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Abstract
Aim. To increase understanding of women’s decision-making process concerning

the medication use for anxiety and/or depression while pregnant.

Background. Anxiety and depression affects many pregnant women, yet the

decision to take psychotropic medication is complex and possibly subject to social

oppression.

Design. Cross-sectional descriptive survey design.

Methods. A web-based survey was used to collect data from a convenience

sample of 143 pregnant women over 3 months beginning in early 2011. An

independent t-test was conducted to determine differences in satisfaction between

women with high and low levels of emancipated decision-making (EDM). A

multiple regression analysis was conducted to determine which subscales of the

emancipation scale best predict level of satisfaction with the decision.

Findings. The majority of respondents were White, between 25–34 years of age.

The group with lower levels of emancipation reported lower mean satisfaction

scores compared with those with higher levels of emancipation. Regression

analysis showed that the three subscale emancipation model was a statistically

significant predictor of satisfaction with the decision and accounted for 54% of

the variance in satisfaction. The subconcept of personal knowledge was most

predictive of satisfaction with decision.

Conclusions. Women may be able to overcome oppressive forces by using an

EDM process. EDM allows them to make a decision that feels right for them and

to feel satisfied with the decision.

Keywords: emancipated decision-making, satisfaction, medication use, anxiety,

depression, pregnancy, nurses
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Introduction

Pregnancy is supposed to be a joyful and exciting time in a

woman’s life. However, many women are faced with men-

tal health issues, particularly anxiety and depression,

before, during and after pregnancy. Although the Thalido-

mide disaster of the 1960s has made healthcare providers

and consumers more cautious about medication prescrip-

tion in general during pregnancy, psychotropic medications

are often prescribed to pregnant women to treat anxiety

and depression (Jasper et al. 2001, Sanz et al. 2001, Bagg-

ley et al. 2004). A woman’s decision to take or not take

medication for anxiety and/or depression is influenced by

many factors and some may oppress her free choice. Only

one study to date has explored pregnant women’s decisions

regarding psychotropic medication use for depression

(Bonari et al. 2005) and only one recent study has explored

the process of decision-making in this population (Patel &

Wisner 2011). In addition, neither used a theoretical frame-

work for decision-making to guide their studies. The lack

of research into this process represents an important prob-

lem because healthcare providers need to understand the

decision-making process to facilitate shared decision-mak-

ing and foster patient autonomy for pregnant women.

Therefore, the purpose of the current study was to use a

known theoretical framework, the Wittmann-Price Theory

of Emancipated Decision-making (EDM), to further explore

the process of decision-making among pregnant women

with regard to psychotropic medication use during preg-

nancy. We hypothesized that women who used an EDM

process would have higher levels of satisfaction with their

decision (SWD).

Background

It is estimated that 500,000 pregnancies will be affected by

mental illness in the USA each year (Armstrong 2008). The

prevalence of anxiety and depression in pregnant women

globally is estimated to be as high as 54% (Andersson et al.

2006, Faisal-Cury & Rossi Menezes 2007, Lee et al. 2007).

A systematic review estimated that the prevalence rate of

depression to be 7�4% in the first trimester, 12�8% in the

second trimester and 12�0% in the third trimester (Bennett

et al. 2004). In fact, Bennett et al., report that many

women first experience mood disorders during pregnancy

or in the months following.

Treatment for anxiety and depression often includes the

use of psychotropic medications. Allison (2004) estimates

that half of the women who suffer from mental illness take

medications and Mitchell et al. (2011) estimate that 7�5%

of pregnant women have taken antidepressants. Women

who are taking medications for anxiety or depression need

to consider the possible effects of the medications on the

foetus. Medications used to treat anxiety and/or depression

are among the most researched (Lorenzo et al. 2011). How-

ever, as with all medications, researching the effects of psy-

chotropic medication use in pregnancy is complicated by

ethical considerations due to the inappropriateness of test-

ing drug effects during pregnancy. Therefore, women and

their healthcare providers are still making decisions based

on data that are currently insufficient and often conflicting

or misinterpreted (Chambers et al. 2008, Bilszta et al.

2011). The reported potential risks of psychotropic medica-

tion use have not been benign, however, including sponta-

neous abortions, preterm delivery, congenital anomalies,

neonatal withdrawal symptoms and long-term neonatal

neurological effects (Chambers et al. 1996, Alwan et al.

2007, Kallen & Otterblad Olausson 2007, Louik et al.

2007, Yonkers et al. 2009). It is, therefore, understandable

that women and their providers are concerned about psy-

chotropic medication use in pregnancy. In contrast, how-

ever, untreated anxiety and depression in pregnancy has

also been associated with adverse outcomes, including

maternal and neonatal effects such as depression relapse,

preterm labour and birth, foetal hypoxia, neonatal distress

syndrome and long-term cognitive and behavioural prob-

lems in children (Sjostrom et al. 1997, Chung et al. 2001,

Heron et al. 2004, Einarson 2005, Cohen et al. 2006, Orr

et al. 2007). Gentile (2005) suggests that major depression,

especially when accompanied by a delusional component,

may even lead to suicide or infanticide.

Theoretical framework: emancipated decision-making

Shared decision-making between the healthcare provider

and the patient is a goal of healthcare to enhance patient

autonomy and patient-provider relationships (O’Connor

et al. 1999). Although it is acknowledged that the choice to

take or not to take a psychotropic medication while preg-

nant for anxiety or depression is complex, we know little

about the decision-making process. Wittmann-Price (2004)

developed the Theory of EDM in Women’s Healthcare

based on Critical Social, Feminist and Freire’s Emancipatory

Educational theories. According to Wittmann-Price, these

theories substantiate the premise that social norms and

attitudes and the constant phenomenon of oppression may

influence decision-making in women’s healthcare. The

Theory of EDM in Women’s Health Care encompasses three

sub-concepts: ‘personal knowledge’, ‘awareness of social

norms’ and a ‘flexible environment.’
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Personal knowledge is defined as a woman having

thought about her choice in relation to what is best for her.

Awareness of social norms is described as a woman’s

awareness that society places more value on one option

over another. A flexible environment is one that affords a

woman the opportunity to enact on her choice without

opposition (Wittmann-Price 2004, Wittmann-Price et al.

2011). Wittmann-Price and colleagues have correlated

EDM with SWD in three studies, respectively, evaluating

decision-making among healthy postpartum women on

choice of infant feeding, pain management during labour

and mode of delivery (Wittmann-Price 2006, Wittmann-

Price & Bhattacharya 2008, Wittmann-Price et al. 2011).

Satisfaction with a decision has an impact on healthcare

behaviours (Holmes-Rovner et al. 1996, Wills & Holmes-

Rovner 2006) and may lead to better adherence to pre-

scribed therapies, less reliance on unhealthy alternative

mood altering behaviours, such as alcohol and illicit drug

use and enhanced relationships with family and healthcare

providers. The central hypothesis of this study was that

pregnant women who use an EDM process in their choice

whether or not to take psychotropic medication for anxiety

or depression during pregnancy will be more satisfied with

their decision-making process.

Personal knowledge and perception of risk

One of the biggest decision-making dilemmas in preg-

nancy is whether or not to take a medication. For many

women, the perception of risk is a primary factor influ-

encing this decision (van Trigt et al. 1994). Bonari et al.

(2005) found that a high initial perception of risk was

associated with a lower likelihood of continuing a medi-

cation. The study compared women who were taking an

antidepressant (n = 100), a gastric medication (n = 100)

and an antibiotic (n = 100). Despite reassuring counsel-

ling, 15% of antidepressant users chose to discontinue

their medication compared with 4% of gastric medication

users and 1% of those women taking an antibiotic.

Women taking antidepressants were significantly more

likely to agree that all medications are harmful during

pregnancy and that the potential consequences of taking

medications in pregnancy were too risky. The study also

demonstrated that women who were prescribed an antide-

pressant waited a substantial amount of time to take

medications compared with women who were prescribed

antibiotics or gastric medication. The authors suggest that

this delay may be attributed to the stigma surrounding

maternal mental illness and psychotropic medication use

in pregnancy.

Social norms and stigma in mental health

In the context of EDM, ‘awareness of social norms is

defined as how society places more value on one or more of

the alternatives being considered’ (Wittmann-Price 2004,

p. 442). Mental illness is still perceived as an indulgence, a

sign of weakness and, as such, carries a stigma (Kelly &

Jorm 2007). Stigma is highly correlated with the amount of

control a person is perceived to have over the condition or

illness (Sandelowski et al. 2004). Historically, women with

mental illness have been discouraged from pursuing mother-

hood and in some cases people with mental illness were

sterilized to prevent procreation (Krumm & Becker 2006).

Krumm and Becker state ‘subjective perceptions of the

stigma attached to motherhood and mental illness point to

existence of societal representations which conceptualize

motherhood and mental disorders as mutually exclusive’

(p. 453). In one study, 22 mothers with severe mental

illness expressed concerns that their children would be

negatively affected by their illness; that the responsibilities

of parenting impeded their engagement with mental health

services; and the fear of losing custody of their children

often prevented them from disclosing difficulties they were

experiencing (Diaz-Caneja & Johnson 2004). The authors

also found the benefits of parenting were acutely felt by

many of these women as they reported that motherhood

gave them a purpose in life and rich emotional rewards and

fulfilled their roles as women.

Flexible environment and support for decisions

Like the woman who is making healthcare decisions, fam-

ily, friends and healthcare providers are influenced by their

own perceptions of risk and these perceptions may impact

their acceptance or support of a woman’s decision. Expo-

sures in pregnancy, particularly psychotropic medication

use, are prone to erroneous risk perceptions, even on the

part of healthcare providers (Pole et al. 2000). One recent

study explored the knowledge, attitudes and practices of

primary care physicians (N = 111) about the decision to

continue or discontinue a woman’s antidepressant medica-

tion during pregnancy (Bilszta et al. 2011). Several issues

were raised by the physicians that influenced their treatment

decisions including the perceived levels of misinformation

about the safety of these medications in pregnancy for both

the mother and the foetus, the belief that pregnant

depressed women should be treated differently than non-

pregnant women and the potential for legal liability.

Although many healthcare providers will give counselling

of risks of medication use in pregnancy, many fail to

2472 © 2013 Blackwell Publishing Ltd
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include the risks of non-treatment (Miller 2009). In addi-

tion, some women are influenced by the attitudes of family

and friends in their decision-making (Bonari et al. 2005).

Bonari et al. also found that women’s preconceptions about

medication use in pregnancy were difficult to change once

they had made up their minds.

Prior to the current study, the Wittmann-Price Theory of

EDM had not previously been tested in pregnant women or

women with mental health issues. We hypothesized, how-

ever, that all three sub-concepts of EDM would be an

important aspect of decision-making in pregnant women

and therefore would be predictive of EDM. In addition,

because EDM may be influenced by age, parity, education,

income and personal relationships, we hypothesized that

differences would be found among various socio-demo-

graphic characteristics of our study population.

The study

Aim

To test a mid-range nursing theory developed specifically

for women’s healthcare choices: the Wittmann-Price Theory

of EDM using decision-making about medication use in

pregnancy for anxiety and/or depression as the clinical

exemplar.

Design

A minimal sample size of 128 was calculated based on a

power analysis to achieve a power of 0�80 with medium

effect (Cohen’s d = 0�50) based for two-tailed t- test with a

significance level (a) of 0�05. To account for missing data

in the survey responses, it was decided that the survey

would over sample by an additional 40–50 subjects.

This study was a web-based cross-sectional descriptive

survey design. An electronic survey was used to collect

information on socio-demographic characteristics, level of

Emancipated Decision Making (EDM) and SWD in women

that chose to use medication in pregnancy for anxiety and/

or depression.

Sample/participants

The participants were a self-selected convenience sample of

pregnant women who visited pregnancy-related websites,

forums and social networking websites. An advertisement

for the study was placed on pregnancy-related websites or

forums and social networking websites chosen by searching

‘pregnancy’ in a search engine and scanning the results for

sites that had forums where an ad could be placed. Most

sites were from English speaking countries; specifically the

US and England. Women who were 18 years or older, able

to read and understand English, pregnant and had made a

decision in pregnancy regarding medication use for symp-

toms of anxiety and/or depression were asked to partici-

pate. Women who were interested in participating were

directed via a link to a page providing the purpose, aims

and procedures of the study. If they agreed to participate,

they were informed that clicking on the link to the survey

would indicate their consent to participate in the study. A

total of 173 people attempted the online survey. Data were

cleaned and coded and individual responses with more than

10% missing data were excluded from the study. A total of

30 respondents either did not give adequate information, or

did not meet the inclusion criteria of the study and were

excluded from the study. The remaining 143 responses were

eligible for further analyses. Comparisons between included

cases and those not included could not be made due to

insufficient demographic data.

Data collection

The data collection consisted of a survey comprised of three

instruments including: a demographic questionnaire, the

Wittmann-Price revised Emancipated Decision-Making

Scale (EDM-r) and the SWD Scale. The EDM-r and the

SWD were used with permission from the authors. Data

were collected over 3 months starting in early 2011. An

optional open-ended question was included to elicit addi-

tional data that will be reported elsewhere.

Demographic data form

The demographic questionnaire was used to elicit informa-

tion on age, race, income, education level, relationship with

father of the baby (living arrangement), weeks gestation at

time of survey completion, number of previous pregnancies,

number of children, history of mental illness (or diagnosis),

history of substance abuse, specialty of prescribing health-

care provider, type of psychotropic medication prescribed

and whether the decision was to take or not take psycho-

tropic medication in pregnancy.

Revised emancipated decision-making scale

The original EDM scale was revised (EDM-r) by Witt-

mann-Price and colleagues (Wittmann-Price et al. 2011)

and consists of 20 items. A 5-point Likert scale was used to

describe intensity from 1 being ‘strongly disagree’–5 being

‘strongly agree.’ Results from the EDM-r are reported as a

total summed score for all responses (range 20–100), and a

© 2013 Blackwell Publishing Ltd 2473
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summed score for each of the three individual subscales

(personal knowledge, awareness of social norms, flexible

environment).

Satisfaction with decision scale

The 6-item SWD scale, developed by Holmes-Rovner et al.

(1996), was used to test decisional satisfaction as an out-

come variable. A 5-point Likert scale was used to describe

intensity from 1 being ‘strongly disagree’–5 being ‘strongly

agree.’ The highest score possible is 30 and the lowest score

is 6. Higher scores indicate greater satisfaction with the

decision.

Ethical consideration

Institutional review board approval from the University was

obtained prior to the start of the study.

Data analysis

Data were downloaded directly from the online survey com-

pany (SNAP Survey, Ltd., Portsmouth, NH, USA) to Statisti-

cal Package for the Social Sciences (SPSS), version 18.0

(Chicago, IL, USA) statistical analysis program. Descriptive

statistics, including frequencies distributions, measures of

central tendencies and variability, were calculated for all

variables. An independent t-test was conducted to compare

the level of satisfaction between women with high and low

levels of emancipation with decision. The median value of

the emancipation score was used as the cut off for assigning

the women as high or low level of emancipation. The med-

ian score for the participants of this study was 76. A multi-

ple regression analysis was also conducted to determine

which subscales best predicted the level of satisfaction with

the decision. Statistical significance was set at P < 0�05.

Validity/reliability rigour

The Cronbach’s alpha of the total EDM scale was reported

between 0�87 and 0�91 in three previous studies of postpar-

tum women (Wittmann-Price et al. 2011, Wittmann-Price

2006, Wittmann-Price & Bhattacharya 2008). The Cron-

bach’s alpha in the current study was 0�79.
Holmes-Rovner et al., reported a Cronbach’s alpha of

0�86 for the SWD scale among postmenopausal women.

Wittmann-Price reported reliabilities of 0�89, 0�92 and 0�91
in three studies correlating SWD with EDM among post-

partum women regarding their choices of infant feeding

method, pain management in labour and delivery method

(Wittmann-Price 2006, Wittmann-Price & Bhattacharya

2008, Wittmann-Price et al. 2011). The Cronbach’s alpha

in the current study was 0�85. The SWD scale was origi-

nally validated in postmenopausal women (Holmes-Rovner

et al. 1996). To our knowledge, this scale has not been

tested in pregnant women. The validity of the instrument in

this population was demonstrated in the content analysis

of responses to an open-ended question to be published

elsewhere.

Results

Socio-demographic characteristics

Socio-demographic characteristics of respondents are sum-

marized in Table 1. The majority of respondents were

White (non-White 5%), between 25–34 years of age with

either a college degree or higher and lived in the US Fewer

than half reported working full time while more than half

the sample reported an annual household income of under

$75,000. The majority of respondents were living with the

father of their baby at the time of participation. The most

common insurance plan mentioned was a Preferred Provider

Organization (PPO).

Health histories

Pertinent health history of the participants is reported in

Table 2. Respondents most frequently reported this as their

first pregnancy (38%) with no children living at home

(53%). The average gestational age of their unborn baby

was 22 weeks at the time of their participation. The aver-

age gestation when the decision was made was 8 weeks. A

small number of women reported a history of substance

abuse. A large majority of the participants had a diagnosis

of mental illness. All women reported psychotropic medica-

tion use for anxiety or depression during their pregnancies.

While exactly half the respondents reported the choice to

continue or start psychotropic medication as prescribed,

almost a third reported the choice not to continue or

start taking psychotropic medications for their anxiety or

depression.

EDM-r score and SWD score among study participants

The overall Emancipated Decision-making revised scale

(EDM-r), each subscale and overall Satisfaction with

Decision scale (SWD) mean score for the entire sample are

summarized in Table 3. The overall mean EDM-r score

was 76�15 (SD 8�74) out of a possible 100 and ranged

between 52–94. The mean for the personal knowledge

2474 © 2013 Blackwell Publishing Ltd
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subscale was 25�24 (SD 3�23) out of 30 indicating that the

participants had a high level of personal knowledge about

their decision. The mean scores and range for the flexible

environment and awareness of social norms subscales were

almost identical indicating that the sample had similar lev-

els of flexible environment and awareness of social norms.

Comparison of levels of satisfaction between relatively

high and relatively low levels of EDM revealed that satis-

faction with the decision score was significantly lower in

the group with lower levels of emancipation (Mean = 24,

SD 2�9) compared with those with higher levels of emanci-

pation (Mean = 27�6, SD 2�6, t = 8�0, P < 0�001).
Results from the regression analysis showed that the

overall EDM model, with the three subscales, was a statisti-

cally significant predictor of satisfaction with the decision,

F(3, 125) = 50�47, P = 0�001 and accounted for 54% of

the variance in satisfaction scores. However, only the per-

sonal knowledge subscale provided a statistically significant

contribution to the model. As seen in Table 4, the Stan-

dardized Beta coefficient for personal knowledge was 0�67
(95% CI = 0�53–0�83), indicating that, for every standard

deviation increase in personal knowledge; the SWD would

increase by 0�67 standard deviation units. The regression

equation is given by:

Satisfaction = 5�42 + 0�67 *Personal Knowledgea + 0�04
*Flexible Environmentb + 0�10 *Social Normsb.

a, Statistically significant predictor; b, Non-significant

predictors.

Table 1 Socio-demographic characteristic of the study partici-

pants.

Variable

Frequency (%)

n = 143*

Age

18–24 years 23 (16)

25–34 years 100 (70)

35–44 years 19 (13)

45 and above 1 (1)

Ethnicity

Caucasian 136 (95)

Country of Residence

United States 106 (74)

British Isles (England, Ireland) 25 (17)

Australia/New Zealand 5 (4)

Canada 6 (4)

Argentina 1 (1)

Education

High school or less 16 (11)

Some college 32 (22)

College degree 45 (32)

Some graduate education 15 (11)

Graduate degree 34 (24)

Prefer not to answer 16 (11)

Employment Status

Full time 63 (44)

Part time 24 (16)

Self-employed 8 (6)

Unemployed 48 (34)

Living Arrangement

Live alone 2 (2)

Live with father of the baby 128 (89)

Live with same sex partner 2 (2)

Live with relatives/family 9 (6)

Live with friends 1 (1)

Type of Insurance

No insurance 19 (13)

Health Maintenance Organization (HMO) 22 (15)

Preferred Provider Organization (PPO) 59 (41)

Commercial 8 (6)

Medicaid 15 (11)

Other 20 (14)

*Data were reported for available sample.

Table 2 Health histories of the study participants.

Variable

n = 143

Mean (SD)

Approx. weeks in current pregnancy 22 (10)

Weeks in pregnancy when decision was made 8 (7)

Frequency (%)

Times pregnant

Zero 4 (3)

One 53 (38)

Two 42 (29)

Three or more 44 (30)

Number of living children

Zero 76 (53)

One 41 (29)

Two 17 (12)

Three or more 9 (6)

History of substance abuse – Yes 15 (11)

Diagnosed with mental

health illness – Yes

121 (85)

Used medication for anxiety

during pregnancy – Yes

143 (100)

Decision regarding the psychotropic

medication use in pregnancy

Chose not to continue, restart,

or start taking medication

42 (29)

Chose to continue, restart, or

start medication as prescribed

72 (50)

Chose to switch medication 12 (8)

Took less medication than prescribed 7 (5)

Used another mode of therapy 6 (4)

Took friend’s medication 1 (1)

Other 3 (2)

*Data were reported for available sample.
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EDM-r score and medication decision

Results from the analyses showed no significant relationship

of any of the socio-demographic characteristics or health

histories with EDM-r score in this study sample, except for

the choice on use of psychotropic medication. Mean scores

of EDM-r and its subscales for those who chose not to take

or continue their medication for anxiety during pregnancy

and those that did are presented in Table 5.

Total EDM-r scores were significantly lower (P < 0�05)
in the group that chose not to start or discontinue medica-

tion compared with those that chose to continue. Significant

differences were also noted for the flexible environment

(P < 0�05) and awareness of social norms (P < 0�05) sub-

scales, but not for the personal knowledge subscale

(P = 0�10). There was also no significant difference in SWD

among women who did or did not choose to continue psy-

chotropic medication (P = 0�21). A hand count of the

results revealed the most commonly mentioned psychotro-

pic medications used were Sertraline (Zoloft), Citalopram

(Celexa) and Fluoxetine (Prozac), followed by Bupropion

(Wellbutrin) and Escitalopram (Lexapro) respectively. Par-

oxotine (Paxil) was only mentioned twice and both women

chose to discontinue it.

Discussion

Emancipated decision-making and satisfaction with the

decision

Our results suggest overall that women who scored high on

the EDM-r were significantly more satisfied with their deci-

sion and that personal knowledge was the most significant

predictor for SWD. Therefore, as in previous studies, EDM

was predictive for SWD (Wittmann-Price 2006, Wittmann-

Price & Bhattacharya 2008, Wittmann-Price et al. 2011).

Our study sample score mean of 76�15 (SD 8�74) out of a

possible 100 indicates relatively high scores on the EDM-r,

suggesting that overall, the women in this study were using

an EDM process. It is possible that women who chose to

participate in this online study felt a greater awareness of

the issues surrounding this decision and the responsibility

inherent in making it. Having made their decision and feel-

ing satisfied with the decision empowered them to want to

share their experiences and contribute to the research.

Another possibility is that the homogeneity of group, which

was primarily White, well-educated and of moderate to

higher income level, may have felt more emancipated and

satisfied because they had better access to information and

care. The majority of the women (89%) were also living

with the father of the baby, which may have provided a

sense of support and stability in their lives that strength-

ened their sense of emancipation and satisfaction.

The results of this study suggest that personal knowledge

was the only subscale that predicted SWD. The decision to

take a medication or not in pregnancy may be more com-

plicated than many other healthcare choices women must

Table 3 Mean, standard deviation, minimum and maximum

scores for the EDM-r scale, subscales and satisfaction scale for the

entire study sample (N = 143).

Minimum Maximum

SD

Mean Deviation

Overall EDM-r 52 94 76�15 8�74
Personal Knowledge 13 30 25�24 3�23
Flexible Environment 16 35 25�69 3�76
Social Norms 15 35 25�77 3�73
Satisfaction with

Decision (SWD)

17 30 25�76 3�28

Table 4 Contribution of the predictors in the regression equation

to predict satisfaction with decision (N = 143).

Predictor

variables Standardized b P value

95% confidence

interval for b

Lower

bound

Upper

bound

Constant 5�42 0�003 1�89 9�03
Personal

knowledge

0�67 <0�001 0�53 0�83

Flexible

Environment

0�04 0�6 �0�09 0�16

Social norms 0�10 0�2 �0�04 0�21

Table 5 Mean (SD) of EMD-r and subscale scores for participants

that chose not to start or continue medication compared with those

who chose to (n = 114).

Variable

Chose not to

start or continue

medication

Chose to start

or continue

medication

t value P valuen = 42 n = 72

Mean (SD)

Total

EDM-r score

74�1 (9�6) 77�9 (7�7) �2�19 *0�03

Personal

knowledge

24�8 (3�6) 25�8 (2�7) �1�63 0�10

Flexible

environment

24�7 (4�4) 26�4 (3�1) �2�06 *0�04

Social norms 25 (4) 26�6 (3�7) �2�07 *0�04
Satisfaction

with decision

25�6 (3�4) 26�4 (3�4) �1�26 0�21

*P < 0�05.
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make, yet personal knowledge was the best predictor of sat-

isfaction in all previous studies testing EDM including: test-

ing infant feeding, pain management in labour and choice

of delivery (Wittmann-Price 2006, Wittmann-Price & Bhat-

tacharya 2008, Wittmann-Price et al. 2011). This indicates

that personal knowledge is a variable that needs explora-

tion for expression and specific nursing consideration in

women’s decision-making process about healthcare issues.

Although awareness of social norms and a flexible environ-

ment that supported their decision was important, they did

not factor as importantly in making a decision that they felt

was best for them, they were satisfied with and ultimately

the one they could live with.

Emancipated decision-making and the choice of

medication use

There were no significant demographic differences between

women who did and did not use EDM except for the

decision to continue or not continue psychotropic medica-

tion. When we compared women who chose to continue or

start a medication (50%) with women who chose to discon-

tinue or not start a medication (29%) we found that

women who chose to continue or start a medication had

significantly higher scores in EDM-r than those who chose

to stop or not begin to take a medication.

Women who chose to continue or start a psychotropic

medication scored higher on both the awareness of social

norms and flexible environment subscales of the EDM-r.

Since EDM was also significantly different between groups,

awareness of social norms and a flexible environment may

have been factors that predicted an EDM. In contrast, there

were no differences in SWD or personal knowledge between

the two groups but those women who scored higher on per-

sonal knowledge regardless of their choice also were more

satisfied with the decision. This finding has great implications

for nursing interventions made solely on evidence without the

consideration of personal knowledge. There are possibly

many reasons why personal knowledge was not significant

for EDM between those who did and did not choose to start

or continue psychotropic medication. Perhaps women may be

sensing what is best for them regardless of what they are hear-

ing from their healthcare providers, friends and the media.

Women who chose to discontinue or not start a medication

may feel that any risk is not worth taking, while women who

chose to continue or start a medication may recognize, that

for them, the risks associated with psychotropic medication

use in pregnancy is overshadowed by the risks incurred when

their mental health is compromised. Having made a personal

decision that they felt was best for their situation, the women

in both groups were satisfied with the decision-making pro-

cess used to achieve that decision. Women who discontinued

psychotropic medications scored significantly lower on

awareness of social norms subscale which suggests that they

were more susceptible to attitudes and beliefs of those around

them. Flexible environment, or support for the decision a

woman has made, was significantly higher in women who

chose to continue or start a medication. This may reflect a

woman’s need to get information and support from her

healthcare providers and to be a part of the decision-making

process for her to feel in control of the decision.

Study limitations

Generalizability of this study is limited due to recruitment

strategies, lack of diversity, the exclusion of women who ter-

minated their pregnancies and the lack of data on those

women who viewed the survey but chose not to participate.

Because this study included an anonymous web-based survey

method, it was not possible to assess the total response rate

and therefore quantify the likely bias. This research method-

ology was chosen for several reasons; the authors lacked

access to a sufficient number of pregnant women with mental

health issues who may be making this decision, limited finan-

cial resources, the desire to explore this issue beyond one

practice or locality and an interest in testing the efficacy of

web-based research. We also recognize recruitment strategies

may have restricted women who did not have computer

access from responding to the survey. Despite turning to the

World Wide Web in an effort to recruit a diversified study

population, the majority of our study population described

themselves as White. Although, the reason for this phenome-

non is unknown in our study, there are few studies that have

examined Internet use by minority or underserved popula-

tions. Two studies suggest that internet-based research would

be a valuable tool for use in African American populations

(Russell et al. 2010, Scott-Johnson et al. 2010). In addition,

the lack of response from minority women may have been

related to personal cultural beliefs and practices. One study

looking at the relationship of stigma of depression and race

that recruited a total of 532 women (47% were of Black or

African American decent and 42% were White) found that

women of Black or African American descent associate more

stigma to depression than White women, regardless of their

own depression status and were more likely to endorse that

depression should be kept a secret (O’Mahen et al. 2011).

Therefore, cultural perceptions of mental illness may have

also been a limiting factor. Future studies to further examine

this phenomenon in web-based surveys are warranted.

Finally, our cross-sectional study design restricts the assump-
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tion that EDM precedes and causes Satisfaction with the

Decision. However, despite our inability to extrapolate

neither the levels of satisfaction/emancipation with decision-

making nor the level of medication use to the general

population of pregnant women with mental health issues, the

relationship of scores from high to low satisfaction and

emancipation was a valid one to explore.

Conclusion

The findings of this study support the validity of a recently

developed mid-range nursing theory, the Wittmann-Price

EDM in Women’s Healthcare, among women who are mak-

ing a decision about whether or not to start or continue psy-

chotropic medication during pregnancy. It is important to the

nursing discipline and to women’s health in general to

increase awareness of the oppressive nature of the factors

that influence women’s decision-making in this population.

Women who use an EDM process in deciding whether or not

to continue or start a medication in pregnancy for symptoms

of anxiety and/or depression were significantly more satisfied

with that decision in our study population. In our sample,

women who chose to continue or start a medication were

significantly more likely to have used an EDM process. This

may indicate that women are able to overcome societal pres-

sures of perceptions of risks of medication use in pregnancy

and the stigma that surrounds mental health, particularly in

motherhood through the development of personal knowl-

edge, awareness of social norms and a flexible environment.

The subconcept of personal knowledge plays a key role to

satisfaction with the decision. Positive patient outcomes may

be enhanced if communication with healthcare providers is

open, encouraged and bidirectional, the decision made is

supported and the women feel that it is the best decision they

could make for themselves and their families.

Our study sample was generally homogeneous with the

majority being White, highly educated, from a moderate to

higher income level and living with the father of the baby.

Therefore, future research should aim to include a more ethni-

cally and economically diverse population, who may be more

vulnerable to oppressive forces that surround this decision. It

would also be helpful to learn more about and understand

patterns of internet use by minority populations. The role of

the subconcept of personal knowledge in EDM and SWD also

warrants further investigation. In addition, research on how

nurses might best support EDM, perhaps through the use of

decisional aids or decisional counselling, are needed.
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