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Abstract 

) 

Hi 
Psychology 

Early abortion by suction-curettage under local anesthesia is a safe procedu-

re. However, most women experience some degree of pain, alth~ugh wtde variations 

are frequently observed. The present study examined the charact~tics of pain 

during and af'Îer first-trimester abortion and attempted to explain the sourc~s of 

inter-individual variability in pain and distress reports. Pain was assessed in 109 

patients with the McGill Que~tlonnaire, visuai analogue and verbal rating scales. The 

resuJts suggested that abortion pain scores ranked among moderately severe types of , 
'II '1 

pain. Correlational/regression analyses revealed significant correlates and predictors 

of abortion pain. These included age, education, depression, ambivalence, trait and 

state anxiety, moral and interpersonal concerns as weil as medical features such as , 

retroverSlon of the uterus, dysmenorrhea and gestational age. The determinants of 

emotional responses before and after pregnancy termination were also explored. 
"'IItr 

Moreover,.... ambivalence, preoccupation with abortion, fear, expectancy of pain and 

lack of social support significantly contribu1ed to greater anxiety and depression 

before abortion. Although average scores demonstrated significant decreases in Jevels 

of anxiety and depression two weeks after ab~rtion, several features were found to 

bl related 10 -prolonged negative mood, namely trait anxiety, negatively perceived 
o 

staff attitudes, ambivalence, young age and the, partner's absence. Possible _ jnt~r,-

pretat}On5'~and implications of these findings as well as suggestions for future 
... 

research are discussed. , 
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J..a Oouleur de l'Avortement: Une Etude des 
.' 

Prédicteurs Psychosociaux et Médicaux 
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iv 
Psychologie 

L'interruption volontaire de grossesse par suction-curettage sous anesthésie 

locale. est une intervention qui pose peu de danger. Cependant, la plupart des femmes 

éprouvent de la douleur, quoiqu'à des degrés très divers. La présente étude a 

examiné les caractéristiques de-,,-'la douleur au cours et suite à l'avortement, et a 

tenté d'expliquer les sources de' la variabllité inter'::individuelle.- Cent-neuf patientes 

ont évalué leur douleur à partir du Questionnaire de \4cGlll ,sur la Oouleur et 
• • 

d'échelles d'intensité de types analogique et verbal. Les résultats montrèrent que la 

douleur \jurant l'avortement est relativement élevée. Les· analys~s multivariées de 

corrélation et de régression révélèrent plusieurs indices significatifs de- prédict'ion 
\ - -

des mesures de douleur. Ceux-çi comprenaient l'Age, l'éducation, la dépression, , 

l'àmbivalence, l'anxiété liée à l'état et à la_personl)alité, les problèmes moraux et 

interpersonnels ainsi que certains facteurs médicauxs tel's la rétroversi/)n de l'utérus, 

la dysménorrhéé et la durée de la gestation. Lei... indices associés aux réponses , 

émotives avant et après l'avortement furent également explorb. Les résultats 

indiquèrent que l'ambivalence, la rumination, la peur, -l'anticipation de la douleur et 
\ . 

le manque de support social contribuaien( aux cotes élevées' "ii'anxiété et de ,- -
dépression avant l'intervention. Bien que les moyennes démontrèrent une diminution 

sensible des niveaux d'anxiété et de dépression deux semaines après" l'avortement, 

, plusieurs facteurs se révélèrent reliés aux troubles prolongés de l'humeur. Ceux-çi .;, 
...J 

incluaient: l'anxiété liée à la personnalité, le jeune âge, la perception négative des 

attitudes des intervéna~ts, l'ambivalence face à la décision d'interrompre la 
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grosseSse et J'absénce ~u par,tena~re. les interpr4§tations et les implications de ces 

'\ 

r'sultats et les sugg~tions pour le_~cherch~s futu!,es sont discutées . 
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INTRODUCTION 

The complexlty and the dlverslty of pain phenomena, and the Jr~adequaCies 

t 

of 'tradltlOnal sensory formulations of pain perception led Melzélck and \\all (1965) 

to propose a JTlodel of pain mechanlsms WhlCh mtegrates knowledge at many levels 

of sClentlflC mqulry. The Gate-Control Theory (Melzack & Wall, 1965; Melzack & 

Casey, 1968; Melzack & \\' ail, 1982) contends that pain perception IS medlated by 
"\ 

mteracting processes at multiple sites of the central nervous system. This concept 

of mteraction between diverse tI10dulatmg Influences has provlded the framework 

for IntegratIOn of the sensory, motlvatlOnal-affectlve and cognitive dimensIOns of 

pain, as weil as a paradlgm for the muludlsclpllnary pain cIlnlCS whlch assess and 

treat pam problems from a broad neurologlcal, psychol~glCal and social perspective. 

Psychologlcal factors whlch were Ignored or relegated to a secondary role 

by the sensory or "speclficlty" theory of pain are now se en as a major Influence in 

chnical pam phenomena (Merskey & Spear, 1967; Sternbach, 1974), and older 

dlchotomous notions. of orgamc versus psychogenlC pain (Walters, 1961) are bemg 
0t "4.0- / 

replaced by models whlCh' emphiislze/multlple contlnuous dimenSIOns (Chapman, 1977, 

1978b; Duncan; Gregg & Ghla, 1978; Reading, 1982a). The definit/on of pam adopted 

by the International Association of the 5tudy of PaIn WhlCh descnbes pain as "an 

unpleasant sensory' ahd emotlOnal expenenc wlth actual or potential 

tissue damage, or d'escrIbe~ In terms of such reflects the emphasls on 

experiential quahtles and psychological processe. Questions about the personal 

meaning of pain to the sufferer, declsion strategies for copmg wlth stress and 

discomfor:t, and personal -and social context factors have become recognlzed as às 

important modulators of pain perceptiOfl, and have resufted in new strategies for 
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pain assessment and man.agement (Barber & Adn~n, 1982; Craig, 1984a, 1984b; Turk, 

Melchenbaum & Genest, 1983). 

1 

Overvlew of the Present Study 

Over 1.6 million pregnancles are voluntarlly termmated each year 19 

Amenca (T'letze, 1983). In the past 25 years, severaJ countries 10 Europe, ASla and 

the UnIted-States have amended thetr Jaws, based .on pubhc health measures, to 

safeguard \vomen from lharmful, iJlegally mduced abortions. Early pregnancy 

termmations have become common medlcal procedures, performed ln out-patient CI 

-gynecologlcal services or non-hospltal clinlcs. Dilatation and suctlon-curettage IS 
( 

the principal method of abortlon, and IS most frequently carried-out under Jocal , 
anesthesia in Amêrica (Gd mes, J 985; Grimes & SchuJz, 1985). Despite the 

prevaJence of pregnancies t,trminated by induced abortions (one abortion is 

performed for every four live births), very little empirical research has investigat~d 
, 

the nature of pain during and after thlS intervention, its management, or the facto'rs 

that contnbute to ItS vanabl1lty. -
Abortion provides an interestmg paradigm to study acute cJinical-

ia'rogenic pain. It shares sorne of the advantages of the laboratory in its brief 

duration (the complete procedure takes about fifteen minutes), situational 

dependency, identifiable externaJ source, and stimulus control (oper~..!ive techniques 

being essentially slmilar from one patient to another); and, at the sa",!e time, it is 
. 

similar to dinical pain in that it is accompa~ied by personal meaning and 

involvement, is often em"otionally charged, involves the subjective risk of tissue 

damage and can induce suffering. However, abortion pain is difficult to study, due . 
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to the intlmate and rapldly changsng nature of the experlence, and the personal and 

sociologlcal slgmflcance of the event. 

Furthermore, abortlOn 15 a unIque medlcal procedure" often involvsng 
""4-

psychologlcal perspectIves more complex than those prevalhng sn the tradltlonal 
, 

physician-patlent relatlonshlp. There are numerous legal, polltlcal, theologlcal and 

moral issues whJch can Impsnge on the attitudes of the servlce-provider and the 

women 'expenencmg the termlhatlOn of an unwanted pregnancy (Adler, 1982). In the 

penod followmg Wofld War Il through the 1960's, there was the strongly held bellef 

among many physicians that abortlon w~s a> traumatlc expenence. ThIs assertion was 

often based on single case hIstories and on Impressionlstic studles whlch dlsregarded 

the vast number of women who dld not come to psychotherapeutlc attentIon after 

abortion (see David, 1972, 1982, 1985; Osofsky & Osôfsky, 1973). LegIslative and 

judicial changes in the 1970' 5 have been associated with a growth of better 

designed studies on the psychological sequelae of abortion, many of which indicated 

" that the predominant response immedlately after early legal abortlOn 15 emotlonal 

relief. Although negative effects rarely occur,' abortlon represents a cnsis 

intervention, an Imperfect solution at best, to the confhcts and stresses that arise 

from an unintended pregrrancy. In thJS pe~5pective, a wlde range of tteresung 

psychological and social issues can be explored to help Identlfy the factors 

associated with emotional responses before and after abortion. 

The ltmited nature of the results from previous research on abortion pain 

stems partly from problems 10 pam measurement, and partIy from the scant , 

attention devoted to the psychological, social and medical factors which may 

influence the experience of pain. The scardty of the literature on abortion pain, 

however, stands in sharp contrast to the great number of studie~ on women's 

, 
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charactetistics, attitudes, ·feelings and psychosocial factors that delermine their 

post-abortion emotional responses and satisfaction with the decislon. 
, !-<' 

Although nearly one in .• , every fort y women termmate an unwanted 
! 

pregnancy each year CU.S. statlstlcs, Henshaw &: O'Reilly, 1983), very little is known 

about pain 11\ abortlOn, its management and the characteristics of women most at 

risk to experience high levels of pain during or after the procedure. The primary 

objective of the present study was to systematlcally document the intensity and 

char,acteristics of pain in first-trimester abortion by suction-curettage with 

paracervica1 block. Fur~hermore, the contributions of the patients' demographic, 

psychologieal, social and medical features were explored in order to understand 

sorne possible sources of inter-individual variab1Jity in abortion pain. Final1y, 

another major consideration in this study was to investigate the psyc~ologieal 
~ 

reactions of women before and after abortion. Although a considerable body of 

research has been devoted to the psychologieal consequences of abortion, the 

present study provided a valuable opportunity to reexamine the background and 

psychosocial factors likely to predispose to adverse outcomes at short-term 

foUow-up. The following sections review the literature on the social, medlcal and 

psychologieal aspects of abortion', and on issues relevant to the study of acute pain. 

Abortion: Medical pr.ogress and Psychosocial Implications 

Social Context 

An unwanted pregnancy which terminates in at,ortion is a life event 

,..experjenced by -a large number of womén. It is estimated that fifteen percent of 

American women of chiJdbe~ring ag~ have had a legal abortion (Henshaw &: O'Reilly, 

1983; Tietze, 1983). Abortion is probably one of the most prevalent methods· of 
~ . 

, 
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effective fertihty reguJation (Shain, 1982). Throughout recorded history wom~n have 

resorted to induced abortlOns to termlnate unwanted pregnancles, regardless of 

rehglous or legal sanctions and ohen at conslderab le risk (David, 1981). Although 
, 

sporoaneous abortions oecur frequently and often dlstress the women eoncemed, 

They have not generated the controversy or emotlon assoCiated wlth the topie of 

induced abortlOn. Indueed abortlon IS a voluntary act that can be Interpreted either 

as a baSIC right of al! women or a threat to fundamental sociaJ Institutions like 
Q 

marnage and famlly. Societles dlffer ln the extent to which abortion is legally, 

religlOusly or socially accepted and any attempt to understand the , 

psycho-soclo-medlcal aspects of abortlOn must therefore attempt to understand the 
t 

wlde eontext ln whlch abortion occurs. A~ong the countnes of the worJd, the legal 

status of abortlOn ranges from complete prohibition (as ln Musllm eountnes of ASla 

and in two-thirds of the countries in Latin America) to eleetlve aboftTon upon 

request of the pregn~nt woman, within' certain detined li mits (as ln the United 

States, Denmark or Sweden, WhlCh do not aHow termination after 24 weeks of 

gestation, defmed as the age of. vlablIJtity of the fetus, except ln cases of severe 

malformatIOn). 
\ 

Abortlon us~d to be a personal drama, lived sl1ently and secretly, but this 

has .changed ln the last decade in man y countries: abortlon has become a popuJar 

issue, receiving eoverage from the mass media and debated openJy. The battle to . ..... 
.. 

liberalize abortion laws has been based on, considerations tPf public heahh (to 

combat iUegal, abortlOn with its associated morbidity and mortali,ty), social justice 

(to give. poor women access to abortion prevlousJy avaJlable onJy to the weJJ-to-do) 

and women's r'ights (to secure a postulated right of ail women to control their own 

bodies). However, it has met with considerable resistance from governments as weil 
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as reJigious and professional groups that have obJected to abortion on demographic, 

moral and health grounds CCaJJahan & CaJJahan, 1984; David, 1978; Luker, 1984). 

--,. 
ln 1973, the UnIted States Supreme Court legalized abortlOn, ruling that 

the decislon to terminate a first- or second-tnmester pregnancy (up to 20 or 24 

weeks from last menses) 15 left sole}.y to the woman and her physlclan. ThIS has, 

however, set the stage for acrimonious national debate and politlcal confrontation 

which show no sign of abatlng (Rosoff, 1985). In Canada, a restrictive law was 

modestly JiberaJized in 1969 (as was the British AbortlOn Act of 1967), and permits 
" 

, termination o~~gnancy only in hospitaJ~ and only if a comm~ttee of not fewer 

than three physicians certifies that the continuation of the pregnancy "would or 

would be likely to" endanger the life or health of the pregnant woman. By 1980, 

however, only 39% of all public hospitals in Canada had eslab1ished abortion 

committees and 19% of these hospitals reported that no abortion had been 

performed furing that year (Tiêtze, 1983). As a result of the lImited access to 
• T ' 

abortion services in Canada, the average mterval between the woman's request and 

the performance of the procedure was about elght weeks (Cagada, 1976, in Tietze, 

198). Such delays, howe~er, expose women to higher nsks of comphcations, sinœit" 

is estimated that morbidity rises by 20% with each additional week of pregnancy 

(Cates, SchuJz, Grimes & Tyler, J 977; Frank, 1985; Frank et al., 1985; Grimes & 

Oates, 1978, )979; Hogue, Cates & Tietze, 1982; Lewit, 1982; Tietze, 1983). 10 

apparent disregard of the national legislation, the provincial govemment of Quebec 

has alJowed private cJinics to operate Ce.g., Morgentaler, 1973), and has funded over 

S,.500 \abortions each year in non-hospitaJ cJinics in Montreal and elsewhere in 

order to secure safe, accessible and early terminations of pregnancies • 

) 

, 
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Medical Oevelopments 

World-wide experience has conflrmed that flrst-trimester abortlon by 
, 

vacuum-curettage is, m skJlled hands, a ml~or surglCal operation assoclated with a 

10w incidence of morbJdity, such as hemorrhage, infecuon, and uterme or cervical 
.. 

damage. Exte~slve evidence suggests that 10ng-term sequelae on fertJ1tty and 

subsequent pregnanCles are also rare. 

Gnmes (1985) reports that 90% of all abortions in 1981 occurred within the 

flrst-trimester of pregnancy, i.e. at 12 tveeks or earlier, and over half at 8 weeks 

or earlier, and were performed by suctlon-curettage (also termed vacuum aspiration 

--curettage, suction D & C, dJ1atatlon and extraction, or 0 & E). Most commonly,. 

these abortlOns are carned out under local anesthesia (Castedot, 1986; Grimes & 

Schulz, 1985; Lewlt, 1982). Accumulatmg expenence has made It c1ear that lower 

morbldity and mortality rates are obtained with mstrumental evacuatio,!:l procedures 

under local anesthesia compared to general anesthesia (Andolsek et aJ., 1971; Cates 

~t al., 1982; Grimes, 5chuJz & Cates, 1979; Peterson, Grimes, Cates & Rubin, 1980, 

or Jabour-inducing methods of amniotic salme or prostaglandm instillation carried 

out after 16 weeks of gestation (Cates & Gnmes, 1981; Cates & Tietze, 1978; 
\ 

Grimes & Cates, 1979; Frank et al., 1985). 
:'l 

Although uterine evacuation can be achleved safely and sl.mply by suction 

aspiration under local anesthesia, recent research has focussed on the dev,elopment 

of chemical abortifacient5~ that can be used In early pregnancy, or as a routme 

method of contraception (Baird & Cameron, 1985). 50 far, the only methods which 

appear promising are those which act directly on the smooth muscles of the uterus, 

, such as" prostaglandins, or those which inhibit the synthesis of progesterone or 

antagonize its action on the uterus, such as "antigestogens" or "antiprogestin 

st.eroids". Baulieu (1985) demonstrated that antiprogestin agents (e.g., RU 486) have 
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an action simiJar to prostaglandm compounds, since they also act on the uterine and 

cervical mucosa to mcrease myometrl~ contractihty and aHow the detachment of 
t 

the trophoblast. While antlprogestatlonal agents or prostaglandin suppositorJes may 

be appeahng non-surglca! methods of "menstrual regulatlon", thelr Important 

side-effects (abdominal cramps, vomltlng, nausea, blood loss) and thelr hmlted 

efficacy (with rates of 30-60% mcomplete abortion) still preclude the general use of 

such agents (Baird & Cameron, 1985; Bygdeman, 1984; Bygdeman, Chrlstensen, 

Green, ~eng &. Lundstrom, 1983; Foster, Smith, McGruder, RIchard & Mclntyre, . , 

198'5; Kovacs et al.,1984; Rosen, Von Knorring, Bygdeman &. Christensen, 1984). 

6 

Pain ln Abortion: Clmical and Research Picture 

11 is esumated that nearly 90% of abortions in the United-States and 

Canada are' performed by vacuum-curettage under local anesthesia (Grimes, 1985; 
,-

Grimes &. Schulz, 1985; Tietze, 1983). Although pain control may be achieved by 

general anesthesia, considerable evidence suggests that this method is associated 

with higher complication rates than local anesthesla (see for example, Cates et al., 

1982; Grimes et al., 1979; Gnmes &. Schu1z, 1985; Peterson et aL, 1981). Most 

textbooks recommend the use of local anestheucs alone (Burnhill &. Levin, 1976; 

Hern, 1984; Hodgson, 1981; Sciarra, 1982), although a few authors recommend 

a~ditional sedation or narcotic analgesia to achleve better control of pam (e.g., 

Castedot, 1986; Corli et al., 1984). However, the effectiveness of adjunctive 

analgesic pre-medication remains stiJl to be investigated. Moreover, decisions on the 

choice of pain-relief method may weB be contingent on the functional value 

attributed to pain: drugs which. interfere with the ~arning signal provided by pam; 
) 

which coli Id alert the physician of serious complications (such as cervical in jury , , 

perforation, uterine hypotonia or hemorrhage) may not be considered satisfactory 

\ 
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methods of pam management m abortlon (Burnhlll & Armstead, 1978; Hern, 1984). 

Fmally, medlcaJ professlOnals may be reluctant to admln1ster narcotic drugs m 

outpatlent settmgs, ,ciue to fear of respiratory depresslon or of prolonged mental 

cJoudmg (Bomca, 1979; Stlmmel, 1985). 

ChmcaJ observations of the pam expenenced dunng abortion with 

paracervical blocks has been descnbed as non-existant (Connor & Bepko, 1964; 

Stra~sz & Schulman, 1971), mlld (Hern, 1984; Hodgson, 1981; Penfleta, 1971), 

discomfortmg (Frymlre~ French, 1974) or moderate, though sometimes severe 

(Smit~, Stubbfefleld, Chlrchlr11Jo & McCarthy, 1979). These words represent 

considerable variation ln women's perception of abortlon pain, and thls variation 

cannot be related smip!y to the sensory stimulatIOn that results from the mjectlon 

of the local anesthetic on the cervical ring, the dilatatlOn of the cerVIX, and tne 

aspiration and curettage. However, very few invéstigators have examined the 

sourc;:es of thJS varlabllJty, which couJd be due to patient medlcaJ character:lstics 

such as parlty, prevlOus abortlOns or pelvic dysfunctlons, to dlHerent medlcaJ 1> 

procedures such as the degree and type of cervICal dllatatlOn, or to psychological 

variables. Only two studles report that ~edJcal features influence pain in earJy 

abortlon (Smith et al., 1979; HeJsterberg et al., J 982). 
\ 

Only four studles attempted to quantlfy the subjective mtensity of pain UT . 
suctlOn-curettage abortlon (Corli et al., 1984; Smith, et al., 1979; Suprapto and 

Reed, 1984; 5tringer, Anderson, Beard, Fairweather & Steele, 1975), white two 

others measured pain mdirectly, using the operators' or the attending nurses' 

estimates of patients' discomfort (Frymire & French, 1974; Strausz & Schulman, 

1971). Although a relati~ly lar ge number of studies from Europe have examined the. 

comparative effëctiyeness of various short-acting riarcotics or barbiturates for 

\ 



o 

•• 

>. 

- 'j .l V'":.t· .. - ~\t, ,:"t1' - ,.~ ~-~l, _. --- ....... ~. -- ·'·f -. 

10 
\ 

general anesthesia, the most frequently uSed outcome measure In such investigations 

has been the-. incidence of paIn reactions un-àer anesthesia and ln post-abortlon 

recovery, of slde-effects su ch as nausea, vomiting (e.g., Ogg, Jennings & Mornson, 

1983) or the number of days wlth post-abortlon pain (Helsterberg et a1., 1982), 

rather than subjective accounts of pain Intenslty. 

Most studles on pain in first-tnmester abortlon have used only single 

intenslty scales. One of the earliest studl'es on the effectlveness of paracervical 

blpcks, in which patients rated thell" level of pain on a verbal intensity scale, 

demonstrated that signiflcantly less pam is expenenced by patients who received 

local anesthesia than those who did not receive a block (Stnnger et al. 

Nevertheless, 43% of the women ,reported moderate to severe pain desplte 

" 
anesthesia. More positive c~~c1usions were reported ln previous studies, which used 

ratings of discomfort or of the quaJity of anesthesla recorded by the physiCians or 

nurses (Frymire & French, 1974; Strausz & !ichulman, 1971); usmg measures of 

unktr'own reliabihty and validity, it was estimated that less than 25% of women 

experienced moderate ta severe discomfort dunng the intervention. 

- l-1n one of the most ~enslve studies to date on pain ln flrst-trimester 

abortion, Smith et al., (1979) used standard verbal intenslty scales to obtam the • 

patients', the physlcians' and the nurses' ratings of pain. Their study of 2,299 

women was also tllf flrst to quantify the relative painfulness of dlff.erent stages of 

the abortion procedure (e.g., pelvic exammatlon, injection, dilatation, aspIration and 

curettage). Their findings demonstrated that vacuum aspiration was the most pamful 

J stage of the procedure, followed by cervical dilatation and curettage, and that the 

youngest patients (17 years of age or less) and women who had very early (4 to 7 

weeks) or late (12 to 1.5 weeks) abortions experienced more pain during abortion. 

Furthermore, the patients' ratings of j pain revealed that, in spite of paracervical 

, . -
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blocks, 46( of womln reported moderate le~els of pain and 34%~ had'~.evere or very 

---Sever~ pain dunng the procedure. Aithough adequate levels of agreement were 
1 

obtained among the various staff' s ratings~ only moder a tely signifieant correlations 

were obser~ed between the patients' and observers' pain measures. This remains the 

tirst study whieh examined the influence of medlcal factors, such as the gestational 

age and degree of dilatation, in subjective paIn experienced in abortion. The role of 

obstetrieal or gynecological antecedents was, however, not assessed. One other 

study examined the role of medical antecedents in pain foJlowing. abortion under 

generaJ anesthe'sla (Heisterberg et al., (982). The results of thiS' study revealëd that 

women who had a history of dysmenorrhea or of pelvk inflammatory dlsease 

reported more da ys of pain following first-trimester abortion. No relationship was 

found between the number of days with post-abortion pain and age, parity, 

gestational age or previous abortions. 

Taken together, the results of the studies presented in this section 

indicate that the majorlty of women experience sorne degree of pain during abortion 

by vacuum-curettage wlth paracervical blocks. A major problem which may account .r 

for the inconc1usive and !iOmetimes mconsistent findings has been the lack of 

adequate methods to measure pain. An equalJy important problem in this research 

area has been the general lack of consideration of psychological and social factors 
) 

that have been shown to influence paIn and whie'h may be determinants of the pain 

experience in abortion. 

Research 50 far has faHed to use multidimensional measures of pain or to 

assess the relationships between pain during abortion and demographie, 

psYChologieal, social and medical characteristics. The greaier access to safe, early 

abortions in several countries now makes it relevant to assess the efficacy of 

current medical (P-Qçedures as weIl as to examine the sub~ctive experience of 
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dlscomfort or pain assoclated wlth abortlOn. Moreover, abortlOn IS an event ohen 

characterlzed by a number of stresses and confllcts whlch anse from the unmtended 

pregnancy Itself, It5 possible Impact on the future lite of the patient, and from the 

social and moral sanctions agamst abortlOn. The Influence of each woman 's 

emotlonal copmg prIor to abortlOn on her subjective experaence of pain also relJ1ams 

to be explored. 

PsychologJCal Consequences of Abortlon 

Few SOClOmedlCal problems whlch deal wlth the psychoJoglcal consequences 

of a medlcal intervention have recelved more attention than abortlOn. A huge 

Ilterature has grown ln vanous disciplines on the psychologlcal and SOCIal 

characterIstlcs of abortlOn:'seekers, and on the psychosocial sequelae of abortlon 

and ~f demed requests for abortion (for reviews see Cates, 1981; FIga-Talamanca, 

1981; Forssman & Ihuwe, 1966; Handy, 1981; Gibbons, 1984; Matejek, Dytrlch
i 

& 

Schuller, 1985; OIson, 1980; Osofsky & Osofsky, 1973). Several methodological ti~ __ -.. 
~ 

. however, complicate the interpretation of results 'Of many studles. "-

Some of the inadequacles in the publtshed research may be summarized as 

follows: 

1) There is a tendency to treat women seeking abortlon as a homogeneo~s 

group, making' no distinction between multiparous, marned women and young, smgle, 

nu111paras; studles which have explored differences among these subgroups of women 

have used univariatl statistics rather than multivariate "analytical designs, m~king 
systematic interpretation of the results problematlc. 

2) There is â lack of defimt10n of the concepts which are studied; words 

-"î such as "guUt", "regret", and "depre5sion" are used interchangeably with no attempt 

to define their meaning. The difficulty of measuring psychological morbidity IS 
~ 

evident from the many terms used 'to describe symptomatology and behavioral 

~>I' 
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patterns. Symptoms may be vlewed as gullt (Ashton, 1980; Pare &: Raven, 1970), 

regret (Lask, 1975), adJustment in marital and inter.personal relationships (Ashton, 

1980; Greer, LaI, Lewis, Belsey & Beard, 1976), or may èncompass severe forms of 

depression, mania and psYChOSIS (Brewer, 1977; David, 1972, 1985). 

3) VarlOus techmques are used to quantlfy psychological sequelae. Sorne 

studles employ 4- to 7-pomt rating scales, as part of patient questionnaires 

(Bracken, PhJl, Hachamovltch & Grossman, 1974; Bracken, Klerman & Bracken, 1973; 

Freeman, 1977, 1978; Moseley, Follmgstad & Har\~y, 1981; Payne, Kravltz, Notman 

&: Anderson, 1976; Shusterman, 1979) and general practitloner questionnaires 

(Ashton, 1980), or are based on mtervlews Q.y doctors or psychlatrlsts (Pare & 

Raven, 1970; Lask, 1975; Schmidt & Priest, 1980). Others have adopted a vanety of 

pe~sonality and psychologlcal tests, suc!\' as the Minnesota \I1ultiphasic Personality 

Inventory (MMPI), the Symptom Check List (SCL-90), the 'v\ultiple Affective Adjec-

tive' Check List (V1AACL), the Hamilton Ratmg Scale 'or the Eysenck Personality 
.s 

Inventory (EPI) (Ashton, 1980; Belsey, Greer, LaI, Lewis &: Beard, 1977; Freeman, 

Rlckels, Huggins &: Garcia, 1980; Gre~r et al., 1976; Lask, 1975; Moseley et al., 

1981; Niswander, Smger &: Singer, 1972). 

4) S~udles also vary considerably in timing of assessments and in len\ths of 

follow-up, ranging from one hour post-abortion (e.g., Bracken, et al., 1974; Major ~ 

Mueller &: Hlldebrandt, 1985), .3 to 6 months (Lask, 1975; Osofky &: Osofsky, 1972, 

1973; Payne et al., 1976; Peck &: \t1arcus, 1966), and even .3 to. 4 years (Ekblad, 
,f\.; 

1955). 

5) Finally, results obtamed from one sodo-cultural setting may not ·be 

applicable tQ others, and past research, even when adequate, may prove no longer 
, 

vaUd since attitudes and laws toward abortion are changing rapidly. 

.~ .. 

, . 
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Numerous researchers have described women's feelings before and after 
1 

abortion (Belsey, et al., 1977; Freeman, 1977, 1978; Freeman, et al., 1980; Greer et 

al., 1976; Osofsky & Osofsky, 1972), the dedsion-process (Bracken, et al., 1974; 

Bracken & Kasl, 1975; Bracken et - al., 1978; Friedlander, Kaul & Stimel, 1984; 

Lewis, 1980), the psychological side-effects {Brewer, 1977; David, Rasmussen & 

Holst, 19814 David, 1985>, and the factors that place some women "at risk" for 

adverse emotional reactions (Adler, 1975; Belsey et aJ., 1977; Bracken, et al., 1974-; 

David, 198.5; .,freeman,' 1977; Friedman, Greenspan &:: \1ittleman, 1974; Lask, 1975; 

~ ---Major et al., ~8,5;floseley ~t al., 1981; Payne et aJ., 1976; Shusterman, 1979). In 

o 

. 

o 

... 

spite of sometlmes loosely defined psychological concepts and wide variations in 

méasutes, analysis, interpretation and length of foJlow-up, most studies tend ta 

\ --
indic;at~ that anxiety, depresslon, ambivalence, and fearfulness are frequently 

" . 
répOrted before first-trimester abartion. The majority of studies also clearly 

suggests that most women experience an improvement in psychological status 

following termination, possi~'--.s a result of the relief fram the emotional distress 

of an unwanted pregnancy. The, .incidence of negative psychological or psychiatrie 

sequelae appears to be remarkably 10w; in fact, it is as 10w or lower than the 

incidence for women during full-term pregnancy or post\partum -CBrewer, 1977; David 

et al., 1980 •• 

However, it has also been recognized that a small proportion of women 

experience considerable distress follawing. abortion. Several authors have emphasized 

a number of factors which predispose to an adverse outcome. These include: 

ambivalence towards termination, coercion, multiparity, young age, un_~upportive 

attitudes of. family, partner and professionals, a history of psychiatric illness, 

religious and cultural beliefs about. abortion, medical indications for termination 

(Adler, 197.5; Ashton, 1980; Belsey et al., 1977; Bracken et al., 1974, 1978; David, 

~l/.' ,' __ -
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1985; Freeman, 1977, 1978; Friedman et al., 1974; Greer et al., 1976; Lask, 1975; 

Moseley et al., 1981; Payn(> et al., 1976>, and late abortJOn by labour-Inducmg 

methods that Involve the blrth of a dead fetus (Kaltrelder, Goldsmith &. Margohs, 

1979; Osofsky & Osofsky, 1973; Rooks &. Cates, 1977). However, few studles have 

assessed the multlvarlate contributIOns of several of these factors ln the prediction 

of pre- and post-abortlOn emotlOnal responses based on standardlzed measures of 

known rellabliity and valtdlty. 

OveraIJ, revlews of the hterature suggest that psychologlcal sequelae are 

... rare and usuaJly short-JJved. In -splte of considerable eVldence that many women 

experlence emotlOnal dlstress before abortion, as weil as substanual amounts of pain 

dunng suctlon-curettage, It 15 surpnsmg that there 15 so httle research on the role 

of psychoJogical and social van·ables on the subjective expenence of pain dunng 

aboruon. 

, 

~ 

Acute pam: Charactenstlcs and Psychologlcal Asp~cts 

Acute pain refers to algeslc sta~es of relauvely short duratJOn and whlch 

usua,lly have a well-defmed cause and a charactenstlC tlme course. Bonlca (1979, p. 

15) descnbed Jt as a "constellation of perceptual and emotlOnal experterrceo;, 
~ 

assoclated wlth certain autonomic, physlOloglcal and behavloral responses, whlch 

dlsappear after healmg or termlnatlOn of the noxlous or tissue damagmg 

stimulation". The rapld onse~~f pam, usually accompanled wlth reflexlve withdrawal 

and particular patterns of non-verbal and verbal behaviors, is referred to as the 

phasic component of acute pam, and the longer-lasting pain which persists for 
( 
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variable periods of time untiJ healmg takes place is the tome component (Melzack, 

& Dennis, 1980). 

The phYSlOloglcal, behavioral and psychologlcal effects of acute pain have 

been extenslvely descnbed by several authors (Bonica, 1977, 1979; Chapman, 1978a, 

J 978b; Sternbach, J 974, J 978, J 984). In general, acute pain of superflClal, cutaneous 

ongin is assoCiated wlth an activatlOn of the sympathruc-adrenerglc nervous 

system; although complex and varJabl~. these phYSlOloglcal responses lnvoJve 

cardlovascular and resplratory chantes (clevatlon of bJood pressure, tachycardla, 

penpheral vasoconstriction, mcreased oxygen çonsumptlOn, and decreased volume . . 
~ ass.oclated with hyperventllation), gastromtestmal mhibltlon, muscular contractIOn or 

spasm, pupillary dilation and sweating. When pain IS severe and related to visceral 

stress or disease, symptoms of collapse re1ated to parasympathetlc hyperactivity 

may occur: hypotension, br~dychardla, tremor, nausea or vomiting (Chapman, 1978a). 

The nociceptive stimuli for visceral pain usuaJJy consist of Jschemia, obstruction, 

spasmodic contractions, sudden or abnorma1 distentio\, or mflammation due to 

chemical in jury , and are assoclated- with deep hyperaJgesia and referred pam 

(Renaer, 1984; Renaer & Guzmskl, 1978) . . 
Behavioral responses to acute pain typlcaUy incJude verbalizations 

\ 

(screaming, moaning), faCial expressions (grimacing), escape or paJJiatlve behaviors, 

an increase or decrease in gross motor a~tlvity, specific postures or a combination 

of these (Bonka, 1977; Craig & Prkachin, 1983;, Sternbach, 1968). Increased 

it'ritability and social withdra wal are notable psychoJogical effects, along with 

anxiety and apprehension directed at the source of pain, its treatment or its 

possibles consequen~es (Bonka, 1977; Craig; 1984a; WaJJ, 1979). 
f 

" 

According to the Gate-Control Theory, intense stimulation of tissue 

activates the neural substrates of the ~el)sory-djscrjmjnatjve, affective-motivational 
\ 

• 
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and cognitIve components' of experience and behavlour (Melzack &: Casey, 1968; 

Melzack & Wall, 196.5, 1982). Thus, pam cal' be thought of as both a sensation of 

actua! or impendmg lnJury as weIl as a need-state whlch commands attention, 

prompts the search for safety, care and rest," and whl~h IS accompanled. by 

emotional responses of dlshke, fear, anxiety or depresslon (\\all, 1979). A!though 

sensory or "speclflClty" theorle~ have dominated the hterature on pain, and 

psychophyslcal studles have attempted to demonstrate a direct relatlOnshlp between 

percelved pam and stimulus mtensity, pain IS an extremely variable, personal, 

subjective expenence. lndeed, subjects who give highly rehable reports of the 

intE',Clslty of a stimulus may have dlfflculty If asked to report the' pamfulness of the 

same stimulus (Gracely, McGrath & Dubner, 1978), or may become more sensitive to 

the same stimulus m a cJmlcal settmg, presumably as a result of the different 

appraisal of pam signais (Dworkin &: Chen, 1982)., It. is mcreasmgly apparent, 

therefore, that pain requires a more comprehensive model than the classical attempt 

to understand it as a sensory experience provoked by external sources alone. '
~ 

After Melzack and-Wall (J 96.5) proposed that pam perception is the result 

of interactmg biologieal, physlologlCal and psychologlcal influences, substantial 

research has been devoted to the understandmg of mdlvldual differences ln pam 

experienee-;-~Izack and WaJl (1982), Craig (1980, 1984a, 1984b), Sternbach (1974, 

1978, 1980),and Weisenberg (1977, 1984) have provided excellent reviews of studies 

o 1 1 

and choieal observations that support the Vlew that pain sensations are strongly 

affected by ongomg stimuli, by events in the I,mmediate past, suggestion, and by the 

individual's beliefs, copmg st~ategies, mood, p~rsonal background, interpersonal 
..... 

context and meaning of the experience. 

Environmental str~ssors or major life changes that generate affective 

dÎstress have been found to decrease pain tolerance in laboratory subjects (Harney 
, , 
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& Brigham, 1984) and to exacerbate dinieal pain (Payne &. Norfleet, 1986; 

Sternbach, 1974; Welsenberg, 1977). Individuals' reactions to stress and pain are 

assumed to depend on the aj)praisal of personal and externat resourees and support 

systems (Craig, 1978, 1980, 1983; Mohamed, Weisz &. Waring, 1978; Neufeld &. 

Kuiper, 1983). Furthermore, the Interpretation of the events that precipitate pain, 

the nature of the in jury and its Jmpact on the person's life are now recognized as 

important determmants of responses to pamful stimulation (Turk et al., 1983). 

Fear, anxiety and neurotJClSm are usually associated wlth reports of 

increased pain or medieation requirements (e.g., Beek & Siegel, 1980; Chapman &. 

Cox, 1977; Klushman, 1975; Taenzer, 1983; Taenzer, M elzack &. Jeans, 1986; 

Reading & Cox, 1985). n ïiowever, the role of depresslOn in acute pain has only 

recently been expJored (Charlton, Klein, GagIiardl &. Heimbach, 19~3; Kent, 1984; 
"-' • f • 

Taenzer, 1983; Taenzer et al., 1986), although its association with chronic pain has 

been better docu mented (Boniea, 1979; Merskey & Spear, 1967; P ilowsky, Chapman 

& Boniea, 1977; Roy, Thomas &. Matas, 1984; Sternbach, 1974, 1978). 

Reviews of the literature on emotional and cognitive proeesses ln pain 
Q 

generally acknowledge that personal and situational factors greatJy Influence pain 

perception. A major purpose of the present re:.e~rch was to explore the relationship 

between pain associated with pregnancy terminatlon and a broad spectrum of 

individual variables which have been demonstrated to affect pain perception. This 

permitted the examination of demographic, personality, emotional and- cognitive 

features as weil as medical characteristics. The literature reviewed below will 

selectively focus on studies relevant to these aspects and will examine the 

laboratory and clinieat investigations on aeute pain of surgieal, obstetricat and 

gynecological origin • 

. - ,1 
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1. Demographie and Personal History Factors \ 

The following section reviews the evidence on the influence of age, ' 
(' 

education and previous experience on pain perception. Sex differences ~te widely 

believed to affect pain reports, but reviews of the literature (e;g., Chap!1lan, 1978a, 

1978b; Otto de Dougher, 1985; Weisenberg, 1977) have revealed that the results are 

by no means consistent. There is, however, a trend for women ta report lower 

sensation and tolerance thresholds than males. Investigations using signal.detection 

methods generally indicate that women have a lower response criterion to r,èport 

pain c"ompared to males (Clark &: Mehl, 1971). However, reports on sex lidifferences 

in dental surgery or post.aperative pain (Taenzer et al., 1986; Van Buren de 

Kleinknecht, 1979; Wise, Hall &: Wong, 1978; Wolter &: Davis, 1970) are inconsistent. 

The results of studies that examined the effects of age on pain threshold 

and tolerance in the laboratory are contradictory. Revj~ws (Chapman, 1978a, 1918b; 

Weisenberg, 1977) have suggested 'that this' is mast Iikely due to the differences in 

pain stimuli used. For example, for cutaneous pain, thresholds and tolerance appear 

to increase with age, but for deep pressure pain, they appear to decrease: For 

clinical pain, studies have frequently indicated that pain levels decrease with 
, 

advancing age (e.g., Johnson, Rice, Fuller de Endress, 1978), while others have found 

no differences (Garron &: Leavitt, 1979; Taenzer et .. al., 1986). 'For pain measured 

du ring labour, several studies report that pain decreases with advancing age in 

primiparous \\Iomen (Davenspo ....... Slack &··Bb~lan, 1974; Melzack, Taenzer, Feldrnan & 

Kinch, 1981; ~elzack, Kinch, Dobkin, Lebrun &: Taenzer, 1984.; Nettelbladt, 
d 

Fagerstrom de Uddenberg, 1976), and others found no signHicant relationship (Niven 
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ClinicaJ observations ~ave a1sO suggested that suction-curettage tends to 

be more painful for younger wbmen and teenagers (Bracken et a1., 1974; Cates, 

1981; Hodgson, 1981). One study whJch measured the patIents' subjèctive reports of 

pain during first-trimes~er abortion (Smith et al., 1979), has demonstrated that 

youngest patients, (15 years or less) experienced the most pam and the oldest (35 

and over) experienced the least. No relatlOnshlp was found between age and pain 

reports for women bet ween 16 and 34 years of age. Ho~ever, the authors did not 

report the correlatIons between pain ratings and age nor the partial correlations 

after controlling for the effect of panty or gravidity. 

Education 

Educational level, which is ohen used as an index of socio-economic 

status, has been reported to be correJated with pain. Higher levels of education are 

associated with lower clinicat pain levels (Davensport-Slack & Boylan, 1974;-

NettJebladt et al., 1976; Melzack et al., 1981; Taenzer, 1983) and higher pain 

thresholds for laqoratory pain (Schluderman & Zubek, 1962). Other studies found no 

relâtionship (Choinière,-1985; Larson & Marcer, 1984; Niven &: Gijsbers, 1984a). 

Previous Pain Experience 

Rising tolerance for experimentaltl'pain is frequently seen ~ pre-test and 

post-test designs (see, for example, Avia &: Kanfer, 1980), suggesting that previous 

experience with pain. enhances pain tolerance. In clinical pain, multiparous women 

(Melzack ét al., 1981, 1984; Niven & Gijsbers, 1984a) and women who experienced 

sever:e pain outwith childbirth (Niven & Gijsbers, 1984b) tend to report lower: levels 
\ 

of P.élin during labour. No relationship, however, has been found between the number .-

of previous'" operations and post-operative pain (Taenzer,\1983) .... 
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Multiparous women have also be~ observed to exp.erience less pain during 

abortion, although no study 50 far has reported the relatlonshlp between parity or 

previous abortlons and dependent measures of pain. While prevlous expenence of 

pain has been proposed to be an Important determinant of current experaence 

(Melzack, 1973), thls relauonship has recelved little attention In the hterature on 

'acute pain. ---
2. EmotIons and Pain 

The role of emotlon in pain perception and response h~s been recognized 

by pain theonsts (see Mel+ack, 1973; Melzack & Wall, 1982; Cral'g, 1984a, 1984b) 

and has received considerable attention by laboratory and cllnlcal invesugators. 

Anxiety and F ear 

Sternbach 0968, 1974) assigned a critical role to anxiety and stress 

associated with aversive stimulation. Anxiety (the anticIpation of threat or harm) 

seems to consi~tently emerge as a prepotent modulator of pain perceptIon and 1 

behaviour, and, in turn, can be stlmulated by pain experience. 

Anxiety réfers to a constellation of phenomenologlcal, behavioural ~nd 

physiological responses assoclated with dysphorlc mental states, whicll eJther 

characterize an mdlvidual's typical responses across a wide variety of sItuations or 

• emotional mstability (Trait-anxiety), or the indivldual's current, transient erri07ional 

status (State-anxiety). When the threatening obJect 15 known to the mdlvidual, the 

concept of fear seems closely related to situatlonal anxiety. 

ln Jaboratory settings, pain reports are typically not correJated_with 

anxiety (Chapman, 1978b; Chapman & Feather, 1973). The reJationship between 

sensory and tolerance threstMlllds for laboratory pain find trait and state anxiety has 

\ 
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been widely investigated, but the results have not been consistent. Some studies 
... 

report a decrease in thresholds associated wlth higher anxiety (Nlchols & Tursky, 

1967; Dougher, 1979; Schumacher & Velden, 1984), whiJe other~ report no eftect 

(Browne, Fader & Barber, 1973; Malow,1981). Studles usmg signal detectlon 

methodology have been mlxed regardmg the effects of anxlety on pain SenSltlVlty, 

but consistent m fmding that anxlety mcreases response bias to report the stimuli 

as painful (Dougher, 1979; Malow, 1981; Schul1Jaker & Velden, 1984). 

ln cJinical settings, where pain IS bemg expected or being expenenced, 

heightened anxiety IS typicaJJy found (Chapman & Cox, 1977; SpJelberger, Auerbach, 

Wadsworth, Dunn & Taulbee, 1973; Johnston, 1980). Furthermore, severa! studles 

report a poSitive relatlOnship between preoperatlve fear and anxlety, and 

post-operative pain (Martinez-Urrutla, 1975; Chapman & Cox, 1977; Scott, Clum & 

PeopJes, 1983; Taenzer et al., 1986), dental pain (Kent, 1984; Van Buren & 

Kleinknecht, 1979), and childblrth pain (Beck & Siegel, 1980; Bonnel & Boureau, 

1985; KJushman, 1975; Reading & Cox, 1985) • 

. _Many investigators have proposed a "pain-an XI et y-tension" cycle to account 

for some aeute and chrome painS, but sueh a mode! appears overslmplistlc, Jacks 

empirical support and does not take lOto aecount the specifie cognitive processes 

that contribute to pain (Beck & Siegel, 1980; Craig, 1984b; Welsenberg, 1984). 

Although preparatory information, relaxatIOn training, distraction and coping 

self-s.tatements have been ~ecognized as helpful in redudng distress and anxiety, 

reviews of the literature have revealed that several studies have not explidtly 

measured pain intensity, and among those which measured pain, many did not 

support the tffect of information on clinical pain experience (Rea.ping, 1979, 1982c; 

Taenzer, 1983; Tan, 19~2; Turner & Chapman, 1982). For example, althougtr·

prepared childbirth training is assumed .to reduce fear, tension and pain, recent 

\. . -



~ 23 

o 

studles have indlcated that the intensity of pam during I~our nevertheless remams 

extremely high (Melzack et al., 1981,1984; Nlven & GiJsbers, 1984a, 1984b). 

Clmical observations suggest that anxlety and fear produce greater levels 

of pain durmg vaccum-curettage abortlOn, but only one study (Smith et al., 1979) 

• measured pa?d fear durlng abortlon. No consistent relatlonshlp has been found 

betweeri patients' pain reports and nurses' ratmgs of pre-operatlve fear. However, 

the correlations were not reported, and subjective measures of fear or anxlety were 

not used. No study so far has reported the relatlOnshlp between standardlzed 

measures of j*e-abortlon anxlety and the expenence of pam dunng or after 

,abortlOn. 

DepreSSIOn 

Depressive mood has tradltlonally been associated with chronic pain states 

lioth as a précipitant (Gallemore & Wilson, 1969) and as a .reaction to prolonged 

suffering (Sternbach, 1968, 1974). Mor gan and Horstman (J 978), however, found that 

depressive scores contributed slgnlflcantly to the prediction of labor~~ory reports. 

Recent studles also reported mixed results on the relationship between depresslve 

affect and post-operatlve pain (Wise et al., 1978; Taenzer et al., ) 986) and chronic 

pain (Garron & LeaVitt, 1983; Magm, Salmi, deLeo & Ceola, 1984; Merskey & Boyd, 

1978; PlIowsky et a1., 1977; Roy et al., 1984). Whlle recent neurochemlcaJ research 

has uncovered mechanisms which may affect both depression and pain (King, 1981; 

Ghia, MueJJer, Scott & Mao, 1981; RosenbJatt, Reich & Oehr mg, 1984), studies of 
S • 

cognitive cop!ng style and, particularly, of cat~ophizing cognitions, suggest a 

psychological mechanism as well. Catastrophizing refers to thoughts or images 01 

impendtng threat' or disaster, or persona) powerlessness, and appears to be a 

• .. 
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studies have indicatecl that the intensity of pain 'during labour nevertheless remains 

"- extremely high (Melzack et al., 1981, 1984; ~iven & Gijsbers, 1984a, 1984b):

CHnieal observations suggest that anxiety and fear produce greater levels 

., 

af pain during vaccum-curettage abortion, but only one study (Smith et al., 1979) 

measured pain and fear during abortion. No consistent reJationshlp has been found 

be,tween patients' pain reports and nurses' rating~ of pre-operative fear. However, 
... 

the correlations W'ere not reported, and subjective measures of fear or anxlety were 

not used. No study 50 far has reported the relationship between standardized 

measures of pre-abortion anxiety and the experience of pain duri~ or after 

abordon • 

Depression 

Depressive mood has traditionally been associated with chronic pain states 

both as a precipitant (Gallemora & Wilson, 1969) and as a reaction to prolonged 
, 

suffering (Sternbac~, 1968, 1974). Morgan and Horstman (1978), howevèr, found that 

depressive scores contributed significantly to the prediction of laboratory reports. 

Reçent studies also repotted .,.mixed results on the relationship betweeA-depressive 

affect and post-operative pain (Wise et al., 1978; Taenzer et al., 1986) and chronic 

pain (Garron &:: Leavitt, 1983; Magni, Salmi, deleo &:: Ceola, 1984; "'erskey &:: Boyd, 

,1978; Pilowsky et al., 1917; Roy et al., 1984). White recent neurochemieal res~arch 

has uncoverecl mechanisms which may affect bath depression and pain (King, 1981; 

Chia, MueUer, Scott & \1ao, ~981; Rosenblatt, Reich &:: Oehring, 1984), studies of 

cognitive coping style and, particularly, of catastrophizing cognitions, suggest a 

psychalogical mechanism as weil. Catastrophizing refers to thaughts or im'ages of 
l ',.l.:.~ -- -

impendlng threat or _ disaster, or personal powerlessness; and appears ta be a 
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powerful rnediator of dlstress, anxlety, depresslOn and cltnlcal pain (Chaves & .. 
Brown, 1978; Taenzer, 1983). 

Although depresslOn, self -blame, gudt and sadness are frequently reported 

feelmgs among abortlOn patients, few studles have used standardlzed measures of 

depresslon, suèh as the Beck DepreSSIOn Inventory (Beck,' \\'ard, Mendelson & 

Erbaugh, 1961). Moreover, none was found that exammed the relatlOnshlp between -

pre-abortlOn depressi9n and pain durmg abortlOn. 
, 1 

The foregolng eVldence has stressed that affect and cognitions 

charact~~zed by obsesslve preoccupatIOn, pesslmlstlc and self-cntlcal thoughts, and 

feelIngs of bemg overwhelmed and helpless can produce enhanced subjective dlstress 

and pain. 

3. Cognitive and Social Aspects : 

, 
It is increaslOgJy recognized that the emotional qual1tles of the pain 

experience are partly determined by 
ft 

people's appralsaJ of the events that 

precipitate the palo, the nature of the lnJury and lts, Impact on thelr lives. Craig 

(l984a,1984b), Melzack ahd Wall (1982), Melchenbaum and Jaremko (1983), Turk et 

al., (1983) and Welsenberg J)984) have revlewed studles on the cognitive and social 

factors that Influence pain and stress. The cJasslC Il!l:IstratlOn of the impact of 

meanmg on pain perception was provlded by Beecher (1959), who contrasted the 

reaction patterns of in Jured soldlers and clvihans who had undergone surgery. 

Furthermore, pain assoclated wuh speclflc mjurles, dlseases or medlcal Interventions 

may have a -speciaJ significance to the indlV1dual, and may reflect bellefs that 
~ 

originate ln the famlly, peer groups, and community (Craig, 1978, 1980, 1983). The 

significance and desirability of a pregnancy, for example; were shown to be related 

to lower Jevels of pain in childbirth (Nettlebladt, 19,76; Niven & Gisjbers, 1984a). As 

1 
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predicted by the cognitive dissonance theory, the greater the indlvldual's 

commJtment to a cause 1Ovolvmg pain, the more hkely It IS that pain wIll be 

reduced (Zlmbardo, Cohen, Welsenberg, Dworkln &. Flr est one, 1966). AlthQugh 

ddflculty 10 reachmg a decl!.lon to seek an abortlOn and lack of sOCIal support have 

been recognlzed as contrlbutmg to pre- and post-abortlOn psychologlCal dlstress, the 

relationshlps between ambivalence, speClflc ethlcal, social or physlcal concerns 

about pregnancy termlnatlOn, and - pain 10tenslty durmg abortlon have not been 

Investlgated. 

Social Support 

There IS grow1flg eVldence that the amount of stress experlenced IS a 

function of appralsals of personal and external -FeSources and support systems 
~ 

(Leventhal. &. Nerenz, 1983; -N-êufeld &. KUiper, 1983), and that prlor personal and 

social expenences also 10fluence pam perception and expresSlOn (Craig, 1978, 1980, 
it 

1983). Studles on the soclai/ environmental factors that contnbute to chmcal pam', 
--Q 

however, have traditlOnally focused on chronlc pain populations. Poor marital, Job, 

social and sexual ad Justment are the most frequently reported fmdlngs <11) patients 

who have hlgher pam mtenslties (Feuerstem, SuIt &. Hou le, 1985; Fordyce, 1976; 

Merskey & Spear, 1967; Mohamed et al., 1978; Payne &. Norfleet, 1986>' Moreover, 

behavioural theorlsts have proposed that the spou se may represent a dlscrimmatlve 

cue for pain behavlOurs' (Fordyce, 1976; Sternbach, 1974). The work of Bloc~, 

Kremer and Gaylor (1980) has glven thls view further credence. They found that 

chronic patients reported tugher levels of pain when they beiJeved they were being 
51 

observed by their solicitous spou se than when behev~ they were observed by ~ 
\ 

ward cleck. lnterestingly, Melzack (1984) also observed that women's pam scores 

. . --
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during labour were more elevated wh en the husband was in the caseroom then whèr) 

he was absent. 

The importance of social sUPl>Ort on the psychological outcome of early 

abortion is a weil documented finding; yet, the influence of the actual presence of 

the partner, a peer or relative, in or out of the operatlng room, 1S seldom reported. 

Contrary to common expectation, however, Major et al., (1985) found that women 

accompaOled by the1r partner were more fearful, had lower expectanc1es for coping 

before abortlOn, and 'Nere more depressed and reported more phY51cai complamt5 

lmmed1ately after abortlOn. Whether ThiS findlng of 'Norse emotlonal and physical 

copmg wlth aboruon when women are accompanled by the1r partner 15 applicable to 

other population samples lS not known. 

ln summary, the eVldence suggests that psychosocial support and the 

enVlronment are important dimensions in the regulatlon of affect (M~ichenbaun &: 

Jaremko, 1983), and chronic pain (Craig, 1980, 1984b; Payne &: Norfleet, 1986). 

Scant attention, however, has been devoted to the mfluence of the presence of a 

companion in acute c1inical pain. The mfl,uence of tlTe partner's, a friend's or a 

relatlve's support on s~ctive pain reports during abortlon remains unkno.wn. 

Expectancy of Pam 
\ 

The predictability of a painful stimulus and accurate expectations 

regardmg the onset, duration, intensity and sensory qual.ities of stressful event are 

known to minimize distress of patients undergoing invasive medical and dental 

procedures carried out wh en the patient is conSClOUS (Anderson & Masur 1 1983; • 

Kendall, 1983). Although studies on preparatory information have shawn bene~icial 

effects upon post-surgical distress (e.g.,' Kendall et al., 1979; Reading, 1979, 1982c; 

Taenzer, 1983; Wardle, 1983), very few have demonstrated the effect5 of 5uch 
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information on pain intensity (see Taenzer (1983) and Weisenberg (1984) for reviews> 

or on the accuracy of patients' expectancies (WaHace, 1985). In 'a recent paper, 

wallace cites evidence which suggests that the accuracy of pain expectations 

determines the intensity cJP- emotional distress. GeneraJly, pain expectancy is 

positively related to pain intensity (e.g., Johnston, 1981; Kent, 1984; Wallace, 1985). 

The relationships between pain expectancy, perceived ability to tolerate pain, 

distress and pam reports need to be examined further in abortion pain • 

4. Medical Characteristics 

Pain of gynecological origin is usually caused by ischemia, obstruction, 

distendon or contraction of smooth muscle and visceral organs (Renaer & Guzinki, 

1978). On the basis of clinicat observations, labour pain 1s known to increase as a 

function of increasing frequency and intensity of contractions and concomitant 
-

'dLlatation of the cervix (Corli, Grossi, Roma ~ Battagliarin, 1 986). ~ ln addition, 

stretching and tearing of cervical, vaginal and perineal ti,ssues,. the shape of the 

woman's pelvic brim and the position of the baby aIl contribute to the pain (Bonlca, 

(967). Melz~ck and co-work~ers (1981, 1984) and Niven and Gijsbers (1984a, 1984b) 

have also indicated that parit)" the mother's and the baby's weight, a history of 

menstrual problems and the artificial rupture of membranes are features 

significantly correlated with pain scores during labour. 

Abortion pain, on the other hand, is assumed to be due to the rapid 

dilatation of the cervix and the suction of the uterine lining that triggers 
• 

contractions. Clinical observations have also indicated that primiparas, women with 

il fJexed uterus or a tight cervix and who have a more advanced gestation, 
f 

exp.erience more pain durlng abortion (Hern, 19~4; Hodgson, 1981; Sciarra, 1982). 
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However, few studles have mvestigated the relatlonshlps between the patient 's 

ratmgs of pam and antecedent medlcal charactenstlc!>. Strausz and Schulman (1971) 

reported that pnmlgravldae appear to expenence more pain m early abortlon. Smith 

et al., (1979) found a curvllInear relatlOnshlp between patients' ratang!> of pain 

during abortlOn and gestatlOnal age and wldth of cerVical dilatation. Thelr ftndIngs 

revealed th~Very earJy (4 to 7 weeks trom last menses), and late (l2 to 15 week~) 

gestations as weB as greater levels of dilatation were associated with hlgher Jevells 

of paIn. Helsterberg et al:, (1982), m---a study 0t!lsks factors followmg abortlOn 

with general anesthesla, found that women wlth a hlstory of dysmenorrhea and 

pelvlc mflammatory dlsease had more days of post-abortlOn paIn, whlJe gestatlonal .. 
age, panty and prevlous abortlOns were unrelated to post-abortlon pam. The 

relationshlps between these medlcal antecedents and subjective reports of pam 

experiences'during abortion requlre further investigation. 

ln conclusion, examinatlon of the methodologies of the Investigations 

presented In thlS revlew suggests several issues which may account for the 

conflictmg resuJts on factors whlch mfluence abortlon pam: (1) pam wéf~ measured 

using a varlet y of ratIng scales whose mterrreJatlOnshlps arc unknow{ and whosc 

reliabllity and valldlty are typlcally not reported; (2) dlfferent scales have been 

used to measure the same psychologlcaJ constructs; and (3) the tlmang bet ween 

psychoJoglcal evaJuatlOn and pain assessment was highly variable. 

Pain Measurement 

'l, 

While laboratory studies have reJied primanly on tradltlOnal psychophysJcal 

concepts of sensory and tolerance t~resholds to assess the effectiveness of 

.-experimental manipulations, clinical studies must necessariJy emphasize the patients" 
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subiective pain reports (see reVIews by Chapman et al., 1985 and Gracely, 1983). 

SubjectIve pain has tradJtionally been measured wlth unitary mtensity scales. Verbal 

rating scales whlch offer four to SIX categories to rate pai{l have been critlOized 

for thelr lack of sensitlvity (Husklsson, 1974; Ohnhaus & Adler, 1984). Visual 

analogue sèalès (VAS), onginally mtroduced for the' measurement of feelings 

(Aitken, 1969) have gamed popularity as a method to measure pain int~nslty and 

pain relief (Husklsson, 1974j Scott & Huskisson, 1976). Sensitive, simple and easily 
, 

reproducible, the VAS appears to be an adequate method to assess pain mtensity, in 

combinalion with other scales (Littman, Walker & SchneIder, 1985; Littlejohns & 

Vere, 1981). ~ 

"Intensity scales, however, have been criticized for mapping a vaned, 
1 

, 
complex, perceptual, affective and cognitive experience onto a single abstract 

dimension (Melzack, 1975). Melzack and Torgerson (1971) have analyzed words 
.. 

patients and physicians employ to describe pain and have developed a 

multidimensional rating scheme, the McGill Pain Questionnaire (MPQj Melzack, 

197.5), to assess three major dimensions of pain: the sensory-dlscnminative, 

affectlve-motivational, and cognitive-evaluative components of pam (Melzack & 

Casey, 1968). Subsequent studies have confirmed the reliabIlity and validity of the 

multidimensional structure and the questionnaire's sensitivity for dIagnostic 

discrimination and for the measurement of differentlal treatment effects (see 

Reading, 1983, 1984). lndeed, the MPQ. has .proved to be sensitive enough to 

discriminate the _qualitative properties of various pain syndromes (Dubuisson & 

Melzack, 1976), of patients with or without affective disturbance (Atkinsoh, Kremer 

& Igne1zI, 1982; Kremer & Atkinson, 1981, 1983, 1984), .and between patients 
. 

sufferi~g from different types of headache (Hunter & Philips, 1980. ané, toothache 

(Grushka & Sessle, 1984) on the basis of the patterns of \Yords or derived scores. 
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Furthermore, results of studies by Reading (l982b), Melzack (197.5), and Melzack, 

Wall and Ty (1982) suggest that the MPQ ylelds dlstmctlve profiles of pain words 

for acute and chromc pain, wlth more affective descriptors of pain bemg assoclated 

wlth chronic pam syndromes compared to acute types of pain. 

OveraIJ, -the present review of the Iiterature on pam ln early abortion 

indlcates that several methodologlcal shortcomings may explain the Jnconclusive, 

sometlmes contradlCtory results regardmg individuaJ dlfferences in the expedence of 

pain in abortlOn. A major problem ln past research on the effectlveness of 

anesthetlc or analgeslc methods has been the Jack of sat,lsfactory Instruments to 

measure pain. Studies that measured subjective pain reports in abortion have used 

smgJe pain intensity s~ales (Smith et al., 1979; Suprapto & Reed, 1984; Stdnger et 

al., 1975), while other studies have used observers' ra~lngs of dlscomfort (Strausz & 

Schulman, 1971; Frymire & French, 1974). Other investigators reported the 

incidence of pam among patients during abortion (e.g., Rosen et al., 1984) or after 

general anesthesia (e.g., Heisterberg et al., 1982). 

AJthough observers' ratings may represent an appealing, "objective" method 

of pain assessment, the relatlOnshlp between the patients' reports and these ratings 

is often not reported. Furthermore, few consistent 'results have been found in 

studles that exammed how patient characteristics mfluence nurses' inferences of 

pain. For exar1lple, although Oberst (J 978) reported that nurses mfer less pain in 

younger patients, than middle or elderly patients, Dudley and Holm (1984) found that 

neither age nor sex was related to nurses' ratings of pain. OveraJ1, glven the fact 

- that the effects of patient characteristics on inferences of pain are uncJear, the 

relationships between dlfferent raters need to be more doseJy examined. 
1 

ln summary, the above considerations indicate that an adequate assessment 

of pain must include multidimensional subjectiv: _ measures and require that the 
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relationships among dlfferent methods of pain estjma~lon be examined. None of the 

studies incJuded in this review meets aIl these standards. In view of tl)e single pain 

intensity scales used in previous studies, and the ," 
limited nature of the 

methodologlcal designs, the in consistent and Jnconcluslve resuJts' :.,~gardmg the 

effects of psychoJogicaJ, social and medlcaJ factors on abortlon pain become 

understandabJe. 

Goals of the present research 

The review of the literature regarding pain in first-trimester abortion 

reveals three serious deficiencies: a) no systematic, muJtidimensional survey of the 

incidence and intensity of pain experienced in abortion has been reported; b) the 

relationships between pain and reJevant medicaJ and demographic background 

variables have not been explored systematicaUy, and c) the relative importance of 

psychological and psychosocial factors as compared to background variables has not 

been assessed. The present research is an attempt to address these three needs. 

ln this study, the assumption of multiple .influences on pam-.generating 

mechanisms proposed by Melzack and Wall in the Gate-Control theory (J 965, 1982) 

was explored as a potential explanation for the experience of pain in abortion. 

Several tests were seJected to measure self-reports of negative mood states, 

expectations of pain and tolerance, ambivalence and area~_ of concern and social 
- ~ 

support. Moreover, information' was coUected regarding a range of medical and 

demographic variables, and their relationships to the patients' anteced~nt feelings 

and to their reports of pain were explored. .The study was based on a hierarchical 

multiple regression/correlation design, in which the contributions of psychological, 

social 'ancl" -medical factors to pain and distress in abortion were assessed after 
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controlling statistically for those contributions associated with demographic 

variables. The strategy, therefore, was to assess the predictive power of medical, 

, affective and psychosocial features regardmg pam and dlstress in abortlOn, above and 

beyond that afforded by relevant demographlc mformatlon (Cohen & Cohen, 1975). 

The present study also exammed the contribution of psychosocial, demographic and 

medical features to the affective responses before and after abortion by multiple 

stepwise regresslOn analyses in the attempt to determine the charactenstics of 

patients most at risk for negative reactions. 

, . 
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METHOD5 
-- .. 

5ubjects 

A sample of 109 women, ranging in age from 13 to 34 ye~rs (M=21.5, 
, 

5.0.=5.1), who underwent voluntary -termination of first-trimester pregnancy, 
, 

consented to participate to the study. The sllbjects wel'"e patients referred from three 

local health centers to a central government-funded C.L.S.C. chnic (community 

health and social services center) in Montreal. Patients who requested an abortion 

during the period of the study were informed by the nurses or physiclans of the 
! 

nature of the research upon their initiaJ visit at' the cJinic. Those who expressed 

interest in participaiingjn_the project met with ~he researcher' on the day of their 

abortion appointment. Only four women declined to, partlclpate and t wo sub jects were 

too incapacitated by physical symptoms to take part in the research. Four English

speaking patients weré not included in the study because no adequate sample s+ze- f-er 

this Hnguistie group could be obtained within the mainly F.rench-speaking population 

served by the clinic. 
. 

No' inclusion criteria were used other than an acceptable 

comprehension of the French language. (AU materiaJs - to be described below, and 

included in Appendices A to E). 

Procedure 

( Overview 

Patients ,scheduled to undergo â '-first-trimester abortion by aspiration

cu,rettage in the C.L.S.C. outpatient cJinie were seen, prior to their appointment at 

the cHnie, by one of eight trained nurses-sexologists. The purpose of the initial 
4 

contact 'was to: 1) provide information about the intervention, 2) have necessary 

medical tests performed, and 3) begin the collection of demographic and biographie al 

-~formation (see Appendi~ B). 

' ; ,,-
" 
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On the day of their abortion, the subjects met wnh the expenmenter, who 

explained the procedure and requirements of the research, and were asked to slgn a . , 

consent f9rm (Appendix A). Following thlS introduction, the experlmenter. col1ected 
\ 

mformation on the participants' feelings and thoughts. A paper-and-pencil 

questionnaire format was chosen for aH of the assessments m the present Study. 

However, the researcher personnaBy mtroduced each section and allowed the patients 

to complete the questionnaires alo~e. Each assessment session required approximately 

20-30 minutes. The pre-abortlon assessment (Appendlx B) conslsted of standardlzed 
d . ) 

psychological tests of state-anxl.ety and depression as weB as a senes of questions 

designed to gain mformation on the complexity of the abortl0n decision process, 

issues of concern, expectancy of paIn and perceived tolerance to pain. Post.:op-eratlve 
\J 

data were coUected in the recovery room shortly after the abortion was completed. 

The post-abortion assessment (Appendlx C) was dcsigned to obtain information on 

pain levels durmg and after the procedure as weil as on the patients' emotional 

coping and evaluation of the care. Addltional information was collected from the 

attending nurses, who independently rated the patients' pain and dlstress dunng and 

immedlately after the mterventlon, and from the performing physlclans on proceduraJ . 
details and medica!--evenu--In the abortlOn ItseJf (Appendlx DL The data recorded by 

staff members were coJlected after ail interactions with the patient were completed. 

To insure as much pnvacy as possible, and thus allow Jess blased reports of pain and 

of treatment .evaluatlOns, care was taken to have the participants complete the 

post-abortion questio,nnaires ln the absence of the attend mg staff. The data on 

relevant demographic and medical information are shown ln Table 1. 

Follow-up data were colIected approximateJy two to three weeks after the 

abortion, when patients returned for their medlcal visit. The information obtained 

consisted of standardized psychologicaJ tests of anxiety and depression to àSsess .. , 
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TABLE 1 

Demographie and Kedieal Information Obtained From the Participants 
Before Abortion and Procedures Recorded 

by the Staff Members (N -109) 

Demographie 

Age 

Education (in years) 

Education Level - High Sehool 
Junior College 

- University 

- Mean 

21.5 

12.6 

Status - Single ;f 
- Married ~ 

Medical 

Separated / 

Mean 

s.d. 

5.1 

3.2 

n 

60 
12 
37 

100 
6 
3 

s.d. 

Gestational Age (in weeks) --j;8~.4j----""-r. 9 

Retroversed Uterus 
Gravidity - No prior pregnancy 

- One or more pregnancy 
Parity - No prior birth 

One or more pregnancy 
Abortion - No prior induced ebortion 

- One or more abortfon 
Dysmenorrhea 
Procedure - Aspiration 

- Aspiration ~nd curettage 
- Additional aspiration 

Forceps 

Amount of local anesthetic 
(mg Xyloeaine) 

Mean 

198.8 

Premedication Request - Valium (10 mg) 
- Empracet (30 mg) 

Postmedication Request - Empracet (30 mg) 

n 

25 
76 
33 
93 
16 
84 
25 
36 
37 
72 
10 

1 

s.d. 

32.1 

n 

3 
1 
5 

Range 

13-34
a 

7-20 

% 

55.0 
11.0 
34.0 

91.7 
5.5 
2.8 

5-14 

% 

22.9 
69.7 
30.3 
85.3 
14.7 
77 .1 
22.9 
33.0 
34.0 
66.1 
9.2 
0.9 

Range 

150-220 

% 

2.8 
0.9 
4.6 

Note a: Thirty-five peréent of the participants were Iess th an 
17 years of age, '31% were between the ages of 20 and 24, 
and 34% were 25 years and over. Thia age distribution is 
'compar~b1e to those reported by Tietze (1983) and Henshaw 
and O'Rei11y (1983) for U.S. and Canada abortion rates. 

l ' 
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short-term changes in psychologlcal status: and the physielan's report on medlcal 

complacatlons (Appendlx E). Problems of confldentlahty prevented the staff and re-

searcher from contactmg patlents to remmd them of thelr follow-up appoint ment; in 

combmatlon wlth loglstlcal mlshaps, thls led to an attrition of 20% of the sample. 

The remammg sample (n=87), however, appears to be representative of the initial 

group of patients wlth respect to demographlC, medlcaJ, affectIve and pam 

characterlstlcs: statlstlcal tests (Table 2) revealed no slgOlfacant dlfferences 

between partlcpants who returned for follow-up and those who did not on any of the 

variables. 

Medical Procedure 

The standard proèedure began with an 100tiai meeting of the patient with 

the clinieal staff to obtain biographieal and medlcal data and to dlscuss mterventlon 

procedures. On the day of her appomtment, the patient, after complet mg the 

pre-abortion assessmef'lt, remained wlth an attending nurse throughout the procedure. 

If she wished, she could have a companlon wlth her In the operatmg room' or waiung 

in the r,ecovery room. The physlcian began wlth a pel VIC exammatlon to estlmate the 
r"W" 

gestatlonal age and the configuration oi the -uterus, inserted a stèriJe vaginal 
~ 

speculum and wiped the vagma wlth an anuseptlc solution. Three cc of 1 % xylocame 

with epmephrine (1 per 100,000) were then mjected at 12 o'dock on the cervlx to 

place t!;le tenaculum. Paracervical anesthesia, to a total volume of 15 to 22 cc was 
, 

given at 4, 5, 7 and 8 o'dock t raise a wheal of anesthetie. Dilation was undertaken 

three' minutes after the last in je 'on to admit a rigid vacuum cannuJa of 6 to 12 mm 

de'pending on gestational age. A was used in Sorne cases to 

confirm that the uterus was emp , and if need.ed, additional aspiration was 

performed. The patient recovered for a few, minutes on the table and then walked to 
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TABLE 2 

Comparisons of Subjects Who Returned for Follow-Up and Those 
Who Did Not on Demographie, Medical, Psychosocial Variables, 

and Pain and Distress Measures 

-! 

ollov-Up 
Vartab1t' Ron Partlclpana Test Valut' p 

(n. 22) 

.1 

~ 

~ 
p' '( 

\ 

Dett°lul!h1c 
Men ~. Mean ~. 

.lat' 21.6 5.2 21.5 '.9 \.,~. -0.02 ns 
Education 12.8 3.1 11.9 3.5 t • -1.13 nB 

Med lc:a 1 ~ ~. Mean ~." 

eeautlonal Ace 8.3 2.0 8.3 2.2 t • 0.06 ns 
ADe.th.Uc (III) 197.7 33.2 207.3 27.6 t • 1. 38 nB 

..!!. _%- ...!L ...!.. 
Grav1dity 26 29.9 7 2 31.8 tt 2 • 0.09 nB 
P.rity 12 13.8 4 18.2 112 • 0.29 nll 
Abortlon 19 21.8 6 27.3 11 2 • 0.32 ns 
btrovened Uterus 19 21.8 6 27.3 x 2 • 0.32 ns 
Dy ... norrhea 37 31.0 9 40.9 :II • 0.74 ns 

P,:z:cho.oc1a1 
..!L _%- ..!L ...!.. 

Pre •• nc. of partner 40 4S.S 10 46.0 2 . 11 2 • 0.66 DlI 

Pre.l'nce of frhad 22 25.3 7 31.8 :11 2 • 0.80 ns 
Any ca.pany 73 83.9 20 90.~ 112 • 0.66 al 
eo.p.aion ia roc. 47 54.0 9 40.9 :112 • 1.21 nB 
.... on.: - Socioecona.ic 61 30.1 15 68.2 x2 • 0.02 Da 

- Studie./vork 49 56.3 9 40.9 lt2 • 1.67 Da 
"'- Jo de.lre 30 34.5 13 S9.1 lt2 • 3.03 .05 

- loterpenoo.1 13 14.9 2 9.1 :II • 0.47 Da 

Affectlve lColaltlve ~ !..:.!! • !!!!!!. ~. 

ltate-Aaltiety (STAIS-I) 48.6 8.4 46.9 12.2 t • -0.78 Da 

Depre •• ion (aDI-1) • 13.1 8.9 12.1 8.6 t • -0.49 o. 
Deci.ion dlfficultl 4.1 3.1 3.3 3.0 t • -1.02 lia 
... ll.tion prl'.ent 1.9 2.1 2.3 3.1 t • 0.72 u 
' •• r e 5.4 2.1 5.7 2.6 t • 0.46 Da 

Expectancy of pali 4.5 1.9 5.1 2.4 t :z 1.26 o. 
Toll'rance to 'lin S.4 2.4 5.7 2.5 t = 0.4S a. 
l •• ue.: - Pain b 2.0 1.0 1.8 0.8 t • 1.43 as 

- Moral b 2.5 1.1 2.7 1.1 t • 0.87 o. 
- Social 3.3 1.0 3.5 G.9 t • 0.79 DB • 

Pa.o .nd D!.tre •• in Abortion ~ ~. !!!!E. •• d. 

P.ln lntl'nait)' (PVASl) 5.5 2.6 5.8 2.7 t • 0.53 n. 
HPQ total paln .core (PIIT) 26.1 13." 23.9 13.5 t • -0.70 as 

~:~~:;·o~·!!~: ~::~c 4.4 3.0 3.9 3.7 t • -0.69 n5 
3.9 0.4' 3.8 0.4 t • -0.96 as 

Note a: Ratings obtained on VAS scales with values ranging between 
o and 10 

Note b: Ratings with values between 1 and 4 and that are inversely 
coded (smaller values refer to greater importance of issue) • 

Note c: Ratings vith values between 1 and 4. 
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36 r-: 
the recovery room with her nurse. FoJ1owmg her return, the researcher asked the 

sub jec4: to rate her paIn expenence durmg the procedure, and 15 and 30 minutes 

later on a series of measures whlch constltuted the post-abortlon assessment 

questionnaire. Meanwhlle, the nurse Independently rated the patIent 's reactlons on 

several measures of pain and dlstress. Recommendatlons about post-abortlon care and ~ 

an appoint ment for follow-up VISU were glven before the pallent left the clInIC. 

Assessment Matenals and Variables / 
In a1l, four types of mformatlon were collected: (1) demographic and 

') 

medlcal inforrr.atlOn, (2) psychologlcal measures before and after abortJon, and 

psychosocial factors regarding the ter~ination of pregnancy, (3) pam expenenced 

during and after the abortion procedure, and (4) satisfaction with care. 

1. Demographlc and medlcal information. The folJowing were obtamed from 

each participant: age, education, occupation, marnaI status, ethnlctty, hlstory ot 

previous' pregnancies, births, abortlOns or 
r 

mlscarnages, pelvJc mfeC1wns and 

surgeries, dysmenorrhea (defmeét as menstrual cramps, of sufflclent seventy to take 

medicatlon or Interfere with social or work activltles), retroverSlOn of the uterus and 

weeks of gestation (Appendlx B). This Information was recorded by the cJl~al staff, 

independently of the mtervlewer, and coJlected after ail mteractlons 4 1th the 

patient were completed. The demographic and medlcal information in Table 1 

1_ suggests that the population consisted largely of young, single, educated women who 
/! 

were p'-<,tmigravidae or nulliparas who were having a flrst abortlon. The mean 

gestational age, determined by pre-operative examination and by post-operative 

1 • 
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mspectlon of as~'~ted materlal (r=.90, p<.oon, was 8.2 weeks from last menses-

-
weil withln the flrst-trimester of pregnancy. 

2. Psychologlcal Assessment QuestIonnaires. A series of paper-and-pencll 

self -report measures were assembled to assess sltuaUonal and dlSposltlOnal 

psychologlcal variables and psychosocial factors that have been postulated_~n 

prevlOus studles to mfluence chnlcal or experimental pain perception. These were: 

a). State-Trait Anxiety Inventory (ST AD (Splelberger, Gorsch & Luschene, 

1970; translated mto French by Bergeron & Landry (1974), In Bergeron, 1983). This 
><> 

40-item mstrument IS widely used ln psychological research to measure both 

situatlOnal (llstate") and disposltlOnal ("tralt") anxlety. In previous research ynth 

surgical populations, the STAI-Trait s;cal~ has been shawn to be stable, while the 
• f, 

STAI-State is sensitive to changes in affect that accompany the surglcal expenencè 

(Spielberger et al., 1973; Reading, 1982; Taenzer, 1983). In the present study, the 

ST AI-State scale was admimstered before abortlon (ST AIS-l) and at fol1o~-up 
'Il' 

---t( .... STf·AfS~). Given the preoperaUve Ume constramts ln the clmlc, th'@\ ST AI-Trait scale 

(S TAIT -2) was Included only in the follow-up assessment package. 

b) Beek Oepressio~ Inventory (BOI) (Beek, Ward, Mendelson &. Erbaugh, 1961; 

~ranslated Into French by Gauthier, Monn, Thénault & L~wson, 1982). This 2I-item 

self-report inventory covers a wld~ range of somatlc and pstchologlcal .~ymptoms and, 
, _/ 

has been widely used In clmical research on depresslon. It evalualles the severity of 

"\ 
negative âffect toward self, performance difflcultles, general unhappmess and loss of 

persoAal and social interest. Reliabihty and validuy data have been repor.ted by 

Reynolds and Gould (1981), and norms for the French adaptation have been published 

by Gauthier and co-workers (1982). ln the present study, the BOl was part of the 

pre-abortion (BOI.l) and foUow-up (BOI-2) test batteries. 
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Other psychosoCial and expectancy variables were assessed by Visual 

Analogue ScaJes (Altken, 1969). The followmg measures were mc1uded ln the 

pre-abortlon assessment battery (Appendlx Bh 

c) DeCislon-makmg process variables were defmed as the subJect's dlfflculty 

ln deCiding whether to pursue or termlnate the pregnancy and the Involvement of 

others in reachmg the decision to abort. Patients mdlcated along two hOrizontal 

IO-cm lmes the degJ?ee of difflculty they feh regardmg thls declSlon (rangmg trom 

"no dJfflculty" to "a great deal of dlfflculty"), ahd the degree of hesltatlon they 

experienced on the day of the intervention (usmg "no hesltatlOn" to "a great deal of 

hesltation" as verbal anchors). These scores (with values rangmg from 0 to ID) were 

used as m~lces of mitlal and unresolved ambivalence respectively. The compJexlty of 

the declSlon-making process was aIso mdicated by the patlent's report that the 

deClSlOn had been reached alone, with the help of a partner, a fnend, a family 

member or a professlOnal . 

d) Antlclpatory affect and expectancy. The patlent's preoccupation, fear 

and expectancy of pain, and percelved ability to tolerate pain were also e~aluated. 

Preoccupation wlth the abortlOn m the week prlor to the appomtment, and 

fearfulness were measured by self-ratings on visuai analogue' scales (usmg "1 have not 

thought about It" to "1 have thought about Il a great deal", and "1 am not worned" to 

"1 am very fnghtened" 

asked to mdicate the 

(ranging from "no pain" 

as anchor words, respectlvely). In addition, subjects were 

.mount 01 dlscornlort they expect~ wlth the procedure 

to "unbearable pain") and thelr perJ'ived tolerance to pain 

(ranging from "1 have very httle" to "1 have a great deal of tolerance to pain"), 

e) Problematic issues in abortion. Four Issues, which ohen concern patients 

or contdbute to their dHficulty with the event, were exammed: moral dilemmas, 

fears of social disapproval, the rlsks of mediéal complications and of pain. The 

, 
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Importance of each of these four aspects was indicated by patients' assignment of 

rank-order values (rangmg trom 1 = most important to 4= least Important Issuej these 

variables were therefore inversely-coded, I.e., lower ratings reflected greater 

Importance of these Issues). 

fJReasons for reguesting abortlon were cJass1fled mto elght categories. The ,. 
J 

patients indlcated during the interView with the tramed nurses which of these 

reasons were most relevant to them. The motivatiOns were defl{led as follows: 1) 

socioeconomic (housÎng or tmanclal resources are InSUfflclent)j 2) mterpersonal 

problems (the couple relationship is unstable or dlsruptedj 3) study or work plans 
'\ \, 

(pregnancy would Jeopardlze carreer or study plans undertaken)j 4) close birth or 

completed family (pregnancy occurs shortly after the blrth of a child or when patient 

Ïeels that her tamily 1s completed)j 5) no desire (patient and/or partner do not wish 

io have children)j.: 6) age (patient is too young to \ take the responsability for 

providing care for a child); 7) health (mechcal problems threaten the safety of 

patient if pregnancy were continued)j 8) rape (patient was vlctim of rape or mcest 

from which pregnancy ensued). A maximum of three motivations for terminating the 

pregnancy were recorded for each pattent. 

g) Presence of a companion was defined as any persan who came with the 
( 

patient on the day of their abortion. The indlvlduals who accompanied the patients 

were observecJ to be either: 1) the partner; 2) a fnendj 3) a famtly member (often 

sister or mother); 4) a professional worker (school nurse or SOCial worker). The 
, 

companion was free to stay with the patient in the walting ,room and recov~ry room, 

and could also assist her in the operating room. The person who accompanied the u 

patient and his/her absence or presence in the operating room were recorded. 
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3. Pain Assessment Questionnaire 

This questionnaire consisted of a series of pam measurern~nt scales that 

were admmistered ln a paper-and-pencll format, but where the mtervlewer 

introduced each Item before allowlng the patient to com~e It on her own. This 

procedure was chosen because subJects often telt fatlgu-ed short Iy after the 

JnterventlOn and frequently needed sorne gUidance ln compJetmg the matenals. This 
f 

assessment included the McGlIl Pain Questionnaire (MPQ; Melzack, 1975), standard 

verbal pain ratmg scaJes (SPS), and VlsuaJ Analogue Scales that provlded estlmates of 

the intensity of pain (PV AS) and dlstress (DVAS) during the abortion procedure and 

recovery (e.g., PVAS3). The MPQ was the main Instrument utlhzed to measure the 

characteristlcs of the pain experlenced durmg flrst-trlmester abortlon. 

A. McGiIJ Pain Questionnaire (MPQj Melzack, 1975) 

The MPQ consists primarily of 20 sets of adjectives from which the subject 

selects the words that best describe her pain experience. The adjectives, which are 

scaled accordmg to their relative intenslty withm each set, describe the sensory, 

affective and evaJuatlve dimenSIOns of the pam expenence; mlscellaneous adjectives 

provlde a further deSCriptIOn of the pain expenence. Qualitative profiles and 

quantitative scores for each dimension, as weil as a total pain score, can be derived 

from the summed rank values of the adjectives selected. In addition to pain 

descriptors, the questionnaire includes lme dra wmgs of the body to mdicate pain 

locations (drawings of the female body and the perineal area were used for this 

studyl,. thre. additi~ ward categories representIOg the time course of the pain and 

a verbal pain rating 'Scale whlch provides an overaJJ measure of pain intensity 
f 

(present pa,n intensity: ppI). The PPI ~scale uses 6 words, each associated with a 

number ranging from "0" for "no pain" (pas d~ douleur) to "'" for "excruciating pain" 
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(insupportable). The MPQ has been used in '1lany clinical studies (e.g., Hunter &: 

Philips, 1981; Grushka ct Sessle, 1984; Reading ct Newton, 1977) and treatment trials 

(e.g., Fox' &: Melzack, 1976; Melzack ISe Perry, 1980; Melzack et 'al., 1981). 

Furthermore, it satisfies ,important ~ psychometrie st~ndards, as indieated by the 

reliability and validity data published by Melzack (1975), Reading (1983), and Klepac 

and Lander (1983). The French version of the MPQ used in the present study was 

developed by one of Melzack's co-workers (Suzanne Ve1lleux) and is routinely usee! at 

the Pain CHnic of the 'v1ontreal General Hospital. However, since ,the interrls1 

structure of the French \1PQ had not yet been submitted to a validity study, two 

additional common pain scales were included in the post-abortion assessment 

q~tionnaire: a non verbal pain scale, the Vis~al Analogue Scale (PYAS) and a 
~ 

standard .5-point pain rating scale (SPS) that is often used in clinics and hospitals to 

evaluate the effectiveness of various pharmacologieal treatments, for example. The 

procedure used in this study to assess the va~idity of the French verSion of the MPQ 

is discussed in section C. 

B. Visual Analogue Scale (PVAS) and Standard Pain Intensity Scale (SPS) 

The PV AS scales utilized in this research consisted of la cm Unes that each 

represented a continuum trom "no pain" to "unbearable pain". The subject was asked 

to mark the line at a point corresponding to the intensity of her pain, without having 
" 

to relate it to a· specific word or number. High, signifieant correlations hàve been 

reported between the "PVAS and the numerical and verbal pain rating scales (see 

, Huskisson, 1983; Littlejohns & Vere, 1980, as weIl as with the \1PQ scales 

(Choinière, 198.5; Taenzer, 1983). PVAS ratings were obtained from patients to 
, 

describe the levels of pain they experienced during the abortion procedure (PV AS 1), 

as well as l'and 30 minutes later (PV AS2, PV AS3). Ratings at these' three time 
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periods were also obtained on a standard 5-point verbal pain rating seale (SPS) using . 

"no pam", "mJJd", "moderate", "severe" and "unbearable", wlth scores ranging from 0 

to 4. These two scales were presented 10 counterbaJanced order. Moreover, VAS 

scales were used to assess other outcome variables, su ch as the levels of distress 

(DVAS) with the abortlon experience (using "not distressing" to "very dlstressing" as 

anchor words) and the patient's estImatIon of how her actual expertence compared 

with her initial pain expectations (ranging trom "pain was much less than expected" 

to "much worse than expected"). Finally, VAS and SPS scales were also utll1zed to 

obtain the independent observer's ratings of pain (ObPVAS) and dlstress (ObDVAS). 

Attendmg nurses completed the scal'es separately, tmmedlateJy after patient's return 

to the recovery room. 

c. ".Qüestionnaire de Douleur Saint-Antoine" (QDSA; Boureau, Luu, Doubrêre 

& Gay, 1984). A recent French quest)onnaire, designed trom methodologically 

comparable experiments as those which had originally Jed to the MPQ (Melzack & 

Torgerson, 1971), was used to assess the concurrent validny of the French version of 
~ 

Y'~PQ. HistoricalJy, the QDSA evolved fro~. the attempts of a group of European 

researchers to adapt the MPQ into French. Given the Important semantlC dlfferences 
, 

between two already existmg translatIOns of the MPQ orlgmating from Canada 

(IIQuestionnaire Algie" and the MeJzack-VeilJeux adaptatIon), Boureau and hls 

eolleagues, rather than undertake a third translation, replicated Melzack and 
1 

Torgerson's experiments. A list of ~r\ifords, grouped into 17 categories of 

descriptors, eonstitute the final QOSA questionnaire. These words were c1assified by 

patients, students anq physicîans into categories which represent sensory, affective 

and evaluative dimensions of pain. Quantitative pain scores on the 'QDSA are 

ca1culated in the same way as the PRl's in the MPQ, i.e., by the summed rank values 

, 
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of the words selected (QPRI's). Ye1 another pain rating score can be derived from 

the QDSA: from the weights or intensity ratings (0= "aucunll (not at aU) to 4= 

"extrêmement fort" (extremely severe» assigned by the patient to each pain 

attribute chosen. High correlations have been reported between the QPRI's and the 

assigned rating scores (QPRIG's) (Boureau, et al., 1984). Thus, in. order to test the 

validity of the French version of the MPQ currentJy used, both the QDSA and the 

MPQ were presented in counterbalanced order to a subsample of 43 patients who 
. 

participated in the study durin~ the last few months of the research. The 

quantitative and qualitative characteristics of pain denved from both questionnaires 

were comp~red and the consistency in choices of descriptors was examined. The 

sub~ample of subjects who participated in this additional study were representative 

of the original salT!ple in demographic, medical, a~fective and pain characteristics. 

Table 3 reveals no significant diff~rences between members of this subsample and the 

remaining sample on mosf variables. The results of the comparability analyses are in 
-

"ppendix F. 

D. Other outcome measures: Satisfaction with the guaHty of care. 

Treatment evaluation measures were included in the post-abortion assessment. These 

outcoflle measures were obtained from patients, in the absence of clinical staff 

members and the interviewer, to aUow as much privacy as Rossible. Patients provided 
~ 

ratings of their satisfaction with the quality of care and staff attitudes (Treadway., 

1983). These measures examined the extent ~o which the participants felt understo<>?, 

sUl"ported, and assessed their evaJuation of the general quality of care received at 

the cHnie. Thus, treatment evaluation responses were obtained from two VAS scales 

(ranging from "not at aIr' (understood/supported) to "a great deal'? and a 4-item 

'-:,crbaJ rating scale (using "excellent", "good", "fair" and "poor" as anchor words). 



",,,,. .... 

o 

o 

o 

l, . . 

TABLE 3 

Camparisons of Subjects Who Comp1eted the QDSA and Thol. Who 
Did Not on Demographie, Medical, Psychosocial Variables, and 

Pain and Disttessj Measures 

Variab1 .. 

Dnosraphic 

Ai· 
Education 

~ 
Ce.tationa1 Ag. 
Anesthetic (lIg) 

Cnvidity 
Parit~ 
Abort1on 
Retrov.rsed Ut.rui 
DY'lIIeaorrhu 

P.ycholocial 

Pre.enc. of partaar 
Pre.aace of friand 
Any COllpany 
Coapanion ln roOlll 
Re&lonl: - SocloecdnOllic 

- Studial/vork 
- No da.1re 
- Interparlonal 

Affect1ve!Cosnitive 

Stata-Anxitty (STA1S-1) 

~~~:::!O~l~:~!:~~la 
HediatiOn pra .. nt 
F.lr a 
Expacuncy of pdg 
Tolerance to PI in 
1.IUI.: - Pain b 

- Moral b 
- Social 

Paio and Diatre .. 1n Abonion. 

Pain IDtlnaity (PVAS1) 
KPQ tou1 pain Icore (PRIT) 

~~~~;Io~a!!~ !~~~!~c 

QDSA 
Plrt:Lcipaot. 

(n • 43) 

~. 

21.9 5.9 
12.1 ' 3.2 

~. ~. 
8.2 

18~.2 

~ 

lS 
9 

10 
12 
15 

.!L 
20 
9 

37 
27 
32 
21 

9 
7 

~ 
47.9 
12.1 
3.7 
2.0 
5.2 
4.6 
5.4 
1.7 
2.7 
3.4 

~ 
5.7 

26.9 
4.3 
3.9 

1.8 
35.4 

...L 
34.9 
20.9 
23.3 
27.9 
34.9 

...L 
46.5 
20.9 
86.0 
62.8 
74.4 
48.8 
20.9 
16.3 

~. 

8.5 
7.7 
2.9 
2.5 
2.2 
1.9 
2.2 
1.0 
1.0 
1.0 

~. 

2.7 
14.4 
3.1 
0.3 

QDSA 
Non-Partic ipaot. 

(n .. 66) 

~ 
21.3 
12.9 

!!!!.! 
8.3 

208.3 

.!!. 
18 
7 

15 
13 
21 

.!!. 
30 
20 

• 56 
29 
44 
37 
34 
8 

~ 
48.4 
13.3 
4.0 
2.0 
5.7 
4.7 
5.& 
2.1 
2.4 
3.3 

!!!!!l 
5.5 

24.9 
4.3 
3.8 

hl' 
4.7 
3.2 

!..:i. 
2.1 

26.8 

-!... 
27.3 
10.6 
22.7 
19.7 
31.8 

...L 
45.5 
30.3 
84.8 
43.9 
66.7 
56.1 
51.5 
12.1 

hl' 
~.7 
9.5 
3.2 
2.3 
2.2 
2.0 
2.6 
0.9 
1.2 
1.1 

hl' 
2.6 

12.8 
2.9 
0.4 

Tilt Valui 

t • -0.63 
t - 1.33 

t - 0.36 
t • -3.08 

'X~ .. 0.73 
x2- 2.19 
x2-' 0.00. -
x2- 0.99 
x - 0.11 

x~- 0.03 
x2- 1.38 
x2- 0.03 
x2- 3.70 
x2- 0.74 
x2- 0.55 
x28:' 10.20 
x - 0.38 

t - 0.28 
t - 0.69 
t - 0.49 
t" 0.01 
t - 1.13 
t - '0.33 
t - 0.34 
t - -1.93 
t - -1.34 
t - -0.58 

t - -0.49 
t - -0.17 
t .. -0.00 
t - -1.89 

p 

Da 
.001* 

Da n. 
Da 
Da 
na 

Da 
Da 
Da 
Da 
Da 
na 

.01 
Da 

Da 
Da 
Da 
U 

Note a: Ratings on VAS scales with values ranging from 0 to 10. 
Note b: Rank-order zatings with values between land 4 and 

inversely-coded •• 
Note c: Ratings with valuft between 1 and 4. 
Note *: A third physician who joined the cl1n1ca1 team in the laIt 

months of the study, used emaller doses of anesthetic 
(150 mg), which are however, wi thin recommended range ... 
(see Hern, 1984; Hodgson, 1981). 
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The data collected before and after-the abortion and at the foUow-up visit, 

and the results of the analyses performed to evaluate the contribution of demo

graphie, medieal and psychosocial variables to pain and dlstress in abortion, are the 

ob ;lt of the next chapter. Also incJuded in this chapter are the analyses 
. 

investigating the determinants of affective responses before and shortly foJlowing an 

abortion. 
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The results are presented in four sections. The first is devoted to the 

statistical éinalyses on the charactenstlcs of pain durmg abortlon. The second 

presents the data on the affective and psychosocial features of women and analyzes 

the sources of mter-individual variabihty in depresslOn and anxiety before abortlon. , 

The third section analyzes the predlctors of pam and dlstresS\ in abortion. The final 

section describes affective responses tWo-weeks· after abortion and presents the 

results on the predlctors of emotional reactions at follow-up. 

, 
1. Characteristic Pain Patterns in Abortion 

A. Qualitative Characteristics 

The MPQ adjectives chosen by 3~% or more of the subjects to describe 

their pain during the abortion procedure are listed in Table 4. The mean number of 

words chosen (Mdl.7, 5.0.=4.8, range 3-20) indicates that the women felt 

appreciable levels of pain during th~ procedure." Table .5 dlsplays, the response profile 

of the total group on the 20 subclasses of the MPQ. Interestingly, more than 80% of 

women chose at least three; words of the sensory dimension (e.g., "beating" (quI 
1 .-' 

élance); "jumping" (par secousse); "cramping" (qui crampe); "pulhng" (qui tire», and 

more than 60% used a word in the evaluativé' le.g:, "annoying" (agaçante) or 

"miserable" (intense», the affective (e.g., "tidng" (fa tiguante) ; "fearfu 1" 

(épeurante» and the miscellaneous (e.g., "drawing" (tendue); "nagging" (énervante» 

categories of pain descriptors. Comparis&ns of the mean number, -of words chosen in 

each dimension revealed that the subjects selected significantly more sensory 

,-

1 
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TABLE 4 

MPQ Words Ihd bY 33% or Mo;e Women to Describe Their 
Pain Experience in Abortion (n -109) 

MPQ Category Descriptor Percentage 

Sensbry 1 "qui ~1ance" (beating) 33.0% 
2 "par secousse" (jumping) 43.1% 
3 
4 
5 ~ "qui crampe" (cramping) 54.1% 
6 "qui tire" (pu11ing)' 36.7% 
7 
8 
9 

10 "cr1sp~e " (taut) 33.0% 

, 
Affective Il "fatiguante" (tiring) 40.4% 

12 
13 
14 
15 

EVa1uative ( 16 "agaçante" (annoy1ng) 36.7% 

H1scellaneous [17 18 
19 

. 20 "éne"ante" (nagging) 51.4% 

r1 
Time_ Course 22 "rythmique" - (rythmic) 

~ 
45.9% 

23 

., ,. 

,., ... ~-

, -
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TABLE 5 

Frequency (I) of Use of the MPQ Ca~egories of Pain Descriptors 
(N· 109) 

MPQ Ward Category 

---Sensory--

Affective 

Eva lua tive 

Miscellaneous 

Time Course 

1 
2 
3 
4 
5 
6 
1 
8 
9 
10 

Il 
12 
13 
14 
15 

[

17 
18 
19 
20 

1
21 
22 
23 

't 

Pain Loca}ion [pel vic area 
Perineum 
Back 
Legs 

.. 

Percentage 

93.6 
78.0 
18.9 
58.1 
89.9 
81.1 
37.6 
30.3 
67.9 
72.5 

61.5 
23.9 
42.2 
36.1 
22.0 

73.4 

56.0 
15.2 
30.3 
61.5 

25.1 
45.9 
28.4 

63.0 
46.8 
26.-6 
15.8 
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(M=0.7, 5.0.=0.2)* and evaluative words (M=0.7, 5.0.=0.4)* than affective words 

(M=0.4, 5.D.=0.4*; t(108)=11.76 and 8.45, p<O.OOl, respectlvely). This pattern of word 

frequency 15 partlcularly mteresting sJnce prevlous studies (Melzack et al., 1982; 

Reading, 1982b) have suggested that the relativei; greater use o~nsory words 

tends to charactenze acute types of pain. 

B. Intensity IndIces 

Quantitative measures of pam \Vere also denved from ,the MPQ. One of 

these mea1ures, the Total Pain Ratmg In~(PRIT} (obtamed ,from the sum of the 

rank values of a11 the adjectives chosen from the 20 subc1asses ~f the MPQ) pr~vldes 
an indIcation of the overaJJ intensity of t pain in abortion. Table 6 presents the 

mean pain rating indices for the sensory (PRIS), affective (PRIA), evaluatlve (PRIE), 

misceJJaneous (PRIM) and total (PRIT) scores. Also dlsplayed are the mean scores 

obtainecl on the Present Pain Intensity (PPI) scale of the MPQ, the Standard Pain 

Rating Scale (SP5) and the VisuaJ Analogue Scale (PV AS). For c1earer comparisons of 

values derived from different scates, aU mean scores were also expressed in 

proportions (i.e., mean scores were divlded by the maximum score possible per 

dimension, cf. Kremer, Atkinson & Ignelzi, 1982). 

Product-moment correlatIOn coefficients, shown ln Table 7, revealed that 

the overaJl pain intensity scores from the MPQ, PVAS and SPS scales were hig-hly 

(r=O.60 to 0.80) and significantly (p<O.OOl) correlated, indicatmg hlgh reJiabiJity and 

consistency in the pain measures used. Furthermore, the cor:reJations between the 

total PRI score and its majors components were very hlgh, (r=0.67 to 0.93) and 
If' 

suggest that the PRIT is a good overall measure of pain. Yet, the separate ~PQ 

component scores, although significantly inter<i0rrelated (r=O.49 to 0.69), do not 
• 

* Relative frequencies are reported here and refer to the mean number of words 
chosen divided by the maximum number possible per dimension. 
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TABLE 6 

Means and Standard Deviations of the Pain Indices in Abortion: 
MPQ, Visual Analogue (PVAS) and Verbal Pain Rating (SPS) Scores 
Obtained from the Participants at Three Time Periods, and Their 

Proportional Expressions (N· 109) 

Pain Rating 

ln Abortion 

IndeK: Sensory (PRIS) 
Affective (PRIA) 
Evaluative (PRIE) 
Miscellaneous (PRIM) 
Total (PRIT) 

Present Pain Intensity (PP Il) 

Standa~d Verbal Pain Rating 
Scale (SPSl) 

Visual Analogue Pain Scale 
;(PVASl) 

15 Minutes After Abortion 

Standard Verbal Pain Rating 
Scale (SPS2) 

Visual Analogue Pain Scale 
(PVAS2 ) 

30 Minutes After Abortion 

Standard Verbal Pain Rating 
Scale (SPS3) 

Vi.sual Analogue Pain Scale 
(PVAS3) 

Scores 

Mean 

15.7 
2.8 
1.6 
5.5 

25.7 

2.6 

2.3 

5.6 

1.3 

2.9 

0.9 

2.0 

s.d. 

7.0 
3.2 
1.5 
3.8 

13.4 

1.2 

1.0 

2.6 

1.0 

1.0 

0.8 

2.0 

Propor tronsl 
Score 

Mean 

0.4 
0.2 
0.3 
0.3 
0.3 

0.5 

0.6 

0.6 

0.3 

0.3 

0.2 

01 

\ 
s.d. 

0.2 
0.2 
0.3 
0.2 
0.2 

0.3 

0.2 

0.2 

0.2 

0.3 

0.2 

0.2 

64 
.f 

/ 
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PRIS 

PRIA 

PRIE 

PRIM 

'PRIT 

PPIl 

SPSl 

PVASI 
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t TABLE 7 

Product-Moment Correlations Among the Various HPQ, PVAS and SPS Pain Ratings, and 
Distress Rating (DVAS) Obtained from the Participants (N= 109) 

PRIS PRIA PRIE PRIM PRIT PPIl SPS1 PVAS1 

.65*** .57*** .67*** .93***~ .59*** .63*** .65*** , 
/ 

.52*** .69*** .83*** \ .45*** .46ft* .53**'" 

\ .49*** .67*** .55*** .52*** .57*** 

.85*** .52*** .52***' .47*** 
.. 

.60*** .64*** '" .67*** 

.80*** .71*** 

.79*** 

Go 

D 

Asterisks indicate the level of significance of the coefficients (based on two-tailed 
probability levels): *** p<'O.OOl 1 

. , 

" ; 

DVAS 

.45*** 

.52*** " 

" 

.41*** 

.45*** 

.53*** 

.52*** 

.53*** 

.51*** ë 

~ 
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appear to be redundant measures of the pain expenence. In fact, the vanous PRI 

scores revealed the same pattern of relative predommance of sensory words of higher 

mtensIty over a'ffectlve or evaluatlve descrtptors. 5tatistICal tests that compared the 

proportlOnal scores m each dimension revealed relatlvely' hlgher sensory scores 

(M=0.4, 5.D.=0.2) than affective (M=O~ 5.D.=0.2; t(1 08):/ 0.40, p< .00 1), evaluatlve 

(M=0.3, 5.D.=0.3; t(108)=2.14, p<0.05), or ·mlscellaneous (M=0.3, 5.D.=0.2; t(108)=3.22, 
\ ~ 

p<O.OJ) pain scores. As mentlOned earher, thls pattern of verbal descriptors tends to 

be characterlstlc of tnany acute types of pam. 

Patients' and Nurses' Pain Ratmgs 

The .observer's ratmgs and the partlclpant's self-reports of pain were also 

compared for addltlOnal reliability checks of the pall~ assessment measures. Tables 8 

and 9 present the mean pain scores on the PV A5 and SP5 scales obtamed from the 
1 ~ 

patients and the attendmg staff to describe pain mtenslty levels during' the abortion 

procedure and approxlmately 15 minutes later. Signiflcant decreases in pam were 

observed wlthm thl's short recover~ period (Table 8), supporting the general .-
expectatlon that paIn m flrst-trlmester abortlon IS translent. The inter-rater 

correlation coefficients reported ln Table 9 mdlcate that the ratings obtained from 

the patients and the observers were slgnlflcantly correlated (r·~0.42 to 0.62, p<O.OOl) 
) -, 

and conflrm that the selected measures yielded rehable estimates of the patients' .. 
discomfort and dlstress. 5urprlsmgly, however, tests that compared the observers' and 

the patients' reports of pam revealed that, on the average, nurses tend,.. to 
" 

underestimate thelr patients' discomfort durmg the abortlon procedure, but gave 

doser estimates of pain intenslty 15 minutes after the Intervention (when patients-

transferred to the recovery room), while their perception of the participants' 
. 

emotional distress appeared quite accurate. Closer examination of the staff's ratings 

of pain revealed that ,the discrepancy between the patients' and nurses' r~tings was 
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TABLE 8 

Product-Moment Correlations and Comparisons of Me~ Pain 
Ratings In Abortion and After 15 Minutes (N = 109) 

Rating In Abortion 15 Minut~Lat~ 

Mean s. d. . - / ~ T 

Patients' -- ~ •• d. 

SPS 2.3 1.0 1.3 1.0 

VAS 5.6 , 2.1 2.9 2.5 

Nurse-Observers' 

ObSPS 1.9 0.8 1.2 0.8 

ObVAS 4.7 2.6 2.8 2.1 

--

Product-1'foment 
"" Correlation 

..r" 

• 47*** 

.58*** 

.60*** 

'v .62*** 

Test Value 
t (108) = 

r:'" 

.. 
-10.21 

-11. 74 
" 

-11.06 

-10.52 

" 

p 
., 

p<O.OOl 

p<O.OOl 

p < 0.001 

p< 0.001 

~ 

Asterisks indicate the leve1 of significance of the coefficients: *** p ~ 0.001 

t 

\ 

o 

-, 
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TABLE 9 

, 
Product-Moment Correlations and Inter-Rater Comparisons of 

Means of Pain and Distress Ratings (N = 109) 

\ Product-Moment Test Value 
Rating Patients Nurses Correlation t (108) -

Mean s.d. Mean s.d. 

'Pain: Verbal Rating (SPS) and 
Visual Apalogue (PVAS) 

SPSI 2.3 . 1.0 1.9 0.8 .50*** -4.07 

PVASI 5.6 2.1 4.7 2.6 .62*** -4.37 

SPS2 1.3 1.0 1.2 0.8 .42*** -1.16 

PVAS2 2.8 2.1 2.9 2.5 .47*** 0.45 

D1stress: Visua1 Analogue (DVAS) , 
DVAS 4.4 2.9 4.4 2.5 .55*** -0.21 

. 
Asterisks indicate the level of significan~e ~f the coefficients: *** p < 0.001 

\\ 
~. " 

:;" 
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p 

p~O.OOl 

p<O.OOI 
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greatest in cases of adolescents, who, in generaJ, reported hlgher pain scores. Indeed, 

significant negatlve correlations, shown in Table 10, were ,found ~etween the 

patients' age or education and most of thelr subjective pam ratlngs. Because of the 

substantlal representatlon of adolescents (35%) who had not yet completed hlgh 

school or junior college, age and education were hlghly correlated (r=O.66, p<O.OOl) 

in ,the present sample, and both variables were observed to be slgmficantly 

assoclated WltM severaJ pam measures. It became apparent thereafter that 

demographic variables deserved further study, and had to be taken into consideration 

in subsequent statisticaJ analyses. 

Taken together, these results provide support for the rehability of the pain 

measures used. Moreover, the similarity in results obtained from the QDSA and the 

French version of the MPQ (Appendix F) support the validity of the French MPQ 
r 

used in this study. 

( Relative Intensity of Abortion Pain 

Figure 1 permits a comparison of the intensity of abortion pain and other 

types of pain, using the total PRI scores, which provide an indication of the overall 

intensity of pain. The mean PRIT pain scores obtained from the total sample, and 

those reported by adolescent and adult particlP1nts are shown. Also displayed ln this 
- tW~' 

figure are the mean PRIT scores for severaJ pain syndromes obtained in earlier 

studies (Melzack 1975; MeJzack et al., 1981; Melzack, 1984). It can be seen that the 

average scores of pain in abor.tion (M=2.5.7, S.D.= 13.4) were exceeded ol)ly by those 

of labour pain, amputation and causalgia. They '\iere hig~er than those reported by 

1 / pdti~nts with toothache, fracture pam or menstrual pain, and are as high as those 

,obtained by pat~ents \Vith chr6nic low-back pain, cancer pain or phantom limb pain. 

Although there are obvious 1im~téitions to comparing pains of widely different origins 

and ~mpJications for the patients, it is nevertheless' evident that ,abortion p,ain ranks 

\ . 
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TABLE 10 

Product-Moment Correlations Between the Various Measures of Pain 
and Distress, and the Demographie Variables to be Seleet~d as 

Covariates in Multivariate Analyses (N· 109) 

Ag~ 

(Years) 
Education 

(Years) 

3" 
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CLINICAL PAIN 
SYNDROMES+ 
LABOUR PAIN 

CAUSALGIA 

LABOUR IN 
PRIMIPARAS 

LAB~RIN 
MULTIPARAS 

CHRONIC BACK 
CANCER PAIN 

- (NON ·TERMINAL) 
PHANTOM L1MB PAIN 

TOOTHACHE. 

ARTHRITIS 

PAIN 
(PRIT) 
SCOR~S 

• 

• 

50 
ABORTION 

PAIN 

40. 

,0 

o _Abordon pain ln 
30 .dole.centa 

_ABORTION 
_Abonlon pain ln 

adult. ----, 

PAIN 
AFTER 

-~CCIDENTS -

,AMPUTATION OF 
DIGIT 

• 
,. 

BRUISE 

CUT 
LACERATION 

SPRAIN 

Figure 1: Comparison of the mean total pain scores (PRIT) in 
abortion obtained from adolescent and adu1t women, and other 

J 

, acute- and chronic pain syndromes (Melzack. 1975: rMe1zack et al •• 
1981; Me1zack, 1984) • 

-

• 

" 



o 

o 

o 

'IJ 49 

amon{ the moderately severe pains recorded with the MPQ. It is also clear from this 

figure tha,t abortion was more pamful for younger patients. HlghJy "signiflcant 

dlfferences were found ln PRIT scores reported by adolescents Cl 3-17 yrs (n:38); 

M=32.0, 5.0.=13.9) and adults (18-34 yrs (n=71); M=22.3, 5.0.=11.9; F(1,107):l4.79, 

p<O.OOl). Signiflcant differences (p<.05) were also found between adolescents and 

adults for each 9f the four MPQ classes of word descnptors of pam and for the 
\ p.?" .. 

unidlmenslo'fial pain intenslty.scales (PVASl, PPll, SPSl). 

WhiJe the average intensity of abortlon pain for the total sample was mode

rately high, a wide range in 'pain scores was observed. It'if'lgure 2 shows the 

percen:tages of women whose pam scores feU into each of SIX mtervals withm the 

range of PRIT scores recorded in this study (3 to 60): 39% of women had scores in 

the lower range (3-20; no pain or mlld pain), 23% had scores between 21-30 

(moderate pain), 23% had scores of 31-40 (severe pam) and the remaining 15% had 

scores in the top third (41-60) of the range (extremely severe pain). These data are 

consistent with those obtamed on a brief verbal pain rating scale (SPS 1), in that 41 % 

of subjects descnbed thelr overaJl pam dur mg the abortion procedure as "severe" or 

"unbearable". Moreover, the mean~n scores on thlS 5-pomt verbal scale are slmiJar 

to those reported in a previous study of more than 2,000 women (Smith et al., J 979), 

a finding which indkates the validlty of the present research. While the intensity of 

pain was found, on the average, to be hlgher for adolescents, the distribution of 

PRIT scores according to the patients' age group, shown in Figure 3, reveaJed that, 

whi~,not all adolescents reported severe pain, they appeared nearly 2.4 times more 

liflY than older patients to experience severe or extremely severe levels ,Of pain in 

abortion. 
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Figure 3: Distribution of total pain rating index (PRIT) scores in 
abortion obtained from 38 adolescents and 71 adult woroen. 
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, Demographie and Other Antecedents 
1 

The signifieant correlatIons between age and '\everal medlcal vanables and 

the statistical dlfferences between adolescents and adults on a number of medical 

antecedents provide sorne mdicatlOn of the possible causes of the effect of age on 

pain, inasmuch as almost no signiflcant relationships were found between age and 

affective or psychosocial characteristics before abortion. As expected, age was 

sigmflcantly and positiveJy correlated wlth gravidJty (r=O.52, p<O.OOI), panty (r=O.41, 

p<O.OOl), previous abortJon (r=O.44, p<O.OOl), and was negatlvely correlated with 

dysmenorrhea (r=-O.32, p<O.01) (since it IS 11)0st commonly reported by women in their 
~ \ t' J 

Jate teens and earJy twentles). ln addition, as ohen reported ln other abortion ~ 

researchs (Bracken et alo, 1978; Cates, 1981), adolescents in thJS sample tended to 

have somewhat longer gestations at the tlme of abortion (M=9.0 vs 7.9 weeks, 

F(1,I07)= 6.60, p<0.05), which entaiJed the use of more extensive dllatatlOn and 

curettage"X2(1)=8.58, p<O.OO, but they also received slightly smaller doses of local 

anesthesia (M=J8J.3 vs 208.2 mg; FO,107)=14.87, p<O.OOl), which remaln, however, 

within recommended ranges (see BurnhiJJ & Levin, 1976; Hern, 1984; Hodgson, 19& 1). 
, 

Although antecedents of gynecological pain may have been expected to influence the 

experience of pain ln abortlon, correlat Jons between gravldlty, parity, previous 

abortion and pain scores did not reach statistica! signiflcance. Therefore, given the 

complex relati0ft5hips between, on the one hand, demographlc variables, medlcal 

antecesfents and procedures used, and, on the other, the reports of pain, it became 

evident that the best strategy to understand the relative contribution of medical, 

social and psychoJogical factors in abortion ~in ,,",S to buse muJtivariate designs and 

to s.elect ilge and education as covariate~. The reS\Lts of the hierarchical regression 

analyses performed to determine the predictors of pain are presented below. Before 
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progressmg to these analyses, however, a brief description of the psychosocial, 

emotlonal and cognitive charactenstlcs of the participants needs to be glven. 

,-
<\{ 2. Affective aml PsychosoCial CharactenstJcs Before AbortlOn 

\ 

The results in Table Il show that, while the decision to .seE!k an abortion 

was not an easy one (nearly two out of three women reported moderate to high 

levels of preoccupatIOn and dtfflculty ln taklOg the decision), most women l'lad 
1 

resolved thelr ambivalel),Ce by the tlme the procedure took place (only 26% remained 
.:~ ....... , 4 

moderately hesitant on the day of the intervention). ln additIOn, the patients were 

somewhat worned about the posslbihty of pain and thelr abihty to tolerate It. This 

was conflrmed by the ratings regardmg the Importance o! four issues whlch may have 

troubled the subjects throughout the walting perlod: the average rank-value score~ 

in~icated that the participants generally expressed concerns over 1) the nsk of pain, 

2) or of medlcal complications, followed' by 3) moral issues or 4) social èJisapproval 
, -

~ 

(Friedman rank test: X2rO)=56:41, p<O.OOl, i~Fergus~n', 1981, pp. 410-412). 

Scores on the standard psychologlcal tests revealed that pre-abortlon 

sltuatlonal anxiety (5TAIS-l) (M=48.2, 5.0.=9.2) and depresslOn (BDI-I) (M:12.9, 

5.0.:8.8) were m~derately elevated. The mean anxlety scores were only slightly 

higher than those report~ in other medical and pre-operatlve populations (Readmg, 

1982c; 5pielberger et al., 1970, 1973; Taenzer, 1983). The depresslon scores, 

however, appeared uncommonly hlgh ln this group; ln fact, scores In this range 
/ 

generally indicate leveJs of miJd clinlcal depression (Beck et al., 1961; Gauthier et 

al., 1982). These fjndings therefore suggest that the period between the suspicion of 

pregnancy and the abortion is for / many women an emotionally trying time. A 

considerable proportion of women, indeed, expressed serious distress: 32% responded 
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TABLE 11 

Descriptive Statistics on Psychosocial, Affective and 
Cognitive Variables Collected Before Abortion (N = 109) 

"xchoaocial 

Preal!nce of • companion. ...!!... _l- In operating room' D _I_ 

Panner ~O 4~.9 Partner in 31 28.4 
Friend 29 26.6 Friend 1n 20 18.4 
'a.11y _liber 11 10.1 Relative in 4 3.7 
Profe .. iona1 -1 ..1.:! Professions1 in -1 ~ 

Any company 93 8~.3 Companion in room 53 48.6 

Alone 16 14.7 

Ilequeat for Tel'1D1nation ...!!... _%- ...!!... _%-

Socioeconotaic 76 69.7 Young age 35 32.1 
Interpuaona1 lS 13.8 Completed famUy 7 6.4 
Stud1u/vork 58 53.2 BeaI th 1 0.9 
No duire 43 39.5 Rape 4 3.7 

Deciaion Proces,: ...!!... _I- n _t-

Alon" 65 60.0 With friend 9 8.3 
Joint (vith partner) 28 2~. 7 • With relative 3 2.8 

With professional 4 3.7 

AfCectivelColn1t1ve 
~ ~. Range 

Preoccupation a 6.3 2.6 0.6 - 10.0 
~blval.nce 1n decil10n • 3.9 3.0 0.0 - 10.0 
Ba.ltationa pra •• nt 2.0 2.3 0.0 - 9.2 • 
r .. r of lnterventiiDa ~.5 2.1 1.1 - 10.0 
Expectancy of pal» 4.6 2.0 0.7 - 9.4 
Tolerance to ptln 5.5 2.4 0.5 - 10.0 
laauea: - Paln b 1.9 1.0 1.0 - 4.0 

-, "ed1c81 2.2 0.9 1.0 - 4.0 
- "oral b 2.4 1.1 1.0 - 4.0 
- Social 3.3 1.0 1.0 - 4.0 c 

~ 

State-AnxJety (STAIS-l) 48.2 9.2 27 - 6B 39.4 ~ 8.6 (42.4 ! 13.8) 
Depreasion (BDI-1) d 12.9 8.8 o - 41 \, 6.4 3.5 
rralt-Anxiety (STAIT-2) 37.6 11.3 20 - 69 38.2 i 8.2 (41.9 t 12.7) 

Note a: 
Note b: 

Ratings obtained on VAS scales with values b tween 0 and 10. 
Rank-order ratings with values between 1 and 4 and 
inversèly-coded (sma1ler values depict great r order of 

No'te c: 

Note d: 

importance). ~ 
Normative data published in Spielberger et a .,(1970) for 
female col1ege students (and medical populat ons), and in 
Gauthier et a1.,(1984). 
Trait-Anxiety (STAIT-2) collected at follow-up (n· 87) 
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that they had Important moral confllcts or concerns about slgmflcant others' 

Judgement, 27% obtamed scores on the STAIS-l that were mdlcatlve of severe 

tensIOn and apprehenslOn (Splelberger et aL, 1970), and 2u% had scores on the BDI-I 

suggestive of moderate to severe levels of chnlcal depresslOn (Gauthier et ill., 1982). 

A. RelatlOnshlps among Pre-Abortlon Affective, Psychosocial, Demographlc .. • 
and Medical Vanables. 

To explore the relatlOnshlps between the varlOUS antecedent emotlOnal, 

cogmtlve and social measures, product-moment correlatIOns were calculated a~d were 
". 

found to be signiflcant and mternally consistent. Table 12 reveals that women who 

expressed greater ambivalence, hesltatlon, fear and expectatlOn of pain tended to 

report higher levels of pre-abortlOn anxJety, depresslon and tralt-anxlety. The 

correlatIOns also In.dlcated that ambivalence and moral confl1cts were sigmficantly 

associated (r=-0.35*, p<O.OOO. _~regarding the declslOn-making process, group 

comparisons of subJects who ackowledged that they involved others in thelr declsion 

"" and those who dld not, further revealed that women who reached thelr decision alone 

reported less ambivalence (M:3.1 vs 5.1, on a IO-poInt scalej F(l,I07)=I3.I, p<O.OOO 

and hesltatlon (M=1.4 vs 2.8, on a 10-pomt scalej F(l,I07)=10.0, p<0.005) and fewer 

moral conflicts (M=2.8* vs 2.1*, on a 4-pomt rank-order scale; F(I,107)=IO.32, 

p<0.005) than those who sought the counsel of others.: Conve~sely, subJects who came 

accompanied by a relative tended to report more ambivalence (r=0.30, p<O.OOl). 

Interestmgly, women who reported a lower tolerance to pain tended to ask their 

companion to be wlth them in the operatmg room (r=0.27, p<O.OO. 

The correJàtions between background variables and pre-abortion affective 

* Issues of concern ar'e inversely-coded variables. 
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TABLE 12 a 

Product-Moment Correlations Among Affective and Psychosocial Variab~es 
Assess.ed Before Abortion (N = 109) 

o 

• AFPECT -'? DECISION EXPECTATION ISSUES OF CONCERNb 

Preoccu- Aablva1ence Decision He.ltation Expents~ Tolerance 
srAl5-l STAIT_2

a BDI-l p3tion ln Decision With Others Present Fear of Pain to Pain Paln Medical Karal Social 

~ 
,.-

STAI5-1 

, SD.IT-Z, 

IDI-l 
a.chlOlll 

Preoccupation 
~ .... l_ce 

DeculOft Vith 
Otben 

.81tà't:lon 'n .... t 
• bpectatlon 

r.ar 
Ix'pec:tancj of 

Pain 
Tol.rance to 

Pain 

la.ua. 
---b 

'aia 

"-d1calb 

. Mor.l~ 
Socialb 

;. 

-' 

.33*** 

. 
" 

.48*** 

.57*** 
• 27* 

.34*** 

"1 

.31** . .t.l**"* .51*** .34*** 

.29** • 26b .. 

.ll** .33*** .34*** 

.25** 

.33*** .58*** _.'JSb** 

.29** _.JOb** 

, _.29b** 

.32** 

-.26** _.JOb .. 

• 

-.45*** -.25** 

-.31** -.32*iII 

-.41*** 

Asterisks indicate. ttie level of significance (based ~n t~o-tail~d probability): *** p~O.OOl; *~ p<O.Ol. 
Blanks represent non-significant coefficients or coefficIents less than .25. 
Note a: STkIT-2 collected at follow-up with mean substitution of missing values. 
Note b: Issues of concern are inversely-coded variables (e.g. positive signs indicate inverse relation-

ships between variables). 
,J 
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Affeec: 
_ STAIS-l 

STAlT_2a 

101-1 
DIIclalon 

Preoccupation 
Mblvalenee 
Deeialon Vith Otheta 
Be.ltatlon Pre.ent 

!!Pee caution 
F_r 
Expeetaney of Pain 
Tolerance to Paln 

u.uea
b 

Pain b 
..... U.cSl 

Mo"al ----- ----.=-~-~-__ .b 
.iKX:la&~ _ 

eo.pany 
Part:ner 
hlend 
"laU.Ye 
ln Itoo. 

- .... on. 
5OCloeCOD .. ic 
lalterperaonal 
StucUe.: 
No Dedre 

'; 

li o 
"'( 

1 
p TABLE 12 b-

Product-Moment Correlations Among Affective and Psychological Variables 
Assessed Before Abortion (N = 109) 

COMPANY 

Partner Friend Relative In R~oœ 

.30** 

.30** 

-.27** 

.35*** 

.39**'* 

SocioeconolDic 

-.33** 

REASONS 

Interpersonal Studles No Desire 

.28"'* 

f 

o 

Asterisks indicate the level of Sign~Cance (based on two-tailed probability): *** p<O.OOl; ** p 4 0.Ol. 
Blanks represent non-significant correlation coeff~cients or coefficients less than .Z5. 
Note a: STAIT-2 col1ected at follow-up with mean substitution of missing values. 
Note b: Issues of concern are. inversely-coded variables. 
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'l'ABLE 13 
". 

Product-Moment Correlations Between Demographie, Medical 
Variables and Affective and Psychosocial Features Before 

Abortion (N· 109) 

DDIOGRAPHI C ' MEDICAL 

Gestetional Retroveraed 

Demographie and Hedicll1. 
Age 
Education 
'arHy 
Abort1on 
Cestations} Age 
Dyslllenorrhes 
Retroveued 

Uterus 

AIt Education l'.l'Hy Abortion Age Dyamenorrhee Uterus 

.66*** 

.41*** 

.t.~** 
_!~2U 

) 

Aff ec t1v~ and Pllych06C?E.!!! 
StAIS-! -
STAn-2

1 

BDI-l 

Decision 
Preoccupation 
Amb1"llfmce 
Dec1s10n With Othen 
He81 tition Pre lent 

Expec utton . 
Fear 
Expecrlncy of Pain 
ToleuDce to Pain 

l .. uea -•• 
---p;'1'nb 

Hedic~lb 
Kora! b 
Soeill 

CoIapany 
P.rtner 
'r!end 
Relative 
ln Ro01ll 

a .. aon ... 
:>Qc1 oeconomj c 
IDterpeuoDal 
Stud'iea 
No Delire 

-.28** 

-.2S** 
\. 
\. 

" • 

Asterisks indicate the level of significance (based on two-tailed 
probability): *** p ~.O.OOl; **' p< 0.01. Blanks represent non
sign1ficant coeffici~nts or with values less than .25. 
Note a: STAIT-2 collected at follow-up with mean substitution of 

m1ss1ng values. 
Note b: Issues of concern are inversely-coded variables. 
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and psychosocial measures were also examined (Table 13). The striking feature of 
< 

thlS pattern of relationships is the virtual absence of signiflcant, corr~latlons with 

the variables that· are strongly assoclated with pam measures, such as age and 

education. To ,further explore how ~dolescents differed from adult participants ln 

their emotional and cognitive sets before abortlon, group comparisons were 

ca1cuiated. No significant differences were found between the two age groups on 

most pre-abortion psychosocial or affective measures, with a f,l interesting 

exceptions. Firstly, adolescents more frequently requested abortion on grounds of age 

(84.2% vs 4.2%; X2(l)= 72.64, p<O.OOO or studles (76.3% vs 40.8%; X2(1): 12.51, 

p<O.OOl), had sought help from people other than their boy{rlend (29.2% vs 7.8%; 

X 2(2)=11.3, p<O,Ol) and were less often accompanied by their partner on the day of 

the intervention (31.6% vs 53.5%; X2(2)=8.31, p<O.05) than adult women. Secondly, 
o 

adolescents expressed shghtly' more hesitation (M=2.7 vs 1.6 on a ID-point scale; 

PO ,Hl7)=.5.6, p<O.O.5) and more anxiety (ST AIS-l), although this latter difference was 

only marginally significant (M=50.5 vs 47.0; F(l,1.07)=3.7, p=0.06). While these group 

differences would appear to suggest that maturity may somehow faciJitate the 

resolution of ambivalent feelmgs and the mobilizatiQn of the partner's support, the 

correlations largely indlcate, however, that demographic and emotional variables 
G' 

were independent features. 

B. Predictors of Depression and Anxiety Before Abortion 

In order to further determine the sourèes of the inter .. individuaJ variability 

in pre-abortion depression and anxiety reports, multiple stepwise regressions were 
[ . 

calculated (Cohen & Cohe..,n .. )197.5; Nie, Hull, Jenkins, Streinbrenner & Brent, 197.5). 

The inclusion of predictor variables was based on their univariate correlation 

coefficients (aU statistical tests were two-tailed). The probJem of shared variance 
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among measures was approached by retaining only those variables which showed a 

minimum F value of 2.0 for the test of the partial correlation coeffIcients. The 
. 

results of these analyses, performed, to ascertain the relative contribution of 

demographk, psychosocial and medlcal variables to depression (BOI-O and anxiety 

(STAIS-l) before abortion, are presented in Tables 14 and 15. Slgnificant predictions 
\ 

were obtained, accounting for an average of 53% of the variance in these affective 

scores. The important feature of the results is that the reports of depressiofl and 

anxiety before abort,ion appear to be determined by a variety of emotional, cognitive 

and social variables. Patients who experienced chronic as weB as sltuational anxiety, 

who were p,reoccupied, ambivalent and had greater expectancies of pain, and who 
1 

lacked the support of significant others or the company of a partrler, were also more 

likely to show depressive symptoms. On the other hand, women who expressed gre~ter 

fear, hesitation and who were still students, tended ta report more anxiety before ' 

the intervention. 

,l~ ln summary, the results presented in this section are consistent with 

previolJs reports that indicated that most women experience an abortion as a difficult 

but necessary alternative to an unwanted pregn,ancy (Freeman, 1977, 1978; Freeman 

et ~I., '1980; Friedlander et al., 1984). ,They also indi~te that women's reactlOns to 

an abortion are complex and would appear to depend on- their affective and cognitive 

sets (e.g., ambivalence, fear, expectancy of pain) as weB as their psychosocial 

situ~tion (e.g., support of a partner or significant others). 

3. Predictors of Pain and Distress in Abortion 7 
. In' the attempt to determine the sources of inter-lndividual variability in 

outcome measures of abortion, the relationships between the patients' demographic, 

. ~_ .... ----~~ .- . -- --

., 
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TABLE 14 
, .,.. 

Results of the Multiple Stepwise Regression Analysis to Determine the Statistical Predictors 
of Depression Before Abortion (BDI-l) (N - 109). 

Predlcto~ Variable 

Trait Anxiety 
(STAIT-2)a " 

State Anxiety. 
(STAIS-l) 

Preoccupation in 
Week prior to 
Aborti~n 

Expectancy of 
Pain 

Concern about b 
Other's Judgement 

Mbivalence in 
Decision 

, 1 

Pearson Multiple 
r Hl 

" .57 .33 

.48 '~42 

.34 .46 

.34 •• 48 

-.06b .50' 

.31 .52 

Change in 
- R2 

, ,,' 

.33 

.09 

.04 

.02 

.'02 

.02 

df 

1,107 

2,106 

3,105 

4,104 

5,103 

6,102 

F p 

51.72 .000 

38.05 .000 

29.79 .000 

24.34 .000 

20.48 .000 

18.04 .000 

Partial 
r 

.39 

.16 

.19 

.17 

-.12b 

.• 15 

PreseQce of 
Partner -.12 .53 .01 7,101 16.21 .OOO--~ -.12 

Note a: STAIT-2 collected at follow-up vith mean ~ubstitution of missing values. 
Note b: Issues of concern are inversely-coded variables. 

F 

32.76 

5.35 

7.46 

6.26 

3.26 

4.73 

3.06 

p 

.0000 

.02 

.007 

.01 

C 
DB 

.03 

C 
DB 

o 

Note c: Tests of the partial correlation coeffici~nts revealed marginally significant contributions to the 
prediction (p - 0.07 and 0.08, respectively). 

N.B. The regression calculated wiL~out STAl measures revealed that 33% of the variance in BD1-1 scores was 
accounted for by the following variables:: Expectancy of Pain (parttal r - .24" p< 0.005), Preoçcupatlon 
(partial r - • 23, p~ 0.01), Ambivalence "(partial r - .25, p< 0.005) and the Absence of the Partner 

--.~.t (partial r --.20, p<O.05) (partial r,· partial correlation coefficient). 
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T~LE 15 
Results of the Multiple Stepwise Regression Analysis to Determine the Statistica1 

Predictors of State-Anxiety Before Abortion (STAIS-l) (N Z 109) 

-, 

Pearson Multiple Change in Partial 
Predictor Variable r R2 R2 df F P r F p 

" r 
~ 

Fear of Intervention .51 .26 .26 1,107 38.43 .000 .29 19.17 .000 

Depression (B~I-l) .48 .37 .11 2,106 31.05 .000 .18 7.50 .007 

Hesitation Present .41. .44 .07 3,105 27.79 .• 000 .28 17.54 .000 

~udies ~ .28 .52 ) .08 4,104 27.91 .000 .29 18.35 .000 ", 

Expectancy of Pai~- .34 .53 .01 5,103 23.21 .000 .11 2.81 ns 

Preoccupation, in! 
Week Prior to 
Abortion .27 .54 .01 6,102 19.95 .000 .10 2.24 ns 

f 

N.B. The regression calcuiated without, BDI-l measures revealed that" 50% of the variance in STAIS-l scores 
was accounted for by the-.following variables: Fear (partial r = .33, p<'O.OOl), Hesitation 
(partial r - .30, p<ooOO\tUdies -(partial ~ - .30, p<O.OOl) or Nulliparity (partial r - -.12, 
P • ns) (partial r = parti correlation coefficie~nt). -
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o 
medical" and psychosocial characteristics Ind pain, distress and treatment evaJuation 

v<'" , 
reports were assessed. The product-moment correlation matrices and the results of 

hierarchical stepwIse regression analyses were examined in order to ascertain the .. 
statisticaJJy rehable predictors of pain and dlstress during abortion. 

A. ReJationships between Out come Measures, and Demographie, Medical 
i 

and Psychosocial Var iables 
» 

The product-moment correlation coefficients between pain and distress 

reports and demographic, medical and psychosocial variables are dlsplayed in Tables 

16 to 18. These analyses show that several variables such as the patlent's age and 

education and medlcal characteristics, such as menstrual problems, retroversed uterus 

and the smaller doses of anesthetlc mject~d, were signiflcantly correlated with a 

number of 'pain indices, while virtually no medical variable were assoclated with 

distress measures. Furthermore, significant intercorrelattons were observed between 

the pati~nt's affective states and issu~s of concern before abortion, and pain and 

distress ratings during aborU07 Trait - and 5tate-Anxlety (ST AIS-l, ST AIT -2), 

Depression (B01-1) scores, and ratings ~; moral conflicts, ambivalence and fear were . ,. 
associated with greater pain and distress scores. Howèver, the patientr'"s expectancy 

and concern about pai~her unrelate~ or associated wlth lower p~lÎn reports, 

,while Jower perceived ability to toJerate pain was correJated with several pain and 

distressll measures. 

These results are important in that: 1) t,hey tend to support the validity of 
. 

the outcome measures used in this research, whlch evaluated pain and distress aS 

separate dimensions, inasmuch as medical features were correlated with pain indJces 

and not with distress measures; 2) they identify at least three medical fe~tures that 

contribute to greater physic;aJ discomfort <!yring the interventiofl. or after the 

'.' 
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TABLE 16 

Product~Homent Correlati~s Between the ?articipants' Paintand Distress Ratings and Demographi~, Medical 
'Antecedents, Procedures and Incidents in Abortion (N • 109) 

~ 

Pain Ratly Di.tres8 Ratina 

SPSI PVASl PPIl PRIS PRIA PRIE PRIM PRIT PVAS2 PV~S3 DVAS 

u..o.r!1!hlc 
Ale .39*** -.41*11* -.2S** -.38**/ -.37*** -.l&u* -.4n*** -.39*** -.31*** • 
Iduc.tion -.14*** -.ll~* -.31** -.34** -.34*** -.35*** -.35*** -.29*** 

Madlcal ADtecedent 
Parity ..... Abordon 
e .. tat1on.l Age 
o,r ... norrhea .28** •• 31"· .32·" .26** .. 25*" .27** .2.1** 
"troveraed Uterus .26"· 

Procedure. 
AIIplr.tion 6 
Curetta,e .. 

Addlt10nal 
Aaplratlon 

ADe.thatic no.age -.26·* 

Incident ,-
Intolerance .32"* .32"· .37""· .34*** 
Vapl $bock .26*· .26·· .25** .28** 

" 

Asterisks indicate the level of signific~nce of coèfficients (based on two-ta11ed probab11ity levels): 
*** p~O.OOl; ** p~O.OOl. Blanks represent non-s!gnificant coefficients or with values less than .25. 

~ 

4 

\, 

, 
" 

~ J... 

.. 



~(' -'~ , , 

\. 

r 

~ 

, ,. 

" 

~ --

o 

a,. 

r-

..l:'" 

'1' 
"\ 

.\ 
... 

o 

,.' 
Produ~~~Momen~ Correlations Between the jérticiPants' Pain and Distress Ratings and 

.,.",'~ Affective and Psychosocial Variab es Assessed Before Abortion (N" 109) 
, 

D1etr ... 
Pain RatinS Ratins 

SPSl PVASl PP Il PRIS PRIA PRIE PRIM PRIT PVAS~ PVASl DVAS 

Affect 
S""IS-1 .29** .28** .25** .29** .25** .30** .47*** 
STAIT-2a 

.Jl** .Jl** .29** .J2** .34*** .36*** 
aDI-1 .29** .36*** .37*** .26-* .38*** .41*** .41*** 

Decision 
Preoccupation 
AIIbivalence .25** ·t1*** 
Huit.tion .37** .35*** 
~ci8ton With Othera .25* .27** .28** 

Expec tation 
Fear 
~tancy of Pain 

.26** .26** .41*** 

Tolerance to Pain 
la.ue~ 

.25b* Pain 
_.29b** Hedicglb _.28b.* _.nb** 

Moral b 
Social 

C.,.pany 
t Partner 

Friend 
Relative 
In Ra.,. .28** 

aea.ooa 
Soci_caoa.1c 
Interpenonal 
StucU .. .24* .25** v 
110 t1eaire 

Asterisks indicatè the level of significance (based on two-tailed probability levels): 
*** p<"O.OOl; ** p<'O.Ol. Blanks represent non-signiiicant co~fficients or wirth values 
Iess than .25. 
Note a: STAIT-2 collected at fo~low-up vith mean substitution of missing values. 
Note b: Issues of concern are iriversely-coded-variables. 
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TABLE 18 

Product~MOment Correlations Between the Nurse-observers' Ratings of Pain and Distress and 
Dèmographic. 'Medical, Affective and Psychological Variables (N -109) 

,. 

. . . .. 

O-Olrapblc 
Age 
Education 

Medical Ântecedent 
!'arlt)' 
Abortioo 
Ge.taUon.l Age 
Dys.norrhe. 
Retrover.ed Uterus 

Procedure 

QbSPSl 

.aln latinl 

,ObPVASl ObSPS2 

-.31** 

.30** 

ObPVAS2 

-.36*** 
-.2S*" 

Di.~re.. Ra~ina 

ObDVAS 

Aspiration and Curet~ge 
Additlonal Aspiration 
Ane.thetic Dosage 

Affect 
--sTiÏS-l 

STAIT-2a 

BDI-l 
Decision 

Preoçcupatl00 
Aabivalence 
Be.itation 

O· 

.37*** 

.26** 

" 
Decialon Wlth Others 

.1( .)8"* 
.40*** 

Expectation 
Fear 
Expectancy of Paln 
Tolerance ta pai~ 

IlIue'b Pain 
HediCftlb 
Moral b 
Soclal 

Coapany 
Partner 
Frlend 
Rela~i.ve 

ln RoOli 
Reaaons 

"ocloeconcnalc 
In~erperlJonal 

Studlea 
Ho Deslre 

.31** 

b i 
.27 ** . 26b** 

f 

_.4!Jb*** 

., 
, -, 

Asterlska indfcate the level of slgnificance (based on tvo-talled probablllty levels): 
*** p~O.OOl; ** p~O.Ol. Blanks repre.ent Don-algnlfican~ coefflclen~. or vl~h value. 
less than .2S. 
No~e a: STAIT-2 coliec~ed .t follow-up vith ~n substitution of .i •• lng values. 
Note b: Issues of concern are lnve~selv-coded variables. 

0 

-, 
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procedure is completed; ) the significant intercorrelations among anxiety, 

depression, ambivalence, fear and moral concerns and outcome rneasures suggest that 

these emotional difficulties covary with, mediate or contribute to higher pain scores, 

and particularly to affective indices of pain (PRIA) and distress ratings. 

The results of hierachical stepwlse fegression analyses were also examined 

in the attempt to determine the relative contribution of biographical, affective, 

psychosocial and medical variables in pain and distress reports in first-trimester 

abortion. To perform these analyses, a hmited number of variables werè selected. 

i) Selection of mdependent variables: A fotal of twenty-two biographical, 

affective, psychosocia'l'and medical variables, Iisted in Table 19 were chosen to enter 

into the multivariate regression analyses. Three main criteria were used to select 

these variables: 1) Categorical variables were omltted If they applied to Jess than 

ten percent of the respondents; 2) Redundant variables were eXcluded, giving priority 

to continuous variables over classification variables, whenever possible; 3) Variables 

that showed significant univariate correlations with, two or more pain or distress 

measures were included in the analyses. Other variables that were of special 

theoretical or practical interest (e.g., presence of partner, company in operating 

room, gestational age, retroversion of uterus, tolerance and expectancy of pain) were 

~lso inc1uded, even though they did not meet this criteri?n. 

ii) Covarlâte Selection: The correlation matrices presented earlier (see , 

Tables 10, 12 and 13) have rev~aled that the patient's age and education were 

significantly correlated, on the one hand, with most pain and distress indi~es, and, on 

the other, with relevant medical features (e.g., dysmenorrhea, parity, anesthetic 

doses). In the attempt to control for their potentiaJ1y confounding effects, these 

biographical variables were used as covariates, 50 that the relative contribution of 
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TABLE 19 

List of the Selected Demographic, Medical, Psychosocial and Affective 
Variables to be Included in the Hierarchieal Stepwise Regression 

c Analyses for Pain and Distress in Abortion 

Demographie (eovariates) 

Age 
Education 

. 
Medical-

Gestational Age 
Parity 
Abortion 
Dysmenorrhea 
Retroversed U~erus 
Doses of Local Anesthetic 

Psychosocial 

Ressons for abortion: 
Interpersonal problem\ 
Studies and Work plans 

Presence of: 
Partner 
Friend 
Family 
Company 1n operat1ng room 

,Affective and Cognitive 

Ambivalence: " 
Diffieulty of decision 
Hesitation present 

Issues of concern: 
Moral dileDDDa 
Social (others' judgement) 

Expectancy of Pain 
Perceived Tolerance to Pain 
Fear of Intervention 
Anxiety (STAIS-l, STAIT-2) 
Depression (BDI-l) 

• 

.0 

o 

1. 
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psychosocial, aLfeetive and medical variables could be explored above and beyond 

that afforded by demographic information. 

B. Statlstlcal Predlctors of Pain ln Abortlon and Recovery 

A series of hlerarchlcal stepwls~ regresslOns were calculated for the maJor 

mdices of the McGlll Pain Questionnaire (MPQ) and the Vlsual Analogue Stales 

(PVAS) ln order to determme the statlstlcally rehable predlctors of pain dunng 

abortlOn and the recovery period. Covanates entered dlrectly anto the deSign ~Cohen 

& Cohen, 197~; NIe et al., 1975) and the incfusion of predlctor variables were based 

on their unlvariate correlation coefficients (aH statistlcal tests werel two-talled). The 

problem of shared variance among measures was approached by retaming only those 

variables which, showed a minimum F value of 2.0 for the tests of the partial 

regression coefficients, and which cumulatively yielded a signIficant overall F. The 

results of the hierarchlCal stepwise regression analyses for each pam measure Jre 

presented in Tables 20 to 26, and have been report~d 10 terms of the F ratios 

derived frQm their assodated incre,ments in R 5quare and ln term~ of the sigmficance 

of partial correlation coefficients. The results of the hlerarchical regressions 

calcuJated for ail other patients' and nurses' measures of pain and distress are 
,', 

reported in AppendilC G (Tables 39-G to 47-G>. For greater darity, these w~re. not 
. 

incJuded in the present section as they reveaJed largeJy similar patterns of staiistical' 

predictors. 
'1 --..' , ' 

, . r 

Perhaps the most striking feature of the resu'lts 9îspla.y,ed in t~bles 20 to: 2~ • 
" ' 

is'that significant predictions were obtainecl for ail pain measures: an aver~ge 'of ~7«J, 
, . 

of the variance in overaJ1 pa,n intensity rneasures was'< ~xpl~int'dt 32% for' the n)ajo~ 
'\ " \ 1· , ,.., 1 ' .. 

MPQ dimensions and 231, for. th~ ~in scores coUected dJrin~ith" récovery period. 
• G 

- \, 

,\ , 
H, 

J 1 ~ , ' , ,1 
, 

JI J,' , 1 
~, 
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, 
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TABLE 20 

Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical 
Predictors of Pain in Abortion: Sensory Pain Ratlng (PRIS) 

Pearson Multiple Change in Partial 
'Pred~ctor Variable r -< R2 .R2 df F P r F p 

1 

Covariates 
Education -.31 .15 .15 2,106 9.51 .000< -.08 ~09 ns 

,Age -.38 -.22 7:61 .01 

Depression .34 .26 .11 3,105 12.51 .000 .31 14.26 .000 
(801-1) 

~ 

Retroversed .24 .30 .03 4,104 10.99 .000 .16 3.92 .05 
Uterus ~ 

" 
Gestationa1. -.11 .32 .02 5,103 9.57 .000 -.14 3.04 

a 
ns 

Age 
,f. 

Note a: The test of the partial correlation coefficie~t revealed a marginally significant côntribution ta 
the prediction (p - 0.08);_ 

f 
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~ TABLE 21 

,. 
Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical Predictors 

of Pain in Abortion: Affective:Pain Rating (PRIA) , 

Pearson Multiple Change in Partial 
Predictor Variable r R2 R2 df F p r F p 

.., 
, .. ~" .' Covariates .. 

Education -.34 .15 .15 2,106- 9.76 .000 -.15 3.43 
a 

ns 
Age -.38 -~l5 "" 

?J 3.62 .05 

Depression .37 .27 .12 3,105 1'3~22 .000 ~33 16.30 .000 
1 

(BDI-1) 
6 

\ 

Moral b .31 .04 4,104 _~18b 
b -.24 11.55 .000 5.05 .02 

Dilemma 

Interpersonal .12 .33 .02 5,103 10.22 .000 .16 3.72 .05 
Problems, 

1 
1 

Not~ a: The test of the partial correlation coefficient revealed a marginally signiflcant contribution to 
the prediction (~ • 0.06). 

Note b: Issues of concern are inversely-coded variables~ 

j 

1 
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TABLE 22 
1 

Results of the Hierarchica1 Stepwise Multiple Regression Ana1ys[s ta Determine the 
of Pain in Abortion: Miscellaneous Pain Rating (PRIM) 

/ 

Statistical prerctorg 

Predlctor Variable 

Covariates 

Education 
Age 

Depression 
(BDI-l) 

Interpersona1 
Problems 

Concern About 
Others' 

Judgement 

, 
Pe~rson 

r 

-.34 
-.33 

.38 , 
1 

.13 

_.20b 

Multiple 
R2 

.14 

.27 

.30 

\ .32 

Change 1.n 
R2 

.14 

.13 

- .03 

.02 

df 

2,106 

3,105 

4,104 

5,103 

F 

8.40 

12.75 

11.08 

1 
9.76 <' 

c 
II" 

p 

.000 

.000 

.000 

.000 

Part1.al 

r 

-.24 
_ -.05 

.35 

.18 

-.lSb 

F 

8.42 
0.33 

18.62 

4.72 

3.44 

p . 

.004 
, ns 

.000 

.03 

a ns 

Note a: 
, (1 . 

Th; test of partial correlation coefficient reveale~a'marginally sigdificant confribution to· 
the prediction (p - 0.06). 

Note b: Issues of concern are inverselv-coded variables. o • 

l' 
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TABLE 23 
.' ' 

f 

1 o~ 

Results of the Hi~cal Stepwise Regression Analysis to Determine the Statistical Predictors 
of Pain in Abortion: Total Pain Rating (PRIT) , 

t 

Pearson Mtjdtiple Change in· Partial 
Predictor Variable r R2 R2 df F p r F .1> , P 

Covariates ~ • 
Education -.35 .17 .17 2,106 10.82 .. 000 -.15 3.89 .05 
Age -.40 l -.19 5.66 .02 

Depression .41 .32 .15 3,105 16.42 .000 .36 21.35 .000 
(BDI-1) 

. 
Interpersonal ".llj .34 .03- 4,104 13.65 .000 • 16 - 4.04 .05 ' 

Problems 1 

Gestational -.10 .37 > .02 5,103 11.95 .000 -.13 2.87 a 

" 
ns 

Age Il 

Retroversed .20 .38 .01 6,102 10.46 .000 .12 2.28 ns' 
Uterus .. 

r 
- _._ ... ~- - ----

a ~ 

~ 

# Note a: The test of the partial correlation coefficient revealed significant contribution to the prediction 
(p • 0.08) 

/ 
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TABLE 24 

Results of the Hierarchical Stepwise_Regression Analysis to Determine the Statistical Predictors 
of Pain in Abortion: . Visual Analogue Pain Score (PVASl) 

-. 
Pearson MUlti Pl1 Change in Partial 

Predictor Variable r R2 R2 df F P r F p 

Covariates 
Education -.33 t"" .18 .18 2,106 11.39 .000 -.06 0.7r ns 
Age -.41 -.19 5.9 .02 

State-Anxiety .28 .24 - .06 3,105 10.74 .000 .20 6.56 .01 
(STAIS-l) 

Retroversed .26 .2S .04 4,104 10.06 .000 .zo 6.5S .03 
Uterus ~ 

~ 

1 If' , 
Presenc~ of -.10 .31 .03 5,103 9.17 .000 -.17 4.4~ .03 

a Relative 
. 

Moral Dilemma b 
-.Z3

b 
.34 .03 ' 6,102 8.82 .000 _.ISb 5.17 .0.2 ,. , 

1 

8.26 .000 .15 3.55 
a 

Dysmenorrhea .31 .36 .OZ 7,101 ns 

1 

Note a: The test of the partial correlation coefficient revealed a matginally significant contribution to ...... 
The preâ:lction (p--"-O.06j.- - --- - ---- -- --. --~ - - - - - -- 1 

Note b: Issues of concern aré inversely-coded variables. 

.J> 
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\ .... TABLE 25 

~esu!ts of the-Hierarchica! Stepwise Regression Analysis to Determine the Statistical Predictors 0 

of Pain Fiftee~ Minutes After Abortion: Visual Analogue Pain Score (PVAS2) 

Pearson Multiple Change in Partial ) 

Predictor Variable r R2 R2 df F P r F p 

f 
Covariates 

\ Education -.35 .17 .17 2,106 10.73 .000 -.10 1.48 ns 
Age -.39 -.19 5.52 .02 

Moral Dilemma b _.31b .24 •• 07 3,10:) 11.20 .000 -.29b 12.33 .OO! 

Presence of a -.12 .29 .05 4,104 10.56 .000 -.20 5.95 .02 
Relative 

.27 .30 .01 5,103 9.02 .oqo ~ .12 
\ 

2.35 Dysmenorrhea ns 

\ 

Note b: Issues of concern are inversely-coded variables. 

r-
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TABLE 26 , , 

Resu1ts of th~ Hierarchica1 Stepwise Regression Analysis to Determine the Statlstlcal Predictors 
of Pain Thirty Minutes After Abortion: Visual Analogue Pain Score (PVAS3) 

Predictor Variable 

Covariates 
Education 
Age 

Dysmenorrhea 

Gestational Age 

.., 

g 

Pearson 
r 

-.29 
-.31 

.27 

.19 

, 

'" 
6 

" 

Multiple 
R2 

.11 

.14 

.16 

Change in 
R2 

.11 

.p3 

.02 

df 

2,106 

3,10S~ 

4,104 

4 

t1 

F 

6.41 

5.6j, 

4.98 

r 

". 

p 

.oo~ . 

~ 

.001 

.001 

Partial 
r 

-.11 
-.08 

.21 

.16 

'" 

F P 
1 

1.50 ns 
0.78 ns 

4.64 .03 

2.60 ns 

Q, 

'" 

o 

---



The signdicant improvements In explained variance wlth multivanate procedures 

c1early 

medical 

indicate that the aSSOciatIOn of demographlc, affective, psychosoCJal and 

.-:/," 
informatIOn explaIns a greater portion of the varIablhty In paIn scores than 

univanate analyses. An average of three variables emerged as slgmflcant predlctors 

of pam, which mdlcated that blOgraphlcal, medlcal and psychologlcal factors ln 

combmatJOn generally Influence the perception of pain In abortlOn. 

The tIrst feature revealed by the results IS the Importance of age or 

educatIOn in accountmg for the varIabdlty I.n pain reports. These demographic 

variaJ:jles explatned nearly 16% of the variance ln sclf-reported overall pain mtenslty 

, mêasures (PVASl, PRIT) and In MPQ subscores (PRIS, PRIA, PRIM),.. Age and 

educatIOn also mdlviduaLY made slgnlflCant contrIbut}ons to the predictIOn of pain 

scores (P RIA, PRIT), suggestmg that older and more educated sub)ects experIenced 

Jess pam dunng abortlon. Demographlc variables also a'ècounted for an average of 

14% of the variance ln pain scores after abortion (PVAS2, PVAS3). 

A second feature of1:these results is the pervasl ve mfluence of pre-abortton 

depression and anxlety on pai n reports. Depression (BDI-l) scores, or hlghly 

correlated State-Anxlety, emerged as slgnlflCant predlctors of fT.,,),>t abortlOn pam 

measures. Although the relatlonshlps between pam perceptIOn, dlstress, fear and , 
anX,lct y have trad~allY been stress,ed 

depresslOn ha~ been sc~cly mentlOned. 

in the lIterature on acute pain, the role of 

The present results indlcate that depresslon 

accounted for an addittonal 13% of the vanance ln pam mtensity ratings and MPQ' 

scores, while state-anxlety accounted for an--addltlOnal 6% of the variance In one 

.overall pa 1 n",1 intensity measure (PV AS!). Statlstlcal tests that looked at the role of 

depth of cllnlcal d~presslOn ln pam scorès (using the cJassiflcatlon of BOl scores 

proposed by Beck & Beck (1962) and Gauthier et al., (1982): 0-10= none; 11-18= mdd; 
1 

19-26= moderate; 27 and over= severe) revealed that participants who reported 
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moderate or severe levels of depresslOn before thelr abortion (n=22) hêid slgntflcantJy 

higher pain and dlstress scores than those who acknowledged mlid or no dcpresslon. 

Other psychosoCIal variables whlch were correlated wlth dcpreSSlOrl and anxlcty 

measures, such as ambivalence, expectancy of pam, or fe~ Jattngs, dld not crnerge ln 

most equatlOns, posslbly because they dld not mdlvldually add to the predictIOn of 

pam scores o"nce the mfluence of anxlety and deprcsslOn had been accountcd for. 

Moral confllCts, concerns about slgnlflcant others' judgement and mtcrpcrsonal 

prob lems, however, contnbuted ta small Increments ln the prediction of pain ratmgs, 

together accounttng for a further 4% of the ,variance m flve out of seven measures 

of pain, lnterestmgly, the company of a partner, friend or relative, or the presence 

of the companïon In the operatmg room dld not contnbute slgnlflcantly to most pain 

reports. 

The fmal feature of the results IS the small but slgm f Jcant addltional 

contributions of medlcal characteristics. The hierarchlcal analyses revealed that the 

retroversed poSitIOn of the uterus, menstrual problems and a shorter gestatIon 

explained a iurther portion of the Inter-mdlvldu,al vanabillty ln overaJJ pam measures , 

and sensory pain scores (together accountmg for ,an addltlOnal 4% 'of the variance In 

live measures of pam durlng and after abortlOn). Closer eXélrnmatlon of these 

relatJOnshlps revealed that termmat IOns of early gestations were assoclated Wlt h 

more curettage followmg suctlon (posslbly ta ensure that the uterus had been 

adequately evacuated, espeClally when small volumes of matenal were asplrated) 
k 

(r=O.41, p<O.OOl), and nulliparlty (r-:-0.25, p<O.OJ), These fmdmgs thus suggest 1) that' 

the cannula and curette may scrape or sÙetch the llnlng of a ftexed uterus '!l~re 

than a normal one, and therefore generate more nOClceptl ve stimulatIOn; 2) that 

women who have dysmenorrhea expenence more pain dunng abortlOn and after 

abortlOn; 3) that abortion carned out in the early stages of pregnancy may be more 
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painful, perhaps especlally in nu1l1parous women, and in patients wf:lo had wider 
" . ' 

mechanical ç!llatatton of the cervlx and curettage. 

Taken together, the results tndlcate ~hat age, correlated with several 

medlcal features, accounted for a considerable portion of the variance in pain, and 

that emotlOnal antecedents, (I.e., depresslOn, anxlety, moral confllcts, fear of 

signlflcant others' dlsapprovaJ) further contnbuted to hlgher paIn scores. Fmally, 

medical varIables, such as the retroverslon of the uterus, menstrual problems and the 
. 

gestational age also made slgnlflcant contributions to the prediction of pam reports. 

C. Statlstlcal Predlctors of Distress ln Abortion 

Hlerarchlèal stepwIse regresslOns were al 50 ca1culated ta determine the 
l, 

statistical predlctors ot the participants' dlstress ratmgs <DV,AS). These analyses 

were performed as described prevlOusly, wlth covanates entered tlrst into the deSign. 

However, two analyses were carned out, one using the same medical and psychosocial 

variables used ln the regression analyses for pam meac;ures, and anoth'er, ,WhlCh 

included an mdex - of overall pam mtensity (PVASI), ln arder to determmc the 

contnbutlon of these predICtor varIables once pam mtenslty reports were qccounted 

for. The results of these analyses are dlsplayed ln Table 27. The results of the 

rëgresslOns of the observers' ratmgs of dlstress are found m Appendlx G (Table 

4.5-G), but wlll not be dlscussed here, since largely Slmllar predlctors were found. 

Signiflcant predictions were denved for the self-report ratmgs of dlstress, 

'v 
accounting for an average of 45% of the vanance. The most strtkmg aspect of these 

results IS that affective and psychosocial variables almost exc1usively predtcted 

distress ratmgs, above and beyond the contribution made by demographic features. In 

addition, when a pain intenslty measure was forced to enter next in the equation, 

/ 
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- TABLE 27 

Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistic~l Predictors 
of Distress in Abortion: Participants' Visual Analogue Rating (DVAS) 

/< 

/ 1 Pearson 'Multiple Change in Partial 
Predictor Variable r ~2 R2 df F p r F ~ p 

j 

Covariates --:::;7 
Education -.20 .06 .06 2,106 3.15 .05 , -.08 0.99 ns 
Age -.23 .07 2.84 ns 

State-Anxiety .47 .• 26 .20 3~105 12.33 000 .15 3.8) .05 
(STAtS~l) \ 

\ 

Ambivalence in .41 .32 .06 4,104 12.51 .000 .16 4.Z1 ~04 
Decision " 

Fear of Intervention .41 .36 .04 5,103 11.59 .000 .-17 4.69 .03 

.O{)~ .15 3.66 
a Depression (BDI-1) .41 .38 .OZ 6,102 10.42 ns 

, 
3.14 0 

a Interpersonal .12 .40 .02 7,101 9.57 .000 .14 ns , 
Problems 

Moral Di1emma b _.29b .42 .02 8,100 8.94 .000 _.13b 3.10 a ns 

Note a: Tests of the partial correlation coefficients revealed margina11y significant contribution to 
the prediction Cp • 0.06, 0.08 and 0.08, respectively). 

Note b: Issues of concern are inversely-coded variables. 
N.B. The regression calcu1ated ta partial out the contribution made by Pain Intensity (PVASl) revea1ed 

0' 

.... 

that 48% of the variance in distress ratings was accounted for by the following var~ables: covariates 
(partial r = -.03 and .06, p = ns), Pain Intensity (partial r • .32, p<O.OOl), Ambivalence (partial 
r = .23, p(O.Ol), State-Anxiety (partial r" .21, p<O.OI), Trait-Anxiety (partial r '"' .14, p -0.05), 
Prior Abortion (partial r = -.12, p = ns) and Perceived Tolerance to Pain (partial r = -.11, P - ns). 
Thus, 22% of the variance in the participants' distress reports was explained by Anxiety. Ambivalence, 
Previous Experience of Abortion and Perceived Tolerance to Pain, above and beyond the contribution 
made by Pain Intensity and Demographic factcrs (partial r = partial correlation coefficient)., 

1 
\ 

./ 

~ 
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similar psychosocial variables (~.g., state- and tralt-Anxiety and ambivalence) still 

a~ounted for -nearly half of the explained varIance m distress reports. 

These analyses revealed that 1) contrary to pain reporls, age or e~ucation 
" 

made a small contributIOn to the prediction of dIstr,ess rT)casures, accountmg for only . . ' 
6% of the variance, and that 2) affective and psychosOCial features were hlghly 

sigmflcant ln the predICtIOn of distress scores, even once pam mtenslty reports were 

accounted for. Anxlety, ambivalence, fcar, depresslOn, mterpersonal and moral 

problems before abortlOn contnbuted to slgnJflCanJ or margmal1y slgnIflcant 

increments ln the predIctIOn of dlstress reports (accountmg for 36% of the varlanC/i). 

Moreover, state- and tralt-anXllety and ambivalence expl,~llned a further 20% of the 1 

variance in 'dlstress ratmgs, once the c<;mtnbutlOn made by pam intensity was 

partialed out. 

Taken tqgether, the affective _or psychosocial determinants of 
• 
dlstress' 

r.esponses tend to support the vahdlty of the measures use<! in the present research, 

assessmg emotional dlstress m abortion as separate from pain perception, which, as 

noted earlier, is deter mmed by multiple demographlc, medlcal and psychologlcal 

mfluences. 

" 
D. Responses on Ratings of SatisfactIon and RelatlOnships with 

Pre-AbortlOn Variables and Pain Reports 

The participants were asked-"Lo rate thelr degree of satisfaction wlth the 

care received at the c1mic on three measures mcluded in the post-abortlOn 

assessment. The mean ratmg of quahty obtamed on a 4-item ver~al scale (rangmg 

from 1 = fair to 4= excellent) was extremely high (M=3.8, S.D.=0.4), Wlt h 85% of the 

participants reportmg the care as "excellent", and 14% as "very good". In addItion, 

other measures pertaining ta the sub jects' satisfaction with the support and 

\ 
o 
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TABLE 28 

Product~Moment Correlatipns Between Satisfaction Ratings 
and Pain and Distress Measures (N" 109) 

Satisfaction Ratings 

Support Understanding 1 Quality of Care 
( 

Patients' 

SPS1 

PVAS1 

PPI1 

PRIS Q -

fRIA -.36*** 

PRIE 

'" PRIM -.26** -.35*** 
" 

PRIT -,28** 

SPS2 
.. 

PVAS2 

SPS3 

PVAS3 

'. f 

-.29** C 
-.31** 

-.30** 

-.35*** 

.... Observers' .. 
ObSPS1 

ObPVASl 

" ObSPS2 

ObPVAS2 

DVAS 

ObDVAS 

\ 

Asterisks indicate the leve1 of significance of the coefficients 
(based on two-tailed probability leve~§): *** p ~O.OOl; ** p <.0 .Ol. 
Blanka represent non-significant coefficients or wi th' vaJues less 
than .25. 

\ 

( 

• 
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TABLE 29 

Product-Moment Correlations Between Satisfaction Ratings and 
Demographic, Medical and Psychosocial Features Assessed 

Before Abortion (N = 109) 

Demographie 
Age 
Education 

Medical 
Dysmenorrhea 
Gestation 
Parity 
Abortion 

Company 
Partner 
Friend 
Relative 
In Room 

Affect 
STAIS-l 
STAIT-2 
BDI-I 

Decision 
Ambivalence 
Hesitation 

Expectation 
Fear 

Support 

• 33*** 

-.26** 

Expectancy of Pain 
Tolerance to Pain 

Issuesb 
Pain b 
Moral b 
Social 

Abortion Procedure 
Aspiration' and Curettage 
Physician Experienc~ --

Satisfaction Ratings 
\' 

Understanding 

.. 
.34*** 

0 0 

.31** 

Quality of Car~ 

1. 

.. 

Asterisks indicate the leve1 of significance of coefficients 
(based on two-tailed probability levels): *** p<O.OOI; ** 
p <: 0.01. Blanks represent non-significant .coeff!cien~ or 
with values less than .25. 

, . 
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understandmg they recelved from the clln1cal staff also revealed a hlgh 'degr,ee of 

satisfaction among respo~dents (M=9.4, S.D.d.l, and M=9.5, S.~.=l.O, respectlvely, on 

IO-pomt VAS scales). This IS espeCially mteresttng, smce 34't, of subJects reported 

that thelr experlence was worse than they had antlClpated, .and thdt the average 

expected pam scores were slgmf Icantly smaller than the actual pam scores (PV AS 1: 

\'\=5.6, S.D=2.6 vs Expected: M=4.6, S.[).=2.0j t(108h3.0, p<O.Ol). This suggests that, 

desplte the greater dlscomfort than antlclpated, most women were satlsfled wlth the 

qualtty of care and wlth the staff's attitudes. 

To explore the relatlOnshlps between satisfactIOn ratmgs, pain perceptiOn 

and patients' characterlstlcs, product-moment correlatIOns were -ealculated (The 

results of· the regresslon analyses are ln Appendl x G (Tables 46-G and 47 -G)). The 

sigmflcant correlation coefficients between the ratmgs 'of satisfactIOn, pre-abortion 

and outcome measures are dlsplayed m Tables 28 and 29. 

These analyses indlCated that subJects who reported more intensé-and 

prolonged pam, and descrtbed thelr pain wlth affectlvely laden words, were more 

likely to percelve the attendtng staff ac; less sympathetlc and/or supportlve. 

Interestmgly, the patients' educatlOnal attamment, hesltatlOn beforc abortlOn and 

perce~ved abdlty to tolerate pain àlso correlated slgnlflcantly wlth two of three 

measures of satisfactIOn. The results suggest thD.~ younger, Jess educated women, who 

have a lower tolerance to pam and more unresolved < ambivalence at the tlme of the 

interventIon may be more hkely to report negatlveJy percelved staff attitudes. 

4. Predictors of, DepressIon and Anxlcty After Abortlon 

Th~ final goal of the present research was to assess emotionaJ responses at 
\ 

the time of abortion and at the follow-up visit. Section 2 of this chapter has 
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presented the affective an11 psychosocial charactenstJcs of women partlclpatmg in 

the study and the determmants of depresslOn an~ ().~xlety before abopion. This final 

section looks at the data obtamed at follow-up. 

A. Responses on Affective and Medical Measures at Follow-up 

Table 30 presents the descriptive statlstlcs on follow-up reports of 

depressJOn (BDI-2)' and anxlety' (ST AIS-2, ST AIT -2) obtamed trom 87 patients who 

returned for thelr "m<;:q.ICal check-up and who completed the fmal assessment 

questlonnalre wlthm two to four weeks after abortIOn. Confldentlallty and loglstical 

problems contrlbuted to the 1055 of 20% of the mltlal sample: SIX documents were 

lost by the cllnlcal or clerical staff whose task was to transmit them to the 

experlmenter upon completlOn; four patIents returned much later than the prescrlbed-

4-week follow-up deadltne; the remaJnmg ten partIcipants did not show up at aIl for 

thelr medlCal appomtment and could not be reached. Table 30 dlsplays the mean 

scores and standard devlatlons for the depresslOn and anxlety measures obtamed from-

87 subJects, and the incidence of medlCal complicatIOns In 97 patients, as reported by 

physlclans. These data mdlcate c1early that, whIle State-anxlety and DepreSSion 

sco(es were moderately hlgh before the interventIOn, they had decreased to normal 

levels at follow-up (STAIS: t(86)=8.9, p<O.OOl and BOl: H86>=9.8, p<O.OOI). 

Furthermore, Tralt-Anxlety scores, whlch are generally consldered to be stablè, -were 

also withln normal ranges. However, elght partICipants, most of whom were 

adolescents, remamed hlghly depréssed, and nlne reported severe levels of anxlety at 

their folJow-up VISIt. 

B. Statlstical Predlctors of Affective Measures at FoJJow-up 

TC> examme the sources of the inter-mdlvidu'al variabihty in affective \ 

responses after abortion, product-moment correlations and hierarchical stepwise 
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TABLE 30 
. ~ -

Means and Standard Deviations for the Affective Measures Collected at Follow-Up Visit (n:87) and 
Frequency of M~dical Complications Based'on Physicians' Reports' (n-97) 

B-efore Abortion Fo1J.ow-Up 
a 

Norms 

o 

Hean s.d. Range Mean s.d. Range Mean s.d. (Mean. s.d.) 

Affective Measures 

State-Anxiety (~AIS) 
Trait-Anxiety~TAIT) 
Depre~I) 

Medical Complications 

EnrlOmetritis~ 
Hemorrhage 
Incomplete Abortion 
Others: Debris 

Pelvic Mass 
Anxiety 
Redo-Syndrome 

(N - 109) 

48.2 

12.9 

, 
.$ 1 .. 
( ,,-

,9.2 

8.8 

Medical Complications 
Hospitalization 
Recommended socia1 Follow-Up 

27-68 

0-41 

~ 

(n • 87) 

36.1 
37.6 

5.9 

12.1 
11.3 
8.2 

n % 
(n - 97-) 

8 8.3 
2 2.1 
4 4.1 
1 1.0 
1 1.0 
1 1.0 
1 1.0 

16 16.5 
2 2.1 
7 7.2 

20-66 
20-69 
0-37 

./ 

39.4 :t 8.6 
38.2 ~ 8.2 
6.4 ± 3.5 

(42.4 :t l3.8) 
(41.9 ± 17.7) 

Note a: Normative data published in Spielberger et al., (1970) for fem~le college students (and medical 
populations), and in Gauthier et ~1 •• (1984). 

Note b: This item includes parametritis and sa1pingitis diagnosed after abortion, of tin resulting from 
undiagnosed chlamydia trachomatis infection prior to abortion. ( 

. ' 
'1 

o 
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regression analyses were performed. The signiflcant correlatIOn coeffICIents between 

pre-abortlon informatIOn, outcome measures ln abortlOn, and anxlety 
<\ 

(STAIS-2, 

ST AJT -2r and depresslOn (BDI-2) at follow-up are dlsplayed In Table 31. These 

analyses revedl that wornen who were hlghly depressed before the abortlOn 'tended ta 

report generallzed anxlety and were lIkely to remam depressed and anxlOus. Indeed, 
t 

nearly hal! of the subJects who expressed moderate ta severe levels of depresslOn 
\ . 

before abortlOn dld not change at follow-up. In additIOn, slgnlficant correlations were 

found between pre-abortlOn measures of ambIvalence, moral conf1Jcts, pain reports, 

ratings of satIsfactIOn wlth care, and fo1Jow-up scores. DemographlC variables 

correlated only wlth depresslon (BDI-2). 
) 0 

Once agam, hlCrarchlcal stèpwlse regresslOns were calculated to determme 

the relative contributions of demographic, psychosoCIal and medlc~l features to 

anxiety and depression two or three weeks after abortlOn, above and beyond that 

afforded by the patients' initIal reports (i.e., ST AIS-l and BDI-l \vere the selected 

covariates).- The results of these analyses are presented ln Tables 32 and 33. 

Slgmflcant prel1lctlOns were obtamed for both depresslOn and anxlety measures, 
! 

accountmg for 71 % and 52% of thelr ~espectlve variances. The regresslOn equatlon 
\ 

for depresslOn scores (BDI-2) mdlcated that mltlal depression scores accounted for 

nearly half the variance, and that .general1zed anxlety explamed an addltlOnaJ 13% of 

the variance ln BDI-2 scores. In addItIOn, the patients' perception of staff attitudes, 

1 age, initial ambivalence and support durmg the mtervention were features that 

contnbuted to hlgher depresslOn scores at follow-up. These results, therefore, 

suggest that mltlally depressed women, who may have felt isolated from the support 

of others, who were. ambivalent and younger, were more likely to remain depressed at 

foUow-up. ) 
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TABLE 31 

Product-Moment Correlations Between Pre-Abortion Variables, Outcome 
Measures in Abortion and, Affective and Medical Measures 

Co1lected at Follow-Up 

Measures 

Pre-Abortion 
Age 
Education 
Gestation 
Parity 
Abortion 
Company 
Pain 
Moral 
Social 
STAIS-l 
BDI-l 
Preoccupation 
Ambivalence 
Hesitation 
Fear 

Abortion Outcome 
PVASI 
PF'.Il 

STAIS-2 

.27* 

.41*** 

:36** 
.30** 

PRIS .25* 
PRIA 
PRIE 
PRIM 
PRIT 
PVAS2 
PVAS3 
DVAS 
Understood 
Supported 

.28** 

.26* 

.28** 

.27* 

Qua1ity of Care ___ _ 

Follow=Up 
STAIS-2 
STAIT-2 
BDI-2 

STAIT-2 

(n = 87) 

.41*** 

.64*** 

.26* 

.36* 

.25* 

.28* 

.35** 

.33** 

.25* 

.35** 

.39*** 

.39*** 

.66*** 

BDI-2 

-.30** 
-.28** 

.38*** 

.68*** 

.36** 

.32** 

.28** 

.25* 

.39*** 

.46*** 

.37** 

.42*** 

.47*** 

.25* 

.26* 

.38*** 
-.39*** 
-.39*** 

C. 
-.65*** 

.71*** 

M\..'dichl 
Complications 

(n - 9.7) 

Asterisks indicate the level of significance of coefficients (based on 
two-tailed probability levels): *** p<O.OOl; ** p<:.O.Ol; * p<.O.OS. 
Blanks represent non-significant coefficients or with values less than 
.25. 
Note a: 2 More complications were found in repeat aborters (X - 10.71, 

p<O.Ol). 
Note b: Issues of concern are inversely-coded variables. 

j 
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TABLE 32 

Resu1ts of the Hierarchica1 Stepwise Regression Ana1ysis to Determine the Statistica1 Predictors o~ 
Depression at Two-Week Fo11ow-Up: Beek Depression Score (BDI-2) (1'1 = 87) 

Pearson Multiple Change in Partial 
Pred1ctor Variable r R2 R2 df F p r F p 

Covariate .68 .46 .46 1,85 72.72 .000 .19 8.84 .004 
(BD1-1) 

Trait-Anxiety .71 .• 59 .13 2,84 60.29 1 .000 .35 33.34 .000 
(STAIT-2) 

Feeling Understood -.39 .66 .07 3,83 52.87 .000 -.22 12.87 .000 
by Clinica1 Staff .. 

Age -.30 • 68 .02 4,82 42.75 .000 -.15 6.41 .01 

Campan ion in Room -.17 .70 .02 5,81 36.35 .000 -.14 5.39 .02 
, 

Ambivalence in .36 .71 .01 6,80 32.16 .000 .12 4.42 .04 
Decision , 

N.B. The regression calculated without STAl measures revealed that 58% of the variance in BDI-2 scores was 
predicted by the fol1o~ing variables: Initial Depression (BDI-1) (partial r = .49, p <: 0.001), Age _ 
(partial r = .11, p=0.08), Feeling Understood (partial r = -.16, p<O.OS), Hesitation Before AborÜon 
(partial r :: .14, p" 0.08) and Overall Pain Intensity (PRIT) (partial r ... 12, p = 0.09) (partial r -
partial correlation coefficient). . 

..". 
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TABLE 33 

Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical Predictors of 
Anxiety at Two-Week Follow-Up\ State-Anxiety Score (STAIS-2) (n = 87) 

Pearson Multiple Change in Partial 
Predictor Variable r R2 R2 df F p r F p 

Covariate .27 .07 .07 1~5 6.77 .01 -.03 0.11 1 ns 
(STAIS-l) 

Trait-Anxiety .66 .44 .37 2,84~ 32.77 .000 .56 52.96 .000 
STAIT-2) 

Ambivalence in .36 .48 .04 3,83 25.76 .000 .22 8.53 .005 
Decision 

Presence of -.14 .50 .02 4,82 20.64 .000 -.16 4.23 .04 
Partner 

Parity :08 .52 .02 5,81 17.84 .000 .15 1.80 .05 

~ 
i' 

N.B. The regression calculated without STAIT-2 measures revealed that 84% of the variance in STAIS-2 scores 
was accounted by the fo1lowing variables: Initial Anxiety (STAIS-l) (partial r = • 09, p = ns), 
Ambivalence (partial r = .33, p<O.Ol), Overall Pain Intensity (PRIT) (partial r = .22, p<O.OS) and 
Presence of Partner (partial r =-.18, p = 0.06) (partial r = partial correlation coefficient). 

r 

,. 
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The analysis of the determmants of anxiety states after abortion (ST AIS-2) 

revealed, in contras!, that mit laI anxiety explamed only a small portion of the 

variance (7%), whlle TraJt-anxIety accounted for an addltlOnal. 37% of the variance. 

Ambivalence, the absence of the partner and parlty further contributed to slgmfJcant 

mcrements ln the predlctlOn of ST AIS-2 scores (accountmg for an addltlOnal &% of 

the variance). 

ln sum, the ftndmgs presented ln thiS last section reveal that, while most 

women expenence an improvement ln psychological status followmg the termmatlOn 

of an unwanted pregnancy, a small number of womén did not experlence such a 

successful CriSIS resolutlOn and remamed very depressed or anXIOUS, desplte the 

absence of medlcal complicatIOns. Thus a few women experJenced negatlve reactlOns 

that dld not dlmmlsh wlthm two weeks of the abortlOn. Several factors, emphasized 

by other authors as we1l (e.g., Bracken et aL, 197~; Friedman et al, 1974; Kaltrelder 

et al., 1979; Lask, 1975; Moseley et al., 19&1) predlcted hlgher anxiety and 

depression scores at follow-up: anxlety proneness, pre-abortlon depresslOn, 

ambivalence, immatùnty, multlpanty, the partner's absence, and negatively perceived 

attltude<; in others. Fmally, and perhaps more
l1 

baslCally, the results reveal that the 

careful assessment of each woman's affective and psychosoCial situatiOn, pam 

expenence and perceptIOn of care, may help identify the patients at nsk for greater 

emotlOnal difflculties shortly aiter the termmatlon of pregnancy. 

\ 

.. 
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DISCUSSION 

The results of the present study show that paIn assoCiated with abortlOn is 

determmed by multiple mteraètmg mfluences. Ninety-seven percent of women m the 

present sample experlenced sorne degree of pain durmg abortlOn by suctlon-curettage . 
. , 

The pam levels, !lke those reported ln earlter studlc<; (Strmgcr et al., 1975; Smith et 

al., 1979; Suprapto &. Reed, 1984) were, on the average, of moderate Intcnslty. The 

MPQ paIn scores reveal that the IntensJty of pain dunng abortlon ranks among 

moderately severe pain syndromes, such as cancer pain, low back pain and phantom 

11mb pam (Melzack, 1975; Melzack ct al., 1981), and excccd<; those for memtrual pam 

(Reading. J 982b; Readmg &. Newton, 1977). Fort y-one percent of the partIcipants 

o descrlbed thelr pain as severe or unbearable. The slgnlflcant decreascs In pain 

mtensltles after a 30-mmute recovery penod mdlcated that pain ln abortlOn IS 

usually a tranSlent event. The MPQ words used most frequently deplcted 

spatlo-temporal, traqlOn and constrictive pressure qualltles. The relative 

predominance of sensory dcscrl ptors cornpared to af f ectl ve _ word~ is consIstent Wlt h 
,('J 

prevlOus reports by Melzack et aL, (1982) and Readmg (1982b) whlch sugge<;t that 

thls pattern of descrlptors IS characterJstlc of acute types of paIn. ' 

The reJatlOnshlps among the varlOus subjective rneasures of paIn obtdtned ln 

thls study were consistent wlth ot~r research (ChOtnlère, 1985; Krerner, Atkinson &. 

Ignelzl, 1981; Reading, 1983; Taenzer, 1983), and revealed slgnlflcant, hlgh 

correlatIOns oetween visuai analogue scales, verbal ratJng scales and MPQ scores. In 

additIOn, slgmflcant correlatIOns were obtamed between the patIents' and the nurses' 

ratmgs of pain. One surprlsmg observation, however, wa<; that the nurses tended to 

o underestimate thelr patients' degree of dlscomfort durmg the InterventlOn, but not 

when the subjects were transferred to the recovery room. It JS possible that the 
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nurses' lower estimatIOns of pain durmg the procedure were influenced by the type 

of behavlOrdl cues avatlable. It may be more dIfflcult to estlm~te the mtenstty of 
! 

pain expcnenced solely on the basls of faCIal and verbal expressIOns when mot or 
1 . 

activlty IS restrlcted durlng the mterventlOn; reltance on these expressions of pam 

alone may lead to greater maccuracy ln the perceptIOn of other people's levels of 

pam. In a recent study, Craig and PatrICk (1985) found a dissociation between 

observable patn behavlors and self-reports; the subJects' expressIOns of pam appeared 

to adapt raplcfly whtle thelr subjective reports of patn contmued to mcrease. 

Statlstlcal PredJctors of PaIn and Distress m AbortlOn 

- the major sources of mter-mdlvldual vanabllity m pam intenslty durmg 

abortlon were found to be the patlent's age and education, emotlOnal and cognitive 

predlsposltÎons before abortlOn, and gynecological characterlstlcs. 

Demographlc Characterisitlcs. Age and education correlated significantly 

wlth most measures of pam and explamed approxlmately 15% of the variance in pain 

scores. This ftndtng IS consistent wlth c1Inlcal observatIOns and prevlOus research 

whlCh mdlcate that the youngest patients experlence more pain dUring abortlOn 

(Bracken et aJ., 1974; Smith et aL, 1979). Several reasons may explam the mfluence 

of age and education on pam mtenslty m abortlOn. 

It 15 pOSSible that pam sensatIOn and tolerance thresholds Increase wlth age, 

perhaps due to changes m response cnterlOn (Chapman, 1978a, 1978b; Clark & Mehl, 
J 

1971). Becaw;'e age was significantly correlated wlth parJty and prevlous abortlOn, It 

is also plauSible that older participants gauged thelr paIn levels durmg abortlOn on 

the basls of prlOr pam expenences, or that they may have developed dlfferent copmg 

mechanisrns that modlfy thelr perception of pain. However, the correlatIOns between 

abortlOn pain measures and antecedents of panty and abortlOn were small or did not 
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reach statlstical signtflcance. This may be related, however, to the small number of 

multigravld subJect,s ln the present sample. Untll a slrnllar study IS carrted out. wlth a 

Jarger sample of multlparous women and repedt aborters, no flrm concluSIOn may be 

drawn"regardtng 'the relatlOnshÎ p between abortlon-patn tntenslty tn abortlOn and the 

antecedents of panty and Induced abortlons. 

\-\oreover, the slgntflcant IntercorrelatlOns found between young age, 

dysmenorrhea, later gestatlonal age, smaller doses of local anesthetlc lnJected and 

several pain measures also suggest that the relattonshlp between age dnd pain 
'. 

expenence may be medlated by physlOloglcal or procedural factors. Hlghcr pain 
(\..-, 

\ 

mtenslty levels ln younger patlents may bc the result of 1) dysmcnorrhea, apparently 

assoclated wlth greater prostaglandln-synthesls and hypertonlclty of the uterine 

isthmus (Dawood, 1981; :'v1arx, 1979; Renaer, 1984; Strornberg, Akcrlund, Forsltng, 

Granstrom &. Kmdahl, J 984); 2) the wlder dllatatlOn and more extensive aspiratIOn 

and-curettage performed for late gestations, which have been assoclated wlth greater 

pain levels (Smith et a!., 1979); and 3) the smaller doses of local anesthetlc WhlCh 

were 9-dmtnlstered by a less experlenced physlclan. Recent studle<; have suggested 

that the operator's expenence and skIlJ and the tendency ta overdJlate the cervlx 
i __ _ 

are Important determmants of morbldny rates (Frank et aL, 1985; Grimes et a!., 

1984; Neshelm, J 984). It IS possible that these factors ma" hdve al<;o contrlbuted to 

the greater pam expcnenced by younger patients. 
\ 

Jt IS mterestmg that the patlent's educatlonal level was slgntflcantly 

correlated wlth several pain measures and made a slgnlflcant contnbutlOn to the 

predIctIOn of three subjective pain measures. ThiS result 15 consistent wlth prevlOus 

reports on labour and post-operatlve patn (Nettlebladt et aL, 1976; Melzack et al., 

1981; Taenzer, 1983). The reason for thlS assoCIation IS not clear. It 1S possible that 

more educated subjects may be more mcl1ned to present themselves' as bemg more 
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stoical, or that they cope with pain differentJy and ,c~~equentJy di;miSh its 

mtensity. 
, . 

Important clInical implicatIOns can be derJved from the relatlOnships 

observed between age, pain and medICa) features. Firstly, at least equal doses of 

local anesthetic should be used for younger patients and adults, sJnce body welght 

did not signifJcantly dJffer between age groups. Secondly, more graduaI technIques of 

cervical dJlatatlOn should probaoly be employed for younger nulilparas, who may have 

a small, ngld cervlx: rather than rapldly, and sometlmes forc!bly, d:l.ate the CerVlX 

with metal rods, lamlnarJa tents mserted two hours or more before abortlOn, can 

slawly ddate the cerViX and mlght help reduce the pain expenenced durmg abortlOn. 

This procedure, In fact, has been recommended by several mvestJgators to mJnlmlze 

the r1sks of short- and long-term complicatIOns, such as cervICal or uterme trauma ln 

adolescents (Cates, Schulz & GrImes, 1983; GrImes, Schulz & Cates, 1984; Hague et 

" al., 1983; Schulz, Gnmes & Cates, 1983). Fmally, sJnce dysmenorrhea iS more 

prevalent m women ln thelr Jate teens and early twentles, and can be effectlvely 

relaeved by prostaglandm-mhlbltors (Henzl, Buttram, Segre & Bessler, 1977; Marx, 

1979), premedicatIOn wlth prostaglandm-mhlbltors may be a useful adJunct to 

standard paracervlcal blocks. lndeed, Suprapto and Reed (J 984) recently found toat a 

prostaglandln::mhlbltor (Naproxen sodium) admlnlstered prlOr to abortlOn signiflcantly 

decreased the Intenslty of pam dunng and followmg suctLOn curettage abortlon, as 

. compared ta placebo or no drug conditIOns. Whether the precautIOns and measures 

suggested above can effectively decrease the mtenslty of pain assoClated wlth 

abortlOn, particularly In younger patients remams ta be explored ln future 

investigations. 

Psychosocial Features. The second Important feature of the results 1S that 

affective and psychosocial variables together predicted an additional 17% 'of the 
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v~lance In several pain measures. Depression, whlch correlated wlth situational and 

tralt-anxlety, ambivalence, fear aod greater pain expectancy, emerged as the 

principal emotlOnal predlctor of hlgher pain scores. Moreovcr, morcd confllcb, 

concerns about others' )udgement and Interpersonal problems contrlbuted to 

slgntflcant lOcrements lo the prediction of several pam measures and dlstress scores, 

whi1e the presence of the male partner, In or out of the operatmg room, dld not 

contnbute to the predictIOn of paIn scores. 

The present study 15 the fIrst \0 aS5es~ the statlstlcal contribution of 

van'ous psychosoCial dimenSIOns In the experlence of pain and dlstre5s In abortlon, 

and to reveal that, In additIOn to emotlOnal predispOSitIOns, the cognitive set and 

tnterpersonal SituatIOn of the women have an mfluence on the perception of pain 

during abortlOn. The sigmflcance of these varIables In pain perceptIOn wIll be 

dlscussed after bnefly exammmg the medlcal contributIOns to pam mtenslty. 

Gynecological CharacterIstICs. The thlrd feature of the results 15 that 

gynecologlcal characterIstlcs were shown to contrlbute to the predictIOn of pain 

scores. Dysmenorrhea was correlated slgmflcantly wlth severdl pain mca<;ures durmg 

and after abortlOn, and emerged as a slgnlflcant predlctor of pain after abortlOn. 

Although thlS feature was SlgnIflcantly assoclé1ted wlth 11Igher MPQ pain 5core~ 

dunng abortlOn, It dld not emerg~.-ês a predlctor 10 the regresslon equatlons of 

\ 
severa! measures, posslbly because of the overlapptng variance wlth dernographlc 

features already accounted for.. ,In addition, the retroverSlOn of the u~erus and 

.shorter gestatIOns emerged ln the predICtIOn of hlgher pain lnten<;lty durlng abortlQn. 

Severa! reasons may exp!am these cont(:lbutlons. As noted earller, the r,oJe of 

dysmenorrhea in abortlOn pain appears ta be medlated by prostaglandtn-synthesls, 

wnlch tnggers more pamful and prolonged uterIne contractions (Dawood, 1981; 

Renaer, 1984; Renaer &. Guzinski, 1978; Stromberg et aL, 1984). This hypothesis has 

l' 
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received further credence by the demonstratlon (Suprapto & Reed, 1984) that 

prostaglandm-mhlbltors signlflcantly decrease the intensity of pam durlng' and after 

first-trlmester abortlOn. While cIlnlcal observations have suggested that an 

anteflexed uterus may be temporanly pushed back by flrm hand pressure on the 

suprapublC area to allow easler movernE'nts of the cannula and prevent damage to the 

uterine wall (Hern, 1984; Hodgson, 1981), the present study suggests that women wlth 
; 

a retroversed uterus, who cannot be helped m thls way, tend to expertence more paIn 
t 

durin'g the procedure. Fmally, the gestatlOnal perIod at whlch abortlOn IS performed 

aJso contrlbuted slgmflcantly to the prediction of pain s(:ores. ThiS fmdmg IS In 

agreement wJth a prev)ous study (Smith et aL, 1979) whlch fouhd that women"< wlth 

gestatIOns of flve to seven weeks reported more pain during the procedure. 

Psychological and PsychOSOCial Determinants of Pain 

One alm of the present study was to investlgate the relatlOnshlp between 

pre-abortlOn ,affective, cognrtlve and social factors and pain durmg the Intervention, 

usmg a pam measurement strategy whlch reflected the most recent concepts ln pain 

measurement (Frederlckson, Lynd &. Ross, 1978; Melzad., 1983; Llttlejohns &. Vere, 

'1981). 

The positive correlatIOns between hlgher levels of state- and tralt-anxlety, 

." 
fear and mcreased pain perception and dlstress are consistent wlth the hterature on 

, ' 

acute pain. Because anxiety 15 tradltlOnally belleved to be espeClally relevant to " 

7 

acute pain, depressed affect is consldered almost excluslvely in relatIOn to chromc 
1 

pain (Merskey; 1968; Merskey &. BoYd, 1978; Roy, Thomas &. ,\1atas, 19S4; Sternbach, 

1968, 1974; Welsenberg, 1977), The present results mdlcate that depressed affect in 

the week prior to abortion was signrfIcantly correJated with four out of seven pain 

measures, and emerged as the most important predlctor of pain intensity dunng 
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abortlon. One possible reason for the slgnlficant relatlOnshIps between d~presslon and 

pain measures may be that the scores on the BOl are a reflectlOn of dlsturbances }n 

physlcal \Junctlonmg related to pregnancy. If tl)lS were the cac;e. one would expect 

small correlatIOns between measures of pam, depresslOn, anxlety and dl5tress. 

Another posSlbIllty 15 that the relatlOnshlps are a reflectlon of npuroblologlcal 

disturbances thought to underhe both depresslon and pain perceptIOn (K mg, 1981; 

Ghla et a!., 1981; Rosenblatt et a!., 1984). Yet, the mcan scores on the RDI and 

ST AIS revealed eJevatlOns m depresslOn and anxlety before abortlOn in agreement 

wlth several studles ln the psychologlcal hterature on abortlOn (Brac ken et a!., 1974; 

Lask, 1975j-Greer et aL, 1976; Payne et al., 1976; Freeman, 1978; Moseley et al., 
1 

1981; Major et aL, 198.5). 

The results lndlcate, therefore, that pre-~bortlon depre5slon, sltuational and 

chtonIC anxlety, as weil as moral and mterpersonal concerns are related to the 
i 

perceptIon of acute pall~ and dlstress. There IS mcreasmg eVldence to suggest that 

the patients' perception of pain and responses to stress rnay be related to thelr 

typlcal emotlOnal reactlvJty (Horov./ltz t Wtlner &. Alvarez, 1979j Taenzer, 1983; 
:--C 

, Taenzer et aL, 1986) and cognitive copmg style (Cohen &. Roth, 1984; Taenzer, 1983; 

Welsenberg, 1977, 1984). Several studles have mdlcated that subJccts wOQ engage In 

catastrophlzmg cognitIons (generally characterIzed by obsesslve rurmndtlon, feeling'> 

of bemg overwhelmed or powerless to control or tolerate palnful events and 
f) 

anticipatIOn of dlsastrous consequences) report more pain, dlstress, anxlety and 

depresslOn than those who use copmg strategies (Chaves li Barber, 1974; Chaves & 

v \' 

Brown, 1978; Spanos, Brown, Jones &: Horner, 1981) Tacnzer, 1983). In the present 

study, measures of preoccupatIOn, ambIvalence, fear, pain expectancy and of Jack of 

social support contnbuted slgmflcantly to hlgher pre-abortlon anxlety and depression, 

and correlated wIth several subjective pain measures. It IS tempting, therefore, ta 
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speculate that a depresslve cognItive style described by Ellis (1962) and Beek, Rush, 

Shaw and Emery (1979), conslstmg of selective attentIOn to dlstressmg stimuli, 

distortions of loglcal analytlcal thought patterns and SOCI~J wlthdrawaJ, may be 

operatIng in some indlvlduals and contrrbute to thelr mood and greater pain 

experience. The aSSOCiatIOn between dcpressed affect, cognitive features and pam 

has becn demonstrated In a recent studles whlch found that patients who show the 

cogniti ve style attnbuted to depresslOn by Beck (1976) report hlgher levels of pain 

(Lefebvre, 1981; Sprock, Braff, Saccuzzo &. Atkinson, 1983). 

Taken together i these results suggest that the patients' perceptlOn of pain 

durjng abortlOn IS rela ted to thClr pre-operatlve emotlonal states and typical 

emotional reactlvlty, as weil as cognitive and SOCial sets. One ImplicatIOn of these 

fIndmgs is that the best mdlcators for physJCJam and counsellors who wlsh to 

identlfy a patient at rlsk for hlgher levels of pam and dlstress appear to be the 

patient's gencral pattern of anxlety, pre-operatlve levels of depresslOn and anxiety, 

moral conflIcts and problems wlth slgmflcant others' support. 

Statlstlcal PredICtors of DepresslOn and Anxlety 

Before AbortlOn. It IS wldely recognlzed that abortion is a stressful Ide 

event, and that patlenb typlcally reaet wlth pathologlCaIly elevated levels of anxiety 

and depresslon. Half of the women In the present sample reported cJinlcally 

slgnificant levels of mild to scvere depresslOn and anxlety before abortlOn, and one 

In five revealed slgns of moderate to severe depresslon. These fIndmgs are consistent 

with the revlews of the !Iterature in the area (cf., DaVid, 1985; GIbbons, 1984; 

Handy, 1982), and suggest that an unwanted'" pregnancy constltutes, for most women, 

a life erJsls that is significantly abated shortly after early termmatlOn. 
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The results of the multiple regression analyses revealed, ln addition, that 

• partlcular cognitions and personality feature5 are a5SoCiated wlth depres~ed affect 

before abortlOn. Higher Jevels of tralt- and state-anxlety, preoccupatIOn \l.'ltl1 the 

abortlon, greater expectancy of pam and ambivalence ln the decision were founet 10 

be slgmftcant predlctors of depresslOn scores (BDI-l) before abortlon. A,.s sug~ested ln 

the hterature on stress copmg mechanlsms and cognitive style, thec;c fCdtures may ln 

sorne way reflect catastrophizing and pCSSln1JStIC cognitIOns whlCh appcar to medlate 

or covary wlth lncreased pain perceptIOn, dlstre'is and depre<;slOn. Interestmgly, two 

variables further contrlbuted to hlgher levels of prc-abortlOn depre5slOn: greater 

concerns about others' dlsapproval and the partner's absence on the' ddy of the 

abortlOn. Whether thcse variables reflected the patients' percelvcd or antlclpated 

lack of support by slgnlflcant others (parents, partner or peers) and IsolatIOn, current 

interpersonal problems wlth the partner, lack of mtlméiCy, or even negatlve attitudes 

by the partner toward the abortlOn declslOn, 15 not clear. However, prevlOus rcsearch 

has been unanlmous ln reportmg that partner and/or parental support, as mea,>ured by 

self-reports, IS an Important determmant of emotlonal r(?spon~e.. to an abortlOn 

(Bracken et al., 1974, 1975, 1978; DaVid, 1985; Frgem<.tn, 1978; Fncdrn.Hl et d!., 1974; 

Lask, 1975; Mo~eley et al., 1981; Payne et al.,' 1976;_ Shu<;terméin, 1979). The 

contribution of the partner's pre~ence to lower levels of depre<;slOn, however, 

contradlct the results of a recent study that found that women accompalHed by thelr 

partner were more depressed and had lower expectanCies to cope before abortlOn 

~han women not wlth thelr partner (Major et aL, 1985). 
t, 

The multiple regresslOn analysls of state-anxlety scores colle,ted before 

abortlOn indlcated, on the other hand, that fear, hesltatlOns and commit ment to 
1 

studles were the main predlctors of gr eater levels of pre..oper atlve anxlety. While 

the associatIOn between fear, aVOIdance and anxlety are weil known (Bernstein, 1975; 
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Cohen &. Roth, 1984), the reJatlOnship wÎth greater state-anxiety before a~ortion and 

study plans, generally report ed ~y 1 younger and nullIparous sub Jects is not eVldent. It 

may be, however, a reflectlOn of mcreased apprehenslOn m patIents who are posslbly 

less famll1ar wlth gynecologlcal expenences or who have had fewer medlcal 

antecedents. 

Together the results reveal that multiple cognitive, persona lit y , affective 

a~d social features contnbute to hlgher depresslOn and anxlety before abortlOn, and 

! 
suggest .-!hat the patlent's typlcaJ pattern of emotlOnaJ reactlylty, rUminatIons, 

expectancles of paIn, fear, ambivalence, a,ntlclpated lack of slgnJflcant others' 

support, and the partner's absence constltute sorne of the elements that medlate, 

preclpltate or covary wlth negatlve affect prlOr to abort10n. 

One Impltcatlon of these ftndmgs IS that patients would perhaps beneflt 

from mterventlOns speClfically deslgned to help them become aware of the 

occurrence of the catastrophlc cognItIOns and trom means to avert them. This has 

been use<! successfully In the treatment of depresslOn (Beek, 1976; Rush, Beek, 

Kovao &. Hollen, 1977; Shaw, 1977)1976),..c:hronIC paIn (Turner &. Chapman, 1982; 

Turk et a!., 1983) and acute burn paIn (~,ernlck, Jaremko &. Taylor, 1981). Another 

ImplicatIOn IS that preparatIOn before abortion may be hclpful, to dlmmish 

antlClpatory d)stress U\nderson &. Masur, 1983; Reading, 1979, 1982c) and should 

probably Involve sensory mformatlOn, dISCUSSIOn of feelings and concerns, focus on 

future hfe plans, realJstlC appralsals of alternatives, as weIl as on cognitive 

strategies to avert pesslmlstic, self-cntlCal thoughts and strategies to cape with 
<j 

others' (antlclpated or reaI) unfavorable attitudes; such preparatIOn may, ln addition, 

mc1ude the male partners and allow them to dlscuss their opinions and emotlOnal 

responses to the abortlOn declsion. 
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After AbortlOn. At folJow-up, two weeks after abortlOn, only 9% of women 

indICated moderate and severe levels of depresslOn or anxlety, and 7% reported mlld 

depreSSlOn. These results support prevlOus lnvc~tlgatlOns wtllch Indlcate an 

Improvement ln psychologlcal status followlng abortlOn (Ashton, 1980; Belsey et aJ., 

1977; Freeman, 1978; Freeman et ale" 1980; Gibbons, 1984; Greer, et al., 1976; Lask,-

1975; Moseley et aJ., 1981; Osofsky &. Osofsky, 1972; Payne ct al., 1976). 

The results of the hlerarchlcal analyses revealed that younger' women who 

were hlghJy depressed bcfore abortlOn, who reported hlgher levels of. tralt-anxlety, 

felt less understood or supported by the cIlnlcal stdff, who were greatly ambivalent 

and had no companlOn throughout the abortlOn intervention, wcre more lIkely to 

remaln depressed after two weeks. The results for anxlety scores mdlcated that 

trait-anxlety, ambivalence, as weil as the partner's absence and multlparrty 

contributed to hlgher levels of sltuatlOnal anxlety at follow-up. Together these r1sk~ 

factors are consistent wlth the psychologlcal literature whlCh suggèsts tl1at the 

patient's general probJems In IIvmg, ambivalence, young age, lack of partner's or 

" 

parental support, negativeJy percelved staff attltude'i and multlparlty are a,>soCiated 

Wlt h adverse emotlOnal reactlons (Adler, 1975; Ashton, 1980; Belsey et aJ., 1977; 

Bracken et aL, 1974, J 978; Freeman, 1978; FrIedman et aL, 1974; Greer et aJ., 1976; 

Kaltreider et al., 1979; Lask, 197.5; Moseley et aL, 19~1; Payne et dL, 1976). 

One mterestlng observation of the study was that younger patiente:, appeared 

\... 
to be more at r1sk for unremlttmg depressed mood followlflg abortlOn. A1though the 

present data mdlcate, ln agreement WJth prev)ous research (Cates, 1981; Lask, 1975; 

OIson, 19.80), tl1at most teenagers reaçt to abortJOn ln a positive way, probably wlth 

a sensp of relief (72% of them reported no slgns of depressJOn or anxlety), a greater 

o percentage of teenagers (28%) than oider women (9%) reported mJld to severe levels 

of depression two weeks after abortion. The reasons for the hlgher prevalence of 
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proJonged depressed .'11ood among teenagers are not dear. It is possible that some 

adolescent girls cope or resolve less effectively their feelings about abortlOn because 

of more negative attitudes toward abortion (Chilman, 1980; Gispert &: Falk, 1978; 

Rinck, Rudolph & Simkins, 1983), of unfavorable support from parents, partner, peers 

(Bracken et a1.;~ 1974; Eisen &: Zellman, 1984; Freeman, 1978) or from staff members 

(Kaltreider et al., 1979), or posslbly because of the "externallty" of thetr decision, 

perhaps often based on concerns about thetr relatlonshlps wtth parents rather than 

personal hfe goals or abllity to care for a chtld (Dlxon, Strano & Willingham, 1984; 

Lewis, 198~)'-r-V\oreover, 1t 1S worth noting that adolescents also have a hlgher rate 

of emotlonal complicatIOns than older women after term btrth (Brewer, 1977; Clarke 

& Will1ams, 1979). While earlier research found no slgnlficant dlfferences between 

pregnant and never-pregnant adolescent girls on measures of personality and 

inteJJigence (David, 1972; Bracken et al., 1978; Oison, 1980; Peres-Reyes &: Falk, 

197), a recent study by Freeman (1984) suggests that pregnant adolescents show 

features of Jower self-esteem and po or self-competence when compared to matched 

never-pregnant girls. It is tempting to speculate, theref~re, that sorne adolescents 

may cope Jess effectively wlth the resolution of feelings about the abortLOn because 

of greater feelings of helplessn.ess and of negatlve self-Image (Freeman, 1977, 1978; 

Lefevre &: West, 1981; Peterson, Schwartz &: Seligman, 1981; Sllver -X Wortman, 

1980). The psychological and social bases for the hlgher rIsks of adverse emotlonal 

consequences after abortlon must, however, be left to future research. 

ln summary, the present study is the flrst to flssess the relative contribution 

of the pattent's demographic, psychosocIal and medlcal characteristics Ln the 

perception of pam during and after abortlon. It also examlned the statistlcal 

determinants of emotional distress, anxiety and depresslOn before abortlon and at 

1'--________ -~--
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short-term follow-up: the results reveal the multiple influences of personality 

attnbutes and sltuational predispositions, as weil as cognitive and social features. 

The limitations of the study, however, Jeave a number of issues unresolved. 
\. 

Firstly, French-speakmg women who were undergoillÎg first-tnmester 

abortion by suctlOn-curettage with local anesthesia were selected for the study. The 

easy access and feasabdlty of thls procedure has made it the most popu lar method of 

pregnancy termtnatlon, whlch can be safely performed ln a physlcian's office or in 

non-hospltal clInICS. It IS possible, however, that the results mlght be Influenced by 

ethno-cu Itural factors or by medlcal practices whlch may dlffer across settlngs. ln 

additIOn, the contributIOn of va nous demographic, gynecologlcal and psychological 
<1 

determmants of pain measures mlght dlffer 10 populations expenenC10g less mtense 

pain, recelving addltlonal premedication, or of dlfferent cultural background. ScveraL 

studles have, mdeed, found dlfferenees in pain responses and attItudes In people of 

Anglo-Saxon or Northern European origlO and \1edlterranean or Latin cultures 

(Zborowski, 1952, 1969; Sternbach &: Tursky, 1965; Wolff, 1985), as well as betwecn 

French-speal<mg and Enghsh-speal<mg 'patlents (Cho1Oière, 1985). However, the 
, 

consistency of the results of thls study wlth previous reports in the Brttish and 

Amencan hterature and with c1inical expenenee (e.g., GIIlett, 1985, persona! 

communication) appears to suggest that these factors may not have created Important 

blases ln the findings. It may also be argued that abortlons practleed ln non-hospltal 

dimes may be mfenor to those performed in hospltals by gyneeologists. 
" 

Unfortunately, no data ..... appear to be available at present on these Important Issues. 

Seeondly, it must be stressed that the present researeh employed a correlatlOnal 

research deSign. Thus the results cannot provlde direct evidence in support of causal 

hypotheses and can only be mterp~eted In terms of consistency with previous reports. 

Thirdly, several Important measures (e.g., issues of concern, decision.making, 

............. -'-_ ...... _--------~--------------~--- -
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psychosocial re\sons. social support) were newly constructed for this research and so 

have not been ~al1dated prevlOusly. However, a number of statistlcal relatlOnshlps 

\ 
provlde prellmmary evidence In support of thelr construct vallduy. AmbIvalence, for 

example, was slgnJflcantly correlated wlth depresslOn, anxlety, hesltatlOn and moral 

confJJcts 10 a pattern consIstent wlth prevlOus research (Bracken et al., 1974; 

Freeman, 1978; Fnedlander et al., 1984). 

Research and ClmIcal ImplIcatIOns 

The vanety of medlcal, socIal and psychological threats which charactenze 

a hf e cmls such as abortlOn makes thls event a useful model for studying stress and 

pain. However, the Imposslb!llty of expenmental control over pain-relevant 

dimensIOns such as demographlc and medlcaI features reqUlres that future research 

use a large number of partIcipants and adopt quasl-experlmental precautIons. These 

might mclude statl5tlcal or sampling controls (Cohen &. Cohen, 1975). Future re5earch 

should also adopt multlvarlate measurement approaches, whlch provide cntical checks 

agamst generalizing from a single measure, as weil as consIderably more statlstical 

p~wer (Cohen, 1969; HarrIS, 1975) than thelr unlvanate counterparts since they take 

lOto account the InterrelatlOnshlps among the variables. 

That the vanablllty In paIn intensity In abortlOn can be partly predlcted by 

the patlent's demographlc, psychosocial and medlcal characterlstlcs i5 perhaps the 

most clinlcally slgniflcant observatIOn of the study~! The present results further 

lndlcate that ambIvalence, rUminatIOn, expectancy of pam, fear, generallzed anxlety, 

and the partner's absence and others 1 anticipated Jack of support, are sIgnificant 

determinants of depressed and anxious mood before abortion, and suggest, therefore, 

that indlvidual dlfferences In emotlOnal responses to this life' CrISIS are mediated In 

\ 

part· by cognitlvé features, general patterns of emotlOnality and SOCIal support. 

\ 
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Future .,research may continue to explore the contribùtion of stress-copmg 

mechanlsms (Chaves &. Brown, 1978; Cohen & Roth, J 984), and of the network of 

interpersonal Influences whlCh characteflze one's social environment, slnce the 

expectanCies and values held by slgniflcant others exert a strong mfluencE' ln 

determmmg the exper lence of self (e.g., Bandura, 1977, 1982). In additIOn, 

investlgator-s may examine the slgndlcance of dernogrdphlc, psychosocial and medlcal 

predlctors of paIn perceptIOn ln a wlde spectrum of medlcal mterventlons, e;uch ae; 

laparoscoplc or amnlOcentesls examinatlons, stenlizatlons and IUD installatIOns, as a 

prehmlnary test of the generallty of the paIn and mood determtnants Idcntlfled m the 

present study. 

Howcver, paIn management durlng flrst-trJme~ter abortlOn wlth local 

anesthesla aJone IS not sufflclent for a considerable numbcr of women; thls Indlcates 

that addltlOnal pain control InterventIOns shouJd be consldered as compJementary 

procedures for the m~nagement of pam abortlOn. For example, 

. prostaglandm-inhlbltors, short-acting narcotlC analgesla may constltute useful 

adjuncts (Corh et a!., 1984; Pnce, Harkms, Rafll &. Prlce, 1986; Suprapto &. Reed, 
. , 

1984), as weil as sound psychologlCal prepar atlOn, whlch focus1ec; on sensory 

mformatlon and on copmg strategies to avert mal?daptlve cogrlltlom. Future cllnlcal 

triais may assess the ef flcacy of thesc approaches In the control of patn and dl<;tree;~ 

in abortlOn. 

BIOmedical technology has advanced rapldly and has allowed the easler 

access and feasabIllty of safe, early abortlOns, wlth the fortunate results that fewer ' 

women dIe or are maimed by Illegal abortlOns, and rnay, on their own timetabJe, 

subsequently have normal pregnancles (T letze, 1984). However, the psychologlCal, 

social and physlOlogical processes of pain, dlstress and affect before and after 

1 
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" ,~o~~Îon need to be hetter understood. CJearly"this is an area in w!t~ch psychologists 
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APPENDIX -A 

\ .' 
FORMULAIRE DE CONSENTEMENT 

A la demande de l'équipe médicale, je travaille à titre de 

chercheuse li faire une étude pour mieux comprendre ce que vous vivez 

lors de l'avortement. Nous voulons connaître votre expérience physique 

et émotive au caprs de l'avortement ainsi qu t avant votre rendez-vous. 

Votre part icipation sera fort appréciée et nous aidera à améliorer notre 

service. 

Je recueillerai pour cette recherche l'informa tion sur votre 

condition médicale 'et personnelle à partir de fiches remplies par vC?,tre 

infirmière et votre médecin. Je vous demanderai également de remplir 

des questionnaires qui porteront sur vos impressions et sur l'expérience 

que vous avez vécue. Je vous garantis la plus stricte confidentialité et 

l'anonymat complet puisque seulement moi consulterai vos répo~ses. 

Toute l'information recueillie ici n'ira pas dans votre dossier médical 

et ne servira qu t aux fins de la recherche. Si vous êtes intéressée à 

connaître les résul tats de cette étude, il nous fera plaisir de vous 

remettre un tiré-à-part de l'article qui en résultera. 

Consentemen t 

Les buts,'de la recherche, tels que décrits ci-haut, m'ont été 

expliqués par i~ chercheuse, Eliane Bélanger, et je comprends que ma 

participation me demande de répondre à des questionnaires quelques temps 

avant et après mon avortement, ainsi qu'une ou deux semaines après, lors 

de ma visite de contrôle. Je sais que toute l'information ne servira 

qu'aux fins de la recherche et sera confidentielle et anonyme. Je sais 

également que je nt ai aucune obligation à participer et que la qualité 

des soins qui me sont offerts ne sera en aucun point ïnfluencée par ma 

décision. 

Date: ________________ __ Participante: __________________ _ 

Eliane Bélanger, M.Sc. (Ph.D) 
Chercheuse et psychologue 
C.P.P.Q. no. 02679-80 



o 

o 

APPENDIX B 

Date: Partiel pants' Preabortion Assessment 
Code -:C-L~SC':"":--------

Questionnaire 1. No. dossier: -------

Les questions suivantes nous aideront à mieux comprendre cc que vous avez 
vécu, vos sentiment:s et vos appréhensions, depuis que vous avez appris que vous 
étiez enceinte jusqu'à maintenant. ) 

(A) Faur répondre aux questions, faites un trait vertical sur la ligne 
hor:i;zontale à l'endroit qui indiquerait le mieux votre expérience. 

(1) Dans la semaine qui a préc"édé votre rendez-vous ici, diriez-vous 
que vous pensiez beaucoup à l'avortement? 

Je n' y pensais 
pas du tout 

, 
J'y pensais 
constamment 

(2) Diriez-vous que vous vous sentez inquiète ou effrayée par rapport 
à l' avortement? 

Je ne suis pas 
du tout inquiète 

J 
Je suis très 

effrayée 

(3) Diriez-vous que vous avez pris la décision d'avorter: (veuillez 
encercler le chiffre approprié) 

(4) 

1 seule 
2 avec 
3 avec 
4 avec 
5 avec 

Diriez-vous 

très facile 
à prendre 

l'aide de vo t re par t ena ire 
l'aide d'ami(e)s 
l'aide de votre famille 
l'aide d'un professionnel 

que votre décision d f avorter 

(ou du 

a été 

père) 

Eour vous, ? 

très difficile 
à prendre 

" " 

(5) En ce moment, ressentez-vous encore certaines hésitations à vous faire 

avorter? 

pas du 
tout 

beaucoup 
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(5) Pensez-vous que l'avortement comporte une certaine quantité de 
douleur ou de malaise? A combien de douleur vous attendez-vous? 

pas de 
douleur 

douleur 
insupportable 

(6) En vous basant sur vos expériences passées, diriez-vous que vous 
êtes résistante à la douleur? 

pas du tout 
ou très peu 
résistante 

tb 
1 

très 
résistante " 

(7) - Dans quelle proportion votre inquiétude par rapport à l'avortement 
peut-elle être attribuée aux aspects suivants. Indiquez le rang 
d'importance que vous accordez à chacun des aspects (de l à 4). 

• 
• 
• 
• 

la douleur 
les complicatiçms 
le problème moral 
la réactiçm de votre entourage 

, 

(8) Diriez-vous que vous vous sentez bien informée au sujet de 
l'avortement que vous allez vivre? 

je me sens 
très peu 
informée 

je me sens 
très bien 
informée 

2 
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Introduction (Pré-4 e 6) 

Les deux questionnaires suivants nous permettront de mieux comprendre ce 
que, vous vivez présentement ou depuis que vous savez que vous êtes enceinte. 
Ilien que certains énoncés puissent vous paraître bizarres ou inappropriés, 
votre réponse pour chacun des énoncés de ces tests standards. est nécessaire 
à la compilation des résultats. Maintenant, veuillez lire les consignes pour 
chacun des questionnaires. 

B •. Questionnaire d'évaluation personnelle (ASTA-AS) 

Voici un certain nombre d'énoncés que les gens ont 
l' habitude d'ut i1iser pour décrire ce qu'ils ressentent. 
Lisez chaque énoncé, puis encerclez le chiffre approprié 
à droite de l'exposé pour indiquer comment vous vous sen
tez présentement • Ne vous attardez pas trop sur chaque 
énoncé mais donnez la réponse qui semble décrire le mieux 
les sentiments que vous éprouvez en ce moment. 

1. "Je me sens calme 

2. Je me sens en sécurité 

3. Je suis tendue 

4. Je sùis triste 

5. Je me sens tranquille 

6. Je me sens bouleversée· 

7. Je suis préoccupée actuellement par des 
contrariétés possibles 

8. Je me sens reposée 

Je me sens anxieuse 

Je me sens à l'aise 

Je me sens sûre de moi 

Je me sens nerveuse 

Je suis affolée 

9. 

10. 

Il. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

Je me sens sur le point d'éclater 

Je suis relaxée 

Je me sens heureuse 

Je suis préoccupée 

Je me sens surexcitée et fébrile 

19. Je me sens joyeuse 

20. Je me sens bien 
/ 

... 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

l 

1 

1 

l 

1 

l 

2 

2 

2 

2 
2\ 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3' 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4, 

4 

4 

4 

4 

4 

4 

4 

4 

4 

3 
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""Co Questionnaire d'évaluation personnelle (IBO) 

.Ce questionnaire contient plusieurs groupes de phrases. Pour chacun _ J. 
des groupes, lisez nt tentivement toutes les phrases et-placez -un crachet (V) 

à côté de la phrase qui décrit le mieux comment vous vous sentez présentement 
ou depuis que vous savez que vous êtes enceinte. N'omettez aucun groupe. 
Choisissez une seule phrase pour chacun des groupes. 

1. Je ne me sens pas triste-. 
Je me sens morose ou trj ste. ", 
Je suis morose ou triste tout le temps et je ne peux pas Ile 
remettre d'aplomb. 
Je suis tellement triste ou malheureuse que cela fait mal. 
Je su:(&s tellement triste ou malheureuse que je ne peux plus 
le supporter. 

2. ~ __ '! Je ne suis pas particulièrement pessir:üste hu découragée à 
propos du futur. 

3. 

Je me sens découragée à propos du futur. 
Je sens que je n'ai plus rien à attendre du ,fthur. 
Je sens que je n'arriverai jamais à surmonter mes difficultés. 
Je sens que le futur est sans espoir et que les choses ne 
peuvent pa s s' amé liorer • 

Je ne sens pas que je suis un échec. 
Je sens que j'ai échoué plus que la moyenne des gens. 
Je sens que j'ai accompli très peu de choses qui aient de la 
valeur' ou une signif ica t ion quelconque. 
Quand je pen$e à ma vie passée, je ne peux voir rien d' autre 
qu'un grand nombre d'échecs. 
Je sens que je suis un échec complet en tant que personne 
(parent, femme ). 

4. Je ne suis pas particulièrement mécontente. 

5. 

6. 

Je me sens tannée la plupart du temps. 
Je ne prend pas pla,isir aux choses comme auparavant. 
Je n'obtiens plus de satisfaction de quoi que ce soit. 
Je suis mécontente de tout. 

Je ne me sens pas particulièrement coupable. 
Je me sens souvent mauvaise ou indigne. 
Je me sens plutôt coupable. 
Je me sens mauvaise et indigne presque tout le temps. 
Je sens que je suis très mauvaise ou très indigne . 

• 
Je n'a'i pas l'impression d'être punie. 
J'ai l'impression que quelque chose de malheureux peut m'arriver. 
Je sens que je suis ou serai punie. 
Je sens que je mérite d'être punie. 
Je veux être punie. 

4 
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8. 

9. 

1.0. 

Je ne me sens pas déçue de f1,l0i-même. 
Je suis déçue de moi-même. 
Je ne m'aime pa s • 
Je suis dégoûtée de moi-même. 
Je me hais. 

Je ne sens pas que je suis pire que les autres. 
Je me critique pour mes faiblesses· et mes erreurs. 
Je me blâme pour 1 mes fautes. 
Je me blâme pour tout ce qui arrive de mal. 

Je n'ai aucune idée de me faire du mal. / 
J'ai des idées de me faire du mal mais je ne les mettrais ~ 
pas à exécution. 
Je sens que je serais mieux morte. 
Je sens que ma famille serait mieux si j 'é:ttais morte'.' 
J'ai des plans bien définis pour un acte sùicidaire. 
Je me tuerais si je le pouvais. 

Je ne pleure pas plus que d' habitude. 
Je pleure plus maintenant qu'auparavant. 
Je pleure tout le temps maintenant. Je ne peux pas m'arrêter. 
Au'paravanti, j'étais capable de pleurer mais maintenant je ne 
peux pas pleurer du tout, même si je le veux. 

11. Je ne suis pas plus irritée maintenant que je le suis d'habitude.' 
Je deviens contrariée ou irritée plus facilement ma;f.ntenant qu'en 
temps ordina ire. 

12. 

13. 

14. 

• Je me sens irritée tout le temps. 
Je rie suis pas irritée du tout par les choses qui m'irritent 
habituellemen t. 

Je n'ai pas perdu intérêt aux autres. 
Je suis moins intéressée aux autres maintemnt qu'auparavant. 
J'ai perdu la plu par t de mon intérêt pour les au tres et j'ai 
peu de sentiment pour eux. 

Je prends des décisions aussi bien que jamais. 
J'essaie de remettre à plus tard mes décisions. 
J'ai beaucoup de difficultés à prendre do.:s décisions. 
Je ne suis pas capable de prendre de décisions du tout. 

Je n'ai pas l'impression de paraîtr~ire qu'auparavant. 
Je m'inquiète de paraître vieille et sans attra~ts. 
Je sens qu'il Y a des changements permanents dans mon apparence 
et que ces changements me font paraître sans attraits. 
Je me sens laide et répugnante. 

5 
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15. 
",---fi ~\:-- ... 

"",," 

16. 

17. 

18. 

19.1" 

20. 

21. 

Je peux travailler pratiquement aussi bien qu'avant. 
.J'ai besoin de faire des efforts supplémentaires pour 
commencer à faire quelque chose. ~ 

Je ne travaille pas aussi hien qu'avant. 
J'ai besoin de me pousser très fort pour faire quoi que_~e soit. 
Je ne peux faire aucun travail. 

Je peux dormir aussi bien que d'habitude. 
Je me réveille plus fatiguée le matin que d'habitude. 
Je me réveille 1-2 heures plus tôt que d'habitude et j'ai de 
la difficulté à me rendormir. 
Je me réveille tôt chaque jour et je ne peux dormir plus de 
5 heures. 

r> 

Je ne suis pas plus fatiguée que d'habitude. 
Jetme fatigue plus facilement que d'habitude." 
Je me fatigue à faire quoi que ce SOlt. 
Je suis trop fatiguée pour faire qUOl que ce soit. 

Mon appétit est aUSSl bon que d'habitude. 
Mon appétit n 1 p.st pas 8USSl bon que d'habitude. 
Mon appétit est beaucoup moins bon maintenant. 
Je n'ai plus d'appétit du tout. 

Je n'ai pas perdu beaucoup de poids dernièrement. 
J'ai perdu plus de 5 livres. 
J'ai perdu pltls de 10 livres. 
J'ai perdu plus de 15 liv;res. 

' .... 
Je 
Je 
de 
Je 
je 
Je 

ne Buis pas plus pr,éoccupée de ma santé Que d'habitude. 
suis préoccupée par des maux et des douleurs, ou des problèmes 
digestlon ou de constipation. 
suis tellement préoccupée par ce que'je ressens ou comment 
me sens qu'il est dlfficlle pour mal de penser à autre chose. 
pense seulement à ce que Je ressens ou comment Je me sens. 

Je n'ai noté aucun changement récent dans mon lntérêt pour le 
sexe. 
Je suis mOlns intéressée par le sexe qu'auparavant. 
Je suis beaucoup moins intéressée par le sexe maintenant. 
J'ai complètement perdu mon intérêt pour le sexe • 

. ' 

6 

) 

• 



o 

o 

o 

Date: 7 
Code ~C~L':"'"SC---: ---
No. dossier: -----Medical Stafffs Preabortion Data Collection 

Fiche statistique de données personnelles et tnédica~ 

1. Données de base 

No. du sujet: 

1. Nombre de jours entre 
demande et date prévue 
de l'avortement: 

2. Lieu 

3. Langue utilisée pour 
questionnaire 

Date de naissance: -------
4. Age 

5. Scolarité - Nb. d'années: 
- Niveau: 

, 6. Occupa tion 

7. Statut matrimonial 

8. Race 'r-

9. Groupe ethnique 
Allégeance 
culturelle: --------------------

lO@17. Raisons motivant la demande: 
, 

1. Socio-économique 
2. Crise famIliale 
3. Travail ou études 
4. Enfants rapprochés ou 

nombre suffisant 
5. Non-désH 

! 

6. Age 
7. Refus de répondre 
8. Autre (santé, viol, 

h.érédIté .... ) 

.-

~ 18@21. Histoire gestatlonnelle antéri-
eure: 

"1. Grossesse antérieure 
2. Accouchement antérieur 
3. Avortement provoqué 
4. Avortement spontané 

CODES DE VARIABLES 

(~e pas remplir) 

(1 - CLSC Centre-v~lle; 2 - MGR; 3 - autre) 

(1 = français; 2 - anglais) 

(Nombre d'années d'études complétées) 
(DernIère année complétée au: 1 = primaire; 
2 = sec. incomplet; 3 = sec. V complet; 
4 = CEGEP complet; 5 = Univ. incomplet; 
6 = diplôme Unlv.) 

(0 :0 chômage 1 BES; 1 '" études; 2 -= foyer; 
3 = emploi p3rtiel; 4 = emploi complet; 
5 = autre) 

~' 
(1 = célibataire; 2 = mariée/union de fait; 

3 = divorcée/séparée/veuve; 4 = autre (e.g. 
remariée) 

(1 = blanche; 2 = nOlre; 3 = jaune; 4 = rouge; 
5 = mé tisse) "<\ 

(1 = can.fran.; 2 = can.angl.; 3 = antillaise; 
4 = l~~ino-américaine; 5 = européenne; 6 = 
asiatique; 7 = africa1ne; 8 = américaine) 

C' = l!rerai~n; ~ = 2
e 

raison; .3, = 3
e raison; 

o = 4 ou plus/nil) 

Inscrire le nombre (0-9) 
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I. Données de base (suite) 

22@30. Contraception utTIisée: 

1. Anovulant 
2. Stérilet 
3. Diaphragme 
4. Cap 
5. Spermicide 

-Ir-6. Condom t< 
7. Observation cycle 

(calcndrier/températur~) 
8. Pilule du lendemain 
9. Autre: 

31. Antécédents gynécologiques: 

1. Césarienne '" 
2. Infection pelV1Cnnej 

détaillez: 

3. Autre; 
détaillez: 

4. Dysménorrhée 

S. Tension prémens ~uel1e, 

32. Problème médical actif 

33@35. Mensurations: 

1. Taille: po. cm __ _ 
2. Poids: lbs.. kg 
3. Poids/taill~:-- - - -

lbs/po 
=kg/cm 

36-37. Antécédents de santé mentale: 

1. Traitement pour problème 
de santé mentale 

2. Traitement pour toxi
comanie .. 

38. Prélèvement de l'endocol: 

1. Pour gono 
2. Pout chlamydia 

Nom de l'infirmière: 

8 

Date: 
Code -=C=-LS="C='".-· -----

No. dossier: 

'CODES DE VARIABLES 

( 1 = principale; :t = simul tanée; 0 - nil) 

(0 = non; 1 = oui) 

(Endométrite, salpinsite, maladie inflammatoire 
pelvienne) 

(Malformation, chirurgie, endométriose, etc.) 

(Menstruations douloureuses au point d'empêcher 
certaines activités ou loisirs et/ou de devoir 
prendre des médlcaments) 

(Symptômes physiques ou psychologiques exagé
rés avant menstruations; ~.g, oedème, douleurs 
abdominales, seins senslbles, gonflement, maux 
ide tête, fatigue, -dépression, tension, irri
'r.abiliLé) 

(0 = non; l = oui) 
(t,g. diabète, convulsion, etc) 
r~) " 

è 

(cm) 
(kg) 

(kg/cm) 

(0 = non; 1 = oui) 

o 

(Aide professionnelle ou non (consult./méd./hôp. 
pour problème psychologique ou de santé mentale 

(Problème de drogue ou d'alcool) 

(0 = non fait; l = négatif; 2 = positif) 

-------------------------------
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APPENDIX C 
Date: 

Part1c1pant's Postabort1on Assessment 
Fiche d'évaluation post-avortement 

Code "='CL::-S::-:C::-:------

No. doss1er: ________ ~~_ 

Le premier de ces questionnaires a été conçu afin d'en savoir davantage sur 
les malaises ou la douleur que vous avez ressentis durant l'avortement. Ce 
questionnaire nous sert à mesurer la quantité de douleur que vous avez éprouvée 
et\nous indique o~ se situait votre douleur, si elle changeait avec le temps 
et te que vous ressentiez exactement. 

Le deuxième questionnaire vise à connaître vos impressions, votre satisfaction 
et vos émotions suite â l'expérience que vous venez de vivre. 

1. Questionnaire de McGill sur la douleur 

Ce questionnaire vise à nous apprendre davantage sur votre douleur durant 
l'avortement. Not-ez que le terme "douleur" est utilisé au sens large, se référant 
à diverses intensâtés de douleur, tels 'malaises, inconfort, mal, etc. 

i 
• Avez-vous pris des analgéslques aujourd'hui? Oui Non 

Si oui, type: dose: ------------ ------- heure: ---- am _____ pm 

1. a) Où se situait la douleur? 

-
e.g. 

D'abord, veuillez indiquer sur les dessins ci-après où se situait~~ 
votre douleur, en faisant un cercle autour de la ou des régions 
douloureuses ou sens1b1es durant l'avortement. Si vous ressentiez 
de la douleur à plus d'un endroit, inscrivez lia" près de la région 
la plus douloureuse; "b" près de la région moins douloureuse; et 
ainsi de suite. Indiquez aussi pour chaque r6gion sI ln douleur 
était profonde ou .interne "1"; de surface ou externe "E"; ou les 
deux â la fois "EI". : Finalement, veuillez noter l' intensi té de la 
douleur pour chacune des rég10ns 5 l'aide des lettres suivant~s: 
V • vive; M = modérée; F = faible. (Voir l'exemple ci-bas) 

~ 

aIV aEIF "f/ 
bEIM 
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1. b) 

(Pour l'examinateur seulement: 

1. Régions: ___ p.dr. 
__ périn. 

___ p.ga. 
dos 

2. Nomb.re de régions: __ ) 
\ 

( 

~.c.c. 

autre: ________ __ 

Quelle était l'intensité de votre douleur durant l'avortement? 
Choisissez parmi les 6 mots suivants ce~ui qui décrit le mieux 
ce que vous ressentiez. Faites un crochet (J) ~ côté du mot choisi: 

o Pas de douleur 
1 -Faible 
2 Inconfortable 
3 Forte 
4 Sévère 
5 Insupportable 

--2-
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2. Votre douleur changeait-elle avec le temps? 

a) Quel groupe de mots choisiriez-vqus pour décrire votre douleur durant 
l'avortement? Veuillez cocher (v) un seul groupe. 

1 Continue, soutenue, constante. 
2 Rythmique, périodique, intermittente. 
3 Brève, momentanée, passagère. 

b) Votre douleur changeait-clIc de place? Oui Non 

c) Votre douleur changeait-elle d'intensIté? Oui Non 

3. Dans l'ensemble, quelle était l'inten~tt~ de votre douleur? Parmi les 5 mots 
suivants, lequel décrit votre douleur au cours de l'avortement? Veuillez 
cocher (l) le mot approprié. 

Pas de douleur 
Faible 
Hodérée 
Sévère 
Insupportable 

4. Que ressentiez-vous exactement comme douleur? 

Lisez attentivement chacun des 20 groupes de mots qui décrivent différents 
sentiments et sensations. Choisissez les mots qui décrivent le mieux ce 
que vous ressentiez durant l'avortement. Utilisez un seul mot par case et 
laissez to~ber les mots qui ne conviennent pas. Indiquez votre réponse en 
cochant (V) les mots qui expriment le mieux ce que vous ressentiez au cours 
de l'avortement. 

6 QUI tiraIlle 
OUI tremblolle QUI lire 
OUllremble OUI lord 
OUI palpite 
OUI bat 
OUI elance 
OUI martèle 

.7 Chaude 
Brülanle 
Bouillante 
Comme marqué 

2 Par secousse au tcr rouge 
Brusque 
Fulgurante 

8 OUI fourmille 

3 OUI pIque OUI demange 

OUI perce CUisante 

OUI penetre Cmglante 

OUI pOIgnarde 

9 Sourdc 

4. Ville Douloureuse 

Algue Drue 

DéchIrante Pcnlbre 
POignante 

5 OUI pince 
OUI presse 10 SenSIble 

OUI ronge Crispee 

OUI crampe OUI écorche 

QUI ecrase OUI tend 

l1 FatIguante 
Ëpulsarlle 

12 Ëcoeurantc 
Ëtoullante 

13 Ëpeurante 
Etlrayante 
Tertillante 

14. VIolente 
Ërelntante 
Cruelle 
Tuante 
Torturante 

15 Dèpnmante 
Aveuglante 

16 Agaçante 
Exaspérante 
Intense 
Hortlble 
Intolérable 

--

17 OUI s etend 
OUI rayonne 
QUI rentre 
QUI transperce 

18 RaIde 
Engourdlo 
Tendue 
QUI serre 
OUI arrache 

19 Fraiche 
FrOIde 
0Iac.~ 

20 Ënervanto 
Dégoutante 

" Ëpouvanlable 
Atroce 
A,gonlsante 

3 



c 5. quelle était l'intensité d~ votre douleur? 

, 

La ligne horizontale ci-dessous représente un "thermomètre de douleur" 
qui indique des degrés croissants d'intensité de douleur, allant de 
l'absence de douleur i une douleur insupportable. Veuillez indiquer 
l'intensité de la douleur que vous avez ressentie durant l'avortement 
en faisant un trait vertical à l'endroit approprié. 

pas de 
douleur 

douleur 
insupportable 

6. Quelle est l'intensité de votre douleur MAINTENAN!? 

a) Veuillez indiquer l'intensité de la douleur que vous ressentez 
maintenant soit environ 10 à 15 mi nu tes après l'avortement. en--
cochant (J) le mot qui décrit le mieux votre douleur présente. 

Pas de douleur 
Faible 
Modérée 
Sévère 

___ Insupportable 

b) Veuillez indiquer l'intensité de la douleur que vous ressentez 
maintenant sur la ligne ci-bas. 

pas dt: 
douleur 

douleur 
insupportable 

• 

7. Dans l'ensemble, est-ce que la douleur que vous avez effectivement 
ressentie durant l'avortement était pire, égale ou moindre que ce que 
vous antic~piez? Veuillez indiquer en faisant un trait à l'endroit 
approprié, combien différente de vos attentes était l'expérience réelle 
de douleur. 

beaucoup 
moindre 

qu'anticipée 

égale 
à celle 

anticipée 

J 
beaucoup 

pire 
qu'anticipée 

4 
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II. 

o 

o 

Evaluation générale du programme - CONFIDENTIEL 

Nous aimerions connaître vos impressions et avoir votre évaluation du 
programme de la clinique et de l'intervention que vous avez vécue. 
Soyez assurée de l'entière confidentialité et de l'anonymat de vos 
réponses qui seront scellées dans une enveloppe que seule la chercheuse 
ouvrira et étudiera. 

'1. Est-ce que l'avortement a été une intervention angoissante et 
difficile pour vous? Veuillez indiquer votre répons~ sur le ligne ci-bas. 

très peu 
angoissante 

très angoissante 
et difficile . 

2. S'il y a lieu, est-ce que vous pensez que la présence de votre 
accompagnateur (trice) dans la salle d'avortement vous a aidé à 
mieux supporter la douleur ou l'inquiétude? ' 

"""li 

sa présence 
m'a nuit 

sa présence m'a 
beaucoup aidé 

3. a) Dans l'ensemble, vous ête9-vous sentie comprise par les membres de 
l'équipe médicale qui ont participé à votre avortement? 

pas du 
tout 

beaucoup 

b) Vous êtes-vous sent je supportée et assistée par les membres de 
l" équipe? 

pas du 
tout 

beaucoup 

c) Vous êtes-vous sentie en sécurité en ce qui concerne la compétence 
professionnelle de l'équipe? 

pas du 
tout 

beaucoup 

5 



c 

c 

3. d) Avez-vous été satisfaite des explications et des conseils 
que vous ont été donnés après l'avortement? 

pas du 
tout 

J 

beaucoup 

4. a) Si vous appreniez qu'une amie ou un membre de votre famille 
devait avoir recours à un avortement, recommanderiez-vous 

b) 

cet te cl inique? Oui Non "' 

Dans l'ensemble, comment évalueriez-vous la qualité des services 
et l'approche de cette clinique d'avortement? Veuillez-cocher ~) 
un mÇ>t. 

Pauvre 
Passable 
Bonne 
Très bonne
Excellente 

5. Avant de quitter la clinique, veuillez indiquer combien de douleur 
vous ressentez maintenant (environ 30 minutes après l'avortement) 

a) Lequel des 5 mots suivants décrit votre douleur présentement? 

1 
\ 

Pas de douleur 
Faible 
Modérée 
Sévère 

___ Insupportable 

b) S'il-vous-p1aît, indiquez l'intensité de la douleur que vous 
ressentez maintenant sur la ligne ci-dessous. 

pas de 
douleur 

douleur 
insupportable 

.. 
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APPENDIX D Date: 

Medicalv~taff'B Data Collection at Intervention 

II. Intervention 

Cod e "::C=-L::"SC=-,-' ---->..---
No. dossier: ------

Mois Année -- --
39. Examcn:.Position de 

l'utérus 
.Durée de la rros-

SCS!3C: 

4l. Code du médecin 

42. Code de l'infirmière 

43. Procédure: 

1. Aspiration 
2. Aspiration-curettage 

44@48. Prémédication: 

1. Sédatif 
2. Analgésique 
3. Atropine 
4. Antibiotique 
5. Autre: -------------------

49. Infiltration cervicale et 
paracervicale: 

1. Xyloca~ne (mg) 
2. Epinéphrine 
3. Autre: (mg) ----------------

50@53. Procédure supplémentaire: 

1. Enlever stérilet 
2. Asp.et/ou curettage suppl. 
3. Extraction à la pince 
4. Autre: 

------------------~ 

54@57. Accompagnée par: 

1. Partenaire 
2. Ami(e) 
3. Membre de la fam1l1e 
4. Autre: --------------------

58. Accompagnateur(trice) assiste 
à l'avortement: 

59. Durée de l'avortement 

60. Examen du contenu aspiré: 
• Nombre de semaines du 

produit de conception 

• Aspect du contenu 

-, 

CODES DE VARIABLES 

(l ;or nnté; 2 c rétro) 

(~ombre de 3c~aines de 8cstation) 

Code du médecin 
02 == P. Lauzon 
07 = D. Achin 

(0 = non; 1 = oui) 
(0 = non; 1 = oui) 

(0 = non; 1 = oui) 

(mg) 1 li 
(0 = non; (1 ~ oui~ , 
(mg) ~ _ 

(0 = non; 1 = oui) 

(0 - non; 1 = oui) 

(0 = non; 1 = oui) 

Code de l'infirmière 
01 = Denise Lapalme 
02 = Claire Vivier 
03 .. Gisèle Lafrance 
04 • France Raquer 
05 - Mona 
06 "" L. Morin 
07 .. L. Labelle 
08::: S. Dragon 

(Nombre de minutes du début de la dilatation 
à la fin de l'aspiration ou du curettage) 

(O.normal; l-anoroal) 



c 
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Il. Intervention (suite) 

61@70. Complications~endant l'avortement: 

1. Réaction à la douleur 
2. Réaction vagale 

3. Hémorragie 
~. Perforation de l'utérus 
5. Lacération cervicale 
6. Avortement incomplet 
7. Réaction allergique 
8. Cri5e émotive 
9. Avortement non réussi 

10. Autre: --------.----------

71. Référence à l'hôpital 

72. Insertion de stérilet -. 
73@78. Médication au départ: 

L Analgésiques 
2. Antibiotiques 
3. Oxytociques 
4. Rhogham 
5. Anovulants .",. 
6. Autre: 

Nom du médecin: 

2 

Date: 
Code -=C-=-L':::"S-=-C-; ---+----
No. dossier: -------

CODES DE ~ARIABLES 

(0 = non; 1 = oui) 

(Intolérance, demande d'arrêter, etc.) 
(Bradycardie, chute TA, nausée, faiblesse, 
pâleur) 

(Plus de 250 ml) 
(Aspiration et/ou curettage) 
(Par tenaculum ou dilatation) 
(Quantité de membrane faible) 
(Réaction cutanée au choc anaphylactique) 
(Panique, interruption ou difficulté) 
(Aucun matériel, impossibilité de dilater) 
(e.g. convulsion, arrêt cardio-respiratoire, 
etc. ) 

(0 - non; 1 • oui) 

(0 = non; 1 = oui) 

(0 = non; 1 = oui) 

.. 

-----------------------------
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Date: 

----~----------------Code CLSC: 
No.Dossier-:---------------

QUESTIONNAIRE D'OBSERVATIONS PAR L'INFIRMIERE 

Immédiatement après l'avortement: 

Dix 

1. Diriez-vous que la patiente ft éprouvé durant l'avortement de la douleur? 

a) Veuillez encercler le mot qui décrit le mieux l'intensité de la douleur 
observée. 

• aucune 
faible 
modérée 

• sévère 
• insupportab le 

b) Faites un ~ vertical sur la ligne çi-dessous à l'endroit qui indi
querait le mieux votre impression quant à l'intensité de la douleur. 

pas de 
douleur 

(10) minutes après l'avortement: 

douleur 
insupportable 

2. Maintenant, veuillez indiquer combien de douleur s~~ble éprouver la patiente 
environ 10 minutes après l'avortement, i.e. dès son départ pour la salle de 
repos. 

a) Encerclez le ~ qui décrit le -mieux l'intensité de la douleur observpe. 

• aucune 
• fai.ble 

modé.rée 
• sévère 
• insupportable 

b) Faites un trait vertical sur la ligne çi-dessous à l'endroit qui indique
rait le mi~otre impression quant à l'intensité de la douleur. 

pas de 
douleur 

douléur 
insupportable 

3. Avez-vous l'impression que la patiente exprimait sa souffrance émotive? 
Veuillez indiquer votre impression sur la ligne çi-dessous. 

elle était 
très sereine 

elle étai t très 
souffrante émot1vement 

4. Avez-vous fait vous-même l'entrevue pré-avortement? Oui Non 

Nom de l'inflrmière: ________________________________ ___ 
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APPENDIX E 

Questionnaire d'évaluation personnelle - Visite de contrôle - CONFIDENTIEL 

Nous vous demandons enfin de remplir ces derniers questionnaires afin de nous 
permettre d'explorer l'impact que l'expérience d'un avortement peut avoir sur 
le plan affectif. 

a) Questionnaire d'évaluation personnelle (ASTA-AS) 

Voici un certain nombre d'énoncés que l~s gpns ont 
l'habitude d'utIliser pour dpcrire ce qu'ils ressentent. 
Lisez chaque énoncé, puis encerclez le ,chiffre approprié 
à droite de l'exposé pour indiquer comment vous vous 
sentez présentement . Ne vous attardez pas trop sur chaque 
énoncé mais donnez la réponse qui semble décrire le mieux 
les sentiments que vous éprouve~ en ce moment. 

1. Je me sens calme 

2. Je me sens en sécurité 

3. Je suis tendue 

4. Je suis triste 

5. Je me sens tranquille 

6. Je me sens bouleversée 
+ 

7. Je suis préoccupée actuellement par des 
contrariétés possibles 

8. Je me sens reposée 

9. Je me sens anxieuse 

10. Je mi sens i l'aise 

Il. Je me schs sûre de moi 

12. Je me sens nerveuse 

13. Je suis affolée 

14. Je me sens sur le point d'éclater 

15. Je suis relaxée 

16. Je me sens heureuse 
~ 

17. Je suis préoccupée 

18. Je me sens surexcitée et fébrile 

,19. Je me sens joyeuse 

20. Je me sens bien 

0. 

<, 

• 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

3 

'3 

3 

3 

3 

3 

123 

1 2, 3 

123 

123 

1 2 j 
123 

ll---i2~-3 

1 2 J 

123 

123 

1 2 3 

1 2 3 

1 2 3 

123 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4' 

4 

4 

4 

4 

4 

2 



b) questionnaire d'évaluation pefsonnelle (ASTA-TA) - CONFIDENTIEL 

Voici un certain nombre d'énoncés que les gens ont 
l'habitude d'utiliser pour se décrire. Lisez chaque 
~noncé, puis encerclez le chiffre approprié à droite 
de l'exposé pour Sndiquer comment vous vous sentez 
en général. Ne vous attardez pas trop sur chaque 
énoncé mais donnez la réponse qui vous semble décrire 
le mieux les sentiments que vous éprouvez de façon 
générale • 

1. Je me sens bien 

2. Je me fatigue rapidement 

3. Je me sens au bord des larmes 

4. Je souhaiterais être aussi heureux que les autres 
semblent être 

5. Je perds de belles occasions parce que je n'arrive 
\1 pas à me décider assez r.apidement , 

6. Je me sens reposée 

7. Je suis calme, tranquille et en paix 

8. Je sens que leS difficultés s'accumulent au point 
que je ne peux pas en venir à bout 

9. Je m'en fais trop pour des choses qui n'en valent 
pas vraiment la peine 

'-.. 
10. Je suis heureuse 

Il. 'Je suis portée à prendre mal les choses 

12. Je manque de confidnce en moi 

13. Je me sens en sécurité 

14. J'essaie d'éviter de faire face à une crise ou 
à une difficulté 

15. Je me sens mélancolique 

16. Je suis contente 

17. D~s idées sans importance me passent par la tête 
et me tracassen t 

18. Je prends les désapointements teJlement à coeut 
que je n'arrive pns à me les sortir de la tête 

19. Je stlis un.:! personne stable 

20. Je deviens tendue et bouleversée quand je songe 
à mes préoccupa t ions DC tuelles 

1 

1 

1 

1 

1 

1 

1 

, 1 

1 

1 

1 

1 

1 

1 

l 

1 

1 

1 

l 

1 

.0 c:: 
ttl 

b c:: 
ttl 
>Tl o 
H 
U) 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 
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Questionnaire cl' évaluation personnelle (IBD) - CONFIDENTIEL 

Ceci est un questionnaire contenant plusieurs groupes de phrases. 
Pour chacun des groupes, lisez attentivement tou tes les phrases et 
placez un crochet 6/) à côté de la phrase qui décrit le mieux comment 
vous vous sentez dans le moment présent ou depuis votre avortement. 
Choisissez une seule phrase pour chacun des groupes. 

1. Je ne me sens pas triste. 

2. 

3. 

4. 

--" 

5. 

6. 

Je me sens morose ou triste. 
Je suis morose ou triste tout le temps et je ne peux pas me 
remettre d'aplomb. 
Je suis tellement triste ou malheureuse que cela fait mal. 
Je suis tellement triste ou malheureuse que je ne peux plus 
le supporter. 

Je ne suis pas particulièrement pessimiste ou découragée à 
propos du futur. 
Je me sens découragée à propos du futur. 
Je sens que je n'ai plus rien à nttendre du futur. 
Je sens que je n'arriverai jamais à surmonter mes difficultés. 
Je sens que le futur est sans espoir ct que les choses ne 
peuvent pas s'améliorer. 

Je nè sens pas que je suis un échec. 
Je sens que j'ai échoué plus que la moyenne des gens. 
Je sens que j'ai accompli très peu de choses qui aient de la 
valeur ou une signification quelconque. 
Quand je pense à ma vie passée, je ne peux voir rien d'autre 
qu'un grand nombre d'échecs. 
Je sc>ns que je suis un échec complet en tant que personne 
(parent, femme). 

Je 
Je 
Je 
Je 
Je 

Je 
Je 
Je 
Je 
Je 

ne suis pas particuli~rement mécontentç. 
me sens tannée la plupart du temps. 
ne prend pas pla:isir aux choses comme auparavant. 
n'obtiens plus de satisfaction de quoi que cc soit. 
suin mécontente de tout. 

ne me sens pas particulièrement coupable. 
me sens souven t mauva ise ou indigne. 
me sens plutôt coupable. 
me sens mauvaise et indigne presque tout le temps. 
sens que je suis très mauvaise ou tr~s indigne. 

4 

Je n'ai pas l'impression cl' être punie. 
J'ai l'impression que quelque chose de 
Je sens que je SUi~OU serai punie. 

malheureux peut m'arriver. 
, 

" Je sens que je mir~te d'~tre punie. 
Je veux ~tre punieJ 

1 
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7. 

, 8. 

9. 

10. 

~I 

11. 

12. 

13. 

il,. 

C" " 

'0 

Je ne me sens pas déçue de moi-même. 
Je suis déçue de moi-même. 
Je ne m'aime pas. 
Je suis dégoûtée de moi-même. 
Je me hais. 

Je ne sens pilS que je suis pire que les autres. 
Je me critique pour mes faiblesses et mes erreurs. 
Je me blâme pour mes fautes. 
Je me blâme pour tout ce qui arrive de mal. 

Je n'ai aucune idée de me faire du mal. 
- ; 

J'ai des idées de me fa ire du mal mais je ne les mettrais 
pas à exécution. 
Je sens que je serais mieux morte. 
Je sens que ma famille serait mieux si j'étais morte. 
J'ai des plans bien définis pour un acte suicidaire. 
Je me tuerais si je le pouvais. 

Je n'~ pleure pas plus que d'habitude. 
Je pleure plus maintenant qu'auparavant. 
Je pleure tout le temps maintenant. Je ne peux pas m'arrêter. 
Auparav,mt, j' é tais capable de pleurer mais maintenant je ne 
peux pas pleurer du tout, même si je le veux • 

. Je ne suis pas plus irritée maintenant que je le suis d'habitude. 
Je deviens contrariée ou irritée plus facilement maintenant qu'en 
temps ord inaire. 
Je me sens irri.tée tout le temps. 
Je ne suis pas irritée du tout par les choses qui m'irritent 
habituellement. 

Je n'ai pas perdu intérêt aux autres. 
Je suis mOlns intéressée aux autres maintenant qu'auparavant. 
J'ai perdu la plupart de mon intérêt pour les autres et j'ai 
peu de sentiment pour eux. 

Je prends des décisions aussi bien que jamais. 
J'essaie de remet tre à plus tard mes décisions. 
J'ai beaucoup de difficultés à prendre des décisions. 
Je ne suis pas capa~le de prendre de décisions du tout. 

Je 
Je 
Je 
et 
Je 

n'ai pas l'impression de paraître pire qu'auparavant. 
m'inquiète de paraître vieille et sans attraits. 
sens qu'il Y a des changements permanents dans mon apparènce 
que ces changements me fOllt paraître sans attraits. 
me sens laide et répugnante. 

5 



15. 

16. ' 

17. 

18. 

19. 

20. 

'" 

21. 

o 

Je peux travailler pratiquement aussi bien qu'avant. 
J'ai besoin dt' faire des efforts supplémentaires pour 
commencer à faire quelque chose. 
Je ne travaille pas aussi bien qu'avant. 
J'ai besoin de me pousber très fort pour faire quoi que ce soi t. 
Je nc p<eux fé.lire <1L1C'un tr.Jv,::dl. 

Je peux dormir "ussi bien que d' habitude. 
Je me réveille plus fatiguée le matin que d'habitude. 
Je me réveille 1-2 heures plus tôt que d' h3bitude et j'ai de 
la difficulté à me rendormir. 
Je me réveille tôt ch3que jour et je ne peux dormir plus de 
5 heures. 

Je ne suis pas plus fatiguée que d'habitude. 
Je me fatigl:c! plus facilement que d'h<lbitude. 
Je me fatl.gue il faire quoi que cc soit. 
Je suis trop fatiguée pour faire quoi que ce soit. 

Mon appélit est l.lUSSl bon que dth'lhitude. 
Hon appétit n'est pus aUSS1 bon que> d'habitude. 
Mon appétit est beaucoup moins bon maintenant. 
Je n'ai plus d' app.:? tit du tout. 

Je n'ai pas peldu bea lCOUp de poids dernièrement. 
J'ai perdu plus de 5 livres. 
J'ai pprdu plus de 10 livres. 
J'ai perdu plus de 15 livres. 

Je ne su 1 s pas plus préoccupée de ma santé que d' habitude. 

6 

Je 
de 

suis préoccupêe par des m~ux et des douleurs, Ou des probl~mes 
digestion ou de constipa tian. 

Je 
je 
Je 

suis tellement préoccupée p,.Jr cc que je TPsscns ou COHl!1lPnt 
me sens qu'il cst dlfficile pour moi de penser li autre chose. 
pense seulement à cc qu(' jc n.:,sens ou comment je mc senG. 

Je n'ai noté aucun changement récent dans mon in térêt pour le 
sexc. 
Je suis moins intéressée par le sexe qu'auparavant. 
Je suis beaucoup moins intéressée par le sexe maintenant. 
J'ai complètement perdu mon intérêt pour le sexe. 



( 

(, 

Date: _______________ _ 

Code CLSC 
No. dossü',''' _____ _ Physicians' Follow-up Questionnaire 

tII. Visite de contrôle 

79. Nombre de jours après 
l'avortement 

80. Nature du contact: 

1. Visite 
2. Téléphone 

Bl@86. Complications: 

1. Endométrite 
2. Hémorragie 
3. M.r.P. 
4. Avortement incomplet 
5. Grossesse extra-utérine 
6. Autre: ________ _ 

87. Date d'apparition des 
complications ------

B8. Hospitalisation pour 
complications 

39. Nombre de jours de 
l'hospitalisation --

90@9S. Contraception retenue: 

1. Anovulants 
2. Stén.let 
3. Diaphragme , 
4. Cap 
5. Spermicide 
6. Condom 
7. Observation du cycle 
8. Pilule du lendemain 
9. Autre: 

99. Follow-up social suggéré 

CODES DE VARIABLES 

(0 - non; 1 - oui) 

(Nombre de jours après l'avortement) 

(0 -= non; l = oui) 

(0 = non; 1 = oui) 

(0 -= non; 1 -= oui) 

Nom du médecin: _______________________________ ___ 

7 
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APPENDIX F 

A study of the validJty of the French version of the MPO: comparabtlity data wlth 

the "QuestIOnnaire d'Auto-EvaluatIOn de la Douleur" (QOSA) 

A. Objective and Method 

The goal of thlS study was to examme the valldlty of the French versIOn of 

the 'v1PQ (Veilleux) by comparmg the responses obtamed on the French V1PO and on 

another pain questIOnnaire recently developed, the QDSA. To accompltsh thls, wlthout 

taxing the energles 01 the subJects, a subsample of 43 women who partlcipated ln the 

study durlng Its last few months was glven both the QDSA and the MPQ ln 

counterbalanced order as part of the post-abortlOn assessment. These patients were 

also asked whlch ltst provlded the best deSCription of thelr expertence é\nd were 

invlted to explam some of the reasons for thelr preferences. AU the analyses 

reported here are based on the pool of 43 subJects. 

B. Develop~ent and Characteristlés of the QDSA 

The "Questionnaire d'Auto-EvaluatIOn de la Douleur de Saint-Antoine" (QDSA) 

(p. 2) evolved from an attempt ta adapt the ~cGIll Pain Que<;tlOnnalre (MPQ) for a 
'-

European French population. Boureau and hiS co-workcrs (1984) repllcated the 

experlments that had led to the MPQ (Melzdck &. Torgerson, 1971) rather than 

undertake the validatIOn of already eXlstmg versions that orlgmated ln Canada. They 

used groups of patients, students and physlcians ta c1assdy a ltst of pain words 

obtained tram chmcal mtervlews and from the hterature on pain mto categories. The 

QDSA questIOnnaire conslsts of 61 words grouped ln 17 categQrJes: nlne sensor} 

categorIes, SIX affective categories and one evaluatlve category of descnptors. In 

additIOn, an mtenslty ratmg scale is used to asslgn a welght ta each attnbute' 

selected. 
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QUESTIONNAIRE D'/Il.:ro-rvALUATION DE LA DOULEUR Cg.D.S.A.) 

Heure: ________ __ Date: ____________ __ 

Nom du pntient· __________________ Examinateur __________________ __ 

Analgésiques' Type: _________ 005e: _________ _ Heure: ___ AM_ PH __ 

(1) Lire attentivct:lent chaque lIlot sans en oublier aucun. Chaque lIlot doit être 
considéré ind;;pendac::ocnt. Ind1que .. par une croix dllns la première case les 
Dots qui correspondent à votre douleur durant l'nvorte~pnt ct que vous 
eOlUprenez bien. 

(Il) Lorllqut' dans un groupe de Illats plusieurs mots ont lité cochés, indiquez par une 
."conde croix dans lB deuxième C8se le Illot le plus exact pour expril:ler votre 
dOuleur !!! ~ de l'Ilvortement. 

(lll) Afin de préCiser votte douleur au cours de l'avortel:lent, donnez une note dans 
la troisième case à chaque Illot ëho~n~ti11sant le code suivant: 

A. 

B. 

C. 

o 
Absent 
Pa s du tout 

l 
Fllible 
Un peu 

BlIttements ........... . 
Pulsations .•.••••••••• 
Elancements ..••••••••. 
En Eclairs ••.••••...•• 
Décharges électriques. 
Coups de marteau ••.••• 

Rayonnante •.••••••..•• 
Irrad iante ........... . 

Piqûre ••..•••••••••••• 
Coupure ••••••••••••••• 
Pénétrante .......... . 
rransperçantt' ••••.•••• 
Coups de poignard .•••• 

D. Plncel:lcnl ........... .. 
Serrement .•... ........ 
Compression ••••••••••• 
Ecr'lseClent .......... .. 
En étau ............. .. 
Broiement •••.••••..... 

E. Tirn·l1emcnt ......... 
Etirement ••.••.••••• 
Distension .••••••.••. 
Déchirure ............ . 
Torsion .•.••..•••.•.. 
Arrachement •..••••••• 

F. Chaleur ••.•..••.•.••• 
Brûlure ••••...••••••• 

C. Froid ••••.••••••••••• 
Glace. • •• ••.•• • ••.• 

... 

Modéré 
Moyennel:lent 

3 4 
Fort 
lleaucoup 

Ex trêmeme n t Fort 
Ex trêmcmen t 

H. 

J. 

K. 

Picotements ••.•. 
F'ourmillcI:>cnts 
Démangeaisons ••• 

Engourd issements 
Lourdeur •••••••. 
Sourde •••••••••• 

Fatigante ••••••• 
Epuisante ••••••• 
Ereintante ••••.. 

Nauséeuse •..•.•. 
Suffocante ...... 
Syncopale ..••••• 

L. Inquiétante ..•.. 
Oppressante ...•. 
Angoissante ••.•. 

H. Harcdante ..... 
Obsédante .• '" 
Cruelle ........ . 
Torturante •••.•• 
Suppllc1ante ••.• 

N. G~nante .••••..•• 
Désagréable .•... 
Pénible ..... '" 
Insupportable .•• 

O. Enervant" ....... 
Exaspérante •••.• 
1l0rrlpllance .... 

P. Dépr !cante ...... 
Suicidaire •••.•• 

2 
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C. Comparison of Characterlstics of Pain Description 

1. QualItative Charactenslcs on the QDSA and MPQ. 

The words chosen by 33% and more of the subJects to descrtbe thelr pair' 
, , 

durmg the abortlOn procedure on the QDSA and the MPQ are llsted ln Table 34-F. 

Table 35-F dlsplays the subjects' response profile on the 16 categorl<>s of the Q[)ç,-\ 

and on thelr correspondmg categories on the MPQ as proposed by Bourl"au et al •• 

(1984), as weil as the percentages of subJects who gave consistent responses (i.e., 

choosmg words ln matchlng categorles or none at ail). The Important feature 

revealed by these data is the hlgh correspondence ln c1as5es selected: 70% or more 

of subJects gave consistent responses on 12 of the 18 categortes of words. Overall, 

remarkably slmdar responses were obtatned on the two questionnaires: more than 80'À 

of women chose, on the QDSA, at Jeast four sensory descrlptors (e.g., "élancement", 

"pincement", "piqûre", "tiralllement") and one evaluatlve word (e.g., "désagréable"), 

and selected on the MPQ at least three sensory descnptors (e.g., "quI élance", "quI 

crampe", "qui tiraille") and a word ln the evaluative category (e.g., "agaçante"). 

Furthermore, between- and wlthm-questlOnnalre comparîsons (sec Table 36-F) of 

words chosen per dimension revealed vlrtuafry no dlfferences m qualttatlve fe<..ltures. 

Together the slm!lanty in patt~rns of ward frequency, and the hlgh level of 
... 

conslstency m categorles of" descrlptors selected suggest that bath quc,>tlOnnùlres 

Ylelded comparable responses. 

Il. Quantitative Charactertstlcs on .. ,the QDSA and MPQ. 

The quantitative measures of pam den ved from both questIOnnaires are found 

m Table 37-F. Two types ot pam mtenslty ratmgs were ob,talned tram the QD'St\: the 

Pam Ratmg Indices (QPRJ's) calculated from the sum of the rank values of the words 

chosen (slmllar ta the MPQ PR) scores) and the Pain Ratmg Indices derived from the 

glven values assigned by the patient to each descriptor chosen (QPRIG's). Table 37-F 

presents the mean QDSA Rpnk Scores and Glven Scores for each dimension, and thclr 

3 
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TABLE 34-F 

Pain Descriptors Chosen by 33% or More of Subjeèts on the 
QnSA and the French Version of the MPQ (n = 43) 

MPQ 

Sensory "Elanc emen t" (51%) "Qui tremble" (447.) 

"Par secousse" (447.) 

"Piqûre" (42%) 

"Pincemen t" (42%) 

"Qui crampe" (587.) 

"Chaleur" (37%) 

"FatJuante" 

"Crispée" (357.) 

Affective 

[ 
(4~70)' "Fatiguante" (477.) 

"Inqui é tante" (42%) 

"Enervante" (56%) 

Evaluative [ "Désagréable" (35%) "Agaçante" (447.) 

(Miscdlaneous) "Enervan te" (49%) 

'" 
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TABLE 35-F 

Correspondence 
Descr i p tors: 

and 

of the QDSA and the MPQ Categories of Pain 
Frequency (7.) of Use of the Categories 
of Consistent Rt.:sponses (n = 4' 

Dimension Cat,,~oT\ 
a 

QDSA HrQ Cons1stt!ncy 
(%, (: ) (:) 

Sens ory Temporal - 95.3 ( 1 95.3 90.7 

Spatial 2 27.9 
[ l~ 79.1 44.2 

67.4 55.8 

Puncture 3 93.0 

[ l~ 
86.0 83.7 
55.8b 58.1 
67.4 69.8 

Compression 4 90.7 ( 5 93.0 88.3 

Distension 5 83.7 ( 6 79.1 86.0 

Thermal 6 51.2 ( 7 44.2 83.7 

Thermal 39.5 ( 19 37.2 74.4 

Paraesthesias 8 41.9 ( 8 32.6 37.6 

Dullness 9 65.1 ( 9 62.8 55.9 

A.ffective Fatigue 10 74.4 (.11 67.4 93.0 

Autonomie 11 25.6 ( 12 27.9 79.1 

Arutiety p 74.4 (ù 46.5 62.8 
\ 

Punishment 13 32.6 ( 14 39.5 79.1 

Tension 15 67.4 ( 20 65.11 88.4 

Dc.prcfision 16 23.3 ( 15 23.3 86.1 

Evaluative [ Tolerance 14 83.7 ( 16 83.7 86.6 

10 74.4
c 

18 76.{ 

Note a: Key words and correspondence between categories are 
from Boudreau et aL, (1984) 

Note b: Category 17 of the MPQ was matched with categories 
2 and 3 of the QDSA because it con tains words that 
depict both spatial and punctuate qualities. 

Note c: Categories 10 and 18 of the MPQ do V0t revcal any 
clear correspondence with any of the QDSA subclasses. 
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Sensory 

Affective 

TABLE 36-F 

Means and Standard Deviations of the Absolute and Relativea Number of Words 
Chosen on the QDSA and the MPQ in Each Division (n=43) 

?f 
QDSA MPç "'" 

Absolute Relative Absolute Relative 
fi of Words fi of Words Il of Words Il of Words 

Mean s.d. Mean s.d. Mean s.d. Mean s.d. 

5.9 1.9 0.7 .02 7.0 2.2 0.7 0.2 

3.0 1.8 0.5 0.3 2.1 1.8 0.4 0.4 b 

Evaluative 0.8 0.4 0.8 0.4 0.8 0.4 r • 0.8 0.4 

Total 9.7 3.4 0.6 0.2 12.4 4.7 0.6 0.2 

Note a: Relative numbers refer to the number of words chosen, divided by the maximum 
number possible per dimension. 

Note b: When the Miscellaneous-Affective word8 are included, the absolute mean number 

<C> 

of Affective words chosen on the MPQ i8 2.7 ± 2.0 (in relative number: 0.S±0.3). 
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~e!nllory 

4i. fc!ct1v~ 

Eva lu..! t Lv" 

TOTAL 

1$ 

~ 

. ) 
TABLE 37-F 

Means and Standard Deviations of the Pain Ratlng Indices of th~ 
QDSA (Given and Rank Scores) and Comparisons of Rank Scoresa 

Between the QDSA and the MPQ (n = 43) 

gDSA MPQ 

Ci v.on Scort! Ràn\r. Score Rank Score! 

9 

" 

Abdolute Proportion..!l Abtlo1ute Proportionsl Abtiolut" Propore 10ndl r"at Value 

X ~. X S.D. :< ~. ~ ~. ~ S.U. X ~. dt - 42 

13.1 5.7 0.4 0.2 lLl '1.1 0.4 0.2 15.9 7.~ 0.4 O.l t - -L'lb 

7.1 5.1 0.3 0.2 4.H 3.7 0.3,. 0.-2 3.2 3.4 O~ 0.3 -----.- T':T5"" 

2.2 1.3 0.6 0.3 2.2 1.3 0.6 0.2 1.8 1.5 0.4 0.3 
t -

3.43 

22.5 11.0 Ù.4 0.2 19 l 8.8 0.3 0.3 26.9 14.4 0.3 0.2 t - 1.00 
L-____ ~~ 

" 

p 

f nll 

nll 

.Olb 

Da 

Note a: Statistical tests on the rank scores between questionnaires wer~ calculated from 
the~r proportional express~ons. 

Note b: Proportional scores for the Evaluative dimension r~vealed a s1gn1ficant difference 
between quescionnaires while the Absolute scores did not (t = 1.55, p = ns), 
presumably because of the d~fferent ranks assigned to adjec~1ves of s1milar intensity 
e.g., "Désagréable" on the QDSA has a rank score of 2 out of 4 (0.5), while "Agaçante" 
on the MPQ has a rank score of l out of 5 (0.2). 

~ .. 
." 
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proportional expressions for c1earer comparison (i.e., mean scores 81vlded by the 

maximum score possible per dimension). Also dlsplayed are the MPQ Pain Rating 

Index Scores, thelr proportlOnal expressIOn, as well as the results of 

bet ween-questlOnnalre comparlson tests. It 15 cJear from thls table tha t the t wo 

ratmgs of the QDSA show a remarkable resemblance to the MPQ scores, In that the, 

all reveal the predominance of sensory over affective descrlptors of pam. Moreover, 

the product-moment correlatIOn coefficients shown in Table 38-F further reveal that 

QDSA scores slgmflcantly correlated wlth "'PQ measures. 

Taken together, these resu!ts mdlcate a stnkmg simllanty in word frequency 

and pain scores derlved from the QDSA and the French MPQ, and hence provide 

support for the concurrent vahdlty of thlS French version of the MPQ. 

Punctate, constrIctive and tractIOn pair! sensatIOns were most frequent!y 

chosen to descrlbe the expenence of paIn durmg abortlOn. Sixt y percent of the 

participants reported that they preferred the QDSA and sliggested that It was 

somehow more "precise" and "definite" than the MPQ. The reasons for thls impression 

may stem from the tact that, whlle the QDSA contams one category of 

punctate-mcISlve descnptors (e.g., Ca.3: "plqOre"-"coups de poignards"), the MPQ 
. . 

h'as three categorIes of words whlch descnbe these aspects (Ca.3: "quI pique" 

(DrIcking)-"qUi poignarde" (stabbmg); Ca.4: "déchirante" (Jaceratmg); and Ca.!?: "qu; 
\\~ 

transperce" (plercmg). It IS possible that the larger number of words and categorIes 

Q 

to choose from ln the MPQ, explams why, when compared to the QDSA, the MPQ 

appeared to provide Jess "deflnlte" descriptions of paIn. However, man y participants 

mdlcated that the French versIOn of the MPQ offered more V\Vld and colorful words, 

posslbly because sorne expressIOns resemble colJoqula! French In Quebec. 

4 
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TABŒ: 38-F 
" 

Product-Moment Correlations Between the Pain Rating Indices 
of the QOSA and the MPQ for Eac::h Dimension (n· 43) 

Asterisks indicate the 1evel of significance (based on two":" 
ta~led probabili ty leve ls) : *** p < 0.001. 
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o . OveraH, the comparability data of the QDSA and the French version of the , 

MPQ tend to conflrm the concurrent validity of thls translation of the MPQ. 

Interestmgly, the present analysis mdlcates, as Melzack and \\'all (1982) mamtam, 

that the MPQ remams an experlmental tool that may need to be revised and refmcd, 

and suggest that the development of a shorte~ed form of the MPQ may be a fruit fui 

area of research. ,.. 

o 

.... 

o , --

.. 

o 
of 



1 

o 
-.....,.-- . 

) 

APPENDIX G 

0-
c ----- r 

.. 

• 



• \ 

o 0, ,0 
~ 1 , 

1 

'. 

>/ 
TABLE 3~G 

. Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical Predictors 
of Pain in Abortion: Present Pain Intensity (PPI) 

1 , 

""'"' 
Pearson Multiple Change in 

, Partial 
Predictor Variable' r R2 R2 df F ~ P r F p 

Çovariates 
Educatio~ -.24 .07 .07 2,106 4.09 .02 -.06 0.53 ns 
Age Il -.24 -.02 0.05 ns 

Depressiôn .29 .15 .08 3,105 6.01 .001 .19 5.26 .02 
(BDI-l) 

Moral' Dilemma b _.28b .20 .05 4,104 6.40 .000 --.25 b 8.89 .003 

" < 

Oysmenorrhea .32 .25 .05 5,103 6.70 .000 .21 6:10 
l, 

.02 

Retroversed .23 .28 .03 ,6,102 '< 6.63 .000 .18 4.51 ' .04· 
Uterus 

Anesth~tic -.24 .30 .02 7,101 6.08 ~OOO -.13 2.27 ns 
Dosage 

1 • Q 
J 

~ ~ 

Note b: Issues of concern are inversely-coded variables. 
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~ TABLE 40-G 

r' 

Results of the Hierarchical Stepwise Reg~ession Analysis to ~rmine the Statistical 
Predictors of Pain in Abortion: Evaluative Pain Rating (PRIE) 

J ., 
Pearson Multiple Change in Partial .b 

Predictor Variable r R2 R2 df F P r F 

~ 

Covariates 

t 
1 

Education -.09 .02 .02 2,106 l.OS DS -.04 0.18 
Age -.14 .02 0.06 

Depression .26 .08 .06 3,105 3.03 .03· .10 1.31 
(BDI-1) 

Anesthetio -.26 .12 .04 4,104 3:47 .01 -.18 3.96 
Dosage 

'01. 

_.22b ... 
_.21b Concern About .15 .03 5,103 3.62 .. 004 5.60 

Othe~s' 'li' 

Judgement 
1 • 

State-Anxiety .24 .18 .03 6,102 1.69 .002 .17 . 3.60 
(STAIS-l) 1 ~ 

"-
cr .& 

p -0 

.. 

p 

ns 
ns 

ns 

.05 

.02 

a 
DS 

Note a: The test of the partial correlation coefficient revealed a mar~inally significant contribution. 
to the prediction (p::: 0\.06). 

Note b: Issues of concern are inversely-coded variables. 
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TABLE 4l-G 

--. 
Results of the Hierarchical Stepwise Regression Ana1ysis to Determine the Statistical 

Predictors of Pain in Abortion: Standard Verbal Pain Rating (SPSl) 

Yearson Multiple Change in Partial 
Predictor Variable r R2 R2 df F p r F 

Covariates ",. 

Education -.34 .16 .16 2,106 10.22 .000 -.13 2.53 
Age -.38 q -.16 2.57 

a ".31 • .23 .07 3,"5 10.40 .000 .20 4.28 Trait-Anxiety 
(STAIT-a) 1 ~ 

State-Anxiety .29 .26 .03 
(STAIS-1) 

,. 4,104 9.15 , .000 
~ 

.20 4.17 A 

'b 

Dysmenorrhea .28 .29 .03 5,lO~ 8.31 .000 .18 3.51 

Presence of .21 "'. .31 .02 '6,102 7.36 .000 .14 2.16 
a Friend ~ 

.., 

Note a: Trait-Anxiety (STAIT-2) collected at- fO!!Qw-UP with mean substitution of missing values. 

" 

p 

ns 
ns 

.04 

.04 

ns 

ns 

.. 

Note b: The test of the partia! correlation coefficient revealed a marginally significant contribution 
(p = 0.06). 
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TABLE 42-G 

Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical Predictors of 
Pain Thirty Minutes After Abortion: Standard Verbal Pain Rating (SPS3) 

Pearson Multiple Change in Partial 
Predictor Variable r R2 - R2 df F P r F p 

" ~ 

t Covariates J 

) Education -.29 .11 .11 ~lqp 6;28 .002 -.02 0.07 ns 
Age -.30 -.13 2.19 ns 

Companion in \ .28 .17 .06 3,105 7.14 .000 .29 11. 47 .001 
Operati6g 1 --- ,-'"- t 
Room ~ . \ 

Presence of -.12 .20 .03 4,104 6.63 .000 -.19 5.05 .02 
Partner 

Dysmenorrhea • 28 .23 .03 5,103 6.19 .000' .17 3.72 .05 

b 
-.l6

b .• 25 .02 6,102 5.73 .000 
b 2.86 a Moral Dilemma . -.14 ns 

Note a: The test of the partial correlation coefficient revea1~d a margina11y significant contribution ~o 
the prediction (p =.0.09). 

Note b: Issues of concern are inversely-coded variables. 
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Note a: The test of the partial correlation coefficient'revealed a marginal1y significant contribution to 

" the prediction (p :/0.08). r 

Note b: Issues of concern are inversely-coded variables. <2> 
9 
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TABLE 44-G ~-

Note a: Tests of the individual regression coefficients revealed marginally significant contribution to 
prediction (p = 0.09 and 0.08, respectively). 

Note b: Issues of concern are inversely-coded variables. 
,. 
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> TABLE 4S-G ~ 

Results of the Hierarchical Stepwise Regression Analysis to Determine the Statistical Predictors of 
Distress in Abortion: Observers' Visual Analogue Distress Sco~e (ObDVAS) 

'0 

Pearson Multiple Change in Partial 
Predic tor Variable r R2 R2 < df F P r F p 

./- ' 1 

--~----
Covariates 

Education -.10 .02 .02 . 
Age -.15 

Moral Dilemma 
b 

-.40
b 

.17 .15 

State-Anx~ety ... .37 .26 ·r9 
(STAIS-l) 

Hesitation Present .40 .30 .p4 

Presen~~ of Partne~ -.09 .32 .02 

2,106 1.29 ns 

),105 7.46 .000 

4,104 9.28 .000 

5,103 8.77 .000 

6,102 7.87 .000 

1 .07 
-.11 

-.2Sb 

~ 
; 16 

.13 

-.16 

0.75 
0.75 

19. n 

3.79 

2.73 

3.85 

ns 
ns 

.000 

.Oç -/ 
ns 

.05 

c' 

• 

\1. 
ZWb"'ll 7 Mi' 

Ambivalence in .38 .34 .02 7,101 
Decision 

Gestational Age -.10 .35 .01 8,100 

Note b: Issues of concern are inversely-coded variables. 

7.19 .000 .12 

6.67 .000 -.12 

2.53 ns 

2.33 ns -.... 
"';;.--:::~ ;;;; , 

N.B,. The regression analysis calculated to partial out the contribution made by Pain Intensity (ObPVASl) 
revealed that 49% of the variance in the observers' distress ratings were accounted for by the following 
variables: covariates (partial r = -.12 and .06, p = ns), Pain Int~nsity (partial r = .39, p<O.OOl), 
Hesitation (part1al r = .12, p :: .08), Moral Di1emma (pa~tia1 r = -.20, p<O.Ol), Presence of Par~ner 
(partial r = -.18, p<0.05), Ambivalence (partial r = .14, p _ 05), State-Anxiety (partial r:: .14, p::Os). 
Thus, 27% oi the variance of the observers' ratings of distress was explained by Ambival~nce, Moral 
conflicts, Situational Anxiety and the Partner's absence, and 20% by the Observed Pain levels during 
the procedure. 
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TABLE 46~G 
~ . 

Resu1ts of the Hierarchica1 Stepwise Regression Analysis to Determine the Statistical Pr~~ictors of 
Satis(action Ratings, Including Pain Intensity at Assessment: Understandi~g from Clinical Staff 

- .. 

Pearson Multiple Change in -- -- Partial 
Predictor Variable r R2 R2 df F p' r F p 

Govariates " 
Education .34 .11 .11 2,106' 6.84 .002 .23 7.59 .006 

-Age .20 

\ 
-.06 L~9 ns 

Tolerance to' .31 .20 .'09 3,105 8.55 .000 .22 7.37 \ ',008 
Pain 

! .,. 
1 . ( 

Affective Pain -.36 .25 .05 4,104- 10.51 .000 -.27 8.'15 .005 
Rating index t> 

(PRIA) 

--. 
ft .. 
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TABLE 47-G c.. 
Resu1ts of the Hierarchica1 Stepwise Regression Analysis to Deterrni~e the Statistical Predictors oq 

Satisfaction Ratings, Inc1uding Pain Intensity at Assessment: Supp~t from Clinical Staff t 

. -
Predictor vari~ 

r~ear~~n Multiple Change in Partial 
r R2 _ il df F P r F p 

Covariates 
Education .33 i 11 , 
Age .20 

Depression -.23 .16 
(BDI-l) 

Tolerance to \ .24 ... .i9 
Pain \ \ 

" ' 
State-Anx1-ety -.00 .21 

(STAIS-l) 

Hesitation -.26 .25 
Present , , 

Expectancy --.19 .26 
of Pain 
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