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Birth Planning Decisions

ROBERTA J. WOOD, FREDERICK L. CAMPBELL, BRENDA D. TOWNES, AND LEE RoY BEACH

Decisions about having a child or undergoing steriliza-
tion are complex and difficult to make. This paper proposes a
counseling technique for helping couples decide whether or
not they want to have a (another) child. Based upon behav-
ioral decision theory, a hierarchy of birth planning values
(Table 1) has been developed' and used to study motivations
for and against childbearing as a function of family size,2 as
well as to predict actual childbearing decisions.3 Using the
hierarchy, it is possible for a couple to examine the costs and
benefits associated with the decision to have or not to have a
child. Whatever may be the values being focused upon dur-
ing the decision, it is assumed the individual will choose that
alternative which offers him or her the maximum possible
perceived benefit. The following two case histories serve to
illustrate the use of the hierarchy in birth planning counsel-
ing.

TABLE 1-Hierarchy of Birth Planning Values

I. Values Centered on Self and Spouse
A. Personal Identity

1. Physical aspects of having a baby
2. Growth and maturity
3. Self-concept
4. Educational and vocational values

B. Parenthood
5. Caring for the child
6. Parental role in education and training of child
7. Parent-child relationships

C. Well-Being of Family
8. Material well-being of family
9. Non-material well-being of family

10. Well-being of self and spouse
11. Well-being of the marriage

11. Values Centered on Children
A. Family Characteristics

12. Family size and sex of children
13. Ages of parents

B. Health and Well-Being of Children
14. Sibling (brother-sister) relationships
15. Prospective child
16. Effects of society on child

1II. Values Centered on Significant Others
A. Family

17. Relationships with relatives
18. Family traditions

B. 19. Friends
C. 20. Society

From the Departments of Psychiatry and Behavioral Sciences, and
Sociology and Psychology, University of Washington. Address
reprint requests to Roberta J. Wood, Department of Psychiatry and
Behavioral Sciences, School of Medicine, University of Washington
RP-10, Seattle, WA 98195. This paper, submitted to the Journal
December 8, 1976, was revised and accepted for publication
February 8, 1977.

Case History #1: Mr. and Mrs. A

Mr. and Mrs. A had been married for four years, were
both in their early 30s, and were parents of an eight-month
old girl. They had been trying to decide whether they wanted
a second (and last) child.

The hierarchy was administered to Mr. and Mrs. A sepa-
rately. Highlights of their scores are shown in Table 2. Over-
all, Mrs. A was 64 per cent in favor and 36 per cent against
having a second child; Mr. A was 60 per cent in favor and 40
per cent against having a child. Both were primarily con-
cerned about having a single-child family and felt that if they
were to have a second child they should do so soon because
of their ages.

During the counseling session, the profiles were shared
with Mr. and Mrs. A. It was pointed out that they were both
quite similar in their values with regard to having a second
child. They both were worried about the effects of a single-
child family upon their daughter. Parental age was the major
factor affecting an immediate birth planning decision. It was
emphasized that were they to have a second child, they were
doing so primarily for the benefit of the existing child rather
than as a result of a strong desire to have a second child. The
hierarchy assisted Mr. and Mrs. A in defining the issues and
clarifying each of their positions relative to the decision to
have a second child.

Case History #2: Mr. and Mrs. B

Mr. and Mrs. B had been married for five years. They
did not want to have any children at the time they were mar-
ried but agreed to "keep an open mind on the subject be-
cause people sometimes change." At the time of the inter-
view they had no existing children, but were having diffi-
culty making a decision concerning permanent sterilization.

Mr. and Mrs. B's scores on the hierarchy are summa-
rized in Table 3. Mrs. B was 74 per cent against and 26 per
cent in favor of having a child. She felt that a child would
interfere with her own growth and development, and would
have a very negative impact upon her relationship with her
husband and the well-being of their marriage. Mr. B was 59
per cent against having a child and 41 per cent in favor of
having a child. For him, the opportunity to join in a relation-
ship with another and to assist a child to grow into a healthy
human being was of positive value. Motivations against
childbearing, however, included interference with the estab-
lishment of friends, negative impact of the child upon society
(concern for overpopulation, utilization of natural resources,
etc.), and the fact that Mr. B considered himself to be out-
side of the child-rearing age.

In the follow-up interview with this couple it was point-
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TABLE 2-Positive and Negative Scores for Mrs. and Mr. A on Selected Categories

Mrs. A

Level Category For Against

Overall 64% 36%

Three (I) Self and
Major Spouse 31 18
Categories

(II) Children 32 18
(Ill) Significant

Others 01 00

Mr. A

Level Category For Against

Overall 60% 40%

Three (I) Self and
Major Spouse 20 10
Categories

(II) Children 35 25
(Ill) Significant

Others 05 05

(#13) Agesof
Parents

(#14) Sibling re-
lationships

(#7) Parent-child
relationships

(#12) Family size
and sexes of
children

14 04

11 07

07 01

05 05

The Four
Strongest
Values of
the Twenty
Most
Specific
Categories

(#13) Ages of
Parents

(#14) Sibling re-
lationships

(#15) Prospective
Child

(#16) Effects of
society on
child

ed out that Mrs. B was highly negative about having a child
while Mr. B was rather ambivalent. Mr. and Mrs. B's scores
reflected their present feelings as a couple that they did not
wish to have a child. Their scores clearly showed how much
negative pull Mrs. B had in their decision not to have chil-
dren. Mr. B stated, however, that if married to another per-
son, he would perhaps consider having a child, a fact that he
had not clarified for himself or his wife to that time. The inter-
viewer recommended that if a sterilization procedure were

being considered, Mrs. B should have a tubal ligation. Mr. B
manifested evident relief and agreement stating that he had
never really wanted to have a vasectomy but had been will-
ing to consider it because his wife had been "nagging him"
about it. In this case, the hierarchy was used to elucidate a
two-step decision process: first, the couple's decision not to
have children, and second, the couple's decision about who
should be sterilized.

For the trained counselor the hierarchy of birth planning

TABLE 3-Positive and Negative Scores for Mrs. and Mr. B on Selected Categories

Mrs. B

Level Category For Against

Overall 26% 74%

Three (I) Self and
Major Spouse 19 66
Categories

(II) Children 01 04
(Ill) Significant

Others 05 05

Mr. B

Level Category For Against

Overall 41% 59%

Three (I) Self and
Major Spouse 28 22
Categories

(II) Children 11 14
(Ill) Significant

Others 02 23

(#10) Well-being
of self and
spouse

(#11) Well-being
of the
marriage

(#2) Growth and
maturity

(#9) Non-material
well-being of
family

02

07

03

01

The Four
Strongest

16 Values of
the Twenty
Most
Specific

1 1 Categories

11

(#7) Parent-child
relationships

(#15) Prospective
child

(#19) Friends
(#20) Society

09
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The Four
Strongest
Values of
the Twenty
Most
Specific
Categories

13 06

09 06

06 06

04 05

The Four
Strongest
Values of
the Twenty
Most
Specific
Categories

19 05

07 03

01 07
01 07
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values could provide a valuable tool for aiding couples in ar-
riving at birth planning decisions which will be personally
satisfying to them. In the context of a counseling session, the
hierarchy can be used to clarify relevant issues by system-
atically relating and weighing each consideration to the oth-
ers. Quantification of values related to birth planning deci-
sions enables the couple to see how important each of the
values are to them and to compare their own values to those
of their spouse. This framework's potential is not limited to
decisions about having a or another child, but may be used in
the context of decisions concerning sterilization, abortion,
and voluntary childlessness. The contention is that this tech-
nique could serve as a valuable counseling tool enabling
couples to base their childbearing on a "calculus of con-
scious choice."4

Summary

Based upon behavioral decision theory, a technique was
proposed to help couples make childbearing decisions that
are most satisfying to them. Couples were provided with a
structure, the hierarchy of birth planning values, by which

they could examine in an orderly fashion the costs and bene-
fits of having versus not having a (another) child. Two case
histories illustrated the use of the hierarchy in birth planning
counseling.
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Utilization of a Nutrition Service
In a Neighborhood Health Center
LINDA K. RYAN, MA, AND CYNTHIA B. DUTTON, MD

Increased use of auxiliary health care services such as
nutrition, social work, and physical therapy introduces a
new component into the evaluation of the health care proc-
ess. Evaluation of these auxiliary services includes assessing
the interaction between the primary provider and the aux-
iliary provider and that between the patient and the auxiliary
provider. In this study an effort was made to examine the
former in terms of the referral patterns of the primary pro-
vider to the auxiliary service and the reporting system be-
tween providers, and the latter in terms of the provider's
compliance with accepted treatment protocols and the
patient's compliance with prescribed therapy and appoint-
ment keeping.
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The setting for this study was a neighborhood health
center where medical care was provided by generalist prima-
ry care nurses working in collaboration with physician con-
sultants. ' Previous studies have documented that these nurs-
es provided competent ambulatory care.2 3 Nutrition was
chosen as the service to be evaluated because of the large
number of patients with clinical problems which might bene-
fit from nutritional therapy. The nutrition unit, which was lo-
cated in the health center, offered its services to all patients
at no additional cost. With rare exceptions, patients who saw
the nutritionist were referred by the nurse. Although a
patient could make an appointment with the nutritionist di-
rectly, this was discouraged because a medical evaluation
was considered to be advisable before diet therapy was ini-
tiated.

For this study, six diagnostic categories were selected
for which nutrition referral was a specified part of the treat-
ment protocol. These categories included alcoholism,
anemia, pregnancy, diabetes, obesity, and hypertension. All
records of patients placed in these diagnostic categories be-
tween January and December 1972 were included in the
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