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.::CHAPTER ·1 ·, i 

t .: :: • ' 1 ~ .,.. ~ \ 

INTRODUCTION 
,J 1 

The study·of.the~nature·of.pain.has·consumed the 

interest and efforts. of many 'philosophers'~ and scientists 

for·centuries·. · Aristotle. considered,pain.astate. of feel-

ing 1 the· exact~. opposite to.· pleasure,'" and the epitome·· of , 

unpleasantness (Bonica; 1967). · This.~ concept· was ·accepted; 

until the middle qf. the nineteenth· century.· when scientists 

began.to consider.pain·as a pure {primary) sensation with 

its own specifi-c· receptor. organs. and.·· conducting pathways 

(Melzack & Wall, 1965) • Toward·, the end·. of the century the 

first modern definition· of. the concept.' of· pain····emerged. 

Gianakon {1957) attributed this modern .. definition· to Strong, 

who in 1885, de.scribed:· it. as :11 the: original sensation: and ; 

the reaction to sensation'-' · {p." 252) ~.,·,.· · · 

Strong's definition· or concept~· ·of pain encompasses· two 

components: sensory" and-· reactive~·::{ Giariakon I :19 57) • Each 

component has unique characteristics. The sensory component 

pertains to the neurophysiologic aspects o£.'1 peripheral.··· 

stimuli and their neural transmission;. The. reacti·ve: compo-

nent pertains to psychodynamic and psychophysiologic aspects 

of the processing of sensation-- 11 psychic processin·g. '"·.·Some 

1 
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contend, however, that the reaction can be independent of 

the original sensation or perception and can be dissociated 
- . 

from it (Bonica, 1967). 

Studies by Beecher (1946, 1956a, 1956b), Melzack 

(1961), Melzack and Wall (1965) support the concept that the 

reaction phase or .. psychic processing" phase is often more 

important in the experience of pain than the original sensa-

tion or stimulus. This helps explain why the same stimuli 

evoke different reactions from different people and in the 

same individual at different times. 

Stevens (1976) summarized five major psychological 

strategies which have been found effective in reducing pain 

perception in controlled laboratory studies. The strategies 

are systematic relaxation, cognitive control, cognitive 

rehearsal, Hawthorn effect, and systematic desensitization. 

Most of these techniques have been incorporated into methods 

or approaches to assist women with the pain of childbirth 

(Bing, 1967; Bradley, 1974; Dick-Read, 1953; Kitzinger, 

1972). 

Much attention has been and is being focused on the 

development and use of these varied approaches and techni-

ques to deal with pain during childbirth. Even when the 

parturient woman is not knowledgeable in these techniques, 

most nurses either have knowledge of these approaches or 
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developed their own psychological techniques for assisting 

women through the pain of childbirth. However, little 

attention in the literature has been given assisting women 

with pain experienced in the postparturn.period. Commonly, 

the nurse views her role in postpartum pain management as 

one of administering pills, suppositories, and sitz baths. 

While the pain of the postpartum period is not usually 

as severe as the pain of labor, the potential for pain is 

present. The common sources of postpartum pain stimuli 

arise from tissue injury due to the process and events of 

birth itself, e.g., bruising, lacerations, episiotomy, 

uterus, hemorrhoids (Pritchard & McDonald;·· 1976) . 

Another determinant of the pain perceived by the post-

partum woman, as with anyone',, is the "psychic processing" 

of these pain ·stimuli. It is at this point that the ··nurse 

can intervene ·with something ot·her than sitz baths, perineal 

lamps, and pain medi-cations .. ~- While informing and assisting 

these women with:. previously. cited -'psychological techniques 

to cope with pain .would .probably be helpful,; the ·nurse does 

not::usually-have the time:to··do -this effectively with each 

patient.;. The nurse. might realize that:.possibly the woman's 

baby is the be-st ~resource .available to··· the -postpartum woman 

to. provide assistance _with:diversional··techniques· for 

decr·eased·perce-ption of. pain.'. ··Interactions and 
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preoccupation with her baby are facilitated·· when' the baby. 

is physicall~present (Klaus&. Kennell, 1976). This may. 

have, significance or potential· for influencing:·the "psychic 

processing 11 •of ··pain to~ decrease·: the. mother's. perception of 

pain; and thus decrease the need,· for pain medication. 

,..·. 
. ' ' ~ t 

Problem of Study 

This study explored the effect of extended mother-
f .. ;'" ' l.. : ~ ... .. ',' ·, •."1 

infant contact on pain perception of the mother as measured 
l, ... l ·,~.·,-_ ... , -~·: ~~ .·~"~~;· 

by the number of pain relief medications received by the 

mother in the inunediate postpartum period. 

• ;' Justificat.i·on. of- Problem ' , 

A review of; the· literature· fai·led· to -reveal informa-

tion··,, on·, the effect' of •, extended mother-infant' contact ori the 

mother's perception: of: pain, in: .. the immediate\ postpartum 

period. :'There was-literature· (Affonso, ~·1976 i' oBarnett, 

Leiderman r:~ Grobstein ~ &·:·;Klaus,· 1970; Greenberg~; Rosenberg,· & 

Lind, 1973; Hurd; 1975; Klaus; Jerauld, Kreger, McAlpine, 

Steffa, & Kennell, ·1972; Klaus.·& Kennell~ 1976-;:·Mather; ·--

·1980; McBryde~ 1951; :o•connor; Vietze~· Sherrod, Sandler:,,& 

Altemeier, 1980; RUbin, 1963; Schroeder,- ·1977) ··in which:·the: 

benefits and'importance of-prolonged mother~infant·contact 

in the iminediate postpartum period were fdentified... The·

ultimate bene'fit- is the develo"pment- of a- healthy-: inaternat-
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infant bond or attachment which results in effective care-

taking that is essential for the mental and .physical· well· 

being of the infant. The importance of the success of the 

attachment·process is the prevention df disorders. Some of 

these are the Vulnerable Child syndrome, disturbed mother-

child relations, accidents, and·severe disturbances, such 

as Failure-to-Thrive syndrome and the Battered (Abused) 

Child syndrome (Klaus & Kennell, 1976). 
I• 

Nurses who a~e employed in postpartum and nursery set-

tings are key persons in facilitating the attachment pro-

cess in the immediate postpartum period. Because the long-

range benefits of successful mother-infant attachment and 

the problems associated with unsuccessful attachment are 
. ' ~ ' "- ·~ 

often intangible during the immediate postpartum period, 
~ ~ 'j • .;:. ,.. • ,' ~ t 

it is often difficult for nur·ses regimented in "tradi-

tional" care of the postpartum mother and newborn to see 

the value of extended mother-infant contact. If mothers 
'\ ,, 

who have extended contact with their infants received a 

lower number of medications for pain relief, this would be 
' ' 

a more concrete benefit that nurses could perceive in the 
'' 

immediate postpartum period. For those who already advocate 
., 

extended mother-infant contact, this would only strengthen 
". 

'f J " • \.- <" ·~ t.., ,.~ .. ·;_ ~ 

their beliefs and practices. For those who see very little 
'' ' '~ ' - t ' 

practical value in extended contact, hopefully, this might 
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stimulate them to reconsider their position. In any event, 

anything that could possibly contribute to assisting women 

in making their postpartum experience more comfortable is· 

worthy of study. 

Theoretical Framework 

The gate control theory of pain developed by Melzack 

and Wall (1965) was the basis for the theoretical framework 

of this study. The theory proposes that pain phenomena are 
"' 't 

determined by interactions among three spinal cord systems 

which modulate potentially painful impulses by a gating 
. - . 

mechanism. The gating mechanism is controlled through com-

plex neurophysiologic mechanisms. 

In general, the substancia gelatinosa in the dorsal 

horn of the spinal cord functions as the gate control system 

that modulates the afferent nerve patterns before they are 

transmitted to the first transmission cell in the dorsal 

column of the spinal cord. Conceptually, when the pain 

gate is ~pen, pai~ impulses flow through easily; when the 

gate is clos~d, the pain impulses do not go through; when 

the gate is partia~ly closed, only some of the pain impulses 
' - t ' • ~ 'i • ' ; ! ': J 

get through. Factors that affect the modulating abilities 
( 'I ' ... j' 

of the substancia gelatinosa are the activity and interac-

tion of the nerve fibers, brain stem, thalamic and limbic 

systems, and the cerebral cortex. 
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The peripheral nerve fibers consist of large and small 

diameter· nerve.fibers. The large diameter nerve fibers 

transmit sensations of tactile stimulation and at a faster 

rate than small· diameter nerve fibers. The small diameter 

nerve fibers transmit sensations of tissue damage (pain). 

When st~mulation:of large fibers is sufficient, its effect 

is~to close the pain gate to sensations carried by small 

diameter. nerve. fibers. When this occurs, pain is not per

ceived or is perceived to a lesser degree. Thus, touch and 

various methods· of cutaneous stimulation have the potential 

to· decrease -.pain perception. 

·!Afferent· impulses that are received in the brain stem 

via ·the dorsal.column fibers in the spinal cord can have 

influence on.the cells of the substancia gelatinosa to mod

ify' peripheral input. The brain stem may project inhibi

tory impulses thathelp close the gate to pain impulses. 

Inhibit-ory impulses may arise from sufficient or excessive 

sensory :in-put. -Sufficient or excessive sensory input may be 

present because of normal distractions in.the environment, 

intentional·: distractions, and/or mental concentration. 

Impulses that facilitate the gate to be open to pain 

impulses." may arise due to insufficient input from a nonstim

ulating. environment. 
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Inhibitory and facilitory impulses may also come from 

the cerebral cortex, thalamic, and limbic systems. No pain 

or decreased intensity of pain will be encountered when 

inhibitory impulses or signals are received from the cere

bral cortex, thalamic, and limbic systems. Likewise, facil

itory impulses will open the gate and increase pain percep

tion·. Thoughts, emotions, ~nd past experiences may result 

in either inhibitor,y or facilitory impulses on the pain 

gate thus affecting the experience of pain. 

Potential for pain stimuli are present in the immed

iate postpartum period due to tissue damage which occurred 

in the birth process. The implications for activities to 

promote pain relief in the immediate postpartum period seem 

clear, according'to'·the C'ohcepts identified in the gate con

trolrtheory of pain. Environmental stimuli in hospital set

tings are 'frequently·monotonous, unless one is seriously ill. 

New mothers 'often' fee.! inadequate and anxious about the 

responsibiliti~s new babies bring. Extended mother-infant 

contact in the.- imlried.iate :postpartum period might provide 

sufficient: d-iversions·: for the mother to help close the pain 

gate,· at·· ·Ieast:O:partially·, to pain impulses that might nor

mally 'occur. There is also support (Greenberg et al., 1973; 

MyBryde, l95li o • Conn.or et al., 1980) thcLt extended contact 

decreases· ·fe~lings of·· parenting inadequacies and anxieties 
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related to complete care of the baby after discharge from 

the hospital. These factors could also help close the gate 

to· pain impulses. 

·rf extended mother-infant contact was provided to women 

in the immediate postpartum period, it is conceivable that 

pain relief medications received by mothers with extended 

contact might be less than t:he .. medications received by 

mothers who were not ~xposed to extended contact with their 

infants. 

Assumptions 

-The foflowing assumptions about\ pain were made: 

I~, Pairi is . a . universal experience. 

2. Thel'pain expe-rience 'has meariing'which is individual 

and personal. 

3·. The perception of the intensity of pain varies 

fr.om :individual to individual. 

4. The perception of pain can be influenced. 

5. The ·experience of pain :is riot~ pfeasant. 

6. <There fs: .. ;a :point af' wliich ·.the .percept'ion ··of pain 

may be s\ich' that the' person 'will ask for
1

'assistance in deal-

ing wfth it. · ·~ ; -' 

' 7. There is po't'ential1 ·for wom~n to .. perceive· acute pain 

in the 'imme.diate postpartiirn period· due ·'to varying degrees of 

tissue damage sustained in the birth process. 
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Re:search Question ·! : •: ; : 

Will women exposed to extended mother.;;.;.infant contact 

in·: the· innnediate postpartum period receive a lesser number 

of,.medications for pain relief than women·-·who are exposed 

to limited mother-infant contact in the immediate postpartum 

perio~? 

,; ... Definition. of Terms 

Theoretical Definitions· ·· · ) ·. · · 

-~1:. Altering~·pain perception': The presence- of vari-· 

ables· ··which~.- can affect·· the-'- indi vidual• s perception of pain. 

These· variables may ·facilitate:: or: .inhibit ·the· perception of 

pain (Beecher, ---1946·; 1956a~ '1956br-Melzack &·-Wall, 1965). 

2~-·- 1 -Pain: "The original sensation and the reaction to 

sensation"'· (Giariakon, ·.: 1957; · p·. 252) .. · · 

3~ ''Pain- threshold:'· The least amount···· of ·stimulation·: 

needed- tc)"produce·· the eXperience:' of pain:':(Adams,' '1977 ;· 

Jacox,-·1977). ~ \ r. 

4. Pain tolerance: ''The duration=of time a· subject 

accepts a: stimulus· above the pain threshold J:?efore making a 

verbal or overt pain response" (Sternbach, 1968,. p. 63). 

5. ·Reaction: ·The. psychodynamic~- and psychophysiologic 

aspects of. processing sensations.· It- has emotional: proper

ties and is more psychological than physical: (Beecher,· 

1956b). 
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6. Sensation: Neurophysiologic aspects of impulse 

transmission. This .is characterized_. by. thE;! types of inten

sity of sensation experienced. It is more physical than 

psychological or emotional (Beecher, 1956b). 

Operational Definitions 

1. Extended mother-infant contact: Continuous physi-

cal contact.between mother and infant or.physical presence 

in ._.the same ro~m. beginning after -6-12 _hours post deli very; 

the mother and infant remain in the same hospital room until 

di~charged ~rom the hq~pital • 

. 2. Immediate postpartum period: The .. time interval 

between completion. of the t~ird, stage.of labor and 48 hours 

postpartum. 

3. Limited mother-infant contact: _Physical contact 

betwe~n~moth~r a.Il4 baby or physJcal:;presen~e of.mother and 

beil?Y in the ~s.ame room for 15-60 minutes not exceeding 2 

times in a. 24 ,;ho:ur period,_. th;o.ug~out their hospitalization. 

4 •. Medication. for pain relief=: AJ:lY ·ar1algesic, nar-

cotic or nonnarc()tic, rec_orded: .. C?n .. ~he. patient '·s ':hospital 

medication record •. ( 

5. Number of pain relief medications received: The 
',. 

number of subjects who received--pain relief medication and 

the total ~~er of pa.:i.'n relief medlc~tions received by 



12 

6. Pain: "Pain is whatever the experiencing person 

says ··it is, existing whenever he says it does 11 (McCaffery, 

1979, p. 11). 

Limitations 

The following limitations were made: 

1. The lack of randomization of sample groups due to 

ethical considerations and physical setting constraints may . . . ~: . ' 

have influenced the results of the study. 

2. There_might have been some historical variable that 

the investigat.e>r was unaware of that could have influenced 

the subjects due to time differences between the groups. 

3. The inv~stigator was not able to describe the 

degree 9r orig~n ~f pain. 

4. Some women may have perceived pain, but may not 

have asked for medication because of personal beliefs or 

other factors. 

5. There may have been influences by nurses that 

affected subjects' requests and receipt of medication. 

6. There may have been influences from 4-bed versus 

2-bed room settings that could not be controlled. 

Summary 

Postpartum women are subject to potentially painful 

impulses due to tissue damage occurring during the birth 
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process. A review of the gate control theory of pain 

established at least two mechanisms by which extended 

mother-infant contact could be of benefit in reducing pain 

perception in_the:postpartum.woman. Extended mother-infant 

contact could_potentially provide distractions sufficient 

enough_to_in~ibit the transmission of pain impulses. Con

fidence could be fostered in the., mother•.s_ caretaking abili-
• :- - < ,. < • • •• ' .... , 

ties, thus_decl.='easing anxiety and.the fe~ling of parenting 

inadequacy •. I;. adequate stimuli were generated from 

extended mother-infant contact in_ the immedi~:te.pc:>stpartum 

period, these women wpuld possibly receive a .. lesser..number 
' ~ ' ··' • • 1,. ~ • ' ' ' - ~ • - • ' ~ 

of medications for,pain relief .than-;those,women,who were. 
' •• ~ - • -' • • ~' J • -" ~ • ' • 

not exposed to __ extended_ .. rno.-t;:h~r-.:i,.:nfant, contact in the immed

iate postpartum:p~r;~d •. 

. . 
•\ 

.- -~ \ !' .. -_. .f, ,. ' 

. ' <'. 



CHAPTER 2 

REVIEW OF LITERATURE 

· The review of literature is comprised of five major 

sect~ons. The first section contains a discussion of the 

concept of pain. Specialized and multidisciplinary 

approaches to pain definitions are reviewed. The second 

section contains a discussion of the gate control theory of 

pain;, development, original concepts, criticisms, and 

restatements of the theory are presented. The third section 

includes a discussion of concepts relat~d to pain measure

ment. The concepts of pain threshold, pain tolerance, pain 

sensitivity range, and drug request point are considered. 

The fourth section pertains to variables that influence the 

perception of pain. Physiological, psychological, socio

cultural, and environmental variables are discussed. In 

the fifth, and final section, methods of influencing pain 

perception are identified and discussed. Individual coping 

strategies and psychological strategies for reducing pain 

are presented. 

Concept of Pain 

, Through the ages there have existed varied approaches 

to and explanations of the concept of pain. Prehistoric and 

14 
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ancient people generally understood pain associated with 

injury, but they were bewildered.by pain caused from disease 

(Bonica, 1980). In times past, the concept that pain per-

ception was linked to the central and peripheral nervous 

systems was intermittently proclaimed; however, the concept 

that pain was .perceived in the heart and blood vessels was 

the more.dominant explanation of pain perception (Bonica, 

1980) • 

-According to Bonica (1980) , the scientific study of 

pain did. not begin~ in the modern sense until the first half 

of the 19th century. During this period, .physiology emerged 

as an experimental science. The concept·of pain has 

advanced.greatly since prehistoric and ancient tirnes. 1 

However, past and present deficiencies of pain research 

have been identified (Bonica, 1980; Crue, Kenton, Carregal, 

& Pinsky, 1980; Degenaar, 1979). Some .of these problems 

became evident when. attempts to describe,and define pain 

were made. 

Pain Definition 
.. ' ~ ' "' 

Two basic approaches to pain definitions were presented 
·~ 

in the literature. These approaches were a specialized and 
" -. ~ ~ -'\ ., ... 

a multidisciplinary approach. 

~-· 
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Specialized approach. A specialized approach referred 

to defining pain in either neurophysiological or psycholog

ical terms. Those that supported a neurophysiologic defini

tion of pain, defined it in terms of stimulus and response 

(Weisenberg, 1975). In this type definition, pain was 

defined in terms of reaction related to actual or impending 

tissue damage on the basis of stimuli that arouse it and on 

the basis of the responses measured to indicate evidence of 

its presence. Al~hough it was often recognized (Weisenberg, 

1975) that the reaction phase may have been altered to some 

degree by psychological components, the paih mechanisms 

described were mainly neurophysiologic in origin and were 

stimulated as a result of tissue damage. 

The advancement of the scientific analysis of pain was 

attributed, to a large degree, to these sensory approaches 

to pain. However, these studies had great limitations 

because the emotional (psychological) component of pain had 

been excluded from them. Beecher (1956b) proposed that 

pain defined in stimulus-response terms was inadequate as 

he reported situations where stimuli did not evoke expected 

responses. A definition based solely on a psychologic 

approach is also inadequate in view of all the scientific 

research findings that substantiate the presence and func

tion of the peripheral and central nervous system in pain 



17 

perception. 

Multidisciplinary approach. A multidisciplinary 

approach to describe and define the concept of pain was 

supported by several pain researchers (Bonica, 1980, Crue, 

1975; Crue et al., 1980; Degenaar, 1979; Fordyce, 1978; 

Melzack, 1961; Melzack & Wall, 1977; Panel on Pain, 1979; 

Sanders, 1979; Weisenberg, 1975, 1977). Degenaar (1979) 

developed a multidisciplinary description of pain in man 

using three approaches. He based these approaches on the 

phenomenon of the body (neurology), the phenomenon of the 

mind (psychology) , and the phenomenon of the person (phi

losophy) • 

The neurologic approach to pain description qualified 

pain as an unpleasant experience in terms of tissue damage 

and in terms of stimulus and response (Degenaar, 1979). It 

also made measurement and treatment of pain possible. It 

encompassed the neurophysiologic aspects of pain perception. 

The psychologic approach to pain description was illu~ 

strated by the psychosomatic aspect of pain, the dimension 

of suffering, and the influence of the mind on the body 

(Deg~naar, 1979). The psychologic approach provided for the 

input of variables, such as ethnic and cultural patterns, 

anxiety, past experience, attention, motivation, which 
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affected the quality and quantity of the total pain experi-

ence. 

The philosophical approach to pain description was some-

what meshed with the psychological aspects of the concept of 

pain (Degenaar, 1979). The philosophical approach encom-

passed the moral dimensions of being a person which included 

the responsibility and task of giving meaning to the differ-

ent kinds of pain perceived. 

Degenaar (1979) subscribed to the conceptual defini-

tions of pain that Melzack (1973) and Sternbach (1970) pro-

posed. Melzack (1973) wrote: 

the word "pain" represents a category of experiences, 
signifying a multitude of different, unique events 
having different causes, and characterized by differ
ent qualities varying along a number of sensory and 
affective dimensions. (p. 143) 

Sternbach (1970) preferred to say that pain was an abstract 

term which referred to many different phenomena from which 

one makes a selection, depending on whether ohe was giving 

a neurological, physiological, behavioral, subjective, or 

psychiatric description. Sternbach (1970) introduced the 

term "linguistic parallelism" to describe the approach 

which allowed one word to be used to refer to different 

phenomena. He proposed that there was no single thing that 

was "pain," but rather that "pain" was an abstract, unify-

ing·concept that humans had arbitrarily imposed on a great 
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many different kinds of things. 
' ' ~ ~ 

Sternbach. (i970) subscribed to a multidisciplinary 
c; 

approach t6.pain definition and study. In his writing, he 
'I ' ,; •' 

proposed that there was no single correct approach, but 

that' all of t:'hese parallel approaches were "right. II He 

recommended this approach because theorists describe dif

.ferent things· in different ways according to the rules of 

their· profes~i~n. (school of thought) • 

The ·Gate Control Theory of Pain 

The ~oncept of pain encompasses at least three compo

nents, biological, psychological, and philosophical. The-
1 '. ' .. ~ ~ ' ' 

ories of pain were developed (Bond, 1981) which supported 
• '.· -,. j t 

each of these components. The gate control theory of pain 
' ..... ·.· ·, ' ... ,• ' 

was pr?claim,ed by. some (Degenaar, 1979; Melzack & Wall, 

1_9}7; Sanders,. 1979; Wall, 1978; Weisenberg, 1975, 1977) to 

be ~?nc~~tually the most comprehensive and multidiscipli

nary t~~ory .. of pain to date. Therefore, the gate control 

theory .. o.f pain proposed by Melzack and Wall (1965) was 

chosen as the theoretical framework for this study and will 

be dis_cussed. 2 

.Developmentally, the gate control theory of pain was 

derived from selected aspects of the specificity and pat-

tern theories of pain. A brief description of these 
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theories and their evaluation by Melzack and Wall (1965) 

will be presented. 

In 1842, Mueller (Melzack & Wall, 1962) proposed that 

the brain received information about external objects 

through the sensory nerves. The specific nerve energies 

represented coded or symbolic data concerning the stimulus 

object. Mueller recognized the five classical senses. He 

agreed that the sense of touch encompassed all of the qual

ities of sensory experiences that were derived from stimu

lation of the body surfaces. However, in 1895 von Frey 

(Bonica, 1967; Melzack & Wall, 1962, 1965; Degenaar, 1979) 

developed the specificity theory of pain by extending 

Mueller's theory. Von Frey proposed that there were four 

cutaneous modalities, each subserved by a specific type of 

receptor. These modalities included touch, warmth, cold, 

and free nerve endings for pain. Thus, according to von 

Frey, pain was a specific modality like vision and hearing 

with its own peripheral and central apparatus. He proposed 

that specific pain receptors in the body tissue projected 

to a pain center in the brain. Von Frey maintained that 

there were free nerve ending pain receptors in the skin that 

generated prin mpulses that were carried by specific fibers 

in peripheral nerves and by the lateral spinothalamic tract 

in the spinal cord to a pain center in the brain. 
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Melzack and Wall (1962, 1965) explained that to say 

the skin contained pain receptors ~as a psychological 

assumption because it implied a direct connection from the 

receptor to a brain center where pain was felt. Thus, 

stimulation of the receptor always elicited pain and only 

the sensation of pain. In contrast, to say that a receptor 

responded only to intense noxious stimulation of the skin 

was a physiological statement of fact. Melzack and Wall 

(1962, 1965) stat~d that the specificity theory contained 

an explicit statement of physiologic specialization which 

was supported by empirical data. 

According to Melzack and Wall (1962, 1965), implicit 

in specificity theory was the conception of a central ner

vous system which encompassed a fixed direct-line communi

cation system from skin to brain. There was no allowance 

for modification of sensory input. This implied a direct, 

invariant relationship between stimulus and sensation which 

was not supported by empirical clinical, psychological, or 

physiological data (Melzackl 1961; Melzack & Wall, 1962, 

196S) • 

As a reaction against the psychological assumption in 

the specificity theory, new theories were proposed. These 

theories were grouped under the general heading of "pattern 

theory." Goldschieder (Melzack & Wall, 1962 1 1965) 1 
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initially a supporter of von Frey's theory, was the first 

to propose· that stimulus intensity and ·"central summation 11 

(spaciotemporal ;patterning of the impulses) were the criti

cal -determinants,of, pain experience. Thus, supporters 

(Melzack & Wall-, --1962, · 1965) ·.of the pattern theory main

tained that .the nerve impulse pattern for pain was produced 

by-intense stimulation,ofnonspecific receptors since there 

were no specific :ner.ve fibers and no specific nerve endings. 

In the estimation of Melzack and Wall (1962, 1965), 

the· concepts1 of ,_central. sununation and input control had 

power in their ability: to explain many of the clinical phe

nomena of pain·.· -However, they surmised that the various 

specific theoretical· mechanisms proposed under the general 

pattern theories fai-led to .comprise a satisfactory gene'ral 

thec;>ry of·. pain •. ,The theories lacked unity, integration of 

the diverse theoretical mechanisms, and most important of 

all, substantial .experimental verification. 

The rigorous evaluation. of the specificity and pattern 

theories and empirical_ ·data provided the basis for Melzack 

and-Wall's. (·1965)--proposal of the gate control theory of 

pain. Thi_s. :_theory was .. based on the concepts of physiologi

cal specialization (from .specificity theory) and central 

summation and·input.control (from pattern theory). 
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Melzack and Wall (1965) proposed that stimulation of 

the skin evoked nerve impulses that were transmitted to 

three spinal cord systems. The pain phenomena were deter

mined by the interaction of the three systems. The three 

spinal cord systems were: the cells of the substancia 

gelatinosa in the dorsal horn, the dorsal-column fibers 

that project toward the brain, and the first transmission 

(T) cell in the dorsal horn of the spinal cord. 

The theorists further proposed that the substancia 

gelatinosa acted as a gate control system to modify and 

regulate sensory nerve impulses from peripheral fibers 

(myelinated and nonmyelinated) which were transmitted to 

the first transmission cells (Melzack & Wall, 1965). The' 

first transmission cells activated neural mechanisms which 

.comprised the action (reaction) system responsible for the 

response to and perception of nerve impulses transmitted. 

They also proposed that there was a "central control trig

ger" which activated "selective" brain processes that had 

the ability to influence the modifying and regulating 

properties of the gate control system. This central con

trol trigger consisted of fibers in the dorsal-column. 

Trigger systems carried precise information about the nature 

and location of the stimulus to provide sensory-discrimina

tive aspects. These trigger systems possibly set the 
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receptivity of cortical neurons for further afferent 

impulses. The systems possibly also sent efferent impulses 

to the substancia gelatinosa to alter the pain gate (open 

or close), thus influencing information still arriving over 

slower conducting fibers or pathways. Current attention, 

emotion, and past experience entered here to exert some con

trol over sensory input, and thus provided cognitive

motivational/emotional aspects of pain perception. 

In summary, ~he balance between the various peripheral 

sensory and central stimuli on the substancia gelatinosa 

determined the degree of openness of the·-pain gate and, 

consequently, the intensity of pain perceived. This deter

mined the degree to which pain was present, .absent, and/or 

what it meant to the individual. These perceptions then 

determined the action required or taken in response to the 

stimuli. 

Several neurophysiologists. (Crue .& Carregal, 1975; · 

Nathan, 1977; Wall, 1975; Weisenberg, 1977) did not support 

the gate control theory of pain. Their main areas of con

cern related to some of the specific neurophysiological 

mechanisms detailed in the original statement of the theory. 

These opponents cited discrepancies. that had occurred 

because of the advancement o£ knowledge in all aspects of 

neurophysiology since 1965. 
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The main areas·in question related to presynaptic and 

postsynaptic functions and relations to pain impulse modu-

lation (Crue & Carregal, 1975).. The actual location of the 

gate mechanism was also in question (Nathan, 1977). Mel-

zack and Wall conceded (Melzack, 1973; Melzack & Dennis, 

1978: Melzack &-Wall, 1977; Wall, 1975, 1978) that some of 

the neurophysiologic details of their original gate control 

theory of pain needed revision and refining in light of the 

current knowledge .of the peripheral and central nervous 

system. 

However, Weisenberg (1977) emphasized that 11 regardless 

of the wiring diagrams involved, the gate control theory of 

pain had been the most influential and important current 

theory of pain perception 11 (p. 1012). Weisenberg (1977) 

also pointed out other attributes of the gate control the-

ory. He explained that it tied together many of the 
~ : ' - = ' :. ~ 

puzzling aspects of pain perception and control, had influ-
' ) 

enced pain research and control, had generated new interest 
'\ .); . 

in pain perception, and had demonstrated the tremendous 
. . : t '.: 

importance of psychologi~al variables in the perception of 

pain. 

Melzack and Wall restated some of the neurophysio-

logic aspects of their original theory (Melzack, 1973: Mel

zack & Dennis, 1978: Melzack & Wall, 1977; Wall, 1975, 1978~ 
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Nonetheless, they steadfastly continued to support the con

cept that pain impulses could be modulated; thus, the per

ception of pain could be influenced. 

Pain Response Parameters 

The measurement of pain is a difficult task. At the 

same time, the measurement of pain is one of the most impor

tant routes leading to understanding of the basic concepts 

of pain, producing accurate clinical diagnoses, and deter

mining therapeutic interventions for pain and their effec

tiveness. Chapman (1975) identified two dilemmas basic to 

the concept of pain measurement. The first centered on the 

question of whether it was possible to measure pain at all, 

and the second was based on the assumption that measurement 

was possible. 

Chapman (1975) stated that some theorists had contended 

that, because of the personal nature of pain perception, 

pain could never be measured. These theorists maintained 

that the process of measurement consisted of comparing an 

object within some dimension with standard objects within 

that dimension. The difficulty arose because there were no 

11 Standard" objects in pain. If one employed the use of 

other pains to simulate a certain type pain, these pains 

could not be considered "standard"; these objects would be 
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considered private because they could not be felt by any 

person other than the subject. 

The views of these conservative measurement theorists 

had done little to inhibit investigators who had sought mea-

sures of pain. Among researchers who believed pain could be 

measured, there were controversies as to what constituted 

the best approach to pain measurement (Beecher, 1975; Chap-

man, 1975; Hardy, Wolff, & Goodell, 1940; Weisenberg, 1975, 

1977; Wolff, 1980). Controversies had occurred over the 

best stimulus to produce pain in the laboratory setting. 

B~echer (1959) and Hardy, Wolff, and Goodell (1952) were 

credited with developing the generally accepted criteria 

for evaluating a specific modality of stimulus to evoke pain 

in scientific research. Weisenberg (1977) summarized the 

criteria for a pain stimulus to be used in scientific 

research. The stimulus should: 

be closely associated with the changes causing pain; 
yield reproducible, quantitative measurements; be 
controllable; possess an effective range from thres
hold to ceiling pain; cause no irreversible tissue 
damage; evoke different qualities of pain, such as 
burning, pricking, or aching; be convenient to use; 
yield a clearcut sensation of pain; and provide for 
entry at all ranges of the scale. (p. 1013) 

The variety of pain stimuli that had been used included 

chemical, mechanical, electrical, thermal, and ischemic 

pain stimuli. It was argued that each technique fit the 

criteria of a proper pain stimulus for certain purposes 
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(Weisenberg, 1977). 

Chapman (1975) posed several questions regarding pain 

measurement: how could it be quantified, should the quan

tification be approached in an objective or subjective 

manner, or must the researchers develop objective methods 

for handling subjective experiences. He reported that all 

of these approaches had been used. In summary, the review 

of literature supported the concept that "pain" was not mea

surable, but responses to pain stimuli could be measured. 

Responses to pain were generally considered to be of a behav

ioral, self-report, and/or physiological nature. Four pain 

response parameters had been developed. They were pain 

threshold, pain tolerance, pain sensitivity range, and drug 

request point. These parameters will be discussed. 

Pain Threshold 

Although pain research in the laboratory setting was 

being conducted in the 19th century, it was not until 1940 

that a mechanism was developed to measure pain threshold. 

Hardy et al. (1940) developed a test for measuring the 

threshold for pain using radiant heat as the pain stimulus 

and themselves as the subjects. Their results showed that, 

over time, the threshold value of pain was similar in all 

people under normal circumstances. The technique of mea

surement they developed gained more support than their 
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results, as clinical and laboratory studies did not consis-

tently support their results {Beecher, 1956a, 1956b). 

Pain threshold was defined as the least amount of stim-

ulation needed to produce the experience of pain {Adams, 

1977; Jacox, 1977). Wolff {1980) defined pain threshold as: 

that point at which pain is just perceived during 
ascending series of stimulation or at which point· 
pain disappears following descending series of nox
ious stimulation. {p. 177) 

Pain threshold was associated mainly with physiological 

variables (Weisenberg, 1977). 

Wolff {1980) identified the pain threshold as a state 

of only minimal pain, not a pain level which tended to pro-

duce "suffering... He also stated that, with certain types· 

of stimulus modalities, the subject tended to adapt to a 

level of stimulation and no longer perceived pain. Because 

the pain threshold was related to levels of stimuli that did 

not produce suffering, Wolff {1980) did not attach much 

importance to it in relation to clinical pain. Its value 

tended to lie in the area of providing a means to measure 

other parameters, i.e., pain tolerance. 

Pain Tolerance 

Sternbach {1968) defined pain tolerance as "the dura-

tion of time a subject accepted a stimulus above the pain 

threshold before making a verbal or overt pain response 11 
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(p. 63) •. Wolff (1980) described pain tolerance as an upper 

threshold of pain, the point at which an individual would 

withdraw from or terminate noxious stimulation. He cau

tioned that pain tolerance should not be confused with an 

upper absolute or physiological threshold, because it had 

been demonstrated that every individual could tolerate more 

or greater stimulation if so requested or encouraged. Pain 

tolerance (Weisenberg, 1977) was associated with psycholog

ical factors, such as attitudes and motivation. 

Pain Sensitivity Range 

Weisenberg (1977) and Wolff (1980) defined pain sensi

tivity range as the mathematical difference between the pain 

threshold and pain tolerance. It was of interest to note 

that, in the past, several investigators called this para

meter ,.pain tolerance." Therefore, in reading the litera

ture, one had to avoid generalizations unless usage was 

clear. 

While the other pain parameters mentioned could be mea

sured directly, the pain sensitivity range was an indirect 

measure. The pa~n sensitivity range reflected the subject's 

amount of pain tolerance (Wolf£, 1980). Thus, this was an 

important parameter when studying variables that may have 

increased or decreased a subject's ability to tolerate pain. 
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Drug Request Point 

According to Wolff (1980) ,_the drug request point was: 

a point, which lay somewhere between pain threshold 
and pain tolerance, at which the subject reported 
pain of sufficient intensity for which he would like 
to take a mild pain killer. (p. 178) 

Wolff (1978) identified the use of this pain response para-

meter in drug research when a parameter_which-was particu-

larly sensitive to analgesic drugs was needed. The accep-
' \ l- ': ( ~ ,:, 

tance of the concept of this parameter suggested that 
) • l • 

possibly there was a point at which a person experiencing 

pain may have requested assistance in coping with or in 

eliminating pain. 
l ' 

In summary, the use of these pain perception parameters 

enabled researchers, in both clinical and laboratory set-
r < .. ~ ' , " 

ings, to develop a better understanding of pain perception. 

This development advanced the efficiency of diagnosis and 
:_ ~' -.. { ! • : ~ ~ • 

treatment of pain and assessment of effectiveness in help-

ing people in pain. 

Variables that Influence Pain Perception; , 

In this section the variables that are proposed to, 

influence pain perceptions are identified._~ and discussed •. The 

variables are presented as physiological,_ psychological, 

sociocultural, and environmental. There_are no distinct 

lines separating these variables in reality, as each one 
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ofteil; affects the other, but categorization is attempted 

for·simplicity of presentation. 

Physiologic Variables 

~he physiologic variables of tissue damage, tissue pH, 

and. endo,genous pain relief mechanisms will be identified. 

'Fheir , relatio.~ to pain perception will be discussed. 

Tissue damage. Pain perception due to tissue damage 

was proposed in p.J;"evious sections of this· review. The 

act~a~ process of pain resulting from tissue damage will be 
~ I .. "· 

discussed . Snyder (1979) summarized that pain receptors 

. <no~iceptors) were generally thought to be the free nerve 

endings of small myelinated and unmyelinated fibers; these 
,' '•, I • ,:; . '~ ' 

nociceptors were·stimulated either by strong mechanical 
.l 

deformation or by extremes of hot or cold temperatures. He 

~xplained further that when tissue damage from mechanical 
\ 

o~ . thermal inju.ry liberated extracellular chemical sub

sta~~es chemoreception occurred. Thus, the firing thres-

hold of the mechano-, and thermoreceptors was lowered and 
~ ' . , .. ... '~ . ' 

pre~io~sly innocuous mechanical or thermal stimuli produced 

pain. Substances (Snyder, 1979) liberated by tissue damage 
~ " < ';) 

which lowered the threshold of pain receptors included 

potassium, acetylcholine, histamine, serotonin, prostag-

landins, and bradykinin. According to Melzack and Wall 
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(1965), nociceptors were connected to two sets of periph

eral nerve fibers that mediated pain sensation to the dorsal 

root ganglion where impulses entered the three spinal cord 

mechanisms and the perception of pain occurred. That the 

amount of: tissue damage sustained was in direct proportion 

to .the amount of pain perceived, was not supported by empir-

ical data (Beecher, 1946, 1956a, 1956b; Melzack & Wall, 

1965). 

Tissue pH. Lindahl (1974a, 1974b) proposed biochemical 

influences on pain perception. He suggested that as nerves 

had metabolic mechanisms, so too, must pain have a meta-

bolic background. Lindahl proposed that pain was caused by 

an elevated hydrogen ion concentration, or acid pH, in a 

nerve or in the vicinity of a nerve or nerve ending. In 

systematic laboratory tests, Lindahl noted that the only 
'' 

factor found in concentration that elicited marked pain was 

the hydrogen ion. Based on his review of literature and 

research results, Lindahl proposed that pain perception 

could be influenced by altering pH. This approach was still 

experimental and was hindered due to the length of time and 

complexity involved in lowering or raising the tissue pH 

level. 
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Endogenous mechanisms of pain inhibition. Complex and 

v9luminous literature (Cannon, Liebeskind, & Frank, 1978; 

Fie~ds & Basbaum, 1978; Liebeskind, Giesler, & Urea, 1976; 

Mayer. ~.Price, ~976; Sherman & Liebeskind, 1980; Terenius, 

1978) has r~,cently been published concerning endog~nous 

mecha~isms of pain inhibition. In these reviews and studies 

the au~hors. repo~ted_information that suggested the exis

tence · qf._·e11dogenous pain-inhibitory mechanisms in the brain 

and ·spinal cord. . '.Concepts as surnmari zed from this litera

ture are presented in the following paragraphs. 

Sherrnan .. and.,Liebe~kind (1980) reported that a stereo

specific receptor for narcotics (opiate receptor) had been 

isolated.fro~.th~:brain. The receptor existed in highest 

concentrations in the brain-stem reticular formation and 

the limbic sy~tem, the area where narcotic analgesics were 

believed ~o work. The receptors had been demonstrated to 

bind both. narcotic agonists and antagonists (Sherman & 

Liebes~ind,:l9~0}. In.addition, endogenously produced poly

pepti~es, endorphins, made by nerve cells in certain areas 

of: the bra~n. and th~t-. had morphine-like qualities had been 

identified.· These endorphins had also been demo~strated to 

bind to these opiate receptors. It has been demonstrated 

that these endorphins could also be displaced by opiate 

antagonists. 
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Opi~te receptor distribution had been demonstrated to 

correspond in proximity to neural pathways in the brain 

which were attributed to mediating motivational-affective 

components . of pain (Sherman & Liebeskind, 19 80).. It was 

known.that.opiates did not alter sensory thresholds directly 

but·· seemed to affect the motivational affective component 

of pain. For example, when treated with morphine, patients 

said~they could still feel pain but it just did not matter. 

It was thought th~t endorphins had the same effect. 

It ,was also. proposed that opiate receptors .. and endor

phins comprised some type .. of internal narcotic dispensing 

system in the brain that could in some way automatically 

control the intensity of perceived pain by modulating mech

anisms (Sherman. & Liebeskind, 1980). These receptors and 

peptides had.been discovered within the last four to five 

years. More types of endorphins continued to be isolated. 

The role ·of ·these receptors and endorphins was ·stili unclear 

as demonstrated by conflicting laboratory findings (Wall & 

Woolf, 1980), . but there. was optimism for the future use and 

understanding of internal modulation of pain perception 

(Sherman/.& ·Liebeskind, ·1980). 
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Psychologic Variables 

Beecher (1956b) reported evidence of the relationship 

between cognitive-motivational forces and the perception ·of 

pairi. He was puzzled by the'lack of'any obvious correlation 

between the extent of a wound and the pain reported by the 

patient. In 1946, Beecher collected data on a large group 

of ·men recently wounded'' iri battle~ and at a· later date· he · 

(Beecher, 1956b) investigated a· group of civilians who 

underwent surgery.. He found that in a situation in which a 

wound· meant escape from overpowering anxiety and fear of 

death-~ extensive wourids'·were frequently assOciated with 

little·pain. In contrast, in civilian life, the wound from 

major surgery was foUnd- to be a depressing and calamatous 

event for the patient. The lesser wounds were assocfated 

with far more pain than that experienced by persons with 

major wounds obtained in battle. 

··-Beecher (1956b) concluded that the essential difference 

in the patient·:· s reaction to the wound was derived from 

his anxiety level and attitude toward the wound, the extent 

of the··,wound· had only' slight·· relationship, if any, to the 

pain e'xperienc'ed, and· the degree of pain was essentially 

unpredictable~' In another presentation, Beecher (1956c) 

concluded that the reaction to" pain was determined by past 

experience, conditioning, memory, judgment, and present 



37 

meaning of pain to the individual. 
";.I' 

. . ~ ' . 
Others empirically supported the importance of the 

.I'" ' • ~ 

ps~y_.~.hodyn~ic aspects of th~ pain experience. The findings 

oi.Pavlov (Blaylock, 1968; Karmel, 1959; Melzack & Wall, 
~ • :' f J :· ' .. 

19-65) supported the relationship of past events and condi-

tionin'g to pain reaction. 
'' 
Pavlov (Karrnel, 1959) found that 

alarm oi d~fense ~eactions could be initiated by any stimu

lus' if that stimulus had been previously associated with 

in~~uries, dangerous. threats, or frustration. After condi-

tioning, dogs experienced pain responses at the mere sight 
. ' 

of the symbol 'for the infliction of pain. Once pain had 

been e~~;{~riced, psychi~ ·stimuli were capable of trigger

ing the mechanism for pain' even in the absence of periph

er~i:~ ~:t1rnuli •· Another of Pavlov's experiments (Blaylock I 

196ai; Melzack & Wall> 1965) ·involved man and the exposure 

~£ -th~ ·'skin to va~:i.'dus wate·~ temperatures. The experiment 

rev~-al'ed that pain'- could re~ul t from conditioning and be 

eliminated 'hy conditioning· in humans. It also demonstrated 

that the' spoken w~rd' could 'serve as the signal for condi-

tioni'ng: 'Pavlov'·s-·conditfoning experiments served as the 

basis·. fo;r· the Lamaze method of prepared childbirth in con

ditioning: women-: to' respon:d to labor contractions in such a 

way as'· 'to! ~dec'rease:''pa:Ln' p~rception (Karmel I 19 59) . 
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The anticipation of pain was thought by Malmo and 

Shagass (1949) to be an important variable in the pain thres

hold. They reported that under conditions which promoted 

anxiety or fear of pain the subjects they studied tended to 

overestimate the intensities of painfu~ stimuli. They 
, > ~ • - ' .. "' ' 

reported that the more severe the anxiety the greater was 
', > _, ~, ,:. I• '• ~ l ·• , i ~· t ·~ : ' : • • • , '' : ~ ' , 

t_~e overrea~tion t? pa~l1, sti.mu~ation.. Ant~cipat?,ry pain and 

~ens~ry per,cep.t~?n of pain actualfY. became ind~~tinguish

able. 

In further support of the influence of psychodynamic 
~. ~ . ·:·. ~ ....... _ ~ . ' 

asp~cts (i.e., anxiety, ant~cipat~9n, stre~s,_ ~tte~tion) 

researchers in certain laboratory studies and literature 
r •,. ~ r ._,. .t: .:~ /-.. ~ -: ;· ,", ; ·. •. .· . ' _; ' ,. ' • .' I , 

reviews (Beck & Siegel, 1980; Bobey & Davidson,. 1970; 
-. 1 - - - - . . ~- . - , ' . . . 

Dougher, 1979; Engel, 1958; Kanfer. & Seidner, 1973; Melzack, 
,. . ' . • ·... .. . : 7 ' . .. ; . . . . . ·~ ' 

Guite, & Gonshor, 1980; Melzack, Weisz, & Sprague, 1963; 
J ( ' ~:: i o. { ' 2 ~ 

0 

.> I ; 0 o' • ~ , 

Petrovich, 1958; Price, Barrell, & Gracely, 1980; Steven's 
\ • ~ ·; f .... •• ' ~-. & ~ '> < '< ~· ~- ' : > ; •.. < 'M .. 

&. Heide, 1977)_ demonstrated psychological variables that 
.. ' ~ t... .... ,. (_~. . ;- "" . ,. . . : • : ' ' . .. : . • 

affected pain p~rception. an_d tole,rance. Dick-R_ead (1953) 
•_, .. " • • * 1 

r,eporte,d_ ~~~e.r v;ar_j_a~le~ that_ ~~?l,d decrease _pain tolerance. 

He cited.mental and physical fatigue, depression, dis-
.·· .,n:--· ~ ~--.,... .· ""(_. · 1,,'- ·~ ~ ~1- ~i· ·• ',' ~ ;, !-:, 

appointment,. _and _loss of_ control as common_ variables. 
,' ...._ '· . .... • ( t .. ~ .. ' : ~; 1 • • : ' ;,_ ... ' '• j :. ' ~ ~ ' 

In ~ddressing .the psychophysiologic (psychosomatic 
_. :.. ' ~ :; -.. j ~ ' ' . ' ' - . • . ._ ' j • • ", • • 

aspects of pain, Bonica_ (1967) stated that emotional reac-
• ' "' • ' .: ' :. ~ •. ~ .l .. ' ' ' • \ '" 
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origin, could and frequently did cause alterations of body 

functions. These alterations could either aggravate exist-

ing pain or cause new pain through psychophysiologic mech-

anisms. Pain caused by, or aggravated by, emotions·would 

add to the existing pain through the "fear-tension-pain" 

syndrome (Dick-Read, 1953}. This concept was first sug-

gested by Lee, a 19th century physician. The concept was 

further developed by Dick-Read (1953} when he used it in 

postulating his t~eory of the abnormal nature of the pain 

of childbirth. He·explained that fear of pain actually 

produced true pain through the condition of "pathologic 

tension. 11 The fear-tension-pain syndrome. (Dick-Read, 1953) 

is a vicious circle •.. According to ·Bonica /(1967'), not all 

of Dick-Read's theory· was supported by empir.ical data, 

especially the assumption that pain in childbirth was abnor-

mal and the idea of· "pathologic tension." Support was found, 

however, for the fear-tension-pain syndrome (Bonica, 1967). 

Bonica (1967) described the physiology related to the 

fear-tension-pain syndrome. He stated that fear and other 

emotional reactions stimulated the function of the hypothal-

amus-pituitary-adrenal axis. As a result of this hyper-
....... '; 

activity caused by emotional reactions, a state of great 

excitation and confusion could occur. The sympatho-adrenal 

response also resulted in increased output of epinephrine 
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and norepinephrine which caused vasoconstriction. ··This 

impaired circulation·· could lead to pain due to muscle 

ischemia~.:..setting lip the vicious circle of fear-tension-pain 

as ascribed oy'Dick~Read (1953). 

In summary I t the cpain experience was not represented as 

solely the Fesult of the amount of physical damage or sen-
.' 

sory stimuli. The intensity and quality of the pain experi-

ence was also reported in the literature as determined by: 

expectation, sugg~stion, level of anxiety, the meaning of 
. ,. 

the situation in w~ich the injury or stimuli occurred, 
' ·. 

attention-~istractic:>~ l~vels, competing sens<?rY stimuli and 

other psychological variables. It was therefore proposed 

(Melzack, .. ~973,; Melz~ck ~Wall, 1965; Melzack et al., 1963) 

that the central nervous system activities subserving these 
. . . ( ' 

psychological processes contributed to the selection and 

abstraction of nerve impulse patterns that determined the 
- ~ 

quality and.intensity of pain perceived. 

Sociocultural Variables 

Sociocultural· factors affect pain perception by assist

ing the individual to give meaning to the pain perceived 

based on his value and belief systems. These factors 

(Jacox, 1977). influence the individual's perception of the 

kind of responses to pain deemed appropriate within his par-

ticular social circumstances and cultural (ethnic) 
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backgro,und. .Cultural orientations, social conditioning/ 

modeling, and sociocultural sanctioning play a part .in mold

ing.~he pattterns of response to pain perception {Blaylock, 

1968). The:variables of sex, age, social conditioning/ 

modeling, and cultural/ethnic groups will be discussed. 

Sex. Woodrow, Friedman, Sieglaub, and Collen {1972) 

applied pressure on the achilles tendon to produce what the 

authors called 11 deep pain" in 41,119 patients. Females 

were found to have a lower pain tolerance than males. Wolff 

and Jarvik. {1965) found that although women. scored a lower 

mean deep soma.tic threshold than men, their ·data failed to 

reach· a level: of statistical significance. 

~In 1952, Hardy et al. used subjects who· were trained 

to .respo~d to radiant7 heat stimulation. They found no 

threshol.d differenc.~s -between the sexes. In: a ·study that 

used electric shock on a group of psychiatric·patients and 

a group ·Of •.•norrnal 11 subjects, Notermans and Tophoff {1975) 

failed:: to, demonstrate, sex differences for pain threshold. 

A sex difference was demonstrated for pain tolerance, males 

yielding greater tolerance than females. Jacox. {1977) 
'·'' 

reported conflicting data about sex differences in relation 

to sensit~vity~to·pain. 
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Age. Jacox (1977) and Weisenberg (1977) stated that 

there was disagreement in the literature relating age to 

pain threshold and tolerance (Chapman & Jones, 1944; Clark 

& Mehl, 1971; Hardy et al., 1952; Procacci, Bozza, Buzzelli, 

& Dellacorte, 1970; Woodrow et al., 1972). Jacox (1977) 

and Weisenberg (1977) reported their review of literature 

relating age to pain threshold found the reported findings 

inconclusive. However, they did report evidence existed 

which indicated t~at pain tolerance increased with age. 

Social conditioning/modeling. Craig (1975) described 

responses to pain within a framework of social learning 

theory. He described the influence of exposure to other 

people's actions on the behavior of the individual, the 

elimination of fears and inhibitions, and the facilitation 

of preexisting modes of response. Weisenberg (1977) viewed 

sociocultural response to pain from a theory of social com-

pari sons. Weisenberg (1977) proposed: 

There exists a drive to test validity of a person's 
judgment and opinions of the outside world. When out
side sensory means for evaluation are reduced, the 
individual turns toward his social environment for 
validation·of his judgments. Since pain is a private 
ambiguous situation, comparison with others helps to 

·determine what reactions are appropriate. · (p. 1025) 

Thus, people·learn.to express their reactions by.observing 

the reactions· of others. Craig and Weiss (1971), in a lab-

oratory study, demonstrated findings that supported these 
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concepts. 

: '"' '"' 

Cultural/ethnic groups. Differences in reaction to 

pain between various cultural/ethnic groups had been stud-
3.: ·-~--. < ;' ' c- • ·, 

ied. Some of the groups studied, as categorized by the 

various researchers, included Italians, Irish, Jews, Yankees 

(white Angl~-S~~on,: iroericans) , black-~ericans, Eskimos, 
' ~: • :. ·~ -~ ._·~! .. ,:' ' ~~ :· -. :,"":;._·~~1 :; ; 

American Indians, Puerto Ricans, and others. Weisenberg 

(1977) 'suinrnarized the ~ajo;; differences bet~een these groups 

related· to the rea'ction or the tolerance component of pain 
{':- . - ( 

rather than to the threshold discrimination of pain sensa-

tion. 
-· '' .~'. ) I .. ~-: • ' ~ ,. 

Sternbach and Tursky {1965) demonstrated that subcul-
,\ 

tural differences in attitudes toward pain had correlates in 
... 

psychophysical and autonomic measures. Yankee, Irish, 

Jewish, and Italian housewives participated 'in threshold, 
I 

magnitude estimation, and physiologic reactivity studies of 
I ' ~ :: ~ I i. 

responses to electric shock. Sternbach and Tursky {1965) 

report~d a signifi~~t· ;dif.:ference in upper pciiri thresholds 

(tolerance.) , and· i~ th~, adaptation of diphasic ·palmar ski'n ' 
,. . ~ ... ~ ~--~ 

~ '• . . . \ 

potentials. These differences corresponded to.attitudinal 

difference~· t~W:~~d pain ~mong th~ groups. ·-These attitudinal 
• ' f ~ ~ , .. ~ : ... .. .. ~· ; ~ - ' - .. 

differences were summarized as: Yankees had a phlegmatic, 
~ <:,." '• A, ~~ ,· ::.._: ~ "'_. " '0, ~' ,''_ ,' (; 

matter of fact orientation to pain; Jews expressed a concern 
; ' 
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for the implication of pain and a distrust of things that 

might lessen or alleviate pain: Italians expressed a desire 

for pain relief: and the Irish inhibited expression of suf-

fering and concern for the implication of the pain. 

Chapman and Jones (1944) reported the pain responses of 

Southern Negroes, Americans of North European ancestry, and 

an unspecified small number of "Mediterranean types," 

matched for age and sex, using Hardy et al's (1940) radiant 

heat technique wi~h stimulation of the forehead. The 

results indicated that Negroes had a lower pain perception 

threshold than the Americans of Northern European ancestry. 

Negroes were also found to have a more narrow pain sensitiv-

ity range than the Americans of Northern European ancestry. 

While the "Mediterranean types .. had the same low threshold 

for pain as Negroes, the Negroes did not complain at the 

pain reaction threshold as did the subjects of Mediterran-

ean ancestry. The results of this study were considered 

suspect by some (Weisenberg, 1977: Wolff & Langley, 1975). 

These authors identified weaknesses in the study methodology 

due to the small numbers of subjects included, lack of con-

trol of extraneous variables, and the possible effect on 

the reactions of blacks examined by white examiners. 

More recent studies had different results. Using the 

pressure algometer, Merskey and Spear (1964) found no 
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difference in the pain reactions of ~8 Caucasian and 11 

Afro-Asian male medical students. Winsberg and Greenlick 

(1975) found no difference in rated pain reaction between 

black and white obstetrical patients. In another study 

(Woodrow et al., 1972) which tested deep-pain tolerance, 

whites1·tolerated the greatest amount of pain, orientals the 

least~,:: and· blacks an intermediate amount. 

:Weisenberg (1977) suggested the use of caution when 

reading research on sociocultural factors affecting pain 

perception to avoid stereotyping certain groups. He warned 
I -~ .,_·:· ... -

of this ·in view of the lack of sound research methodologies 
I ~ 

found in many of the studies. 

Environmen·tal· Variables 

Environmental variables may also affect the perception 

of. pain.~ ·Blitz. and Lowenthal (1966) and Schultz (1965) 

reported the· effects of a boring and monotonous environment. 

The effects of'this forrn·of sensory restriction included 

increased anxiety~·~: decreased ability to concentrate and 

think clearly with accompanying inability to ·distract one-

self· from~ pain·;, :. and an .. increased number of minor discomforts 

along with an increased awareness of them. 

\ ' 
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Methods of Influencing Pain Perception 
... ('. . ' ~ 

In the previous sections information has been presented 

about the concept of pain and pain perception. This knowl-
. . '..,.' ~-;. 

edge is needed to understand approaches to influencing pain 

perception. The focus of this section is a discussion of 
l t .... A~ 

methods which can be used in the clinical setting to 
<; \ ~ :.: 

Individual copi~g strategies 

and. psychological strategies for reducing pain will be dis-
' ~ ' 

cussed. 

Individual Coping Strategies 

L.az~ru.~ (Copp 1 1974) identified two niain modes of cop-

in g.; ~i th pa~n. These modes were . direct, or active prepara

.tions aga~nst hc:l.r:t:n; . and indirect preparat~ons I such as 

attez:ttion. ~epl9yment I , defensive reappraisal I wish fulfill-

ment1 ~nd.fa~tasy~ with at~empts .. to.ignore~.withdraw, mini-

mize,. o~.seek relief from f~ta~y. 

.. .. Copp ( 19 7 4) . de~cribed copi~g strategies. of ··:patient:-s in 

pain:":. : 9~ec ~~-~re~ .. . ~orty;-~i~ht pat~ents in all stag~s. of the 

pain. e~pe7ie~ce were interyiewed. Many different coping 
' J ~ • .J • ' ' ' ' '' ; , ' I ~ ; . ' I • " 

mec,hanisms were. u~ed b! thes~. ~atients •. Patients used a 

wid~ ral?'ge:,of .activity and vefbal methods; ~o cope with p~~n. 

Specific concentration exercises they had learned from . ' '"". 

others, learned formally, learned in childhood, or invented 

were also utilized by the patients to cope with pain. The 
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~at~e~ts repor~ed that they also took medication, tried corn-
.. · ·~. 

rnon remedies, used purposeful diversion, breathing exercises, 

rou~ines, and ritualistic behavior. They acknowledged the 

use of most of these methods since childhood and continued 

to USe 'them because II they WOrked • II 

-_The··· most,: common coping sty l'e reported ( Copp, 19 7 4) was 

th.at :'c):f:' focusing. There were variations in the methods 

patients developed. Some of these were counting, using 

·words ·'or phrase~ 1 deep thinking and visualization', USing 

-distractfon, and interacting with people (especially room-
t . ' ~ l . " 

mates) . 

In a laboratory study (Sc~tt & Barber, 1977) in which 
' ' ~. .; -. '·~ t ' .:. ' . ( ~ 

·subjects were asked to use specific cog11.itive strategies 

while .pain ;.was inflicted, subjects revealed in postexperi

rne~·t.ai .. interviews that they used the assigned cognitive 

strate~ies part of the time but' then they began using 

strat-egies derived from their own previous experiences. 

Thus,·· the ~patient cou.ld show a strong preference for his 

own d:i'stract.ion strategies as oppo~ed to those suggested by 
... •: 

others. Impl.ici t · -i~ th~ findings of these studies ( Copp, 

1974; ~~~~;~· Barber, 1977) ~as the concept that patients 

should be and are active participants in their pain manage-
'1 • .,: -

rnent. 
; . r'.' 
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Psychological Strategies 

The psychological strategies to be discussed are syste

matic relaxation, cognitive control, and cognitive rehearsal. 

Systematic re·laxa tion. The strategy of systematic 

relaxation (Stevens, 1976) was reported to be one of the 

most effective psychological strategies used to reduce anxi

ety and to increase a subject's tolerance to pain. The 

application of this technique (Stevens, 1976) involved the 

subject being told to tighten various muscle groups, to sus

tain the tension for a short period of time and then to 

release the tension and concentrate on the relaxation. The 

proce~s then proceeded to different muscle groups and the 

tension-relaxation sequence was repeated. The goal (Steven~ 

1976) of systematic relaxation was to relax all the muscles 

of the body in order to produce a mental state of minimal 

anxiety in the subject. 

In controlled laboratory studies (Bobey & Davidson, 

1970; Kanfer & Seidner, 1973; Stevens & Heide, 1977), it was 

demonstrated that systematic relaxation effectively increased 

pain tolerance to various types of laboratory pain stimuli. 

The usual interpretation of these results was that syste

matic relaxation produced a lowered anxiety state (Stevens, 

1976). In such a mental state, it was presumed the subject 

was less fearful of the pain stimulus and therefore the mind 
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actually·-:decreased its awareness of the painful perception·' 

As~:a, result,.·the subject endured the pain longer. 

Cognitive control. The strategy of cognitive control 

(Stevens, 1976) was described as a psychological technique 
, .. \' ') 

whereby the subject involved his mind in mental activities 

other than the awareness of the incoming pain sensation. In 

a laboratory setting (Scott & Barber, 1977), some subjects 
; ' 

actually developed some sort of individual cognitive con-

trol on their own ·that helped them endure the pain. 

St_evens __ ',(l976)_ .identified two .major types ,of cognitive 

control, .the dissociation technique and the; interference · .. 

technique·~-- This dissociation strategy involved. concentrat-

ing one's ·attention .upon a nonpainful charac-teristic of the' 

pain stimulus-.· For example, with cold water pain stimulus·, 

the subject .. was asked to concentrate on the coolness of the· 

water but not the pa~n. It was found.that dissociation 

strategy ·could' increase pain tolerance and was. successful 

in .enabling.-subjects -to endure pain: longer than control sub

jec·ts-who-•were asked.to think of the pain (Barber.& Hahn·,· ·, 

1962;. Blitz·& Dinnerstein, 1971) •· .:, ~-

Interference strategies for the management of pain 
.. 

involved two forms of cognitive control, distraction and 
'., ')'. '· - : '6' . ,, .. 

attention focusing (Stevens, 1976). Distraction involved 
• 'I ' ' -;: : ~ 
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a passive, perceptual interference using distracting stimuli 

such as noise or television, whereas attention focusing 

involved an active, intentional, purposeful mental activity 

for focusing upon another mental process. Distraction was 

shown to be effective in increasing endurance to painful 

stimuli in studies of various types of distraction and pain

fut stimuli '(Kanfer & Seidner, 1973; Melzack et al., 1963) • 
" I> 

Attention focusing also increased pain tolerance to painful 

stimuli (Stevens & Heide, 1977) • 

Cognitive rehearsal. This strategy for, the management 

of pain r~quired,providing the subject with a clear explana-

tion of what the upcoming experience would involve (Stevens, 

1976). This advance knowledge of the upcoming painful expe-

rience allowed the patient to rehearse specific fear images 

and accommodate these images in such a way as to reduce the 

patient's anxiety and, as a result, increase the subject's 

pain tolerance. In studies by Bobey and Davidson (1970)i 

Felkins, Lawson, Opton, and Lazarus (1968); and Staub and 

Kellet (1972), it was found that cognitive rehearsal was an 

effective strategy in the reduction of pain perception. 

Summary 

The concept that pain perception could be influenced 

was supported in the review of the literature. The concept 
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of pain was presented in the literature as a complex and 

controversial subject. The need for a multidisciplinary 

approach to pain definition and theories was identified. 

The conceptual relevance of the gate control theory of pain 

in providing a multidisciplinary theoretical framework for 

the development of pain research and treatment was identi

fied. Concepts and controversies related to the measurement 

of pain were discussed. Physiologic, psychologic, socio

cultural, and environmental variables that affected pain 

perception were presented. Individual coping and psycho

logical strategies for influencing pain perception were 

identified and discussed. 



• ' ' ' J. •. ~' • 
CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

.. This was a retrospe_cti ve study using a nonexperimental 

two_group_ design (Polii;: ~Bungler, 1978).. The independent 

var=!-able--.was .; the length of. contact between mother and infant 

.in the immediate. postpartum.period •. Extended mother-infant 

conta~t denoted tqe physical presence,or contact between 

mothe~·- and infant over prolonged periods of ... time in the 

immediate postpartum period. Extended mother:.-infant contact 
~ _, I. 

':las· provide~ by a 24 hour, rooming-in situation for mothers 

in the extended contact group. Limited mother-infant con-

tact denoted that physical presence or contact between 

mother and infant was restricted to short visits in the 

mother.~:s h9spital. room usually not exceeding two .times in a 

24 J:lour period. as was experienced by mothers .. in the limited 

. co~ta9t _.group.~·. The baby·. was returned. to the nursery after 

each visit.. The. dependent" variable· was~1the pain." perception 

of the· mother ·:as, measured:·by ·the number of. pain· relief medi-

cations(received ,byrthe·mother in the immediate postpartum 

period. The number··of pain :reJ-ief. medications received· 

included· two parameters: the number-··of; women who:,recei ved 

52 
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pain relief medication and the total number of pain medica

tions received. 

Setting 

The setting for the study was the postpartum nursing 

care unit of a large university owned hospital in a southern 

state. The hospital had approximately 3,600 deliveries per 

year. The postpartum nursing care unit was composed of 2-

bed and 4-bed rooms. There were no telephones or televi

sions in the rooms. Visiting periods were restricted to 

twice daily. The majority of the nursing staff assigned to 

the postpartum unit in December of 1979 were also assigned 

to the postpartum unit in December of 1980. 

Population and Sample 

Population Description 

The population studied was composed of women whose ~~ 

cal care was given by medical students, interns, and resi

dent physician staff. Nursing care was given by registered 

nurses, licensed practical nurses., and nursing assistants. 

The staffing pattern consisted of one to two licensed staff 

and one nursing assistant per shift. The majority of 

patients served by this facility were black-Americans. The 

population was drawn from several surrounding parishes with 

a population base of approximately 1,250,000 people. 
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Two-thirds of the population in the study lived beyond a 25 

mile radius of the city. 
- -« • 

Prior to December 1, 1980, mother~infant contact was 

restricted to visitation periods approximately 30-60 minutes 

twice daily ~t approximately 10 to 14 hour intervals. On 

December 1, 1980, a 24 hour rooming-in policy for healthy 

postpartum women and babies was begun. 

In the new regimen, an infant remained in a transi-

tional care nurse~ for observation during the first 6-12 

hours after birth. After this period, rooming-in was begun 

if the mother~ ,and baby met the criteria. The rooming-in 

was not compulsory. At the time instructions for rooming-in 

were given to th~ patients, it was assumed that the patients 

had no objections to rooming-in if they voiced no negative 

statements about it. The mothers could have ended the 

rooming-in situation at any time. If rooming-in was terrni-

nated, the baby was brought for visits at regular baby 

visitation hours·. 

Sample Criteria 7 

Included in the study were primagravidas who had a 

vaginal delivery of a single full-term infant. In addition, 

the women had.no infectious process, were ambulatory, had 

no recorded past or present history of mental problems, and 

had no preexisting medical problem that would predispose 
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her to pain, e.g., broken leg. The mother's infant was 

under no medical treatment other than routine newborn care 

and had a birth weight of over five pounds. 

Sampling Method 

A convenience sample was used in the study. The 

extended contact group was selected from examination of the 

records of patients who delivered in December of 1980. Room

ing-in was begun December 1, 1980. The limited contact 

group was selected from examination of the records of 

patients who delivered in December of 1979. December of 

1979 and 1980 was chosen in an effort to control environmen

tal variabLes. Telephones were installed at each bedside in 

January, 1981; there were no phones at patient bedsides 

before that time. There was no a~r-conditioning on the 

postpartum unit prior to January, 1981. All patients who 

met the criteria were included in the study. 

Protection of Human Subjects 

The individuals selected for each group were provided 

anonymity. There was no personal contact between the inves

tigator and subjects. The persons in the study were not 

subjected to any treatment by the investigator. Hospital 

records were reviewed to obtain demographic information and 

information related to medications taken by the patient in 
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the postpartum period. The hospital policy regarding 

research in that institution was followed. .Because of the 

study design, the institution required only written approval 

of the hospital administrator to conduct the study; this was 

done. The Agency Permission for Conducting Study (see 

Appendix A} was ·obtained by the investigator. The investi

gator complied with current rules and regulations of the 

Human Research Review Committee at Texas Woman's University. 

Instrument 

The investigator developed a data collection worksheet 

(see Appendix B) that was used to collect data during the 

review of the subject's hospital record. The worksheet con

tained space to record demographic data and to record the 

number of times the subject received medication for pain 

relief in the immediate postpartum period. A separate work

sheet was completed for each subject. 

The face validity and content validity of this work

sheet was evaluated by a panel comprised of three board 

certified obstetrician-gynecologists and three registered 

nurses with obstetrical nursing experience (see Appendix 

C). Each panel member was given a packet of material that 

contained an introductory cover letter with a copy of the 

proposed data collection worksheet and a form to write his 

impression, comments, and suggestions (see Appendix C). The 
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consensus of all of the panel was that the content of the 

worksheet was valid. The panel also agreed that the work

sheet would collect data on important variables that could 

be obtained from review of the hospital record which might 

affect pain perception in the immediate postpartum period. 

Two of the panel members recommended that information about 

breastfeeding be added to the worksheet, and this was done. 

There were no further recommendations for addition, dele

tion, or omission of other data. 

Data Collection 

Copies of the maternal-newborn records (Hollister sys

tem) for December, 1979 and 1980, were obtained from the 

Department of Obstetrics and Gynecology. After reviewing 

these forms, the names and hospital numbers were obtained 

on the women who initially met the criteria for inclusion in 

the study. One. hundred fifty-six women were identified, by 

this method •. ,The hospital records of these subjects were 

then obtained'from t~e medical records department. These 

records were reviewed and the data were recorded on the data 

collection worksheets. The worksheets were coded to pre- , 

serve the anonymity of the subjects. Available nursery .logs 

in addition to .maternal and some infant hospital records, 

were also reviewed to confirm the status of the newborn. 

Some of the maternal and newborn hospital records were not 
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available for review. These women were not incluaed in the 

study. On completion of the record reviews, there were 108 

women, of the initial 156, who met the criteria for inclu-

sion in the study. There were 54 subjects in Group 1 

(extended contact group) and 54 subjects in Group 2 (limited 

con tact group) . 

Treatment of Data 

The data were arranged in two main groups. Group 1 

contained data from subjects exposed to extended mother

infant contact. Group 2 contained data from subjects 

exposed to limited mother-infant contact. The data (demo

graphic and dependent variable) were analyzed by the chi

square statistic applied to 2-way contingency tables using 

0.05 as the level of significance. When significant dif

ferences between the groups were demonstrated on any vari

able, the variable was then further analyzed using the Wil-

coxin signed-rank test, a nonparametric test for 

significance. 8 To further analyze the data, the two main 

groups, Group 1 and Group 2 were divided according to those 

who received postpartum pain relief medication and those who 

did not receive pain relief medication. The data (demo

graphic and dependent variable) from the subjects in Group 1 

and Group 2 who received pain relief medications were then 
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analyzed by two sample ~-tests using 0.05 as the level of 

significance. 



CHAPTER 4 

ANALYSIS OF DATA 

The purpose of this study was to explore the effect of 

mother-infant contact on pain perception of the mother as 

measured by,the number of pain relief medications received 

in the immediate postpartum period. This chapter will pre

sent the results of the study including a description of the 

sample and significant findings. 

Description of Sample 

The sample for this study included 108 female subjects 

who were primagravidas, delivered vaginally of a normal, 

healthy, single full-term infant. These subjects, accord

ing to their hospital records, were ambulatory with no infec

tious process, recorded mental problems, or preexisting 

medical problems that would predispose them to pain. The 

subjects' records were reviewed for certain demographic data 

and information concerning the pain relief medications they 

received in the immediate postpartum period. 

Demographic data were collected to describe the degree 

of homogeneity of the sample. The sample was described by: 

age, economic status, race, marital status, infant feeding 

method, total hours of labor, type of delivery (spontaneous 

60 
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or operative), presence of episiotomy and/or lacerations, 

type of anesthesia/analgesia used for delivery, receipt of 

magnesium sulfate injections, postpartum hemoglobin, and 

the name and dosage of pain medications received (see Table 

1). 

The age range of the subjects was 14 years to 30 years; 

68 were between 14 years and 18 years, 33 were between 19 

years and 23 years, 6 were between 24 years and 28 years, 

and 1 was 30 years. The mean age of the subjects was 18.33 

years (see Figure 1) . 

. The eligibility code or economic status was undetermin

able beca~se of a change in the institution's definition of 

codes and criteria for each category from 1979 to 1980. 

The marital status .recorded on the hospital records of the 

108 subjects indicated that 70% were unmarried while 30% 

were married. Twenty-eigh~ percent of the subjects were 

caucasian, 71% were.black, and 1% were oriental. Data on 

the infant feeding methods used by the sample indicated that 

19% breastfed while 81% bottlefed their infants. The total 
' ' 

hours of labor for the sample ranged from 3 to 28 hours with 

a mean. ,score of 12. 17 total hours of labor. 

The type of delivery was described as either spontan-

eous or operative. An operative delivery referred to a 

delivery in which forceps were used to assist in the baby's 
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Table 1 r 

Description of the Sample by Groups Using 
Percentages and Means 

Variable 

Age·:.· 

Marital Status 
i ~ ) 

Si~gl~. 
~ i . ~ .! 

Married 

Race 

Black 
--~, • >- ' • ! 

Caucasian 

Other 

Infant Feeding Method '. . 

Breast 

Bottle 

Totar~ours of Labor 

Type o,f Deli very 

Spontaneous 

Forceps 

Episiotomy 

None 

Midline 

Mediolateral 

- ' ~~ ' 
. '· 

. a 
Group 1 
(N = 54) 

18.33 yrs. 

65% 

35% 

65% 

35% 

0% 

13% 

87% 

11.37 hrs. 

70% 

30% 

3% 

56% 

41% 

b Group 2 
(N = 54) 

18.33 yrs. 

76% 

24% 

78% 

20% 

2% 

24% 

76% 

12.98 hrs. 

67% 

33% 

2% 

46% 

52% 

Total 
s'ample 

(N = 108) 

18.33 yrs. 

70% 

30% 

71% 

28% 

1% 

19% 

81% 

12.11 hrs. 

69% 

31% 

3% 

51% 

46% 



63 

Table 1 (continued) 

Group 
Variable (N = 

Lacerations/Extensions 

Perineal (2nd-4th 
degree) 28% 

Cervical 0% 

Vaginal 0% 

Anesthesia/Analgesia 

Local 69% 

Pudendal 41% 

Saddle Block 9% 

Epidural 2% 

IV Analgesia 19% 

Magnesium Sulfate 
Injection 19% 

Hemoglobin* 10.87 

aExtended-contact group 

bLimited-contact group 

la Group 2 b 

54) (N = 54) 

28% 

1% 

6% 

59% 

65% 

6% 

7% 

0% 

26% 

grn 11.51 gm 

Total 
Sample 

(N = 108) 

28% 

1% 

6% 

64% 

53% 

7% 

5% 

9% 

22% 

11.19 gm 

*Significant at the 0.05 level of significance 
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delivery~ .··Sixty-nine percent of the sample were delivered 

without. the .. use of forceps while :31% were assisted by for-

ceps .. Forceps were used for a total of 34 deliveries. In 

these cases, 33.,were low outlet forcep applications while 

one case was a mid~forcep rotation. 

All subjects: sustained some type of tissue damage due. 

to episiotomy, ·genital tract lacertations/extensions or 

both. .There .were three subjects. (3%) ·who. had no episiotomy; 

these subjects,· sustained varying types of genital tract 

lacerations.· ~c Fifty-one percent of the_ sample had a midline 

episiotomy,: and .46% .. had a mediolateral episiotomy.. The 

lacerations_and extensions· of episiotomies reported as sus

tained were .. perineal, cervical, and vaginal· in type. 

Seventy-two percent of the sample had no perineal lacera

tions; . 6% , .. had :2nd degree, 8% had·, 3rd degree; and 14% had 4th 

degree perineal lacerations. There was only 1% of the sam

ple that. had cervical lacerations, ·and· there were. 6% who 

had any ·type/·of vaginal lacerations. In summary, 9 7% of the 

sample had some· ·type of episiotomy, 28% had perineal lacera

tions, l%.had cervical lacerations, and 6% had vaginal lac-

erations. . . , . 

All; subjects, received some type of··anesthesia/analgesia 

during: the deli very procedure. · The types of anesthesia/ 

analgesia used. were: local infiltration; 'PU~endal block, 
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saddle block, epidural, and intravenous administration of 

analgesic medications. 

any of the deliveries. 

General anesthesia was not used for 

·Frequently combinations of these 

anestheisa/analgesia methods were employed on the same sub

ject during her delivery procedure; for example, when other 

methods failed, local infiltration was used. to repair epis

iotomies and/or lacerations. Sixty-four percent of the sub

jects received local infiltration of the perineal area, 57% 

received a pudend~l block, 7% received saddle block anes

thesia, 5% received epidural anesthesia, and 9% received· 

some type of intravenous analgesia while in the delivery 

room after the baby was born. 

Magnesi~ sulfate injections were frequently admin

istered to control pre-eclampsia in labor and also in the 

postpartum course. Twenty-two percent of the sample 

received magnesium sulfate injections. Postpartum hemo

globin was also studied. The postpartum hemoglobin of the 

sample ranged from 8.4 grams to 13.7 grams, with a sample 

mean of 11.19 grams. 

The type of pain relief medications and the dosage 

administered to subjects included Codiene 30 mg, Talwin 50 

mg, Tylenol #3 one tablet, Tylenol plain 2 tablets, and 

Percodan 1 tablet. All medications for pain relief were 

administered orally. Medication orders for pain relief were 
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routinely written on the subject's chart before the subject 

left the recovery room. The types of medication ordered 

were the prerogative of the physician. All of these medi-

cations were ordered to be given on a "as needed" basis. 

Codiene 30 mg was administered to 15 subjects; 17 subjects 

received Talwin 50 mg, 1 subject received Tylenol #3, 1 sub-

ject received Tylenol plain, and 4 subjects received Perdo-

dan. There were three subjects who received a combination 

of the above medications. 

The data were divided into two main groups. Group 1 

contained data from subjects exposed to extended mother-

infant contact. Group 2 contained data from subjects 

exposed to limited mother-infant contact. To assess and 

describe the sample in terms of heterogeneity or homogeni-

ety, the demographic variables were tested for significant 
, 

differences between the groups using the chi-square statis-

tic. This was important because the groups were not ran-

domly assigned and internal validity may have been threat-

ened by extraneous variables (Polit & Hungler, 1978). No 

significant differences were noted between the groups 

related to the demographic variables at the 0.05 level of 

significance, except for the variable postpartum hemoglobin. 

A significant difference between the groups was found to 

exist for postpartum hemoglobin, x 2 = 6.17, df = l, Q<O.OS. 



68 

The mean postpartum hemoglobin in Group 1 was 10.87 grams 

and in Group 2 the mean was 11.51 grams. The significance 

level of£ < 0.05 obtained by the use of chi-square was sup

ported when the Wilcoxin signed-rank test was applied to 

the data. 

The relevance of the difference between the hemoglobin 

levels of the groups and its effect on the dependent vari

able cannot be determined from the available data. Although 

statistically significant, it is doubtful that this one dif

ference between the groups was significant enough to alter 

the results of the study. Thus, the sample appeared mostly 

homogeneous in relation to the demographic variables that 

were analyzed. 

Findings 

This study examined the differences in the subjects who 

received medication for pain relief in extended and limited 

mother-infant contact groups in the immediate postpartum 

period. The medication records of the 54 subjects in Group 

1 and the 54 subjects in Group 2 were reviewed. This review 

identified that 14 subjects (26%) in Group 1 and 21 subjects 

(39%) in Group 2 received medications for pain relief; 

while 40 subjects (74%) in Group 1 and 33 subjects (61%) in 

Group 2 received no pain relief medications. Although a 



69 

lower number of subjects in the extended-contact group did 

receive medication for pain relief than the number of sub-

jects in the limited contact group, the difference was not 

statistically significant, x 2 = 2.071, df = 1, ~ > 0.05. 

Therefore, there was no significant difference between the 

groups who were exposed to extended versus limited maternal-

infant contact in the number of subjects who received medi-

cation for pain relief in the immediate postpartum period 

(see Table 2). 

Table 2 

The Percentage and Number of Subjects Who Received 
Pain Relief Medications by Groups 

Frequency Group la 

74% 
N = 40 

26%* 
N = 14 

Totals N = 54 

aExtended-contact group 

bLimited-contact group 

cNo medications received 

Group 2 b Total Sample 

61% 68% 
N = 33 N = 73 

39%* 32% 
N = 21 N = 35 

N - 54 N = 108 

dReceived medication for pain at least one time 

*Not significant at the 0.05 level of significance 
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The data from the subjects in Group 1 and Group 2 who 

received pain relief medication were analyzed. Analyses of 

the demographic data implied no significant differences 

between the groups, in regard to these variables, at the 

0.05 level. The data were next analyzed to determine if 

significant differences between the groups existed in regard 

to the total number of medications received. The mean for 

the number of pain relief medications received for Group 1 

was 1.85 with a standard deviation of 1.29 as compared to 

the mean for Group 2 of 2.23 with a standard deviation of 

0.94. Although the total number of pain relief medications 

taken by Group 2 was higher than the total number taken by 

Group 1, the difference between the groups was not signifi

cant at the 0.05 level, t = -1.0089, df = 33, Q > 0.05. 

Summary 

The findings of this study showed no statistically sig

nificant differences in the number of women who received 

pain relief medication between those subjects exposed to 

extended mother-infant contact and those subjects exposed to 

limited mother-infant contact. Although not significant, ~ 

the number of women who received medication for pain relief 

in the extended-contact group was less than the number in 

the limited-contact group. When the subjects who received 
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medication for pain relief in each group were analyzed, 

there were no statistically significant differences between 

the groups as to total numbers of pain medications received. 

Thus, the research question was not supported. 

Another finding seemed important to note. Contrary to 

commonly held beliefs, the number of women in the sample who 

did not receive any medication for pain relief was large as 

compared to those who did receive medication for pain relief. 



CHAPTER 5 

SUMMARY OF THE STUDY 

In this study the differences in the number of pain 

relief medications received in the immediate postpartum 

period between those subjects exposed to extended mother

infant contact and those subjects exposed to limited mother

infant contact were examined. This chapter contains a sum-

mary of the study'· discussion of the findings of the study, 

conclusions, implications for nursing, and recommendations 

for further study. 

Summary 

A review of literature and related research provided 

background information for the study. Literature and stud

ies chosen for review included those relevant to developing 

a concept of pain and pain perception. The gate control 

theory of pain developed by Melzack and Wall (1965) was used 

as the theoretical framework for this study. The develop

ment of the theory, original concepts, criticisms, and 

restatements of the theory were presented. Concepts related 

to pain measurement were identified. The variables that 

influence pain perception were discussed, and methods of 

influencing pain perception were identified and discussed. 

72 
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These included individual coping strategies and psychologi

cal strategies for reducing pain perception by increasing 

pain tolerance. The research question asked if women 

exposed to extended mother-infant contact would receive a 

lesser number of pain relief medications than women exposed 

to limited mother-infant contact in the immediate postpartum 

period. 

The setting for the study was a postpartum nursing care 

unit of a large ~iversity owned hospital in a southern 

state. Postpartum women who received care in this hospital 

were included in the study. Fifty-four women who were 

exposed to extended mother-infant contact and 54 women who 

were exposed to limited mother-infant contact in the immed

iate postpartum period were included. The subjects were 

chosen by convenience sampling. 

A data collection worksheet was used to collect demo

graphic data and record medications received by the subjects 

in the immediate postpartum period. The data were analyzed 

by the chi-square statistic as applied to 2~way contingency 

tables. This was done to determdne whether significant dif

ferences existed between the groups in regard to the demo

graphic data collected and the number of subjects who 

received medications for pain relief in the extended-contact 

and limited-contact groups. The results of the analysis 
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showed that the sample was homogeneous in regard to those 

de~ographic ,variables; tested. Data analysis to determine 

significant: differences between the· groups in regard to the 

number· of. subjects who r~cei:ved pain relief medications 

showed· no .significant difference., . 

The :groups were then .reduced to only those subjects who 

received medication for pain relief and analyzed using two 

sample t-tests. There were no significant differences 

between the group~·.in regard to the total number of pain 

medications received. All data were tested at the 0.05 

level ,Of 'signifi"cance. 

The concep~ implicit in the research question posed 

was .. that women exposed to extended mother-infant contact 

would receive medication for pain relief less frequently 

than women exposed, to .limited mother-infant contact in the 

inunediate·postpartum period. The research question was not 

supported. 

:; .. , 

Discussion of Findings 

In this study, although the number of women who 
. 1 l t '· 

received medication for pain relief and the total number of 

pain relief medications received in the immediate postpartum 

period was less in the extended-contact group than those in 

the "limited contact group, the findings were not significant 
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at the 0.05 level. These findings did not support the con

cept posed in the research question. The overall proportion 

of women in the sample who received medication for pain 

relief was lower than expected (see Table 2) . Keats (1956); 

Jaggard, Zager, and Wilkins (1950); and Papper, Brodie, and 

Rovenstine (1952) reported similar findings in studies 

involving postoperative pain. They reported the incidence 

of postoperative pain from varied types of surgery as indi

cated by the admi~istration of pain relief medications to 

be as low as 21% to 64%. In the current study, only 35 of 

108 subjects (32%) received medication for pain relief. 

The major potential for pain in postoperative patients 

is tissue damage sustained when tissues are cut and manipu

lated (Pfug & Bonica, 1977). Similar origins of pain are 

encountered in the postpartum patient due to tissue damage 

sustained from episiotomy, lacerations, and pressure on the 

tissue of the birth canal (Pritchard & McDonald, 1976). All 

of the subjects in the current study had tissue damage 

obtained from the birth process in the form of episiotomy 

and/or genital tract lacerations. The large proportion of 

the subjects who did not receive any pain relief medications, 

yet had sustained tissue damage during delivery, indicated 

support for previous studies (Beecher, 1946, 1956a, 1956b, 

1956c; Melzack, Guite, & Gonshor, 1980; Melzack & Wall, 
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-1962; Melzack, Weisz, & Sprague, 1963) reviewed in the 

literature. These investigators indicated little relation

ship between the amount of tissue damage sustained and the 

individual•s·perception of pain. 

Factors other than tissue damage have been demonstrated 

which affect the perception of pain. Some factors which may 

have affected the low rate of pain relief medications 

received by participants in this study may include: the 

meaning of postpa~tum pain for these subjects, lack of 

anticipation of postpart.um pain, social modeling perceived 

on the postpartum nursing care unit, individual coping 

mechanisms of the patient,·and interactions with nurses. 

Beecher (1946, 1956a;'· 1956b) concluded that the extent 

of tissue damage bore only a slight relationship to pain 

perception~ Beecher (1956c) also concluded that the cur

rent meaning of pain to the individual affected the reaction 

to painful stimuli. Anticipation of pain has been demon

strated to influence pain perception (Malmo & Shagass, 1949; 

Petrovich, 1958; Price, Barrell, & Gracely, 1980). Price 

et al. (1980) demonstrated lower levels of pain perception 

when anticipation of pain was decreased. It is possible 

that low pain perception even in the presence of tissue dam

age in the postpartum period could· be attributed in part to 

the meaning of the pain to the individual and lower 
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anticipation of:pain. In our,society, intense pain is asso

ciated.with,normal labor and delivery (Cheetham & Rzadkowol

ski, .1980; Karmel, .. 1959;., Ki.tzinger, 1978)·.- . A review of the 

literature·~_revealed little written about postpartum pain; 

however;·: there was abundant literature focused on the pain 

of childbirth and approaches to pain relief during labor and 

delivery.;_. 

· - · · Although. most ·Women. in our ·society probably anticipate 

the possibi·lity ·O~ having "stitches" to contend with in the 

postpartum period, the fear associated with this condition 

is -far less -.than.:the fear associated ·with labor (Cheetham & 

Rzadkowolski; 1980). Perhaps postpartum women are so 

relieved that they have completed labor that the discom

forts encountered in the postpartum period may seem of 

little consequence. 

·As discussed previously, the meaning of the pain or 

wound to the person influences pain perception. If the 

woman ·is pleased with the· outcome of her labo~, this could 

possibly affect·postpartal pain perception. If other 

things. seem more important to her, i.e. , -caring ·for the 

baby;·. ··talking with ~·the father, friends, or roonunates, she 

might have.dn increased tolerance for pain •. 

Craig and Weiss (1971) demonstrated that people learn 

to express ·_their, reactions to pain stimuli by observing the 
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reactions of others. Weisenberg (1977) described respo~ses 

to pain in relation to social comparisons. He proposed that 

the individual sought to validate his judgments and opinions 

with others to help determine what reactions were appropri-

ate. In oraer to relate literature to findings from the 

current study, it should be noted that the subjects in this 

study,· were in 2-bed and 4-bed room settings. They were con-

tinuously surrounded by women who had just experienced simi-

lar circumstances in the process of labor and delivery. 

Many of the same type of physiologic processes and tiss~e 

damage -had occurred. Many were probably of the same race 

and,sociocultural background. Basically, they were sur-

rounded by peers who could have had the potential to influ-

ence the subjects' behavior. Also, visitors and family of 

the subjects could have influenced their behavior by tell-

ing them what to expect and how to act. Only a small number 

of the subjects had ever been hospitalized prior to this · 
-.' 

hospitalization experience. If most of their fellow patients 

were not requesting pain medications, the subjects may have 

been influenced to consider the~r pain perception invalid or 

unimportant. Others may have offered suggestions to assist 

the subjects in coping with their pain. Copp (1974) identi-

fied lengthy lists of coping strategies of patients in pain. 

Subjects may have had individual coping methods which they 
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employed successfully, thus, increasing their tolerance for 

pairi and decreasing their need for pain medication. 

Walike and Meyer (1966) suggested in their study on 

placebo activity ·that the nurse could-produce a placebo 

effect by her activity and interaction with patients. If 

the nu.rse suggested to the patient that a certain interven-

tion other than pain medication would relieve pain, the 

patient, trusting the nurse, may have been able to decrease 

'. 
her perception of _pain. It is possible that this type of 

nursing i~terventibn occurred with the subjects in the cur

rent study. Nurses who staff this postpartum unit have 

stated they frequently recommend that the patient ambulate 

when episiotomy pain is experienced. 

Conclusions and Implicati·ons 

Results of the findings of this study indicated that 

there was no significant difference in the number of pain 

relief medications received in the immediate postpartum per-

iod between those subjects exposed to extended mother-infant 

contact and those exposed to limited mother-infant contact. 

From these findings, the conclusion of this study was that 

the length of mother-infant contact had no significant 

effect on the perception of pain of women as measured by the 

number of pain relief medications received in the immediate 

postpartum period. 
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The additional information that a large number of women 

who did not receive any medication for pain relief, even 

though tissue damage had been sustained during delivery, 

supported other research (Beecher, 1946, 1956a, 1956b; 

Melzack & Wall, 1965) that proposed that there was little 

relationship between degree of tissue damage and amount of 

pain perceived. Implicit in this proposition is the concept 

that the perception of pain can be influenced. 

The idea that the perception of pain can be influenced, 

has many implications for nursing. Although dispensing pain 

medications and performing certain physical comfort mea

sures and treatments to relieve pain can be part of the nurs

ing care a patient may need, other strategies to assist 

patients in pain are needed. In this regard, other implica

tions for nursing include developing effective nurse-patient 

relationships and increasing pain tolerance through cogni

tively based interventions. 

McCaffery (1979) suggested that the patient's responses 

to his pain experience were a form of interpersonal communi

cation. In order for the nurse to develop an effective 

relationship, the nurse must indicate that she has received 

these messages by communicating something to the patient; 

such as, she cares and can be trusted by the patient. One 

of the initial communications the nurse might have with the 
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patient on the postpartum unit is when the patient is 

transferred from the labor unit. At this time an orienta

tion of the patient to provide information regarding the 

obtaining of assistance from the nurse, call-bell system, 

including the use of the availability of pain relief medi

cation as needed, and the route of administration of the 

pain relief medication ordered could be done. This might 

be important because the patient may have no knowledge of 

these things. Al~o, the patient may not ask for pain relief 

medication if she thought it would be given in the inject

able form. It is possible that the subjects in this study 

lacked knowledge in these areas, thus affecting the number 

of pain relief medications received. 

According to McCaffery (1979), one of the first steps 

to be taken when a patient complains of pain is to perform 

a prompt and complete nursing assessment of the patient, 

using a total person approach. This approach would include 

an assessment of the physiologic, psychologic, sociocultural 

and environmental variables previously discussed. There was 

noted absence of such information on the records of mothers 

participating in this study. 

Another important component of the nurse-patient rela

tionship is that the patient needs to feel that he is 

believed, when he communicates he has pain. Since pain is a 
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personal, subjective experience, the person who helps the 

patient with pain cannot see or feel what is being treated. 

The nurse can only compare what she observes in relation to 

her own past personal and professional experiences with 

pain. For this reason it is important that the nurse ack

nowledge that the only authority about the pain being expe

rienced is the patient (McCaffery, 1979). An operational 

definition of pain·proposed by McCaffery (1979) assisted in 

conceptualizing this aspect. She defined pain as "whatever 

the experiencing person says it is, existing whenever he 

says it does" (p. 11). Implicit in this concept is that 

the nurse-patient relationship be one of collaboration, 

exploring the pain itself and identifying possible approaches 

to relief including the patient's own coping mechanisms 

(Copp, 1974). 

The importance of an effective nurse-patient relation

ship in assisting patients with pain was supported by nurs

ing research (Baer, Davitz, & Lieb, 1970; Moss & Meyer, 

1966; Walike & Meyer, 1966). That nurses did not always 

subscribe to this approach, was also documented (McBride, 

1967; Copp, 1974). 

To increase pain tolerance through cognitively based 

interventions, the nurse needs knowledge of and skills in 

assisting the patient with individual coping strategies, 
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psychological strategies, and educational approaches. Indi

vidual coping strategies and the psychological strategies 

of systematic· relaxation, cognitive control, and cognitive 

rehearsal have previously been discussed. Important ele

ments of the patient education responsibilities of the nurse 

are encompassed throughout these ·strategies (McCaffery, 

1979). The aim of these interventions is to increase pain 

tolerance by increasing understanding, decreasing anxiety, 

and assisting pat~ents to decrease their feeling of vulner

ability (Jacox, 1977). If the active participation of the 

patient is fostered, he rna~ be better able to influence his 

perception of pain • 

Recommendations fo·r Fu·rthe·r st·udy 

In view of the large proportion of women in this study 

who sustained tissue damage but received no pain relief 

medication, the· adequacy of the receipt of pain relief med

ication, alone, as a predictor of pain perception of women 

in the immediate postpartum period was questioned. There

fore, it is recommended that a similar study be undertaken 

to determine patients' perceptions of pain and variables 

that affect pain perception in the immediate postpartum per

iod using one or more of the following: (a) an interview 

schedule, (b) a questionnaire, (c) nurse observer(s}, or 

(d) hospital medication records. 
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DALLAS CENTER 
1810 INllOOO ROAD 
DALLAS, TEXAS 75235 

TEXAS t.ZOMAN I s UNIVERSITY 
COLLEGE OF NURSING 
DENTON, TEXAs 76204 

HOUSTON CENTER 
1130 M. D. ANDERSON BLVD. 
HOUSTON, TEXAs 77025 

AGENCY PERHISSION FOR CONDUCTING STUDY* 

mE lSU :-!EDICAL CENTER SHREVEPORT 

~ TO:~-S~A~L~LY~E_._c_o_OK------~--~~--~--------~~---------
a scudent enrolled in .:1 prograc of nursing leading to a ~taster's Degree at Texas 
Woman's University, the privilece of its facilities in order to study the follow
ing problem: 

THE EFFECT OF :~OTHER-INFANT CONTACT ON THE PERCEPTIDr4 OF PAIN 

IH THE IMMEDIATE POSTPARTU:1 PERIOD. 

Tbe conditions mutually acreed upon are as follows: 

1. '1'he agency (mAy) <-; uct) be idencified in the final report. 

2. The naaes of con:sultative or administrative personnel in the agency 
(may) 6u we) be identified in the final report. 

3. The agency ~) (does not wane) a conference with the scudent 
when the reporc is completed. 

4. The acency is (will inc) J i 
3 3 hg) to allcm the completed report 

to be circulated throuch interlibrary loan. 

S. OtMr~---------------------------------------------------

daJ~ ttw. 1 f'l,%B£GcgrUt&A~· 

/(~ 
S i~ture of Agency,.. Personnel 

If 1~ .LU~~-~ 
5 ignature of F:1culty Advisor 

* Pill out 4nd sicn three copies to be distributed as follOfJS: Original-Student; 
First copy - aaency; Second copy - nro College of Nursing. 

G?:GEH 13 
0702C.074 cd 
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DATA COLLECTION WORKSHEET 

I. Demographic Data 

A. Age: 

B. Eligibility Code: 

c. Marital Status: 

D. Race: Caucasian Black 

E. Breastfeeding: Yes __ No 
Not documented 

F. Total hours of labor: 

G. Type of vaginal delivery: 

1. Spontaneous 

2. Operative 

a. Forceps: Yes No 

(1) Low 

( 2) Mid 

( 3) High 

b. Episiotomy: Yes No 

Type: 

( 1) Midline 

( 2) Mediolateral 

88 
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3. Lacerations and/or extensions: 

a. Periurethral Yes No Degree 

b. Perineal Yes No Degree 

c. Labial Yes No Degree 

d. Vaginal Yes No Degree 

e. Cervical Yes No Degree 

H. Anesthesia/analgesia for delivery and/or repair: 

1. None 

2. Local infiltration 

3. Pudendal 

4. Saddle Block 

5. Epidural 

6. General 

7. Analgesia 

I. Magnesium sulfate injections: Yes ___ .No __ _ 

J. Postpartum Hemoglobin: 

K. Name and dosage of pain medications received in the 

first 48 hours postpartum: 

L. Name and dosage of sedatives/hypnotics received in 

the first 48 hours postpartum: 

II. Number of pain medications received in the first 48 

hours postpartum: 
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PANEL OF JUDGES 

Dr. G. Gary Brooks, M.D. 

Associate Professor, Department of OB-GYN, LSU School 

of Medicine in Shreveport 

Ms. Maxine Johnson, RN, MS 

Assistant Professor, Northwestern State University, 

College of Nursing 

Dr. Peter J. Kapernick, M.D. 

Assistant Proressor, Department of OB-GYN, LSU School 

of Medicine in Shreveport 

Dr. Daniel A. Rightmire, M.D. 

Assistant Professor, Department of OB-GYN, LSU School 

of Medicine in Shreveport 

Ms. Callis Sexton, RN, CNM, MS 

MCH Nurse Practitioner, Infant Care Program, Robert 

Wood Johnson Grant, LSU Medical Center in Shreveport 

Ms. Lindaree Pearce, RN, MS 

Assistant Professor, Northwestern State University, 

College of Nursing 
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April 6, 1981 

I am a graduate student at Texas Woman • s University in 
Houston, Texas. I am in the process of conducting research 
for my thesis to fulfill requirements for a Master of 
Science in Maternal-Child Nursing. I would appreciate your 
assistance in validating the content of the data collection 
worksheet that will be used to obtain information from post
partum patients' hospital records (see Attachment I). To be 
included in the study, the individual must be a primigrav
ida, have had a vaginal deli very of a single full term 
infant, have no infectious process, be ambulatory, and have 
no preexisting medical problem that would predispose her to 
pain, e.g., broken bone. The mother's infant must be under 
no medical treatment other than routine newborn care and 
have a birth weight of over five pounds. 

The purpose of the study is to explore the effect of 
extended mother-infant contact on pain perception of the 
mother in the immediate postpartum period. This is a retro
spective study using ~ nonexperimental two group design. 
The purpose of the data on the worksheet is to identify 
demographic data that would describe the homogeneity or 
heterogeneity of the two groups, since the internal validity 
of the study may be threatened due to lack of randomiza
tion. The work sheet will also be used to record the number 
of times the woman received medication for pain in the 
immediate postpartum period. 

Please place your impressions, comments, and sugges
tions in the appropriate space (see Attachment II) . A 
space is also provided for your signature. Thank you for 
your time and assistance. 

Sincerely, 

Sally E. Cook, RN, CNM 
TWU Graduate Student 

92 



Attachment I 

DATA COLLECTION WORKSHEET 

I. Demographic Data 

A. Age: 

B. Eligibility Code: 

c. Marital Status: 

D. 

E. 

F. 

Race: Caucasian Black 

Total hours of labor: 

Type of vaginal delivery: 

1. Spontaneous 

2. Operative 

a. Forceps: Yes 

(1) Low 

(2) Mid 

(3) High 

b. Episiotomy: Yes 

Type: 

(1) Midline 

(2) Mediolateral 
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3. Lacerations and/or extensions: 

a. Periurethral Yes No Degree 

b. Perineal Yes No Degree 

c. Labial Yes No Degree 

d. Vaginal Yes No Degree 

e. Cervical Yes No Degree 

G. Anesthesia/analgesia for delivery and/or repair: 

1. None 

2. Local Infiltration 

3. Pudendal 

4. Saddle Block 

5. Epidural 

6. General 

7. Analgesia 

H. Magnesium sulfate injections: Yes No 

I. Postpartum Hemoglobin: 

J. Name and dosage of pain medications received in the 

first 48 hours postpartum: 

K. Name and dosage of sedatives/hypnotics received in 

the first 48 hours postpartum: 

II. Number of pain medications received in the first 48 

hours postpartum: 
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Attachment II 

I. Additions: 

II. Changes: 

III. Omissions: 

IV. Additional Comments: 

Signed: 

Title: 
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FOOTNOTES 

1The reader is referred to Bond (1981) who provided a 

comprehensive and concise review of current advances in 

theoretical approaches to pain. 

2The reader is referred to Chapter 1, Theoretical 

Framework, of this paper and other sources (Adams, 1977; 

Bonica, 1967; Melzack, 1961; Melzack & Dennis, 1978; Mel-

zack & Wall, 1965, 1977) for more graphic and detailed 

descriptions and explanations of the neurophysiologic mech-

anisms involved in the gate control theory of pain. 

3weisenberg (1977) and Wolff and Langley (1975) pro-

vided comprehensive reviews of research on pain perception 

related to cultural/ethnic groups. The reader is referred 

to these sources for additional information. 

4For the purposes of this review, methods discussed 

relate to acute pain. Acute pain is pain of recent onset. 

Acute pain is basically derived from actual or potential 

tissue damage, the perception of which is subject to modifi

cation by the variables previously discussed. Chronic pain 

is pain of long duration. Methods of influencing chronic 

pain will not be considered here, except to say, that 

methods to influence chronic pain involve complex pharmacol

ogic, surgical, and psychological strategies which are not 
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relevant to the treatment of acute pain (Panel on Pain, 

1979). 

~.The administration .of analgesic medications and the 

use of ,:general comfort measures was not discussed. The 

re~~e~~is referred to McC~ffery .(1979) for a review of 

analges~c. and related medications and general comfort mea

sures for pain relief. 

~The reader is referred to McCaffery· (1979) for a more 

indepth review of techniques used in distraction and atten

tion focusing strategies. 

7Explanation of sample criteria: 

Primagravida: Woman ~xperiencing her first pregnancy. 

Vaginal ·deli very: N:o .P~tients who had cesarean section 

birth were included. 

Single ,full-term infant: No women who had twin or triplet 

births were included. The gestation of the pregnancy 

was~over 37 weeks and below 43 weeks. 

No infectious process: If. a diagnosis of any type infection 

was written in the physician's progress notes or if 

the,,patient was on antibiotic therapy, she was con

sidered to have an infectious process. These women 

were not included in the study. 

Ambulatory: If there was a written order for bedrest or the 

nurses• notes reflected the patient needed continued 
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assistance to arnbulate.because of dizziness, the woman 

was not included in the study. The nurses' notes of 

all patients included in the study at some point 

reported the patient ambulated without difficulty. 

No past or present history of mental problems: If there 

were any past or present history of mental problems, 

such as schizophrenia, drug addiction, etc., recorded 

on the patient's hospital record, the woman was not 

included in the study. If there was any referral for 

psychiatric consultation during hospitalization in the 

immediate postpartum period, the patient was not 

included in the study. 

No preexisting medical problem that would predispose the 

subject to pain: If there was any presence of p~eexist

ipg medical problems which the subject may have had 

that would predispose her to pain, such as broken 

bones, the subject was not included in the study. 

Infant: The mother's infant had to be under no medical 

treatment other than routine newborn care and observa

tion. If the infant was under phototherapy or anti

biotic therapy or if the baby was being cared for in 

Neonatal Intensive Care Unit or Intermediate Care Unit, 

the mother was not included in the study. The baby had 

to be either assigned to rooming-in or the normal 
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newborn nursery. If for some reason the baby was not 

discharged with the mother, the mother was not included 

in the study. The birth weight of the infant in both 

groups had to be over five pounds. This was included 

because to room-in the infant must weigh over five 

pounds. 

8
The treatment of data differed from that stated in the 

formal proposal for this study. Parametric instead of non-

parametric tests of .significance were used. This was done 

because it is less difficult to reach significance levels 

using parametric tests than nonparametric tests of signifi

cance (Polit & Hunger, 1978) • Thus, it was reasoned that 

if significance could not be demonstrated using a para

metric test, it would not be necessary to further analyze 

the data with a nonpararnetric test. 
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