4 
12 

(25%) 
(75%) 

8 (50%) 
4 (25%) 
4 (25%) 

12 (75%) 
3 (18.8%) 
1 (6.3%) 

12 (75%) 
3 (18.8%) 
1 (6.3%) 

22 (88%) 

3 (12%) 

(56%) 
(16%) 
(12%) 
(16%) 

19 (76%) 
6 (24%) 

5 (20%) 
20 (80%) 

Total 
Sample 
(N=41) 

Freq. (%) 

35 (85.3%) 

6 (14.7%) 

18 
7 

11 
3 
1 

26 
15 

9 
32 

(43.9%) 
(17.1%) 
(26.8%) 
(9.7%) 
(2.4%) 

(63.4%) 
(36.6%) 

( 2 2 % ) 
(78%) 

12 (48%) 20 (48.8%) 
9 (36%) 13 (31.7%) 
4 (16%) 8 (19.5%) 

18 (72%) 30 (73. 2%) 
6 (24%) 9 (22%) 
1 (4%) 2 (4.9%) 

15 (60%) 27 (65.9%) 
4 (16%) 7 (17.1%) 
6 (24%) 7 (17.1%) 
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TABLE VII—Continued 

Variable 

Fetal Distress 
None 
Meconium stain 
fluid 

Cord around neck 

Fetal Position 
Occiput anterior 
Other 
Not recorded 

Fetal Presentation 
Vertex 

Apgar Score 
1 minute: 

good 
moderate 
distress 
severe 
distress 

5 minutes: 
good 

Nonachievers 
(N=16) 

Freq. (%) 

13 (81.2%) 

2 (12.5%) 
1 (6.3%) 

13 (81.2%) 
1 (6.3%) 
2 (12.5%) 

16 (100%) 

10 (62.5%) 

5 (31.3%) 

1 (6.3%) 

16 (100%) 

Achievers 
(N=25) 

Freq. (%) 

24 (96%) 

0 
1 (4%) 

23 (92%) 
0 
2 (8%) 

25 (100%) 

20 (80%) 

5 (20%) 

0 

25 (100%) 

Total 
Sample 
(N=41) 

Freq. (%) 

37 (90.2%) 

2 (4.9%) 
2 (4.9%) 

36 (87.8%) 
1 (2.4%) 
4 (9.75%) 

41 (100%) 

30 (73.2%) 

10 (24.4%) 

1 (2.4%) 

41 (100%) 

method of anesthesia is used to general anesthesia where 

the woman is unconscious. Only one subject received general 

anesthesia and she had a cesarean section. The other women 

who had cesarean sections had epidurals for anesthesia. The 

majority of the achievers group (56 per cent) had only local 

anesthesia, while only 25 per cent of the nonachievers had 

local anesthesia. The nonachievers (50 per cent) primarily 

had epidurals for anesthesia. As stated earlier, receiving 

a local is not uncommon, even for women who desire an unmed— 

icated childbirth since it deadens only the pain of the 
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episiotomy. The majority of the women in the achievers 

group (56 per cent) were successful in their desires to have 

an unmedicated delivery. However, 75 per cent of the women 

who stated that they did not feel successful in their self-

expectations of childbirth received a more extensive or 

systemic form of anesthesia than a local. 

The decision to use forceps in a delivery is a medical 

decision. The reason for their use may either be for con-

venience or to facilitate a smooth delivery, or the forceps 

may be required due to danger to the fetus. Many physicians 

deliver almost all of their primigravidas with low forceps 

in the belief that it eases the delivery for both the mother 

and fetus. Low forcep delivery is the most common type of 

forcep delivery and is the least dangerous for the fetus. 

The group of nonachievers had no forceps used in only 4 3.8 

cent of the cases, compared to the achievers group rate 

of 7 6 per cent., In this study, if forceps were used they 

were low forceps and they were used for convenience or to 

facilitate a smooth delivery. 

Data relating to use of forceps and anesthesia were 

examined together in terms of group placement. It can be 

noted that the women who stated that they did not achieve 

their self— expectations had proportionally more systemic 

anesthesias (anesthesias other than local anesthesia), which 

results in a numbing sensation for the mother and decreased 

ability for her to assist in pushing the fetus through the 
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birth canal, therefore possibly necessitating the use of 

forceps. It is more logical for a woman who desired to have 

an unmedicated birth and yet did use some form of anesthesia 

other than a local to feel nonachievement due more to the 

anesthesia than to the use of forceps. 

Both groups had similar percentages of episiotomies 

(75 per cent and 80 per cent). The same was true of the 

number in each group who did not have lacerations (50 per 

cent and 48 per cent). A slightly greater percentage of 

women in the nonachievers group (25 per cent) had more se-

vere, third- to fourth-degree lacerations than the other 

group (16 per cent). 

The two groups were also very similar when the data 

relating to placentas were examined. Seventy-five per cent 

of the nonachievers group and 72 per cent of the achievers 

had spontaneous releasement of the placenta. Following 

delivery of the infant, the placenta is removed manually if 

it is not released spontaneously by the uterus. When a 

cesarean section is performed, the placenta is always re-

moved manually. in this study, nine subjects had manual 

removal of their placentas; six of these were cesearean 

section deliveries. 

The amount of blood a woman loses during delivery is 

estimated and recorded in health records as one of the 

indices of her well-being. A loss of up to 500 cc's is con-

sidered normal; losses greater than that amount are 
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considered to be hemorrhage and dangerous to the mother. 

The amount of blood loss for a large percentage of the 

achievers group (24 per cent) was not recorded and therefore 

the remaining figures possibly do not reflect the actual 

differences between the two groups. For the data recorded, 

it is noted that a high majority of the nonachievers (75 per 

cent) had normal blood loss while 60 per cent of the achiever 

group had normal blood loss. Approximately the same percent-

ages in each group had above-average blood loss (18.8 per 

cent and 16 per cent). Due to the number of cases not re-

corded, the average blood loss in cubic centimeters was not 

computed. 

Fetal distress during the delivery process occurred in 

only four cases. Three of these cases were in the non-

achievers group (18.8 per cent). Eighty-one per cent of the 

nonachievers and 96 per cent of the achievers had no record 

of fetal distress during delivery. 

The Apgar score also reflects fetal distress. A meas-

ure of the infant's condition at birth, the Apgar scores 

are obtained at one minute and at five minutes after birth. 

Of the two measurements, the Apgar score at five minutes 

is a more accurate measure of infant viability. At the 

five-minute determination, all infants of both groups had 

good scores. However, at the first reading, the group of 

achievers had 20 per cent of their infants with moderate 

distress and none with severe distress. The achiever group 
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had 13.3 per cent with a score indicating moderate distress 

and one infant with severe distress. Again, any initial 

distress noted at delivery or with the one-minute Apgar 

score was not noticed with the five-minute Apgar score. 

This does not mean that there might not have been continued 

concern on the part of the mother for her infant. 

Table VIII presents the percentages and frequencies of 

hospital data relating to the postpartum period. None of 

the variables were sufficiently diverse in distribution nor 

had high enough frequencies to allow statistical relation-

ships to be determined. 

Male infants were more predominant in the nonachievers 

group (75 per cent). The group of achievers were relatively 

equally divided, with 48 per cent males and 52 per cent fe-

males. Based on the still generally held desire for the 

first-born child to be a male, these results are not in what 

would have been the predicted direction of the nonachievement 

group having more female infants than male infants. 

The weight of the infants was measured as below normal, 

normal, or above normal. The same percentage of both groups 

(88 per cent) had infants of normal weight. Both groups had 

infant with above—normal weight, and the group of 

achievers had one infant whose weight was below normal. The 

average weight of the infants in the nonachievers group was 

8 pounds and 4 ounces, and in the achievers group the average 

weight was 7 pounds and 4 ounces. 



73 

TABLE VIII 

FREQUENCIES AND PERCENTAGES FOR SUBJECTS ON 
THE HOSPITAL VARIABLES OF POSTPARTUM 

Variable 
Nonachievers 

(N=16) 
Freq. (%) 

Achievers 
(N=25) 

Freq. (%) 

Total 
Sample 
(N=41) 

Freq. (%) 

Infant Sex 
Male 
Female 

12 
4 

(75%) 
(25%) 

12 
13 

(48%) 
(52%) 

24 
17 

(58.5%) 
(41.5%) 

Infant Weight 
Below normal 
Normal 
Above normal 
Not recorded 
Average weight 

0 
14 (87.5%) 
1 (6.3%) 
1 (6.3%) 
8 lb, 4 oz 

1 (4%) 
22 (88%) 
1 (4%) 
1 (4%) 
7 lb, 14 oz 

1 (2.4%) 
36 (87.8%) 
2 (4.9%) 
2 (4.9%) 

7 lb, 11 oz 

Infant Feeding 
Method 
Breast 
Bottle 

12 
4 

(75%) 
(25%) 

23 
2 

(92%) 
(8%) 

35 
6 

(85.3%) 
(14.7%) 

Infant Complications 
None 16 (100%) 25 (100%) 41 (100%) 

Postpartum 
Complications 
None 
Present 

16 
0 

(100%) 23 
2 

(92%) 
(8%) 

39 
2 

(95.1%) 
(4.9%) 

Breast feeding was the feeding method selected most 

often in both groups. However, 25 per cent of the non-

achievers group chose to bottle feed while only 8 per cent 

of the achievers chose that method. 

There was no recorded case of infant complications 

during the postpartum period in any of the forty-one cases. 

Postpartum complications for the mother were recorded in 

two cases, both in the achievers group. 
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In reviewing all of the hospital data, there were few 

variables relating to the hospital experience which when 

compared to group placement might have influenced how suc-

cessful a woman felt during the labor and delivery process. 

It is noted again, that any difference is not necessarily 

statistically significant since correlational test assump-

tions could not be met on all the variables except the 

dosages of analgesias. 

There appears to be four main areas where the two 

groups were more heterogenous than homogenous as compared to 

the other areas. The first area noted was that of augmented 

labor. All of the women who were nonachievers of self-

expectations had augmented labor compared to approximately 

half of the other group. Labor is augmented when it is not 

progressing and often results in contractions which have 

increased duration, frequency, and/or intensity. These 

changes might cause a woman to feel less "in control" of the 

situation and lead to a feeling of nonachievement of self-

expectations . 

The amount of analgesia received during labor and the 

type of anesthesia received during delivery also appeared to 

vary considerably between the two groups. The nonachievers 

group received proportionally heavier levels of analgesia 

and received statistically significantly more phenergan than 

the amounts or levels received by the group of achievers. 

In addition, the nonachievers received a higher percentage 
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of systemic anesthesias than did the achievers. The aug-

mented labor might have contributed to the increased use of 

medication. It is felt that the greater use of low forceps 

by the nonachievers is associated with the greater number of 

systemic anesthesias received by the nonachievers resulting 

in decreased ability of the mother to assist in pushing the 

infant through the birth canal. 

Summary 

In summary of all data analysis, none of the three 

hypotheses, restated in the null, were rejected. The two 

groups did not differ in terms of level of depression or 

negative affect or in terms of their attributional style. 

They did differ in their attributional style for bad events 

but not for good events, and attributional style was defined 

as the attributions for both good and bad events. 

Correlational analysis of the instruments revealed that 

none of them had significant correlations other than the 

postpartum BDI and the MAACL. Correlations which had been 

found in other studies of the ASQ, the BDI, and the MAACL 

were not evident in this study. 

Due to the homogeneity of the sample, correlational 

analysis was unable to be computed on most of the hospital 

variables. When the frequencies and percentages were 

examined for apparent differences between the two groups, 

three variables were more variant than the others. These 
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variables consisted of the larger percentages of nonachievers 

with augmented labor, their increased amount of analgesias, 

and the use of more systemic anesthesias in that group. The 

amount of phenergan received by the two groups was statis-

tically different; the amount of demerol was not. 

Several factors need to be considered when interpreting 

these results. The question which was asked of each subject 

during the postpartum interview to determine group place-

ment might have contributed to the lack of differentiation 

between the groups. The two groups, determined by their 

answer to the postpartum question, did not differ signif-

icantly in terms of their level of depression or negative 

affect or their attributional style. In addition, the hos-

pital data were very similar for the two groups. The 

question was planned to be broad in order to allow each sub-

ject to interpret failure or success for herself and not be 

constrained by the question. However, based on the results, 

it appears that the question might not have been sensitive 

enough to elicit the two separate groups needed to test the 

learned helplessness theory. 

Some characteristics of the sample might have played a 

role in the lack of significant findings. The sample con-

sisted of volunteers only. Those women who did not 

participate might have demonstrated the attributes of 

learned helplessness to a higher degree than those women 

who were willing to complete the questionnaires and to be 



77 

interviewed. A larger sample size would have strengthened 

the statistical testing of the hypotheses and would have 

possibly allowed correlational post hoc analysis of the 

variables. Although, due to the homogeneity of the two 

groups in terms of the hospital data, the sample size would 

have to have been increased substantially. Based on the 

time which was involved in collecting the data from each 

subject and the number of months over which data were col-

lected, it is felt the sample size was reasonable. 

The design of this study was a modified learned help-

lessness design. The instruments used were the same ones 

employed by Seligman and his associates (1979), as reported 

in the first research article based on the RLH model. The 

published research on the RLH model up to this time has 

occurred primarily with college students (Golin, Sweeney, 

& Schaeffer, 1981; Harvey, 1981; Pasahow, 1981; Seligman et 

al., 1979). This was also the population used for testing 

the ASQ (Golin, Sweeney, & Schaeffer, 1981; Seligman et al., 

1979). This study applied the model, the ASQ, and the other 

instruments used by Seligman and associates (1979) in a 

field setting. 

As a total instrument, the ASQ was not successful in 

distinguishing between the two groups. However, the ASQ-

Composite Bad was successful in differentiating between those 

women who did succeed in meeting their self-expectations and 

those who did not succeed. The ASQ-Composite Good did not 
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reach a significant level when analyzed with group placement. 

Seligman and others (1979) found a less direct correlation, 

although a significant one, of ASQ-Composite Good scores 

with depression as compared with the ASQ-Composite Bad corre-

lations. Further field testing and possibly refinement of 

the ASQ is needed before its validity has been ascertained 

as an instrument useful for determining the presence of 

attributional style learned helplessness. 

The RLH model was not supported in this research 

through the findings that even though the women who expe-

rienced a negative life event did have a significantly 

different score on the ASQ-Composite Bad, they did not have 

a significantly higher level of depression and negative 

affect as compared with women who did experience a positive 

life event. The RLH model predicts that depression will 

occur in those individuals with attributional style learned 

helplessness who experience a negative life event. 

One explanation of this finding is that the women who 

did not achieve their self-expectations during childbirth 

and exhibited the attributional style of learned helplessness 

for bad outcomes did not attribute this particular negative 

life event to internal, stable, and global factors. If this 

was true, and they attributed their failure to other factors, 

they would not have demonstrated the depression which the 

RLH theory predicts ensues from the attributional style. 
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Based on this sample, those women who experienced a 

negative life event, failure to achieve self-expectations 

during childbirth, did not exhibit a higher level of depres-

sion, negative affect, or attributional style learned 

helplessness for both good and bad events. 



CHAPTER BIBLIOGRAPHY 

Banasiak, P. A., & Corcoran, M. M. Preparation for child-
birth. In J. Clausen, M. Flook, & B. Ford (Eds.), 
Maternity nursing today (2nd ed.). New York: McGraw-
Hill, 1977. 

Golin, S., Sweeney, P. D., & Shaeffer, D. E. The causality 
of causal attributions in depressions: A cross-lagged 
panel correlational analysis. Journal of Abnormal 
Psychology, 1981, 9j0, 23-27. ~~ 

Harvey, D. M. Depressioq and attributional style: 
Interpretations of important personal events. Journal 
of Abnormal Psychology, 1981, 9JD, 134-147. 

Pasahow, R. J. The relation between an attributional 
dimension and learned helplessness. Journal of 
Abnormal Psychology, 1980, 89̂ , 358-367. 

Reeder, S. R. , Mastroianni, L., Martin, L. L., & Fitzpatrick, 
E. Maternity nursing (13th ed.). Philadelphia: 
Lippincott, 1976. 

Seligman, M. E. P., Abramson, L. Y., Semmel, A., & von 
Baeyer, C. Depressive attributional style. Journal of 
Abnormal Psychology, 1979, 88, 242-247. 

80 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

Summary 

The reformulated learned helplessness (RLH) model of 

depression predicts that individuals who have a depressive 

attributional style experience a sense of helplessness when 

faced with situations which seem out of their control and 

are more apt to fail and become depressed. Most of the RLH 

research involves college students in laboratory settings 

rather than in field settings. 

Natural childbirth offers a noncontrived situation, in 

the field, which has the potential to appear "out of control" 

to the woman who has selected this method for her delivery. 

Childbirth classes, literature, and the media often empha-

size that the woman who utilizes natural childbirth should 

be in control of her responses during labor and delivery and 

use a minimal amount of medication. Through anticipatory 

planning the woman has self-expectations of her responses 

during the labor and delivery process. Failure to live up 

to these self-expectations may be a negative life event for 

her and result in the occurrence of depression. 

81 



82 

Utilizing the framework of the RLH model of depression, 

this study examined the nonachievement of the self-

expectations of women in relation to the natural childbirth 

process in terms of the attributional style of the woman and 

of the possible depression which might result from the neg-

ative experience. 

The convenience sample consisted of forty-one married 

primiparas who volunteered and who had an uncomplicated 

pregnancy and anticipated an uncomplicated vaginal delivery 

without the use of analgesia or anesthesia. All of the 

sample were caucasian and had attended Lamaze childbirth 

classes. 

Complete anonymity was maintained for all individuals, 

groups, and agencies involved in the study. All data were 

collected by this researcher. During the last class of 

their Lamaze course each subject completed an antepartum 

demographic questionnaire, the Attributional Style Question-

naire (ASQ), and the Beck Depression Inventory (pre BDI). 

After delivery, while still in the hospital, all subjects 

were asked whether they felt they had achieved their self-

expectations during the labor and delivery process. Their 

answers to this question determined group placement. After 

answering the question relating to self-expections, they 

completed the Multiple Affect Adjective Check List (MAACL) 

and, for the second time, the Beck Depression Inventory 
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(post BDI) . Information pertaining to each subject's hos-

pitalization was obtained from her hospital record. 

Based on their answers to the postpartum question con-

cerning achievement of their self-expectations, the 

subjects were divided into two groups. Twenty-five of the 

women stated that they had met their self-expectations and 

sixteen stated that they did not meet their self-expectations 

These sixteen subjects were matched for the variables of age 

and education on a one-to-one basis to the other subjects. 

This resulted in two matched groups of sixteen each, which 

were used for the hypotheses testing. All forty-one subjects 

were used for post hoc analysis. 

The following hypotheses were formulated for the study. 

Each hypothesis was retained or rejected in terms of the 

null hypothesis and at the 105 level of significance. 

Hypothesis One 

The women selecting natural childbirth who experience 

nonachievement of self-expectations will exhibit a signifi-

cantly higher incidence of depression, as measured 

postpartally on the Beck Depression Inventory, as compared 

with those women selecting natural childbirth who experience 

achievement of self-expectations. The level of significance 

was not found to be .05 or below; therefore, in the test of 

the null, the null hypothesis was retained. The hypothesis 

as stated here was rejected. 
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Hypothesis Two 

The women selecting natural childbirth who experience 

nonachievement of self-expectations will exhibit a signifi-

cantly higher degree of negative affect, as measured 

postpartally by the Multiple Affect Adjective Check List, as 

compared with those women selecting natural childbirth who 

achieve their self-expectations. The levels of significance 

were not found to be .05 or below; therefore, in the test of 

the null, the null hypothesis was retained. The hypothesis 

stated here was rejected. 

Hypothesis Three 

The women selecting natural childbirth who exhibit 

depressive attributional style, as measured antepartally by 

t h e Attribution Style Questionnaire, will have a signif-

icantly higher incidence of not achieving their self-

expectations as compared with the women selecting natural 

childbirth who do not exhibit depressive attributional style. 

The ASQ consists of two subscales, the ASQ—Composite Good 

and the ASQ-Composite Bad. The level of significance was 

not reached tor the ASQ-Composite Good. The .017 level of 

significance was reached for the ASQ-Composite Bad. This 

study defines depressive attributional style as the indi-

vidual's attributions for both good and bad events, and 

since only one subscale reached a significant level the null 
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hypothesis was retained. The hypothesis stated here was 

rejected. 

Post hoc analysis was performed on the scores of the 

instruments and on the hospital data. Correlational anal-

ysis revealed only one pair of instrument scores to have 

significant correlation with each other. The post BDI scores 

had a direct relation with the MAACL scores at the .05 level 

of significance. 

The two groups were found to be homogeneous in terms 

of their hospital data. These data were examined to 

determine characteristics and possible trends of group 

placement. Only two variables were able to be statistically 

tested for significance. The two groups were not signif-

icantly different in the amount of demerol they received 

during labor. However, the women who did not achieve their 

self-expectations did receive statistically more phenergan 

during labor. 

The women who reported nonachievement received higher 

dosages of phenergan, as an analgesic during labor, and 

appeared to have augmented labor, heavier levels of anal-

gesics, systemic anesthesias, and low forcep deliveries when 

compared with the women who reported achievement of their 

self-expectations during labor and delivery. 
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Conclusions 

The following conclusions, limited to the subjects in 

this study, are based on the preceding discussion of the 

results and findings. Appropriate caution should be uti-

lized in assuming generalization to samples drawn from 

populations different from the present study. 

Women who do not achieve their self-expectations in 

childbirth do not differ from women who are successful in 

their achievement of self—expectations in terms of their 

levels of depression or negative affect, or in terms of 

their tendency to attribute good events to external, un-

stable, and specific causes. 

Women who do not achieve their self-expectations do 

demonstrate a significant tendency to attribute bad events 

to internal, stable, and global causes. 

Women who do not achieve their self-expectations during 

childbirth, based on percentages, are very similar to women 

who do achieve their self-expectations in terms of most of 

the physiological variables relating to labor, delivery, and 

postpartum experience. 

While not statistically tested, four variables appear 

to differentiate the women who do and do not achieve their 

self-expectations. Those women who are nonachievers have 

higher percentages of augmented labor, heavier levels of 

analgesia, systemic anesthesias, and low forceps deliveries. 
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Women who do not achieve their self-expectations during 

childbirth receive statistically significant higher dosages 

of phenergan but not of demerol. Both drugs are analgesics. 

Implications 

While for the most part the results of this study were 

nonsignificant, and retention of the null hypothesis does 

not prove or disprove a theory, some implications can be 

drawn. To be useful, the RLH theory needs to be applicable 

to nonlaboratory situations. Based on this study, the 

theory is not applicable to the population group of primi-

paras prepared for childbirth with Lamaze childbirth 

education. It needs further refinement if it is to be use-

ful in the prediction of depression after failure or failure 

due to learned helplessness. 

Women do have self-expectations relating to their 

childbirth experience, as indicated by this sample's verbal-

ization of achievement or nonachievement. While failure to 

achieve these expectations was not reflected by the presence 

of depression or negative affect in the early postpartum 

period, it is possible that they are reflected at a later 

time and therefore should not be totally discounted as not 

occurring. 

The total ASQ score was not found to be a predictor of 

failure to achieve, but the ASQ-Composite Bad score did pre-

dict which women would fail to achieve their self-expectations. 
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In addition, certain physiological variables occurring 

during labor and delivery might also be a predictor of these 

feelings of nonachievement. It appears that those women who 

have an augmented labor and receive heavier levels of anal-

gesia and systemic anesthesia, and have a low forcep delivery 

are more apt to feel they did not achieve their self-

expectations during childbirth. Physiologically, it is a 

possibility that the augmented labor contributed to the 

heavier levels of analgesia and systemic anesthesias, and 

therefore resulted in the use of low forceps for delivery. 

It appears, then, that women who demonstrate the 

attributional style for bad events and who have augmented 

labor receive increased dosages of analgesia and systemic 

anesthesia and have a greater likelihood of feeling that 

they did not achieve their self-expectations. 

Recommendations 

On the basis of the findings of this investigation, the 

following recommendations are offered. 

1. There should be further refinement of the ASQ to 

increase its reliability and validity with populations other 

than college students. 

2. There should be further examination of the question 

asked during the postpartum interview to determine its 

akility differentiate between the two groups and refine 

the question as necessary. 
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3. There should be a replication of the present study 

with a focus on a more representative sample of the child-

bearing population. The use of a racially mixed sample, 

including multiparas, would offer a broader approach. 

4. There should be a replication of the present study 

with a larger sample, thus increasing the heterogeneity of 

the subjects in relation to the hospital variables. 

5. There should be further postpartum assessment of 

the sample later in the postpartum period to determine if 

depression occurs at a later time. 

6. There should be research into the origins of the 

women's self-expectations. Attention could be given to 

messages the woman receives from peers, health personnel, 

spouses, family, media, and others. 

7. There should be an examination of other theories 

to determine if they have better predictive powers of the 

achievement or nonachievement of women's self-expectations 

relating to childbirth. 

8. There should be an examination of other measures of 

depression and negative affect which have greater sensi-

tivity to a postpartum subject's affective state. 

9. Health care providers of obstetrical patients and 

instructors of childbirth preparation classes need to teach 

women about the physiology of augmented labor. Without cre-

ating negative expectations, the women should be instructed 

that augmented labor might be more difficult and not to 
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internalize a sense of personal failure due to an inability 

to utilize breathing and exercise techniques. 
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UNIVERSITY of PENNSYLVANIA 
PHILADELPHIA 19174 

Department of Psychology 

3813-15 WALNUT STREET T 3 

August 8, 19 80 

Ms, Barbara Williams, MSN 
1006 Bolivar 
Denton, Texas 76201 

Dear Ms. Williams: 

Losing out on natural childbirth might well 
be an example of a depressing negative life 
event. Such an area would be useful to study, 
indeed. 

I am enclosing a reprint request form for 
your use. 

Sincerely, 

Martin E. P. Seligman, ^ 
Professor 

Enclosure 



APPENDIX B 

EXAMPLE OF LETTERS* MAILED 

TO HOSPITALS 

*To maintain anonymity of the agency, 
all personally identifying information 
was removed prior to duplication. 
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May 25, 1981 

Dear Sirs: 

This letter is to request permission for access to select clients' records at 
Madical Center. The data obtained will be used in a research project 

for my dissertation, completing requirements for a Ph.D. from North Texas State 
University. The dissertation proposal was approved for implementation by 
my doctoral committee and the division chairman at N.T.S.U. The research is 
concerned with the labor and delivery experience of women who participate in 
natural childbirth education compared with women who do not participate in 
natural childbirth education. Attached is a copy of the information which 
will be obtained from the records. 

Each client will give voluntary approval before being included in the study. 
The information obtained will be treated strictly as group data in order to' 
provide complete anonymity of each individual's personal data. No single 
individual or agency will be identified or alluded to at any point in the 
written report. The information will be gathered only by myself and will be 
analyzed by means of computer programs. 

I am an R.N. , licensed in , and hold the position of Assistant 
Professor at the University of 

Your thoughtful consideration to this request will be greatly appreciated. 

Please contact me if you should have any questions or need additional information. 

Attached, also, is a copy of this letter. If you approve this request, please 

sign it and return the copy to me. Again, thank you both for your consideration. 

Sincerely, 

U (Signature) 

Barbara Williams, R.N., M.S. 

(signature) 



APPENDIX C 

EXAMPLE OF LETTERS* MAILED 

TO PHYSICIANS 

*To maintain anonymity of the physician, 
all personally identifying information 
was removed prior to duplication. 
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Dear Dr. 
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I am an R.N. and an Assistant Professor of Nursing at the University of 
Your cooperation is requested for a research project studying the 

physical and emotional responses of women who have taken Lamaze childbirth classes 
a n ^ " n m f d l c a t e d d e l i v e r V as compared with women who have not attended any 

1 =hlJ-dbirth classes nor plan for an unmedicated delivery. The primary group is 
women who have attended Lamaze classes and do not meet their self-expectations during 

w ! a r C h l n t h i S 3 r e a i S neatly lacking and it is hoped that this 
j-ro]ect v»ill help fill the gap. The data obtained will be used for my dissertation, 
compxe ing requirements for a Ph.D. from North Texas State University. Publication of 
the findings is planned. 

During their pregnancy the women will be selected, asked to participate, and given a 
set of standardized questionnaires. Each person will again be administered two short 
questionnaires while on the postpartal unit and information obtained from their records. 

A n u „ / Hospital, requested that I obtain your permission before 

t * J y° U r p a t l e n t s w h l l e t h ey a r e i n hospital. The information will be 
treated strictly as group data in order to provide complete anonymity of each individual's 
personal data and will be gathered only by myself. individual s 

The ma^or request I have of you is for permission to interview your patients who meet 
the criteria of the study and who agree to participate. 

^ a s s i s t a n c e in locating the control group - those women who do 

essJ^ial ^ l n . ^ l l d b l r t h education classes. For quality research this group is 

" I I " ' " 1 , 1 tfllhn\to c o n t a c t y°u o f f i " to arrange an expedient method for this. 
Lamaze instructors have agreed to assist me in locating the women taking Lamaze classes. 

Your thoughtful consideration to these two requests will be greatly appreciated. At the 
conclusion of the study, I will be glad to send you a detail summary of the remits 
Please contact me should you need additional information or have questions. 

you'wSS t^ beCofy
a!

f t!?iS " l t h 3 P l a " f° r ^ t o and check, indicating how 
you wish to be of assistance m the research. Please return the copy to me. Again, 
.-hank ycu for your consideration and time. 

Sincerely, 

jLvi- it 
Barbara Williams, R.N. 

'signature) " ' 

You have my permission to interview 
ly patients. 

^ a m willing to assist you in obtaining 
the control group. 

Please contact me and provide more inform. 
You do not have my permission to 
interview my patients. 
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June 16, 1981 

Dear Colleague: 

The Lamaze method of psycboprophylajcis for childbirth has attained positive 
acceptance in our cannmity and throughout the world. Its e^aig are known 
to you and are actairable in their direction. Certainly no physician caring for 
the pregnant patient can criticize the educational value of the Tama TO system 
for its major thrust is to reduce the need for analgesia during labor. Manv of 
us, horcver, are all too familiar with the emotional failures that cto happen ***** 

l a b o r f o U o w i d e a i route or when evidence surfaces 
that the fetus is in jeopardy. 

Wi l l i a m s a ? m i t t e d herself to the task of studying the phy-
^ H ^ H 6 ^ 1 0 n ^ r ! S p 0 n s e S ° f w a n e n ^ ^ diligently accepted the Lamaze 

Jrf? Y® n o t' I v*?10™ you to work closely with Ms. Williams 
so that all of us — patients and physicians — will finally have a definitive 
answer to the individual's reaction to her pre-delivery conditioning. 

Sincerely, 

v M.D. f FACOS 
^pressor Qneritus -
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ANTEPARTUM QUESTIONNAIRE 
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Instructions: 
Place a check mark in the space that corresponds to the appropriate 

™ •» 

1• Name: 
11. Planned method of pain control: 

2. Year of birth 

3. Race: 

( ) Caucasian 
( ) Black 
( ) Other 

4. Marital status: 
( ) 

( ) 
( ) 

Married 
) Separated 
Divorced 
Other 

5. Educational level: 

Did not complete high school 
High school completed 
Attended college but did not 
complete 

College completed 
Other 

13. 

6. Name of your obstetrician: 

( ) 

( ) 

( ) 

( ) 

( ) 

Unmedicated 
Local 

Spinal block 
General 
Other 

1 2 . Have you had complications during 
this pregnancy? 
( ) yes ( )no 

If "yes", explain briefly: 

Do you expect complications during 
labor and delivery? 
( ) yes ( ) no 

If "yes", explain briefly: 

7. Hospital in which you plan to deli 

8. Estimated date of delivery: 

9. Is this your first pregnancy? 
( ) yes ( ) no 

10. Method of delivery planned: 
( ) Vaginal 
( ) Cesarean 

14. 

15. 

Have you attended or do you plan 
to attend formal childbirth 
education classes? 
< ) yes ( ) no 

Would you be willing to complete 
two short questionnaires (about 
15 minutes) while you are in the 
hospital after your delivery? 
( > yes { )no 



APPENDIX E 

ATTRIBUTIONAL STYLE QUESTIONNAIRE 
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DIRECTIONS 

Please try to vividly imagine yourself in the situations that follow. If 

such a situation happened to you, what would you feel would have caused it? 

While events may have many causes, we want you to pick only one - the major 

cause if this event happened to you. Please write this cause in the blank 

provided after each event. Next we want you to answer some questions about 

the cause and a final question about the situation. To summarize, we want 

you to: 

1) 

2) 

4) 

5) 

Read each situation and vividly imagine it happening to you. 

Decide what you feel would be the major cause of the situation 
ir it happened to you. 

3) Write one cause in the blank provided. 

Answer three questions about the cause. 

Answer one question about the situation. 

6) Go on to the next situation. 
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YOU MEET A FRIEND WHO COMPLIMENTS YOU ON YOUR APPEARANCE. 

1) Write down the one major cause 

2> = a u s e ° f y O U r f r i e n d ' s =°mplin.ent due to something about you or somethina 
about the other person or circumstances? (circle one number) 9 

Totally due to the 

other person or . ., 
Totally due 

circumstances 1 2 3 4 5 a 1 „ 
6 J 3 6 7 to me 

31 S i r ^ e f o ^ r n u 2 e r ) y ° U ^ f r i e n d S ' W i U t h " C 3 U S e * g a i n b e 

W i n never again w i n 

be present 1 2 3 4 5 6 7 be present 

4> i n f 1 ^ n " ! U ^ H S ° m e t h i n g " h 3 C j U S t 3 f f e C t S i n t e " « i n g with friends or does it also 
influence other areas of your life? (Circle one number) 

Influences just -
^ K. • , Influences all 
this particular .. _. 
c , situations 
situation 1 2 3 4 5 6 7 in my life 

5) How important would this situation be if it happened to you? (Circle one number) 

Not at all _ , 

important 1 2 3 4 5 6 7 ? t r e n e l y 
important 

YOU HAVE BEEN LOOKING FOR A JOB UNSUCCESSFULLY FOR SOME TIME. 

6) Write down the one major cause 

7 5 ^ f o t h « r e J l r U r u n s u c c e s s f u l >°b s e a~fc to something about you or something 
about other people or circumstances? (circle one number) opening 

Totally due to 

other people or _ _ ,, 

circumstances 1 2 3 4 5 6 7 °to " e 

3) in the future when looking for a job, will this cause again be present? 

Will never again r7... 

be present 1 2 3 4 5 6 7 ! U a l W 3 y S 

J b 6 7 be present 

9 1 J 1*'* 6 c a u s e southing that just influences looking for a job or does it also 
influence other areas of your life? (circle one nlber) 

Influences just , 
this particular Influences all 

situation 1 2 3 4 q * situations 
4 5 6 7 in my life 

10) HO. U B O . , „ „ l d tti, l f l t M w ? ( c l r = i e 

Not at all 
important 1 2 3 4 5 6 7 Extremely 

J 4 5 6 7 important 



103 

YOU BECOME VERY RICH. 

11) Write down the one major cause 

T o t a l l y d u e t o 
o t h e r p e o p l e o r 
c i r c u m s t a n c e s 1 2 3 a c T o t a l l y due 

4 5 6 7 to me 

13) I n y o u r f i n a n c i a l f u t u r e , w i l l t h i * 
C a U S e a g a i n b e P r e s e n t ? ( c i r c l e one number) 

W i l l n e v e r a g a i n 
be present i 2 3 a W i U a l w aY s 

5 6 7 be present 

14) is the cause something that iust aff e r f i 
o t h „ o e ^ l l t „ ~ < ° « i t U „ 

Influences just 
this particular Influences all 
situation i 2 3 a c situations in 

J 4 5 6 7 my l i f e 

i s , HOW i m p o r t a n t ^ I d t h i s s i t u a t i o n be i f i t h a p p e n e d t o y o u ? CCi rc l e o n e number , 
Not a t a l l 
important 1 2 3 d z Extremely 

5 6 7 important 

A FRIEND COMES TO YOU WITH A PROBLEM AND YOU DON'T TRY TO HELP THEM. 

16) Write down the one major cause 

T o t a l l y d u e t o 
o t h e r p e o p l e o r 
c i r c u m s t a n c e s i 2 3 a T o t a l l y due 

4 5 6 7 to me 

a g a i n b e p r e s e n t ? " t c i r c l f o n r n L S r r " 3 P r ° b l e m ' w i l 1 ttis c a u s e 

W i l l n e v e r a g a i n 
b e p r e s e n t 1 2 3 4 c W i l 1 a l w a 7 S 

5 6 7 b e p r e s e n t 

Wi th a p r o b l e m ' ^ o r ' d o e s i T a l ^ ' L S S S T ^ l t T o T y o ^ n f \ T " T r l l T 

Influences just n e 

this particular Influences all 
situation 1 9 ^ situations in 

2 3 4 5 6 7 my l i f e 

2 0 1 " " T r r * ehi* b - " " — - — « Not a t a l l 
important 1 -> Extremely 

1 2 3 4 5 6 7 important 
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«*, GIVE „ „ „ „ „ TALK It) ™ or , GSOUP » THE AUDIENCE REACTS NEGATIVELY. 

21) Write down the one major cause_ 

Totally due to 
other people or 
circumstances l -> , Totally due 

3 4 5 6 7 to n» 

23, I„ t 6. f u t t r« „ h „ , l v i„, u l t s > , l u t h i > ^ ^ ^ 

"Hi never- ana i n Will never again 
be present i 2 3 4 W i l 1 alwaYs 

5 6 7 be present 

influence other 5cir"e o i f n L ^ 3 ^ ^ ^ a l S O 

Influences just 
this particular Influences all 
situation i situations in 

1 2 3 4 5 6 7 m y l i f e 

"" " r . T . r " t t " " 1 1 ie ta— - w « * - ~ — > 
important i 2 3 Extremely 

5 6 7 important 

YOU DO A PROJECT WHICH IS HIGHLY PRAISED. 

26) Write down the one major cause 

28) 

ixrzs: s wu - — ^ — -
Totally due to 
other people or 
circumstances l 2 1 A Totally due 

5 6 7 to me 

In the future when doing a project will t-h-ic 

Will never again ' ^ * P r 6 S e n t ? ( C i r C l e ° n e ) 

be present i •> , Will always 
3 4 5 6 7 be present 

2" s r i s * : " r s . ^ c s ^ ^ r r p t o 1 * " - - * - * — — • 
Influences just 
this particular Influences all 
situation 1 -> situations in 

2 3 4 5 6 7 my iife 

30, HOW important would this situation be if it happened to you? 

Not at all 
important 1 -> Extremely 

3 4 S 6 7 important 
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YOU MEET A FRIEND WHO ACTS HOSTILELY TOWARD YOU. 

31) Write down the one major cause 

about otherSpeople^r^circumstances?°Stcircle^ne n u ^ S ) " ' 7 ° U ° r S O m e t h i n 5 

Totally due to 
other people or 

circumstances 1 2 3 4 c ,= Totally due 
* o 7 to me 

33) In the future when interacting with friends, will this cause again be present? 

Will never again 

be present i 2 3 4 q W i l 1 a l w a V s 

3 6 7 be present 

Influences just 
this particular Influences all 
situation 1 2 7 a situations in 

5 6 7 my life 

35) How important v^uld this situation be if it happened to you? (Circle one number) 

Not at all 
important 1 2 3 4 e c Extremely 

* 5 6 7 important 

YOU CAN'T GET ALL THE WORK DONE THAT OTHERS EXPECT OF YOU. 

36) Write down the one major cause 

Totally due to 

other people or 

circumstances 1 2 3 a z Totally due 
J 4 5 6 7 to me 

38, I„ t h . w h „ & l n , tt. „ r k t t a t ^ ^ _ i n a i s ^ ? 

Will never again 
be present i 2 3 4 always 

3 b 7 be present 

do.. u° s s s ^ . v s s . ' ° f w " 
Influences just 
this particular Influences all 
situation 1 o -> . situations in 

2 3 4 5 6 7 my life 

40, How important W u l d this situation be if it happened to you? (circle one number) 

Not at all 
important 1 2 3 4 c . Extremely 

b 6 7 important 
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Your spouse (boyfriend or girlfriend) has been treating you more lovingly. 

41) Write down the one major cause 

4 2 > o r ^ U S e ° k y ° U r ! P ° U S e t r e a t i n * V° u m o r e l o v i n g l y d u e t o s o m e t h i n g a b o u t y o u 
s o m e t h i n g a b o u t o t h e r p e o p l e o r c i r c u m s t a n c e s ? ( C i c l e o n e n u m b e r ) 

T o t a l l y d u e t o 
other people or _ . ,. 

T o t a l l y d u e 
c i r c u m s t a n c e s 1 2 3 4 5 6 7 t o me 

43 ) I n t u t u r e i n t e r a c t i o n s w i t h y o u r s p o u s e h i l l t h i s c a u s e a g a i n b e p r e s e n t ? 

W i l l n e v e r a g a i n w i n a l w a y s 

e p r e s e n t 1 2 3 4 5 6 7 b e p r e s e n t 

44) I s t h i s c a u s e s o m e t h i n g t h a t j u s t a f f e c t s how y o u r s p o u s e t r e a t s you o r d o e s i t 
a l s o i n f l u e n c e o t h e r a r e a s o f y o u r l i f e ? ( C i r c l e o n e number ) 

Influences just T ,e, 
, Influences all 

t h i s p a r t i c u l a r s i t u a t i o n s i n 
s i t u a t i o n 1 2 3 4 5 6 7 my l i f e 

45 ) How i m p o r t a n t w o u l d t h i s s i t u a t i o n b e i f i t h a p p e n e d t o y o u ? 

Not a t a l l _ 
Extremely 

i m p o r t a n t 1 2 3 4 5 6 7 i m p o r t a n t 

AMD TOULGET°ri\ P ° S I T I ° N T H A T Y ° ° W A N T V E R Y B A D L Y ( e - 9 - < IMPORTANT JOB, PROMOTION, e t c . ) 

46 ) W r i t e down t h e o n e m a j o r c a u s e 

4 7 ' a L ^ e J h U S e ° f r r 9 e t t i n g t h e P ° s i t i o n t o s o m e t h i n g a b o u t you o r s o m e t h i n g 
a b o u t o t h e r p e o p l e o r c i r c u m s t a n c e s ? ( C i r c l e o n e number ) 

T o t a l l y d u e t o 
o t h e r p e o p l e o r _ . , , 

T o t a l l y d u e 
c i r c u m s t a n c e s 1 2 3 4 5 6 7 t o me 

48 ) I n t h e f u t u r e when a p p l y i n g f o r a p o s i t i o n , w i l l ; h i s c a u s e a g a i n b e p r e s e n t ? 

W i l l n e v e r a g a i n H i u a l w a y s 

e p r e s e n t 1 2 3 4 5 5 7 be p r e s e n t 

4 9 > f f j f ® ^ U S e S ° m " h i n 5 t h a t 3 « s t i n f l u e n c e s a p p l y i n g f o r a p o s i t i o n o r d o e s i t 
i n f l u e n c e o t h e r a r e a s o f y o u r l i f e ? ( C i r c l e o n e n u m b e r ) 

Influences just x 
i Influences all 

this particular • ^ • 

1 2 3 4 5 6 7 ^ U f T 5 ^ 

50) How i m p o r t a n t w o u l d t h i s s i t u a t i o n b e i f i t h a p p e n e d t o y o u ? ( c i r c l e o n e n u m b e r ) 

Not a t a l l 
important 1 2 3 4 5 ^ 7 xtreme y 

x ^ J 4 5 6 7 important 
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YOU GO OUT ON A DATE AND IT GOES BADLY. 

51) W r i t e down t h e o n e m a j o r c a u s e 

o t h e r p e o p l e o I c i r c ^ s t a n c e s ? I S r c ^ o n e n ^ S ^ 9 ^ y ° U ° C s o r a e t h i ^ 

T o t a l l y d u e 1:0 
o t h e r p e o p l e o r 
c i r c u m s t a n c e s ; l 2 3 T o t a l l y d u e 

6 7 t o me 

53) I n t h e f u t u r e when d a t i n o w i n *.us~ 
w i l l

 C a u S e a g a i n b e P r e s e n t ? ( C i r c l e o n e number) 
W i l l n e v e r a g a i n 
b e p r e s e n t 1 2 1 a c W i l 1 a l w a y s 

be p r e s e n t 
54) 

I n f l u e n c e s j u s t 
t h i s p a r t i c u l a r I n f l u e n c e s a l l 
s i t u a t i o n I - > • > A r- s i t u a t i o n s i n 

2 3 4 5 & 7 m y l i f e 

» > » . w - a . a * . * « « « . * u u ^ „ „ ? ( c l r c l , „ „ 

i m p o r t a n t 1 2 3 4 q E x t r e m e l y 
4 5 6 7 i m p o r t a n t 

YOU GET A RAISE. 

56) W r i t e down t h e o n e m a j o r c a u s e 

2 s s t s s l ; s s r ~ — 
T o t a l l y d u e t o 
o t h e r p e o p l e o r 
c i r c u m s t a n c e s 1 0 •> „ T o t a l l y due 

2 3 4 5 6 7 t o m e 

n t h e f u t u r e on y o u r j o b , w i l l t h i s c a u s e a g a i n be p r e s e n t ? ( c i r c l e one number) 
W i l l n e v e r a g a i n 
b e p r e s e n t 1 2 3 W i l 1 a l w a y s 

6 7 be p r e s e n t 
5 9 1 - * - l e -

I n f l u e n c e s j u s t 
t h i s p a r t i c u l a r I n f l u e n c e s a l l 
s i t u a t i o n 1 -> _ s i t u a t i o n s i n 

2 3 * 5 6 7 my n f e 

60 , How i m p o r t a n t would t h i s s i t u a t i o n be i f i t h appened t o you? 

Not a t a l l 
i m p o r t a n t 1 2 3 4 c E x t r e m e l y 

5 6 7 i m p o r t a n t 
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statement in that group which best d l ^ r h \ t category. Then pick out the one 

now- circle the nLber b L 2 e the stat'ent » T " 7°" f e e l t0<3ay' t h a t i s' r i ^ t 

in the group seem to apply equally'well, c i r c l e " ^ ^ ^ 3 6 " ' " S 8 V e r a l S t a t e m e n C s 

Be sure to read all statements in each group before making your choice. 

(A) 

I 
0 

(B) 3 

(C) 

(D) 3 

(E) 

(F) 

(G) 

I am so sad or unhappy that I 
can't stand it. 

I am blue or sad all the time 
and I can't snap out of it. 
I feel sad or blue. 
I do not feel sad. 

I feel that the future is hope-
less and things cannot improve. 
I feel I have nothing to look 
forward to. 

I feel discouraged about the 
future. 

I am not particularly pessimistic 
or discouraged about the future. 

I feel I am a complete failure 
as a person (parent, spouse). 
As I look back on my life, all 
I can see is alot of failures. 
I feel I have failed more than 
the average person. 

I do not feel like a failure. 

I am dissatisfied with every-
thing. 

2 I don't get satisfaction out 
of anything anymore. 

1 I don't enjoy things the way 
t used to. 

0 I am not particuJLary dissatisfied. 

3 I feel as though I am very bad 
or worthless. 

2 I feel quite guilty. 

1 I feel bad or unworthy a good 
part of the time. 

0 I don't feel particularly guilty. 

3 I hate myself. 

2 I am disgusted with myself. 
1 I am disappointed with myself. 
0 I don't feel disappointed with 

myself. 

3 I have"no'appetite at all anymore. 
My appetite is much worse now. 

1 My appetite is not as good as it use 
to be. 

3 My appetite is no worse than usual. 

<G) 

(H) 

(I) 

(K) 

(L) 

I would kill myself if I had the 
chance. 

I have definite plans about 
committing suicide. 

I feel I would be better off dead. 
I don't have any thoughts of 
harming myself. 

I have lost all of my interest 
in other people and don't care 
about them at all. 

I have lost most of my interest 
in other people and have little 
feeling for them. 

I am less interested in other 
people that I used to be. 
I have not lost interest in others. 

I can't make any decisions at all 
anymore. 

I have great difficulty in making 
decisions. 
1 t o Put off making decisions. 
I make decisions about as well as 
ever. 

I am ugly or repulsive (J) 3 I feel that 
looking. 

2 I feel that there are permanent 
changes in my appearance and they 
make me look unattractive. 

1 I am worried that I am looking old 
or unattractive. 

0 I don't feel that I look any worse 
than I use to. 

3 1 can't do any work at all. 

2 I have to push myself very hard to 
do anything. 

1 It takes extra effort to get started 
at doing something. 

0 I can work about as well as before. 

3 I get too tired to do anything. 
2 I get tired from doing anything. 
1 I get tired more easily than I 

used to. 

0 X don't get any more tired than usual. 
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HOSPITAL RECORD 

Name 

"ode # 

Hospital 

Admission date 

Labor 

Record number 

Group - succesful 

nonsuccesful 

labor - spontaneous 

induced 

augmented 
nonaugmented 
not recorded 

fetal 

monitor — none 

external 

internal 

n.r. 

analgesia - none 
( lOOmg) light 
( lOOmg) heavy 

Delivery 

vaginal forceps - none 

low 

high 

elective 
reqiored 
:n. r. 

C-section none 
reason 

Anesthesia - none 
local 
pudenal 
epidural 
general 
other 

fetal pos. - OA 

other_ 
n. r. 

infant wt - normal lbs 

norfoal (15'8" - 8' 

> normal 

Postpartum 

feeding - breast 

bottle 

apgar - 1 min 5 min 

g (8-10) g 

md (7 - 5) md 
sd (4 1) sd 

13' 

fetal distress - none 

present_ 

n. r. 

membranes - spontaneous 
rupture premature 

artifical 
n. r. 

demerol - 25 50 75 100 125 

150 175 200 225 250 
phenergan - 25 50 75 
other 

episiotomy - none 

midl ine 
other 
n. r. 

lacerations - none 

1 - 2 ° 

3-4° 
n. r. 

placenta - spontaneous 
manual 
n. r. 

mat. comp - none 

present 

fetal - none 
distress present 

fetal pres. - vertex 
other 
n. r. 

infant sex - male female 

infant comp. - none 

present 

mat. comp. - none 

present 
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TABLE IX 

FREQUENCIES AND PERCENTAGES FOR SUBJECTS ON THE 
VARIABLE OF EDUCATION 

Variable 
Nonachievers 

Group 
(N=16) 

Freq. (%) 

Achievers 
Group 
(N=25) 

Freq. (%) 

Total 
Sample 
(N=41) 

Freq. (%) 

High School 
Completed 4 (25) 5 (20) 9 (22) 

College not 
Completed 4 (25) 4 (16) 8 (19.5) 

College 
Completed 8 (50) 16 (64) 24 (58.5) 

TA3LE X 

MEASURES OF CENTRAL TENDENCY FOR SUBJECTS ON THE 
VARIABLE OF AGE 

Nonachievers 
Group 
(N=16) 
Years 

Achievers 
Group 
(N= 2 5) 
Years 

Total 
Sample 
(N=41) 
Years 

Mean 26.000 25.600 25.750 

Mode 27.000 29.000 29.000 

Median 26.500 25.330 25.660 

Standard 
Deviation 1. 250 3.819 4 .048 
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