
Developmental aspects of pregnancy:
Correlates of self-satisfaction.

Item Type text; Dissertation-Reproduction (electronic)

Authors Sorenson, Dianna Lee Spies.

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:05:24

Link to Item http://hdl.handle.net/10150/185080

http://hdl.handle.net/10150/185080


INFORMATION TO USERS 

The most advanced technology has been used to photograph and 

reproduce this manuscript from the microfilm ma:;ter. UMI films the 

text directly from the original or copy submitted. Thus, some thesis and 

dissertation copies are in typewriter face, while others may be from any 

type of computer printer. 

The quality of this reproduction is dependent upon the quality of the 

copy submitted. Broken or indistinct print, colored or poor quality 

illustrations and photographs, print bleed through, substandard margins, 

and improper alignment can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete 

manuscript and there are missing pages, these will be noted. Also, if 

unauthorized copyright material had to be removed, a note will indicate 

the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by 

sectioning the original, beginning at the upper left-hand corner and 

continuing from left to right in equal sections with small overlaps. Each 

original is also photographed in one exposure and is included in 

reduced form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6" x 9" black and white 

photographic prints are available for any photographs or illustrations 

appearing in this copy for an additional charge. Contact UMI directly 

to order. 

U·M·T 
University Microfilms International 

A 8ell & Howell Information Company 
300 North Zeeb Road, Ann Arbor, MI 48106-1346 USA 

3131761-4700 800/521-0600 





Order Number 9028154 

Developmental aspects of pregnancy: Correlates of self-satisfaction 

Sorenson, Dianna Lee Spies, Ph.D. 

The University of Arizona, 1990 

Copyright ©1990 by Sorerumn, Dianna Lee Spies. All rights reserved. 

V·M·I 
300 N. Zeeb Rd. 
Ann Arbor, MI48106 





DEVELOPMENTAL ASPECTS OF PREGNANCY: 

CORRELATES OF SELF-SATISFACTION 

by 

Dianna Lee Spies Sorenson 

copyright ~ Dianna Lee Spies Sorenson 1990 

A Dissertation Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 

For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

1 9 9 0 



THE UNIVERSITY OF ARIZONA 
GRADUATE COLLEGE 

As members of the Final Examination Committee, we certify that we have read 

tl',e dissertation prepared by Dianna Lee Spi es Sorenson 

entitled Developmental Aspects of Pr~nancy: Correlates of Self-Satisfaction 

and recommend that it be accepted as fulfilling the dissertation requirement 

for the Degree of Doctor of Philosophy --------------------------------------------------------

~4-
~q..;.~ 

Date 

Date 7 / 

'i /')0 ( 9 0 

Date 

Final approval and acceptance of this dissertation is contingent upon the 
candidate's submission of the final copy of the dissertation to the Graduate 
College. 

I hereby certify that I have read this dissertatir-n prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirement. 

Dissertation Director Date 



3 

STATEMENT BY AUTHOR 

This dissertation has been submitted in partial 
fulfillment of requirements for an advanced degree at the 
University of Arizona and is deposited in the University 
Library to be made available to borrowers under the rules 
of the Library. 

Brief quotations from this dissertation are allowable 
without special permission, provided that accurate 
acknowledgement of source is made. Requests for permission 
for extended quotation from or reproduction of this 
manuscript in whole or in part may be granted by the 
copyright holder. 



4 

DEDICATION 

As a cUlmination of the past four years, this dissertation 
is dedicated to Russell, Taylor, Eileen, and Kathryn who 
shared the woes and triumphs of graduate education, and 
never faltered in their support. They are the real wind 
beneath my wings. The motivating inspiration behind this 
dissertation is especially dedicated to my daughters and 
other childbearing women in the world, may they experience 
joyful childbearing experiences. 



5 

ACKNOWLEDGEMENTS 

Words simply cannot express the gratitude I feel 
toward all the family, friends, and colleagues too numerous 
to list who directly and indirectly facilitated the 
completion of my doctoral degree. Thank you, your 
affirmation has been my lifeline. I would especially like 
to extend my gratitude to the people who extended 
exceptional support. during my doctoral education. Your 
lessons will be carried on throughout my life. Thank you, 
Dr. Pame~a Reed, for guiding me to new insights. Most of 
all thank'you for your mentoring ••. Thank you, Dr. Margarita 
Kay, for validating for me that the social and medical 
views of childbearing really are as unjust as they 
feel •.• Thank you, Dr. Linda Phillips, for reminding me that 
the emperor has "no clothes" ••. Thank you, Dr. Lee Sechrest, 
for teaching me the ways of "good" scientific research, and 
the perils of "models" ••• Thank you, Dr. Jean Williams, for 
having faith in my abilities, and for calmly reminding me 
of what a capable person I really am .•• Thank you, Dr. Jan 
Atwood, for helping me make sense of the "tea leaves". I 
now have proof that yellow calico dresses are not causally 
related to pregnancy (I don 't own one) .•• Thank you, Dr. 
Beverly McCord, for "getting me here" .•• Thank you, Dr. 
Gladys Sorensen, for sharing my name (almost). May I live 
up to your accomplishments in my own way ... Thank you, Dr. 
Sandra Ferketich, Dr. Joyce Verran, Dr. Lawerence Aleamoni, 
and Dr. Patricia Jones for knowing the value of R2 .•. Thank 
you, Dr. Merle Mishel, you have influenced my life more 
than you will ever know. You have taught me lessons about 
living my life interdependently ..• Thank you, Dr. Pamela 
Kidd, you know what you have done with & for me .•. Thank 
you, Elias, Lil, Young-Mi, Poonsori, Ann, Barbara, Doris, 
and Fadia, for being my classmates ••. Thank you Linda 
Krist jansen, Dr. Michele Clark, Rebecca Dahl, Dr. Ella-Joy 
Lehrman, Mary Williams, for your incredible 
insights .•• Thank you, Laura Zumwalt, without you, I would 
not have been able to continue, because you loved my 
children as much as I .•• Thank you, my dearest family, for 
trying to unders·tand what I was experiencing ••. Thank you, 
Dr. Ron Grant, for allowing me some control in the endless 
struggle to keep my head above water ..• Dr. Susan Flagler, 
for believing in me •.. Thank you! 

A National Center for Nursing Research (NCNR) Institutional 
Instrumentation Fellowship, Grant No. IT32-NU07029, and a 
Beta Mu Chapter Sigma Theta Tau supported this project. 



6 

TABLE OF CONTENTS 

page 

LIST OF ILLUSTRATIONS. 

LIST OF' TABLES. •••••••• CI ••••••••••• e _ ••••••••••••• 

9 

10 

11 ABSTRACT. 

CHAPTER 

1. 

2. 

STATEMENT OF THE RESEARCH PROBLEM. 

Background •.• 

Significance. 

Pu!:'pose •••••• 

Philosophical orientation. 

Theoretical Model ••.•.•••••••• 

Relationships Among Variables. 

Assumptions •••••.•• 

Research Questions. 

Definitions. 

Summary •••••• 

LITERATURE REVIEW •••••••••.•••••••• 

Well-Being: Self-Satisfaction. 

Dynamic Communication ..••••. 

.u. 

13 

13 

17 

22 

22 

27 

41 

46 

47 

48 

48 

50 

50 

56 

Life Event Timing synchrony ••••••••••.•..•••. 65 



5. 

TABLE OF CONTENTS--Continued 

Symptom Pattern Complexity •••• 

Additional Variables Measured. 

7 

74 

80 

Summary. • • • • . • • . • • . • . • • • • • • • . . . . • . ct • • • • • • • • • • 86 

3. METHODOLOGy .••..•.••.• · .......................... . 88 

88 

89 

4. 

Research Design •• · .......................... . 
Research setting. · .......................... . 
Sample ...................... . 

Protection of Subj ect Rights. 

Data Collection Protocol. 

Instruments •..••••••••.•• 

Assessment ~~_~alidity and Reliability. 

96 

.107 

.108 

.112 

.113 

Su.mmary . • . . • . . • • . • . • . . . . . • . . . . . . • . . • . • . . . • . . • 127 

DATA ANALYSIS •..•••••••.••••.••..• 

Initial Exploratory Analysis .•.••.•• 

Assessment of Psychometric Properties. 

Data Analyses. 

.128 

.128 

.129 

.143 

Su.mmary. • . . • . . • • . • . • • . . • • • • . • • . . . • ...•...•..• 171 

DISCUSSION OF THE FINDINGS. . ...................... . .172 

Research Questions •• 

Limitations of the Study. 

Implications •. 

.172 

.182 

.189 

Conclusion ............. D ••••••••••••••••••••• 195 



8 

TABLE OF CONTENTS--Continued 

APPENDIX A HUMAN SUBJECTS FORMS AND DISCLAIMER .••••••• 197 

APPENDIX B RESEARCH INSTRUMENTS •••••••••••••••••••.••• 200 

APPENDIX C SCORING KEY FOR THE RESEARCH INSTRUMENTS ••. 217 

APPENDIX D PERMISSION TO USE THE RESEARCH 
INSTRUMENTS •.•.••••.•••••••••.••••.••••••. 221 

APPENDIX E PILOT TESTING OF THE AFFIRl1ATORY 
COMMUNICATION IN PREGNANCY INSTRUMENT ••.•• 227 

APPENDIX F PILOT TESTING OF THE PREGNANCY TIMING 
INSTRUMENT ••••.•••••••••••••..•••••••••••. 230 

LIST OF REFERENCES ••.••••••.•••••••••••.•.••••.•••.•••. 235 



9 

LIST OF ILLUSTRATIONS 

Figure 

1. Theoretical Elements. • • • • • • . • • • . • • • . • • • • . • • • . • • .• 28 

2. Theoretical Links. • • • • . • • • • • • • • . • • . . . • . • • . • • • . . .• 42 

3. Regression Model with Index of Well-Being 
as the Dependent Variable. • • • • • • • . • • • • • • • • • •• 152 

4. Regression Model with Self-Esteem 
as the Dependent Variable. . • . • • . • • . • • . • • • . . .• 154 

5. Regression Model with Myself as Mother 
as the Dependent Variable. • • • • • • . . . • • . • • . • . •• 156 

6. Regression Model with Self-Satisfaction 
as the Dependent Variable •• 0 ••••••••••••••••• 161 

7. Respecified Regression Model with Self-Esteem 
as the Dependent Variable •.••••.••.••..•••... 166 

8. Respecified Regression Model with 
Myself as Mother as the Dependent Variable .... 168 



10 

LIST OF TABLES 

Table ~ 

1. Subject Recruitment by Education 
Affiliation ... c ••••••••••••••••••••• 0 •••••••• 95 

2. Number of Instructors by Educational 
Affiliation ••••••••••••••••••••••••.•••.....• 96 

3. Sample Demographic Characteristics ••••••••••••.•• 103 

4. Obstetrical Demographic Characteristics •.•.••••.. 107 

5. Correlations Among Research Instruments •••..•.••• 144 

6. Stepwise Multiple Regression Explaining 
Index of Well-Being •••••••••••••••••.•••...•. 153 

7. stepwise Multiple Regression Explaining 
Self-Esteem. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 153 

8. stepwise Multiple Regression Explaining 
Myself as Mother-SR •••••••••..••••••.•••...•. 155 

9. Correlations of Variables with Combined 
Self-SatisfactionScore ••.•••••••••••••••.... 158 

10. Stepwise Multiple Regression Explaining 
Self-Satisfaction (combined score) •••••.•.•.. 160 

11. Correlations among Demographic Variables .•••..••. 163 

12. Correlations between Instruments and 
DemographicVariables ••••..••••••.•••••...... 164 

13. Stepwise Multiple Regression Explaining 
Self-Esteem (respecified) ..•..•••.••.•....... 165 

14. stepwise Multiple Regression Explaining 
Myself as Mother-SR (respecified) ••.•...•••. 167 



11 

ABSTRACT 

The purpose of this research was to explore and describe 

the relationships among four concepts within a proposed 

nursing theory. The research questions which directed the 

research focus on the relationships among the concepts self

satisfaction, affirmatory communication, pregnancy timing 

synchrony and physical symptoms in pregnancy; and the 

combination of variable~ that best explain self-satisfaction 

experienced among pregnant women. 

A descriptive-correlational design was used to address 

the research questions • Purposive sampling was used to obtain 

a sample of 210 women who attended prenatal education classes 

in a Southwestern urban area. 

The instruments used to measure self-satisfaction in this 

research were: Index of Well-Being, Self-Esteem Scale, Myself 

as Mother-SR. Affirmatory communication was measured by the 

Affirmatory Communication in Pregnancy Instrument and the 

Personal Resources Questionnaire. Pregnancy timing synchrony 

was measured by the Pregnancy Timing Instrument. Physical 

symptomotology was measured by the Physical Symptoms 

Checklist-SE. Acceptable levels of reliability and validity 

were obtained for the instruments. 

The relationships were explored using correlational 

analysis, canonical correlation, multiple regression, and 



12 

residual analysis. 

Positive correlations were found between affirmatory 

communication (measured with two variables), pregnancy timing 

synchrony and self-satisf2ction. Negative relationships were 

identified between physical symptoms and self-satisfaction. 

The canonical correlation between the combined self

satisfaction measures and the combined pregnancy-related 

experiences measures yielded an Rc of .71 (Rc2 = .50). The 

largest predictors of self-satisfaction were affirmatory 

cornmunicatic>n and pregnancy timing. Similar, but not parallel 

results were found when each measure of self-satisfaction was 

individually utilized as a criterion measure in multiple 

regression equations. 

The results indicate that childbearing experiences can 

be assessed from a life-span developmental perspective which 

includes an emphasis on developmentally relevant psychological 

and physical aspects of the pregnancy experience. Although 

in its infancy, the mid-level theory used to guide this 

research demonstrates relevance for gaining an understanding 

about factors that enhance self-satisfaction during pregnancy. 
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CHAPTER 1 

STATEMENT OF THE PROBLEM 

The experience of pregnancy can have a profound and 

continuing effect on a woman I s development and well-being 

(Schroeder, 1981). The purpose of this study was to examine 

how developmental aspects of pregnancy relate to 

self-satisfactioil ...:1 ... _': __ "" ........... ~ pregnancy. Specifically, 

relationships among the following developmentally related 

variables were selected for investigation: self-satisfaction, 

affirmatory communication, life event timing synchrony, and 

physical symptoms. It was hoped that learning more about the 

relationships among these variables would contribute to the 

present understanding about the life-span development of 

childbearing women. This chapter provides the study's 

background overview, significance, purpose, conceptual 

framework, proposed theoretical model, research questions, and 

definitions for the investigation. 

Background 

Motherhood is heralded as an aspect of human development 

so important that many consider it to generate the onset of 

adulthood (Galinsky, 1987; Leifer, 1977; McBride, 1973; 

Mercer, Nichols, Doyle, 1988; Parens, 1975; Tilden, 1980). 
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Despite the attention motherhood gets as a generator of adult 

development, the developmental aspects of pregnancy are often 

ignored t and attention is focused instead on the postpartal 

period (McKinlay, 1972) 0 This emphasis omits the 

developmental potential that pregnancy-related experiences 

create for the mother as a woman. 

Pregnancy 

developmental 

is conceptualized here within a 

perspective of adulthood. A 

life-span 

life-span 

developmental perspective views development as a human process 

characterized by growing complexity, diversity, and 

differentiation (Baltes, Reese & Lipsitt, 1980; Wilson & 

Fitzpatrick, 1983). This process results from interactions 

that occur between the individual and a variety of contexts. 

Life events, such as retirement, illness, and pregnancy are 

particularly influential in the course of adult development 

(Hultsch & Deutsch, 1981). When viewed longitudinally through 

a life-span perspective, individual life events are part of 

a developmental concert of dynamic interactions between 

individuals and their contextual environments (Riegel, 1975). 

These interactions make it more likely that conflict and 

crisis accompany life events. Pregnancy is indeed considered 

by senne to be a life crisis (Glazer, 1980; Maj ewski, 1986; 

Tilden, 1980; Smith, 1979) in part, because of the 
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incongruence between society I s limited recognition of the 

importance of the event and the woman I s perception of its 

great importance to her life (Coleman & Coleman, 1974; 

McKinlay, 1972). 

Although some have viewed pregnancy as a discrete, linear 

event with a beginning (conception) and an end (delivery) 

(Reeder, Mastroianni, & Martin, 1983), the life-span 

developmental perspective refutes the notion (Hultsch & 

Deutsch, 1981). Instead, pregnancy is understood within the 

context of the woman I s overall life course. Daniels and 

weingarten (1982) assert that pregnancy does not begin with 

conception, but rather, begins with the " person I S first 

thoughts and fantasies about having children of one I sown" (p. 

12). Earlier work by developmentalists Danish, Smyer, and 

Nowak (1980) concurs. They stated that each "discrete" 

event is actually a process that " ••. begins well before the 

discrete event occurs and continues beyond the actual discrete 

event" (p. 340). Thus, no matter how a phenomena is bounded 

for investigation, it is important to consider the potential 

impacts the phenomena has beyond those researcher imposed 

boundaries. 

Finally, the life-span developmental perspective offers 

a holistic perspective of a given phase of development 
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(Kitchner, 1985). Al though development characteristically 

follows a sequence or flow (e.g. Erickson, 1950; Levinson, 

1986), the life-span perspective offers an emphasis on the 

uniqueness of each life course with its particular 

environmental, contextual, and individual influences 

(Galinsky, 1981; Labouvie-Vief, 1980; Levinson, 1986; Ri~gel, 

1975) • 

Inquiry related to pregnancy from a developmental view 

is not entirely lacking. However, it has been largely 

confined to two small segments of the developmental process. 

One segment focuses on adolescents and the developmental 

competencies of pregnant teenagers, and the second focuses on 

the maternal development of adult women during pregnancy. 

Theory and research related to teen pregnancies largely 

address the adolescent developmental tasks which need to be 

achieved in order for a teen to become an effective and/or 

competent parent (Giblin, Poland, & Ager, 1988; Huff, 1977; 

Young, 1988), These inquiries do not specifically address the 

effect early parenting has on the overall life-span of the 

teen except as her life relates to the child. The few 

theorists who address adult developmental changes during 

pregnancy largely focus on development as it relates to 

maternal development. Maternal development is a process 
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specific to the mother-fetus relationship. This process 

includes unique developmental tasks that a mother needs to 

perform in order to care for and nurture the infant (examples 

include: Colman & Colman, 1974; Leifer, 1977; Rubin, 1976; 

Tilden, 1980). 

Whether the mother is a teen or adult, theories of 

development that concentrate on the maternal competencies 

within the mother-child dyad are important to consider. 

However, these narrowly focused theories fail to take into 

account the developmental potential that pregnancy-related 

events create for a mother as a whole woman, not just as a 

mother. Thus, with the exception of a small number of 

researchers, very few are building knowledge about the 

developmental aspects of pregnancy as they relate to the 

woman's well-being. 

Significance 

This study is significant in terms of both its 

substantive focus and metatheoretical implications. Because 

there are mul ::;iple life events and experiences which influence 

development and well-being, the experience of pregnancy is not. 

essential for development. However, when pregnancy is a part 

of a woman's life, it can be life-changing. Thus, pregnancy 

is an important developmental event to theoretically describe 
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and examine because the experience of pregnancy may provide 

unique influences on well-being and overall potential for 

further developmental change. 

Pregnancy as a Developmental Event 

Pregnancy, as a developmental event, is important to 

examine because of the potential impact it has for women's 

health. Pregnancy is sometimes viewed as a rehearsal period 

for the added roles and responsibilities involved in child 

rearing (Galinsky, 1987). In the absence of adequate 

developmental resources, multiple role involvement has been 

associated with lowered self-esteem, reduced health, marital 

stress, role stress, role conflict, decreased autonomy, and 

inequitable marital relationships (Fontaine, 1989a). The 

absence of adequate developmental resources has also been 

implicated in family violence during pregnancy. Abuse is 

known to increase in frequency and intensity during pregnancy, 

and carries with it a 30 to 50% chance of miscarriage 

(Fontaine, 1989b). 

Pregnancy brings unique experiences to most women's 

lives. Both positive and negative psychological reactions to 

pregnancy-related experiences may be incorporated into the 

developmental transition. Therefore, psychological reactions 
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can have both immediate and long range health-related effects 

for the woman, as well as her child (Samuels & Samuels, 1986) 

Negative psychological reactions to pregnancy-related 

experiences have a number of immediate health-related effects 

during pregnancy. These effects include: anxiety states, 

accidental injuries during pregnancy, the need for analgesics 

during labor (Laukaran & Van Den Berg, 1980), depression, 

somatic symptoms, (Lederman, 1984), and pregnancy 

complications (Nuckolls, Cassel, & Kaplan, 1972), such as 

preeclampsia and psychiatric disturbances (Lederman, 1984). 

Psychological reactions during pregnancy can also 

influence the delivery of the baby. Lederman (1984) provides 

an extensive literature review which indicates that negative 

psychological reactions during pregnancy are associated with 

a number of complications during delivery. Some of the 

complications cited include prolonged labor, forceps delivery, 

primary postpartum hemcrrhage, and fetal distress. 

Psychological reactions during pregnancy also have long 

term effects. positive psychological reactions during 

pregnancy have been associated with well-being, positive 

marital interactions, a parental sense of competence 

postnatally (Wandersman, Wandersman, & Kahn, 1980), and 

general good health (Lederman, 1984). Furthermore, positive 
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reactions to pregnancy-related experiences are related to 

positive identification with the maternal role, measures of 

fetal attachment, and adaptation to the postpartum period 

(Lederman, 1984). 

The identification of the pregnancy period as a part of 

a developmental process is also important because the 

integration of the profound changes which occur during 

pregnancy can affect more than the individual pregnant woman. 

From a system's theory framework, changes which occur in one 

aspect of a system affect the system as a whole. Thus, 

developmental changes which occur within the pregnant woman 

also affect her unborn child, spouse (Malnory, 1982; Rizzardi, 

Magni, Andreoli, Merlin, Andreoli, Fabbris, Martinotti, & 

Consentino, 1985), family, institutions (Rindfuss, Morgan, & 

Swicegood, 1984), as well as the society in which she lives 

(Van Gennep, 1960). 

The metatheoretical significance of this study is the 

need to develop nursing theories which link developmental 

transitions and health (Chick & Meleis, 1986). More 

specifically, McBride (1987) prepared a position paper which 

helped shape the final recommendations to develop a women's 

mental health research agenda for the National Institute of 

Mental Health (NIMH). She inuicated that "the lives of Homen 
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today have changed so dramatically in recent years that 

previous research on the mental health of women cannot be 

assumed to apply automatically to the experience of women 

today" (McBride, 1987, p. 4). Thus, she clearly identified 

the need for newly designeq research and conceptualizations 

of women's lives. 

The theoretical framework proposed for this research 

project addresses at least three women's issues in need of 

study. These three concerns were identified from the NIMH 

Research Branch objectives (McBride, 1988), and include: 1) 

"The relationship of stressful life transitions to mental 

health and mental illness, especially as influenced by 

specific environmental or systems factors" (p. 45); 2) 

"Development and maintenance of interpersonal networks and 

support systems as they affect individual and family 

functioning" (p. 45); and 3) "Stressful life events and their 

outcomes in terms of mental or physical disorders" (p. 45). 

The mid-level nursing theory in this study is an initial 

step in describing the effects pregnancy has upon women's 

well-being. Studying pregnancy as a developmental life event 

may add to knowledge about women's health and development, 

and eventually to the development of theory-based clinical 

nursing interventions. 
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Purpose 

The primary research aim was to explore and describe the 

relationships among four variables within a proposed mid

level nursing theory. Specifically it was proposed that 

affirmatory communication, life event timing synchrony, and 

physical symptoms are developmental aspects of pregnancy that 

influence the woman's self-satisfaction. The findings were 

then utilized to refine the theoretical model. 

Philosophical Orientation 

Philosophy directs theory development by determining what 

aspects of phenomena are important to empirically examine. 

Theories then provide the specific rationale for organizing, 

synthesizing, and interpreting research results (Rosser, 

1987) . The philosophical position underlying the view of 

development put forth for this investigation is dialecticism. 

Dialecticism refers to the belief that development results 

from a synthesis of opposing ideas (Riegel, 1975). The 

metaphorical translation of the dialectical philosophy is 

constructionism, which describes reality and !mowledge as 

being "constructed" rather than solely being either 

biologically given or received from the environment (Rosser, 

1987). Within constructionism, the environment provides the 
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contextual stimuli, but the person builds reality (Gross, 

1985). 

The following assumptions are included in the dialectic 

perspective: "a) the basic unit of life is totality; b) this 

totality is characterized by an infinite number of infinitely 

varied self-transformations; c) these transformations are 

incessantly generated by and developed through the 

interrelationships among totality's parts; and d) the 

interrelationships are themselves dynamic" (Moccia, 1986, p. 

148-149). These assumptions emphasize: 1) the interdependency 

of person and environment; and 2) the evolutionary 

relationships which develop between the two. It is important 

to point out that this view does not espouse element~rism, but 

instead focuses on relational holism. The whole is not the 

summation of its parts, but consists of relationally created 

characteristics or patterns which are sometimes referred to 

as "parts". These parts are not primary and pre-existent, but 

are secondary to the whole (Kitchner, 1985) 

In addition to the assumptions, four dialectical laws are 

significant to the nurse researcher (Moccia, 1986). The first 

is the law of "transformation of quantity into quality", which 

explains that quantitative changes simultaneously create 

qualitative changes in the individual. The second law, called 
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"polar opposites" states that although opposite entities may 

appear to be clearly distinguishable from each other, they 

share a common identity through internal relationships. In 

other words, so called "opposites" are really defined by their 

relationships to each other and therefore share a common 

identity through that definition. 

The third law, called the law of "negation of the 

negation", describes the process where a thesis interacts with 

a contradictory antithesis and forms a synthesis by 

incorporating the two. Riegel (1975) emphasized that 

developmental changes are constructed by resolving a 

dissonance or dialectic between interdependent personal and 

contextual contradictions. According to Ferguson (1980), one 

cannot deal with conflictual information unless it is 

integrated to form a new perspective. Thus, the dichotomies 

which arise during transition may contribute to a new 

developmental pattern. 

The last law, called 

rejects linear thinking. 

"spiral form of development", 

This view of human development 

focuses on the person-environment interaction which produces 

unidirectional, continuous, and innovative change (wilson & 

Fitzpatrick, 1983). 
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Together the assumptions and laws described in this 

section provide guidelines to examine and interpret human 

developmental phenomena. The primary focus of the dialectic 

philosophy is interdependent holism between individuals and 

their environment. 

Dialectic Principles in Nursin~ 

Nurses have utilized dialectic principles ·to explain 

development. Reed (1983) proposed a contextual-dialectic 

framework as a means of classifying human development which 

transcends chronological time. This view assumes continuous 

change between an individual and their environmental context. 

This change in relationship between person and environment 

leads to multiple patterns of development. Reed's intent was 

to emphasize the role that contradictions, as generated 

through human-enviror.ment interactions, have in facilitating 

development. 

Wilson and Fitzpatrick (1984) described the dialectic as 

a process of "becoming". During the process of "becoming", 

contradictions between the individual and context produce 

qualitative changes within the individual through synthesis. 

Contradictions and complementarities are seen as parts of the 

"whole" which mutually modify each other through interaction. 

However, these nurse researchers explain that not all 
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interactions result in developmental change. Developmental 

change within the individual requires qualitative change. One 

aspect of development is the process of creating or 

restructuring knowledge and reality perception to accommodate 

the complementarities and contradictions of significant life 

even"cs (Parkes, 1971). 

Science Of unitary Human Beings 

The Science of Unitary Human Beings (Rogers, 1983) is 

internally consistent with dialectic philosophy (Moccia, 1985; 

1986) and was a major influence on this study. Briefly, 

Rogers (1970; 1983) has described unitary human beings as 

unified whole persons that are qualitatively different from 

their parts. Unitary human beings are postulated as having 

the capacity to participate knowingly and probabalistically 

in change to create novel identities derived through emerging 

ways of perceiving (Rogers, 1983). Development is viewed nS 

a process which is nonlinear, (Rogers, 1983), irreversible, 

and probabalistic (Rogers, 1986). Person and environment are 

co-extensive and mutually changing (Rogers, 1983). 

Rogers' view uses dialectical explanations to describe 

the development of complex human beings (Wilson & Fitzpatrick, 

1984) • Contradictions and complementarities provide the 

driving force of development. Rogers conceptualized human 
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beings as "uni tary" to emphasize the synthesis resulting from 

ongoing dialectic relationship patterns within the developing 

person (Wilson, et al., 1984). 

Beings clearly reflects the 

The Science of Unitary Human 

dialectic view of human 

develo!;ment. This science was particularly useful during the 

theory development and refinement phases of this study. 

Theoretical Model 

The theoretical model proposed for this research was 

developed retroducti vely as a developmental framework to 

understand women's development during pregnancy. The theory 

describes pregnancy as a developmental event where 

communication, life event timing synchrony, and physical 

symptoms are important variables related to self-satisfaction. 

The unit of analysis is the pregnant woman. 

Several preliminary naturalistic inquiry studies were 

utilized to produce the initial four constructs and concepts, 

and were also used to develop three of the operationalization 

measures. The four constructs and their respective concepts 

are as follow (also see Figure 1): 

1) Well-Being (construct): Self-Satisfaction (concept): 

2) Dynamic Communication (construct); Affirmatory 

Communication in Pregnancy (concept); 



3) Life Event Timing (construct); Life Event Timing 

Synchrony; 

4) Symptom Pattern Complexity (construct); Physical 

Symptoms Related to Pregnancy (concept). 

Figure 1. Theoretical Elements 

1. 

2. 

3. 

4. 

construct 

Well-Being 

Dynamic 
Communication 

Life Event 
Timing 

Concept 

--------------- Self-Satisfaction 

--------------- Affirmatory 
communication 

--------------- Life Event Timing 
Synchrony 

Symptom ---------------- Physical 
Symptoms Pattern Complexity 

Each element in the theory is described next. 

Well-Being: Self-Satisfaction 
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Well-being is a construct which is defined as a positive 

subj ecti ve judgement about one I s own functional level and 

developmental capacity. Well-being is a subjectively derived 

value (Neugarten, Havinghurst, & Tobin, 1961; Smith, 1981). 

Neugarten, et ale (1961) indicate that people who are on the 

positive end of the well-being continuum display common 
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characteristics. People with high levels of well-being: 1) 

take pleasure from activities of daily living; 2) regard life 

as meaningful and resolutely accept what has been lived; 3) 

feel successful in achieving major goals: 4) hold a positive 

self-image; and 5) maintain happy and optimistic attitudes and 

mood. 

Self-Satisfaction 

At a less abstract level, these characteristics of well

being reflect a satisfaction with personal life (Neugarten, 

et aI, 1961). Hence, self-satisfaction is an indicator of 

well-being and here is defined as a per~onal judgement of the 

suitability of one's current life phase during pregnancy. 

Self-esteem is one evaluative aspect of self-satisfaction 

(Foltz, 1987). Carl Rogers (1980) defined self-esteem as 

self-prizing. He indicated that self-prizing reflects the 

process level of personal integration and congruence within 

a given experience. This process opens the self to new facets 

of experience, growth, and ultimately, to health. positive 

self-evaluations are formed through the experience of 

producing favorable effects on the environment (Gecas & 

Schwalbe, 1983; Foltz, 1987). 

However, this view of self-esteem is relatively new. For 

more than a half-century, the dominant sociological literature 
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has promoted the "looking-glass self" metaphor as a way of 

understanding the self-concept (Gecas & Schwalbe, 1983). The 

looking-glass self metaphor suggests that self-concept is 

formed as a reflection of the response evaluations others 

provide (Cooley, 1978). In other words, we see ourselves as 

we think others see us. Al though a considerable body of 

research literature supports this proposition, Gecas, et ale 

(1983) refuted this conceptualization as a passive, conformist 

view. They stated that the amount of significance external 

evaluations and the perceptions of those evaluations have for 

self-esteem and life course are only relative in weight. Both 

intrapersonal and interpersonal processes act as enabling or 

restraining forces to affect self-esteem. Thus, self-esteem, 

as conceptualized for this study, is formed through mutual 

processes which occurr between individuals and their 

environment. 

Satisfaction with the maternal identity is another 

important aspect of a pregnant woman's self-satisfaction. 

Walker (1989) and Mercer (1985) indicated that satisfaction 

with maternal identity is an important part of the postpartal 

maternal role integration process. According to Tilden 

(1981), failure to identify with the maternal role can lead 

to psychological morbidity. 
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Dynamic Communication: Affirmatory communication 

Dynamic communication is defined as a unique pattern of 

meaning exchanged between an individual and the environment, 

integral to human development, particularly during significant 

life events. An interpersonal connectedness is formed through 

this interactive process and represents a relationship through 

which meaning is derived (Parse, 1981; Watzlawick, Bevin & 

Jackson, 1967). This interpersonal connectedness is formed 

through reciprocal awareness, or the "perception of being 

perceived" (Wilmot, 1979, p. 79). Communication involves the 

translation of relational connectedness into behavioral terms 

(Wilmot, 1979). In other words, communication behaviors 

reflect the relational meaning formed within a contextually 

related set of interactions. 

Levinson (1986) indicated that the primary components of 

a person'.; psychological development are formed through the 

person' s cOIL~munication-based relationships with others in the 

external world. The significance these relationships have for 

the individual and life course varies (Wilmot, 1979). within 

different times or contexts, qualitatively different 

communication patterns may emerge if new meanings are attached 

to interpersonal relationships. 
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Select axioms proposed by one relational communication 

theory (Watzlawick, Bevin, & Jackson, 1967) are provided to 

establish a clearer interpretation of the construct dynamic 

communication. The first axiom is: "One cannot not 

communicate" (Watzlawick, et al., 1967, p. 51). This axiom 

reflects an open system in which communication is integral and 

ongoing (Madrid & Winstead~Fry, 1986). The second axiom is: 

communication includes content and relationship messages which 

together form meaning (Watzlawick, et al., 1967). Finally, 

the last axiom is: Communication is a continuous process which 

can be artificially punctuated or grouped by the 

communicators. These punctuations provide a "picture" of the 

interaction boundaries as perceived by each communicant 

(Watzlawick, et al., 1967). Individuals often derive 

relational meanings based on these punctuations. 

Affirrnatory communication 

Affirmatory communication is an indication of dynamic 

communication, and is defined as behaviors perceived by the 

pregnant woman to convey unconditional understanding and 

acceptance of pregnancy related experiences. This concept 

captures the intrapersonal perception of the meaning of an 

interpersonal relationship. Direct agreement among the 

communicants regarding the message content is not necessary 
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(Buber, 1957). What is important is the person's feelings of 

validation for his/her existence (Laing, 1961). A person who 

perceives others to provide affirmatory communication feels 

recognized, confirmed, endorsed, acknowledged, and accepted 

(Buber, 1957; Heineken & Roberts, 1983; Loveridge & Heineken, 

1988) • 

Affirmatory communication implies emotional support or 

approval through which an individual feels esteemed by others 

(Kessler, & McLeod, 1985). Where this support is viewed as 

reciprocal in nature, the concept for this research is limited 

to the emotional support perceived to come from others. 

Emotional support is an important aspect of affirmatory 

communication because 

self-responsibility for 

emotional support 

life and health by 

promotes 

allowing 

individuals freedom to explore their own experience without 

judgement (Lay, 1979). Furthermore, supportive interactions 

convey acceptance and approval which serve to raise 

self-esteem, and decrease the negative impacts of stress which 

lower self-efficacy and sense of personal control (Wills, 

1985). 

In sum, relational theories propose that individuals seek 

to be recognized, accepted, confirmed, and validated for their 

continual development (Buber, 1957; Heineken & Roberts, 1983; 
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Loveridge & Heineken, 1988). T~is unconditional acceptance, 

which includes the experience of affirmatory communication, 

is lauded by Siegel (1986) to be one of the most powerful 

stimulants of human developmental potential. 

Life Event Timina: Life Event Timing Synchrony 

Life event timing is defined as the occurrence of a life 

event examined within the context of time. Life event timing 

is described by two different views: as markers and processes 

(Danish, et al., 1980). As chronological markers, life events 

serve a normative function, and reflect age-graded 

expectations for developmental events (Neugarten, 1969). For 

example, numerous citations suggest that motherhood is a 

milestone which signifies the onset of adulthood (Galinsky, 

1987; Leifer, 1977; McBride, 1973; Mercer, Nichols, Doyle, 

19B6; Parens, 1975; Tilden, 1980). Where pregnancy certainly 

has developmental significance (Leifer, 1977; McBride, 1973; 

Mercer, 1986; Mercer, et al., 1988; Osofsky, Osofsky, Culp, 

Krantz, Litt, Tobiasen, 1985; Parens, 1975; Samuels & Samuels, 

1986; Tilden, 1980), adult development is not determined by 

pregnancy alone. Therefore, pregnancy, as a marker of adult 

development, serves more of a sociocultural or normative 

function than a direct indicator of development. 
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Decisions about the appropriateness of the timing of life 

events are contextually based and operate primarily on the 

synchrony perceived between the event and the individual 

ideal, the cohort group ideal, and social ideal (Danish, et 

al., 1980). These three timing ideals are presented next, 

followed by descriptions of synchrony between the event and 

each of the timing ideals. 

social Timing. social timing is the normative image 

others in the individual's sociocultural environment hold for 

the chronological occurrence of a life event. According to 

Neugarten (1969), all societies utilize age-graded 

expectations for behavior and for the sequence in which events 

occur. Colloquialisms such as "act your age" exemplify the 

pervasiveness of these age-graded expectations (Neugarten, et 

al., 1965). Research on social timing reflects the social 

norms placed on the timing of life events which govern 

chronological life event timing. These norms prescribe the 

age, duration, spacing, and order in which life events 

"should" occur (Danish, et a1., 1980; Neugarten, 1969; Rossi, 

1980). Although chronologically based social timing norms are 

uniformly acknowledged to exist, there is some lack of 

agreement between these norms and what one personally accepts 

as appropriate timing. Therefore, it must be emphasized that 
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norms are not the average of all personal opinions, but are, 

rather, an image about an "ideal" norm (Neugarten, et al., 

1965). 

Personal Timing. Personal timing is the idealized image 

of when a life event is expected to occur within an 

individual's personal life context. Personal timing stems 

from a contextually derived probability that a given event 

will occur at a particular time in life (Danish, et al., 

1980). 

Cohort Timing. Cohort timing is the idealized image of 

when a life event is expected to occur within a specific 

generational context. Cohort timing presents a mixture of 

contextual and chronological perspectives. The contextual 

aspect of cohort timing refers to the collective effect 

specific historic, economic, and social structures have on a 

generational group's development. Therefore, the timing of 

life events perceived within a given cohort differs from both 

other generational cohorts and from the prevailing social 

norms (Candy, 1980; Elder, 1979). Although our present 

society has greater amounts of both inter-generational and 

intra-generational differences in the timing of life events 

than past generations, cohort timing expectations are still 

recognizable (Bardwick, 1980). 
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In addition to a contextual perspective, cohorts also 

display a chronological aspect of life event timing. People 

within a cohort judge life events chronologically, based on 

the cohort's contextually derived cohort norms for timing 

behavior (Danish, et ale, 1980; Rossi, 1980) . The 

intrapersonal context, per se, is not incorporated into cohort 

timing. 

Life Event Timing Synchrony 

Life event timing synchrony refers here to the congruence 

between the timing of pregnancy and the idealized pregnancy 

timing. Idealized pregnancy timing includes the social, 

personal and cohort timing ideals. People base jUdgements 

about the timing of a life event by making comparisons between 

the actual occurrence of a pregnancy and the personal, cohort, 

and sociocultural idealized sense of appropriate timing for 

that pregnancy (Candy, 1980; Neugarten, 1976; Neugarten, et 

ale, 1965). 

Life event timing synchrony is viewed on a continuum from 

perfect congruence to a total absence of congruence. The 

perceived level of life event timing synchrony is dynamic, and 

may change over time. Thus, life events retrospectively may 

be perceived as being more or less synchronous during 

different aspects of the life-span. 
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Social Timing Synchrony. Social timing synchrony in 

reference to the timing of pregnancy involves a comparison 

between the actual time a pregnancy occurs and the socially 

expected age and sequence in which pregnancy "should" occur. 

Social timing is supported by sanctions which regulate social 

in~eraction. These sanctions are systematic and pervasive, 

affecting both the individual and others in their environment 

(Neugarten, et al., 1965). If a woman becomes pregnant at a 

time which does not coincide with the social timing norms, 

sanctions may be applied. One of the sanctions which can 

occur is the deliberate ~vithholding of celebrational rites of 

passage (Van Gennep, 1960). 

A life event which occurs at.a non-normative time may go 

unrecognized and the individual may not receive the normal 

celebrational rites of passage. Van Gennep (1960) suggested 

that the absence of ceremonies, whether they are deliberately 

withheld or are an unintentional oversight, can result in life 

crises. Alternately, when the actual timing of an event is 

synchronous with social timing expectations, more support is 

available to facilitate the individual's developmental 

transition than if low synchrony exists (Elder, 1979). 

Personal Timing Synchrony. Personal Timing Synchrony is 

the congruence between a woman's idealized pregnancy timing 
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and actual pregnancy timing. When a woman becomes pregnant, 

she engages in a self-comparison between her personal ideal 

of pregnancy timing and the actual timing of pregnancy 

(Neugarten, 1969). Low levels of synchrony occur if an 

unanticipated pregnancy occurs or if a pregnancy does not 

occur at the idealized time. High levels of synchrony enhance 

self-satisfaction. 

Cohort Timing Synchrony. Cohort Timing Synchrony is the 

congruence between the idealized time women within a specific 

cohort expect pregnancy to occur and the time a pregnancy 

actually occurs. Cohort timing synchrony differs from 

personal timing synchrony because cohort timing is an 

interpersonal rather than an intrapersonal comparison. 

Symptom Pattern Complexity: Physical Symptoms 

Symptom pattern complexity is a construct which is 

defined as clusters of physical signs of pregnancy whose 

meanings are difficult to analyze, solve, or understand. 

According to Floyd (1983), the complexity of a process can 

increase in two ways, quantitatively and qualitatively. 

Symptom patterns during pregnan~y reflect both 

qualitative and quantitative developmental changes (Patterson, 

Freese, & Goldenberg, 1986). Symptom pattern changes between 
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trimesters are almost universally documented (Barnett, Hanna, 

& Parker; Fagley, Miller, & Sullivan, 1982). The numbers and 

types of signs and symptoms fluctuate on a daily basis for 

some women (Patterson, et al., 1986). The symptom patterns 

examined here are limited to the number of subjective signs 

and symptoms reported by pregnant women. 

Physical Symptoms 

Physical symptoms are seen as a developmental aspect of 

pregnancy because physical symptoms reflect; the physiologic 

development which occurs during pregnancy. These physiologic 

changes are part of the increased complexity and organization 

required to sustain a pregnancy. Uvnas-Moberg (1989) provided 

a prime example of the relationship of a pattern of physical 

symptoms to development during pregnancy. She indicated th:it 

symptoms such as intense hunger, nausea, low blood pressUre, 

and vertigo are pattern of symptoms associated with a fall in 

blood glucose levels and delayed gastric emptying. The 

hormonal mechanisms responsible for these events are directly 

related to the rapid developmental growth required for the 

mother to supply nutrients to the fetus. 
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Relationships Among Variables 

The theory describes pregnancy as a developmental event 

where affirmatory communication, life event synchrony, and 

physical symptoms are important issues related to 

self-satisfaction. The theoretical framework proposes six 

relationships among conceptual elements. The specific 

theoretical links proposed in the theory are: 1) affirmatory 

communication is positively related to self-satisfaction; 2) 

life event timing synchrony is positively related to self

satisfaction; 3) physical symptoms are inversely related to 

self-satisfaction; 4) affirmatory communication is positively 

related to life event timing synChrony; 5) affirmatory 

communication is inversely related to physical symptoms; and 

6) life event timing synchrony is inversely related to 

physical symptoms. A pictorial representation of the proposed 

theoretical links are displayed at the conceptual level of 

abstraction in Figure 2. 
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Figure 2. Theoretical Links 

Affirmatory COll~unication 

/ 1+ 
+ 

Life Event Timing Synchrony --+-- Self-Satisfaction 

\ Physical ~ymPtoms 
Each relationship is presented next along with supportive 

evidence for the proposed link. 

Affirmatory Communication and Self-Satisfaction 

Affirmatory communication is positively related to self-

satisfaction. Affirmatory communication contributes to 

positive self-esteem, mental development, and reinforced 

identity (Kennedy & Garvin, 1986; Watzlawick, et al., Rogers, 

1980; Jourard, 1968). Low affirmatory communication is 

associated with low self-esteem (Satir, 1967; 1972; Demo, 

Small, Savin-williams, 1987), reduced well-being (Danziger, 

1979), lowered self-efficacy, and personal control (Wills, 

1985). 
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Life Event Timing Synchrony and Self-Satisfaction 

Life event timing synchrony is positively related to 

self-satisfaction. Pregnancies which occur lion time", ~lith 

respect to sociocultural and cohort ideals of appropriate 

timing, receive ceremonial "rites of passage (Van Gennep, 

1960). These women are able to mobilize personal resources 

which can enhance development and self-satisfaction. 

Pregnancies with low synchrony between sociocultural and 

cohort ideals of appropriate timing may receive sanctions 

designed to regulate social behavior (Neugarten, et al., 1965; 

Van Gennep, 1960). These sanctions can lead to lowered 

self-esteem and developmental crises (Colman & Colman, 1974; 

Rossi, 1980; Sampson, 1988). 

The developmental psychology literature also supports the 

positive theoretical interrelationship between life event 

timing synchrony and self-satisfaction (Brim & Ryff, 1980; 

Daniels, et al., 1982; Danish, et al., 1980; Hultsch & 

Plemons, 1979). Daniels, et al. (1982) indicated from their 

research findings that women whose pregnancy occurr "on time" 

demonstrate a number of qualities which reflect 

self-satisfaction. 

Synchrony between the individual ideal and the actual 

occurrence of pregnancy is also associated with 
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self-satisfaction (Danish, et al., 1980; Neugarten, 1969; 

1976). Daniels, et al., (1982) found that for women whose 

pregnancy occurred sooner or later than they had idealized had 

a different and more difficult time adjusting to the 

developmental transition. 

Physical Symptoms and Self-Satisfaction 

Physical symptoms are inversely related to self

satisfaction. Women search for consistent indicators not only 

to verify pregnancy, but also to determine how their pregnancy 

is proceeding. When symptom patterns are complex, symptom 

interpretation is sometimes confusing, leading to 

psychological distress (Patterson, et al., 1986). Based on 

a life-span developmental view, Reed (1983) indicated that 

psychological distress may occur when there is an increase in 

complexity that occurs without an accompanying increase in 

organization (e.g. sense of meaning or coherence) in the 

individual life. 

Affirmatory Communication and Life Event Timing Synchrony 

Affirmatory communication is positively related to life 

event timing synchrony. A wide range of literature support 

the link between women who receive affirmatory communication 

and self-satisfaction (Brim & Ryff, 1980; Daniels, et al., 
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1982; Danish, et al., 1980; Hultsch & Plemons, 1979; Kennedy 

& Garvin, 1986; Rogers, 1980; Walker, 1989). The more 

synchronous a woman's pregnancy is with sociocultural and 

cohort ideals of appropriate timing, the more support and 

social resources there are available to the woman (Elder, 

1979; Hobfa11 & Leiberman, 1985; Van Gennep, 1960). Danish 

and associates (1980) postulated that. if a woman's pregnancy 

has high synchrony with the timing ideal of her cohort group, 

she will receive more support for her experience than if there 

were low synchrony between the two. Also, a woman who 

percei ves sync:o:(.ny between her pregnancy and her own 

idealized sense of appropriate timing will perceive more 

affirmatory communication from others. 

Affirmatory Communication and Physical Symptoms 

Affirmatory communication is inversely related to 

physical symptoms. The relationship between affirmatory 

communication and phy~ical symptoms has not been studied and 

there is no theoretical literature support for its existence. 

The relationship was derived from clinical observations where 

ill clients who were preoccupied with the complexity of their 

physical symptoms interpreted communication messages 

differently than they did when they were "well". 
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Life Event Timing synchrony and Physical Symptoms 

Life event timing synchrony is inversely related to 

physical symptoms. The relationship between life event timing 

synchrony and physical symptoms has not been studied and there 

is no direct literature support for this relationship. 

However, in light of the metatheoretical supposition that the 

mind and body are interconnected, this relationship is 

proposed to exist. 

Four of the theoretical links proposed in the theory have 

small to moderate support for their existence and two of the 

theoretical links have no direct literature support and have 

received no research consideration. Therefore, an exploratory 

approach to the examination and description of the proposed 

theoretical relationships was selected. 

Assumptions 

In addition to accepting the assumptions and laws cited 

earlier within the dialectic philosophy, Roger's Science of 

Unitary Human Beings, and communication theories, the 

following assumptions specific to the theory are: 

1) Communication simultaneously projects mutually 

inseparable content and relationship messages. 

2) Individuals construct their own reality: What is 

perceived as real to the individual is reality. 
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3) Individuals and groups are integral aspects of the 

environment and are therefore are part of the 

interactional context. 

4) Individuals shape and select their own contexts. 

Research Questions 

The literature supports some of the relationships among 

study variables suggested by the theoretical framework. 

However, because of the lack of empirical work in this new 

area of research, research questions, rather than hypotheses, 

were identified to guide this study. The questions driving 

the research project are: 

1) What is the relationship between affirmatory 

communication and se~f-satisfaction? 

2) What is the relationship between life event timing 

synchrony and self-satisfaction? 

3) What is the relationship between physical symptoms and 

self-satisfaction? 

4) What is the relationship between affirmatory 

communication and life event timing synchrony? 

5) What is the relationship between affirmatory 

communication and physical symptoms? 

6) What is the relationship between life event timing 

synchrony and physical symptoms? 
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7) What variables or combination of variables explain the 

level of self-satisfaction experienced among 

pregnant women? 

Definitions 

Definitions of the concepts within the theory are as 

follow: 

Physical symptoms: The number of physical signs which are 

associated with pregnancy. 

Affirmatory communication: Behaviors which are perceived to 

convey unconditional understanding and acceptance of 

pregnancy related experiences. 

Life Event Timing Synchrony: The congruence 

pregnancy and the idealized pregnancy timing. 

between a 

Idealized 

preg~ancy timing includes the social, personal and cohort 

timing ideals. 

Self-Satisfaction: A personal judgement of the suitability of 

one's current life phase during pregnancy. 

Summary 

This chapter has provided the background overview, 

significance, purpose, conceptual framework, proposed 

theoretical model, research questions, and definitions for the 

proposed investigation. The overall perspective of the 



49 

theoretical model is lifespan development. The constructs 

within the model are represented at the conceptual level by 

the variables: physical symptoms, affirmatory communication, 

life event timing synchrony and self-satisfaction. Although 

conflicting literature and gaps exist, support for the 

concepts and their proposed relationships was provided. 
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CHAPTER 2 

LITERATURE REVIEW 

This chapter provides a critical literature review 

relevant to the elements wi thin the proposed theoretical 

model. Elements are described in the following order: Well

Being: Self-Satisfaction; Dynamic Communication: Affirmatory 

Communication; Life Event Timing: Life Event Timing Synchrony; 

and Symptom Pattern Complexity: Physical Symptoms. 

Well-Being: Self-Satisfaction 

Well-Being 

Although well-being has been objectively measured, the 

vast majority of research studies conceptualize well-being as 

a subjective perception (Dirksen, 1987; Flanagan, 1982; Frank

stromborg, 1984; Schmale, Morrow, Schmitt, Adler, Enelow, 

Murawski, & Gates, 1983). This literature review focuses on 

well-being as a subjective, private experience whose 

determinants are highly personal (Schmale, et al., 1983). 

Numerous operational definitions and measurement 

techniques have been employed to define the construct of 

well-being. Some of the concepts that are similar to the term 

well-being include: adjustment, competence, morale, happiness, 

quality of life, life satisfaction, self-esteem, health, value 
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of life, meaning of life, and functional status (Campbell, 

1976; Dean, 1985; Ferrans & Powers, 1985; Gough, Furnival, 

Schilder, & Grove, 1983; Neugarten, et al., 1961). 

The well-being construct has largely been used within 

gerontological and illness-related investigations. The cancer 

literature, in particular, is replete with investigations of 

well-being. However, very little research addresses the 

well-being of healthy, young adults, particularly pregnant 

women. 

Of the few research studies that examine well-being 

within the context of childbearing, the majority utilize it 

primarily as an outcome which is measured in the postpartal 

period. Little attention is given to the concept of 

well-being and its correlates experienced during the pregnancy 

period itself. 

Unger & Wandersman (1985) reported results from two 

longitudinal studies (n = 35 and n = 87 teenagers) which 

examined the influences of social support, networks, and 

support interventions on the postpartal adjustment of teenage 

mothers and their babies. Although methodological and 

reporting weaknesses related to sampling, interview schedule, 

and intervention techniques are recognized, both studies 

converge with the findings that perceived support, social 

network resources, and support interventions are related to 
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psychological adjustment at one and eight month postpartum. 

Maternal psychological adjustment was determined by 

self-report measures of life satisfaction, parenting anxiety, 

self-esteem, mastery, and reciprocity attitudes between child 

and parent. 

Unger and Wandersmanfs (1985) first study compared 

prepartal support and network variables to life satisfaction. 

Family support, friend support, and financial resources were 

positively correlated with life satisfaction (r = .39, .41, 

and .40 respectively). However, having relatives living close 

by was negatively related to life satisfaction (-.39). 

Neither the support from the baby f s biological father f s, 

having siblings at home, nor household density were related 

to life satisfaction measures. 

Wandersman, et ale (1980) used postpartum comparison 

groups to examine the effects of different types of social 

support (parenting group, marital instrument.al, marital 

interaction, and network) on later posptartum adjustment, 

measured by well-being, marital interaction, and competence. 

Eighteen fathers and 23 mothers who attended parenting groups 

were compared with 23 mothers and 24 fathers who were mailed 

questionnaires. Data were collected at three and nine months 

postpartum. Different types of support were found to be 

related to postpartum adjustment for fathers and mothers. 
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"Parenting group support and emotional marital support were 

found to be related to well-being, marital interaction, and 

parental competence for fathers" (Wandersman, et al., 1980, 

p. 332j. In contrast, mothers demonstrC':ted positive 

relationships among emotional marital support, network 

support, well-being and marital interaction variables. Thus, 

for different groups of people, social support may operate in 

different ways to affect well-being. 

Turner (1981) examined the relationships between social 

support and well-being in four studies. The four samples 

included the following sUbjects: 1) new mothers concerned with 

adaptation to the mothering role (N = 293), measured 

immediately after birth and three months postpartum; 2) 

mothers displaying maladaptive parenting behaviors (N = 65); 

3) males and females experiencing adult-onset hearing loss; 

and 4) recently discharged mentally ill adults in the 

community (N = 100). Social support was measured by Kaplan's 

(1977) social support vignettes. Well-being was measured 

within three dimensions: anxiety, depression, and 

anger/aggression. Al though somewhat variable across different 

social class groupings and situations, Turner (1981) found a 

modest, but reliable association between social support and 

well-being. Using factor analysis, Turner (1981) determined 

that despite the association between social support and 
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well-being, social support is not embodied in the well-being 

construct. Furthermore, using multiple regression and partial 

correlation techniques, Turner (1981) described a reciprocal 

or spiral relationship between the two constructs which negate 

a linear assignment of causal ordering. He states that "it 

seems probable that the availability, use, and experience of 

social support has consequences for one's psychological 

well-being. It also seems probable that one's psychological 

status or condition will affect the availability of social 

support and one's tendency to experience that support" (p. 

362) • 

Self-Satisfaction: Related Literature 

Self-satisfaction has been described in the literature 

by a number of related concepts. Some of those concepts 

include: positive self-regard, self-acceptance, self-worth, 

and self-image (Muhlenkamp & Sayles, 1986). Few studies 

examined self-satisfaction during pregnancy. Of those 

existing studies, little attention is given to self

satisfaction in relationship to life-span development. 

Instead, attention has been focused on satisfaction with the 

maternal identity. 

Walker (1989) 

satisfaction with 

and Mercer (1985) indicated that 

subjective maternal identity plays an 
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important part in maternal role integration. stress, maternal 

employment, infant difficulties, and birth experience have 

been shown to mediate satisfaction with postpartal maternal 

identity (Walker, 1989). Difficulties attaining maternal 

identity extend well beyond the infancy period. Women who 

have experienced postnatal difficulties with their infants 

have demonstrated lowered maternal self-confidence which has 

extended into the pre-school years (Walker, 1989). 

However, satisfaction with maternal identity has not been 

clearly described in the prepartal period. Tilden (1980) 

theorized that prepartal difficulties encountered with 

maternal role integration are associated with increased stress 

levels which may lead to fetal complications. Furthermore, 

she indicated that failure to identify with the maternal role 

can impair developmental integration of the childbearing 

experience and lead to psychological morbidity. Although one 

developmental task of the pregnancy period calls for the 

mother to incorporate the fetus into her reality (Ruben, 

1976), the mother must at the same time retain a firm sense 

of self. "Ul timately, people want and need to feel good about 

themselves apart from anyone else" (Daniels, et al., 1982, p. 

50). 

Where satisfaction with the maternal ident.ity is an 

important aspect of a pregnant woman's self-satisfaction, this 



56 

study proposes a broader perspective of self-satisfaction. 

Osofsky, Osofsky, Culp, Krantz, Litt, and Tobiasen (1985) 

indicated through their literature review that the changing 

interpersonal relationships which occur during the transition 

to pregnancy can significantly affect the mother's sense of 

self-satisfaction associated with education, work, and social 

life. Wandersman, et al. 's research (1980) suggested that new 

mothers may feel more removed from their usual social network 

of friends, co-workers, or former co-workers than they were 

prior to the birth of their baby. Wandersman, et ale (1980) 

believed this phenomena is due to the support network's 

inability to understand, identify, and empathize with the 

transition new parents are undergoing. They felt these 

resources were important for the mother's self-esteem, 

identity independent of mothering, and need for adult contact. 

In summary, self-satisfaction has been conceptualized and 

operationalized in multiple ways and, with the exception of 

teenagers, has been infrequently utilized with childbearing 

women. This dearth indicates a need to explore this concept 

and its relationship to other pregnancy-related experiences. 

Dynamic Communication 

Research on communication suggests that affirmatory 

communication contributes to positive self-esteem (Kennedy & 
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Garvin, 1986), mental development, and stability (Watzlawick, 

et al., 1967). From a clinical viewpoint, psychologist Carl 

Rogers (19BO) reinforced the importance of affirmatory 

communication and stated that feeilng "understood" 

facilitates a growth promoting, therapeutic attitude toward 

the self. Jourard' s (1968) work concurs. He indicated, "that 

being heard and touched by another who cares seems to 

reinforce identity, mobilize spirit and promote self healing" 

(p. 40). 

Al though no research demonstrates that high levels of 

affirmatory communication during pregnancy is directly related 

to high levels of self-satisfaction, several research studies 

have demonstrated a direct relationship between low levels of 

affirmatory communication and low levels of self-satisfaction. 

One example is Sandra Danziger's (1978, 1979, 1980) work. 

Through pooled research findings across settings, Danziger 

(1980) suggested that the lack of affirmation or support 

appears has a negative effect on psychological well-being. 

One of her studies was conducted in two hospi tals in a 

medium-sized Mid-western city, however the reported results 

also included data obtained in an urban Southwestern city the 

(Danzinger, 1979). All 25 women from the two samples were 

interviewed using a loosely 

ethnographic/participant-observer style. 

constructed 

The inquiries 
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centered on caregiver-patient interactions during pregnancy, 

labor, and delivery. She found that women who expressed 

values which were incongruent with their caregivers' values 

were verbally and nonverbally sanctioned until they 

behaviorally conformed to their caregiver's values. 

Furthermore, caregiver communication was frequently perceived 

as a coersive power tactic to maintain contr,')l over laboring 

obstetrical patients. Danzinger (197~) postulated that these 

types of communication events " ... may affect the woman's 

psychological status: her self-esteem, her attitudes toward 

role performance in various spheres, her marital relationship, 

etc." (p. 900). 

Further evidence which supports a direct relationship 

between the level of affirmatory communication and 

self-satisfaction during pregnancy was presented by Bradshaw 

(1987) . Bradshaw (1987) addressed the effect paternalistic 

and prejudicial attitudes, termed "attitudinal abuse", have 

on women's maternal identity. Attitudinal abuse was defined 

as the' overt or covert expression of negative opinions about 

a pregnant woman. Bradshaw (1987) cited examples of 

attitudinal abuse which can come from partners, work 

affiliates, society, and even the health care providers. 

Victims of attitudinal abuse display a negative pregnancy 

outlook, low self-esteem, passivity, anger directed both at 
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the abuser(s) and the pregnancy which triggered the abuse, 

noncompliance with health care recommendations, and 

withdrawal. This pattern of responses reflect low 

satisfaction with maternal identity. 

Empathy, a counterpart of affirmation, is the 

understanding of an individual's current feelings and the 

meaning of those feelings to the individual (Kalish, 1973). 

The empathisizer must be able to communicate a supportive 

attitude in order to be perceived as affirming (Stetler, 

1977). However, communicologists argue that just because a 

message is sent does not mean that it is received, nor can one 

draw conclusions about how the message is perceived (Wilmot, 

1979). 

An example of the problem just described is stetler's 

(1977) research on the relationship between empathy perceived 

by patients and the communication beha- iors of nurses. She 

found no significant relationships between the level of 

empathy perceived by the patients and the number of empathetic 

communication behaviors displayed by nurses in 13 of 17 

behavioral categories. Nurses perceived as high empathizers 

by patients did not observationally differ from those nurses 

perceived by patients as low empathizers in the number of 

displayed positive or negative communication behaviors. 



These findjngs are refuted by 

phenomenologically based research with 
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Drew's (1986) 

35 obstetrical/ 

gynecological patients. She discovered that subj ects can 

identify caregiver behaviors which are associated with 

perceived feelings of confirmation or disconfirmation. 

However, the key point Drew (1986) emphasized was the 

importance of utili::dng patient's subjective appraisal to 

identify empathetic caregiver behaviors. She further stated 

that observational findings by an independent researcher in 

the same setting did not concur with the patient's sUbjective 

reports regarding caregiver behaviors. 

Virginia Satir (1967; 1972) described a direct 

relationship between low self-esteem and low levels of 

affirmatory communication. In her extensive work as a family 

therapist, she found that children who received depreciating 

communication messages from their parents had low self-esteem. 

She also found that people with low self-esteem are dependent 

on other people to increase and validate their self-worth. 

However, because people with low self-esteem lack the basis 

for good communication, their perceptions of the messages 

others send are frequently self-depreciating. 

Satir's clinical observations are supported by Demo, 

Small, and Savin-Williams' (1987) research. These 

investigators extended earlier research (Gecas and Schwalbe, 
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1986) relating adolescent self-esteem to include parental 

support, control and participation. The sample consisted of 

139 parent-adolescent dyads. The adolescents ranged in age 

from 10 to 17, were predominantly white, and came from 

families whose parents were well-educated and were middle to 

upper-middle class. They found that: 1) adolescents and their 

parents have similar but distinct perceptions of their 

relationships, and 2) both parents' and adolescents' 

self-perceptions of their communicative relationship are 

important in predicting self-esteem levels. 

within a holistic view, communication includes mutual 

influences between person and environment (Buber, 1957), which 

contribute to a sense of self-esteem (Sullivan, 1952). 

Galinsky (1981) conducted interviews with 228 parents across 

the united states to identify the overall growth and 

development of parents. She found that parents 

retrospectively described pregnancy as a phase of development 

during which a rehearsal for parenthood transpired. This 

rehearsal involved a concomitant change in the sense of self 

and change in relational communication with others. Parents 

indicated that these changes affected their self-esteem. 
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Social Support 

The social support research findings lend support to the 

significance of affirmatory communication in developmental 

transi tions such as pregnancy, since social support is a 

general measure of emotional support. Social support has been 

found to have a buffering effect for developmental stresses 

encountered prenatally (Norbeck & Tilden, 1983; Nuckolls, 

Cassel, & Kaplan, 1972). Norbeck (1981) conceptualized 

pregnancy as a developmental crisis during in which social 

support is essential for adaptation. Nuckolls, et ale (1972) 

examined the relationships among psychosocial assets, life 

crisis and pregnancy complications (N = 170 primagravidas 

married to military enlistees). Women who had life crises 

(measured by Holmes and Rahe's 1967 Schedule of Life Events) 

and had low social support had a significantly higher rate of 

complications as compared to those women with high stress and 

high social support (93% and 33% respectively). 

The buffering effect of social support has been 

theoretically proposed by some to enhance self-esteem (Mercer, 

May, Ferketich, DeJoseph, 1986). Furthermore, social support 

has been related to postpartum well-being, marital 

satisfaction, and parental competence (Wandersman, et al., 

1980). Norbeck and Tilden's (1983) work add further support 

for this relationship. They found that mothers who had 
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experienced high levels of stress wi thin a year prior to 

conception and lacked the benefit of social support had higher 

levels of psychological upheaval than women who had strong 

emotional support. 

Some explorations of the stress-buffering hypothesis 

(examples: Cohen & Wills, 1985; Wethington & Kessler, 1986) 

indicated that the effects of social support are more highly 

associated with the individual perception of support than to 

actual received support. Bruhn & Phillips (1984) asserted 

that support must be perceived before it can be used. 

Others explain that received support behaviors may not 

be perceived as helpful (Hilbert, 1985). Bruhn and Phillips 

(1984) investigated the relationship between spouse support 

and compliance in a sample of 60 myocardial infarction 

patients. The results indicated that changes in physical, 

psychological, or social functioning can affect both the need 

for support and perceived availability of support (Bruhn & 

Phillips, 1984). Furthermore, the support offered by others 

may not meet the individual's needs (Brownell & Shumaker, 

1985). 

On the other hand, Aaronson (1989) found that both 

perceived and received social support (measured with Brandt 

& Weinart I s 1981 Personal Resources Questionnaire) contributed 

to health (as measured by the abstinence from alcohol, 
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• I • c1garettes, and caffe1ne) during pregnancy. Her conclusions 

were based on written questionnaires and telephone interviews 

with a homogeneous sample of 529 middle-income women ranging 

in age from 18 to 41 years (median = 28). Although her study 

did not include psychological variables, one cannot overlook 

the interrelationships between behaviors and psychological 

status when defining health. 

Walker (1989a) found a number of other significant 

correlates of social support. Fifty-three percent (N = 173) 

of the mothers randomly drawn from locally published birth 

announcements completed a set of mailed questionnaires. 

Sample demographics indicated that the mean maternal age was 

28.4 years; the mean infant age was 6.8 months; 85% were 

white; 45% were employed; and 31% had cesarean births. 

Walker's (1989a) data demonstrated positive correlations 

(p ~ .001) between the use of interpersonal support (a 

subscale of the Health-Promoting Lifestyle Profile) and the 

use of other heal th-promoti ve I i fe-style practices. Al though 

these life-style practices are also subscales of the 

Health-Promoting Lifestyle Profile, they were utilized as 

separate independent variables. Correlations were listed 

between interpersonal support and the following variables: 1) 

actualization (.73); 2) health responsibility (.40); 3) 

exercise (.25); 4) nutrition (.42); and 5) stress management 
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(.50). In an earlier study, interpersonal support was also 

correlated (r = .39j with a measure of maternal identity 

satisfaction (Walker, crain, & Thompson, 1986a, 1986b). 

In summary, very little research has been conducted on 

the relationship between affirmatory communication and self

satisfaction among pregnant women. However, the qualitative 

and quantitative research reports which focus on interpersonal 

communication indicate that affirmatory communication is a 

salient concept related to self-satisfaction. Although the 

social support literature offers some empirical support for 

the relationship between affirmatory communication and well

being, conflicting findings have also been identified. It is 

not clear whether these conflicting findings occur because of 

actual population differences, or are a result of validity 

issues involved with instrument selection. Hence, further 

study is indicated. 

Life Event Timing 

social Timing 

The majority of the social timing research is based on 

normative life course patterns of men (e.g. Levenson, 1986; 

Sheehy, 1974). However, recent attention has been given to 

women (e.g.: Bardwick, 1980; Reinke, Ellicot, Harris, & 

Hancock, 1985; Reinke, Holmes & Harris, 1985; Roberts & 
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Newton, 1987). Comparisons of the differences between male 

and female life course timing patterns indicate that men's 

life courses appear to be dominated by chronological age and 

sequencing of life events, where women's life courses depend 

more on contextual relationships (Chodorow, 1974; Bardwick, 

1971~ Gilligan, 1980~ 1982; Rossi, 1980). Despite the 

differences noted between male and female life courses, social 

timing expectations for life events are usually based on male 

values (Bardwick, 1971; Chodorow, 1974; Gilligan, 1980, 1982~ 

Rossi, 1980). 

A major study in which the social aspect of life event 

timing was examined was the research conducted by Neugarten, 

Moore, and Lowe (1965). These three researchers utilized a 

cross-sectional design to examine the pervasiveness of socia'l 

timing related to the family life cycle. In studying a 

probability sample of 50 males and 43 females, they found a 

high consensus and wide spread understanding of what society 

views as age-appropriate, age-linked behaviors. Specific 

~indings demonstrated that neither age, geographical region, 

nor social class, were found to greatly affect the social 

expectations of when family life-cycle events "should" occur. 

These results were attributed to the high level of integration 

our society demonstrates (Neugarten, et al., 1965; 1976). Kay 

(1982) concurred with these findings and indicated that there 
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is a culturally accepted age range for conceiving a child in 

the united states which falls between ages 20 and 29. 

In addi tion to age-graded expectations of behavior, 

societies have expectations about how events are sequenced, 

with emphasis on a linear, chronological perspective about how 

events are sequenced. The primary school rhyme used during 

the game jump rope, "first comes love, then comes marriage, 

then comes [girl's name] with a baby carriage" is an example 

of linear event sequence expectation. 

Life Event Timing Synchrony: Social Timing 

According to Neugarten, Moore, and Lowe (1965), people 

are aware of the level of congruence between the actual 

occurrence of a life event and their idealized personal sense 

of timing for that event. These conclusions were based on a 

research proj ect which examined six groups of middle-class 

subjects which were nationally recruited. The groups were 

divided by age and sex. The groups included: 1) 50 men and 

50 women aged 20 to 30; 2) 100 men and 100 women aged 30 to 

55; and 3) 50 men and 50 women aged sixty five and over. The 

research findings indicated that people can identify a 

difference between nationally represented age norms and what 

an individual personally accepts as optimal timing for life 

events. These findings were not influenced by the age or sex 
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of the subjects interviewed. In general, people describe 

themselves as "early", "late", or "on time" when comparing the 

actual timing of a life event to their personal timing, social 

timing (Neugarten, 1976), and/or cohort timing ideals (Candy, 

1980). 

Research has demonstrated that social timing expectations 

of pregnancy can particularly affect a woman's self-esteem. 

According to Neugarten (1969), self-esteem is affected by the 

degree to which the social timing expectation is congruent 

with the actual event. One of the reasons self-esteem is 

affected by synchrony between social and actual event timing 

is the high value Western society places on individual 

responsibility for the timing of biological functions (Rossi, 

1980; Sampson, 1988). 

Sandelowski and Pollock's (1986) qualitative research 

with 48 infertile women demonstrated evidence that society 

places personal responsibility for reproduction by emphasizing 

medical and psychological causes and cures for reproductive 

problems. Personal responsibility for pregnancy has been 

inflated with the recent technological advances in promoting 

fertility or in "birth control". Although no contraceptives 

are 100 percent effective, society has the mistaken idea that 

" ••• today' s women have complete and total reproductive freedom 

and choice---to plan, postpone, and space their pregnancies 
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at will" (Hillard, 1988, p. 170). In fact, there remains a 

large proportion oi unplanned p:t'egnancies. A nation wide 

survey of 1,100 women indicated that 46 per cent of first 

children were unplanned, 42 percent of all second children 

were unplanned, and 66 percent of the women's youngest 

children were unplanned (Genevie, et al., 1987). 

Personal Timing 

Daniels and weingarten (1982) used a retrospective 

qualitative research design to explore the personal timing 

ideal of parenthood and its ramifications. These two 

researchers used comparative analysis to examine differences 

between early and late first-time parents. Their initial 

sample was comprised of 72 couples. Half of the parents (n 

= 36') who were considered to be in the early pregnancy group 

had their first child when the mother was 22 or younger. The 

second half of the initial sample, considered to be in the 

late timing pregnancy group, was comprized of parents that 

had their first child when the woman was 28 years or older. 

However, over the course of data collection, the decision was 

made to recruit 14 couples who had their first child when the 

woman was 37 years or older to expand the "late" group. This 

decision was based on national fertility statistics which 

demonstrated a shift tuward a higher maternal age at delivery. 

Tha three groups represented three generations, born between 
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1920 and 1960, with approximately one decade separating each 

group. 

Among the 86 couples interviewed, it was found that 

chronological time, measured in age and length of time between 

marriage and the birth of the first child, did not reveal the 

personal idealized image of family timing. Rather, they found 

that each individual's ideal image of a perfectly timed 

pregnancy was comprised of a plethora of contextual variables. 

Other literature sources support this finding and indicate 

that the following variables influence the personal idealized 

timing of pregnancy: 1) individual psychological development 

(Daniels, et ale 1980; Rossi, 1980; Teachman & Polonko, 1985; 

Walter, 1986); 2) physiological development (Daniels, et al., 

1980; Rossi, 1980; Walter, 1986); 3) personal identity 

(Daniels, et al., 1980; Rossi, 1980); 4) individual freedom 

(Barnett & Baruch, 1980; Daniels, et al., 1980); 5) a conjugal 

relationship with the baby's father (Daniels, et al., 1980; 

Teachman, et al., 1985); 6) career cycle (Aldous, 1969; 

Daniels, et al., 1980; Teachman, et al., 1985; Voydanoff, 

1980) ; 7) economics (Barnett, et al., 1980; Teachman, et al., 

1985: Voydanoff, 1980): 8) family life-cycle (Aldous, 1969; 

Reinke, et al., 1985; Teachman, et al., 1985: Voydanoff, 

1980); and 9) educational goals (Daniels, et al., 1980). 
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Life Event Timing Synchrony: Personal Timing 

Daniels, et ale (1982) found that couples whose 

pregnancies occurred sooner or later than what was idealized 

had a transition into pregnancy that was different and more 

difficult than couples whose pregnancies were synchronous with 

their idealized pregnancy timing. Danish, et al. (1980) 

stated that unexpected event occurrences and absences can 

greatly affect the length of time a developmental transition 

takes, and ultimately, the life course. Difficulty adjusting 

to an unplanned pregnancy occurs because a woman experiencing 

an unplanned pregnancy does not have the benefit of the 

adaptive, educative function provided by an anticipatory 

rehearsal period (Danish, et al., 1980: Neugarten, 1969: 

1976) • 

According to Neugarten (1976), a life event that never 

occurs, can also lead to 'psychological upheaval (Neugarten, 

1976) • Sandelowski and Pollock (1986) conducted a 

phenomenological study to examine women I s experiences of 

infertility. These co-investigators interviewed 48 women 

(final sample) who perceived themselves to be infertile, or 

were unable to conceive or carry a child to term. All of the 

women were seen in private group medical practice or in an 

infertility clinic. Forty-two percent of the subjects were 

black, and the rest were white. They found that infertile 
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women engaged in a comparison between their personal idealized 

timing for the pregnancy and the pregnancy that was delayed 

or never happens. This comparison was often associated with 

a wide array of psychosocial difficulties (Sandelowski & 

Pollock, 1986). 

Loss of self-esteem is one psychological difficulty 

associated with low synchrony between the idealized pregnancy 

and the actual timing of pregnancy. Loss of self-esteem seems 

to occur when women internalize feelings of inadequacy, 

incompetence, or failure associated with their inability to 

prevent pregnancy (Walter, 1982) or inability to conceive 

(Olshansky, 1988; Sandelowski, et al., 1986). 

In general, self-satisfaction appears to be affected by 

life event timing synchrony, because the degree of life event 

timing synchrony can influence the amount of available support 

and the lev~l of individual autonomy people perceive they have 

in a given situation (Danish, et al., 1980). Daniels, et 

al.'s (1982) interviews with couples whose pregnancy occurred 

"on time" support this view. Their findings indicated that 

couples who demonstrated personal timing synchrony had: 1) a 

greater sense of "readiness" for including another person into 

the marital relationship; 2) a greater sense of independence; 

and 3) more personal identity than for couples whose 

pregnancies occurred "off-time". 
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Cohort Timing 

Cohort timing was also addressed by Daniel and Weingarten 

(1982) who found definite cohort timing differences among 

three generational groups of parents. Wi thin each generation, 

women had a general time line of expectations unique to that 

cohort. This time line reflected chronological timing 

expectations which guided their family timing scenario. For 

example, women of the 1940's grew up with the cohort 

expectation that women should marry and have children early 

in life, because the woman's vocation was family work. 

However, women of the 1950' were guided by post-depression 

economics. Marriage was postponed to the early 20's and more 

emphasis was placed on women's educational plans, so the woman 

could support herself before getting married. The goal for 

couples born to the 50's was to start families when children 

could be financially supported. 

Life Event Timing Synchrony: Cohort Timing 

Danish and associates (1980) postulated that if a woman's 

pregnancy has high synchrony with the timing ideal of her 

cohort group, she will receive more support for her experience 

than if there were low synchrony between the two (Danish, et 

al., 1980). One of the emotional reactions to low synchrony 

between life event timing and cohort timing is anger. 
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According to the research introduced earlier, Sandelowski and 

Pollock (1986) found that infertile women who compared their 

situation with their fertile cohort group acquired a 

generalized sense of anger and hostility. 

In summary, the evidence provided in the literature 

indicates a link between life event timing synchrony and 

psychosocial and contextual factors. High levels of life 

event timing synchrony have been theoretically and empirically 

linked with self-esteem, personal resource availability, and 

mastery. Low levels of synchrony have been linked with 

psychological and emotional distress, and crisis. 

Symptom Pattern Complexity 

Research which addresses symptom pattern complexity 

during pregnancy is limited. Patterson, et al. (1986) 

conducted a qualitative research project using 30 pre- and 

postpartal women to discover how women make a self-diagnosis 

of pregnancy. Using constant comparative analysis, these 

researchers found that the women in their study searched for 

salient indicators to support or refute their interpretation 

of physical symptoms. However, the presence of symptoms alone 

did not facilitate the woman's diagnosis of pregnancy. The 

woman's self-diagnosis depended upon the complexity of those 

symptoms. Symptoms which were complex served to confuse the 
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diagnosis of pregnancy. Some of the clinical characteristics 

which contribute to symptom pattern complexity during 

pregnancy include patterns of intensity, frequency, number, 

location, and duration (Patterson, Freese, and Goldenberg, 

1986). 

Patterson, et al. 

example of how the 

(1986) cite morning sickness as an 

complexity of symptom pattern 

interpretation can lead to confusion and uncertainty. 

Symptoms of morning sickness can range from small nausea waves 

to overt vomiting, and can occur in the evening as well as 

morning. This variability leads women to question: 1) whether 

the symptom is actually present; and 2) whether the indicator 

is related to something other than pregnancy. Symptom 

interpretation is even more confusing when a number of 

symptoms are combined. 

In related literature, symptom pattern complexity is 

described by Mishel (1986) as being one aspect of uncertainty. 

Uncertainty dU;"'ing illness has repeatedly been associated with 

psychological stress. Mishel (1981) has found this 

association in a variety of subjects and a rang~ of sample 

sizes including: medical patients (n = 134), surgical patients 

(n = 68), and patients whose diagnoses were undecided (n = 

51) patients; 100 medical patients; and 26 cancer patients. 

other samples studied included: 100 predominantly male medical 
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patients from a veteran I s administration hospital (Mishel, 

1984); and 54 gynecological cancer patients (Mishel, 

Hostetter, King, & Graham, 1984). In a study which included 

20 family members of heart transplant recipients, Mishel and 

Murdaugh (1987) also found qualitative support for the 

relationship between uncertainty and psychologic distress in 

a study which used grounded theory methodology. 

Physical Symptoms 

Physical symptoms related to pregnancy are almost 

universally experienced in our culture (Fawcett & York, 1986; 

Reeder, et al., 1983; Verilli & Mueser, 1987). Fawcett, et 

al. (1986) conducted a study which examined the frequency of 

pregnancy related symptoms. They reported data from 47 women 

divided into early and late pregnancy groups. All women in 

the early pregnancy group experienced at least 2 physical 

symptoms (mode = 7, range = 2-14) listed on a 20-item physical 

symptoms checklist. These women indicated that physical 

symptoms began within the first month of pregnancy. The late 

pregnancy group had experienced at least 7 physical symptoms 

(mode = 9, range = 7-17). Most of these symptoms also began 

within the first month of pregnancy and continued throughout 

the pregnancy. 
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Although considerable debate has been generated for the 

"cause" of pregnancy related symptoms (Fawcett, et al., 1986), 

little attention has been focused on the effect physical 

symptoms have on a woman's feelings about herself. However, 

there is some empirical support for the relationship between 

the frequency of physical symptoms and self-satisfaction. 

O'Hara (1986) conducted a longitudinal study of 99 subjects 

to identify relationships among social support, life events, 

and depression during pregnancy and the puerperium. He 

recruited subjects in their second trimester of pregnancy and 

followed them until nine weeks postpartum. Different factors 

were found to relate to prepartum and postpartum depression. 

He explained this unexpected pattern of differences as 

possibly being related to physical symptoms, and indicated 

that physical distress "may have contributed more to 

depressions occurring during pregnancy than during the 

puerperium" (p. 573). 

Wallace, Boyer, Dan, & Holm (1986) conducted a study of 

the relationships among the following variables: physical 

discomfort, self-esteem, and exercise. The study was 

conducted on a convenience sample of fifty-three primiparas 

who had been pregnant at least 27 weeks. Their data 

interpretation indicates that during the third trimester, 

exercise significantly increases self-esteem and decreases 
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physical distress. However, large demographic differences 

(education, income, and occupation) between the exercise group 

(n = 31) and nonexercise group (n = 22) were not completely 

addressed. It is additionally questioned whether alternative 

model specification was considered at the time of data 

analysis. Specifically, the inve!:;tigators did not address a 

relationship between self-esteem and physical discomfort. 

Unsolicited accounts given by women attending childbirth 

education classes (n = 47) indicated that the presence of 

physical symptoms negatively affects a woman's sense of 

self-satisfaction (Sorenson, 1989). An example of qualitative 

data which give support to this relationship include this 

statement made by a 30 year old primagravida: "It's pretty 

hard to feel very good about 'yourself when you've had your 

head in the toilet barfing for 9 months." 

Perimenstrual S\~.ptoms 

Although perimenstral distress may have different causal 

mechanisms, many of the symptoms reported are identical to the 

symptoms described during pregnancy (see Woods, Most & Dery, 

1982). Because these symptoms are so similar, the 

psychological reactions to these symptoms may also demonstrate 

some parallel processes. 
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Research on perimenstrual distress conducted by Woods and 

associates (1982) investigating perimenstrual distress 

indicated that cyclic phase differences in symptoms are not 

consistent with the hormonal patterns known to exist, but 

often reflect social, cultural, and individual differences. 

These findings were based on 193 racially and 

socioeconomically mixed sample of aged 18 to 35. statistical 

problems with the use of multiple paired t-tests to analyze 

the data were identified in the methods of analysis, 

therefore, the research results need to be interpreted with 

caution. 

Sociocul tural influences may also contribute to the level 

of physical symptom complexity experienced. In the related 

premenstrual literature, symptoms appear to be related to 

social support. The relationship between social support and 

premenstrual symptoms was empirically supported by Walton and 

Youngkin (1987). These researchers examined comparison groups 

of women attending (n = 5) and not attending (n = 6) an eight 

week premenstrual syndrome support group. Al though not 

statistically significant (possibly due to the small sample), 

women who attended the support group demonstrated slightly 

higher self-esteem scores than those not attending. 

difference was not evidenced in pre-group testing. 

This 
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Additional Variables Measured 

Other variables outside the proposed theoretical concepts 

were identified as possible factors which could directly 

influence the concepts and their interrelationships. These 

variables were measured to determine spurious relationships 

between variables, and to assist with theoretical 

respecification. The additional variables included in this 

investigation were: ethnicity, socioeconomic status, maternal 

age, gestation length, marital status, employment status, 

number of pregnancies, and number of children. These 

demographic variables were selected because the literature 

suggested a relationship to one or more of the concepts 

identified in the proposed theory. It is acknowledged that 

some of the relationships among variables were found in 

populations which differed from that of the proposed study and 

therefore represent an exploration of the relationships for 

this sample. 

Ethnicity and Socioeconomic Status 

The literature indicates that ethnicity and socioeconomic 

status may have relationships to social support and pregnancy 

related symptoms. Vaux (1985) identified, from a literature 

review, that levels, effectiveness, and functions of social 
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support dimensions vary with sex role, ethnicity, 

socioeconomic status, and age. 

Maternal Age 

Maternal age may act as a proxy variable for the changes 

occurring in the aging reproduction system. Considerable 

literature has been compiled which associate pregnancy 

complications with age (Fonteyn & Isada, 1988). These 

complications produce a pattern of pregnancy-related 

experiences which may affect development differently for women 

in across age groups. 

Although age alone is not synonomous with development, 

maternal age may reflect some aspect of developmental 

progression. The current trend toward a higher distribution 

of maternal age is affected by such factors as career choices, 

education, control over fertility and infertility, late and 

second marriages, and financial concerns (Fonteyn, et al., 

1988). These factors may sometimes be associated with complex 

life experiences which provide opportunities for development 

that may not be present at an earlier time. 

Gestational Age 

Unger, et ale (1985) demonstrated from their research 

with adolescent mothers that the types of support needed, and 

the source(s) of that support vary over the perinatal period. 
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This suggests a need to study women at different gestational 

ages. Further support for the need to measure gestational 

length is provided by Lips (1985). Lips (1985) examined 105 

pregnant women, 95 of their spouses, and a comparison group 

of 151 nonpregnant women and 116 of their husbands for 

emotional and somatic symptomology. She found that pregnant 

women not only differed significantly from all other groups, 

but that the degree to which the symptoms were experienced 

changed during the pregnancy and immediate postpartum period. 

Marital Status 

The effect of marital status on well-being has also been 

examined in the literature. Although Glen and Weaver (1979) 

found that marriage was the strongest predictor of well-being 

during pregnancy, Unger, et ale (1985) reported that perceived 

support from the baby's biological father had no relationship 

to unwed, adolescent mothers' parenting behavior or their 

self-reported life satisfaction. Others have reported 

conflicting findings regarding the relationships among marital 

status, support, stress, and adaptational outcomes (Coyne & 

DeLangis, 1986). Coyne, et al. (1986) stated, "although 

married persons generally have numerous psychological and 

social advantages over unmarried persons, much of this may be 

limited to happily married persons" (p. 455). They cited the 
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distinctiveness of marriage as a source of support and stress, 

depends on the nature of the marital relationship. 

Employment status 

The majority of research on employment during pregnancy 

has focused on the relationship between working and postnatal 

outcomes, rather than addressing women's life experiences 

while employed during pregnancy (Brown, 1987). Family 

development frameworks describe a concept cal~ed the 

work-family life cycle which addresses the pattern of 

performing work and family roles (Bailyn & Schein, 1976; Hill, 

1986; Voydanoff, 1980). It is postulated that women who 

choose to simultaneously work and perform family roles during 

the same life cycle stage must find synchrony or balance 

between the two, or r':lle overload results. Daniels and 

Weingarten (1982) presented qualitative data which suggests 

that role overload related to outside employment is associated 

with life dissatisfaction, stress, marital discord, physical 

and psychological exhaustion. 

A major premise has been that women who choose to work 

are adding to their responsibilities, thereby escalating 

stress and strain (Brown, 1987). Barnett and Baruch (1980) 

admitted, through their qualitative investigation, that the 

effects of multiple role involvement on women's lives vary. 
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They stated, "the assumption that multiple roles ;p:e additive 

is called into question; a woman who takes on the role of 

worker does not simply add new responsibilitites to a fixed 

set of old ones. Rather she rearranges priorities, 

contracting or simplifying the old to make room for the new" 

(p. 82). 

Brown (1989) reported findings related to employment 

during pregnancy in a cross-sectional study in which data were 

obtained from 313 pregnant women in their latter half of 

pregnancy. She found that employed women not only have fewer 

symptoms, but also have different types of symptoms than women 

who did not work outside the home. Furthermore, women with 

more prestigious positions tended to express a greater sense 

of well-being than those with lower status positions. 

However, there was no statistically significant difference in 

overall well-being between employed women and homemakers. 

Although there was no correlation between women I s satisfaction 

with their partner's support and their employment, employed 

women received more support from their social network and were 

more satisfied with that support than were homemakers. Brown 

(1989) indicated that continued research is needed to explore 

the implications employment has for pregnant women's lives, 

since it is likely that most women will be employed during 

part of their pregnancy. 
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One additional effect employment may have on pregnancy 

women's lives is through social support. Although pregnant 

women in general receive few celebrational rites of passage 

(Colman & Colman, 1974; Mikus, 1980), working women may 

receive even fewer than women who are not employed. This may 

be related to capitalistic society values in which employers 

recognize the value of women only in their role as wage 

earners and deemphasize other roles (Zaretsky, 1977). Working 

women who become pregnant potentially interrupt economic 

production, and therefore may not receive important 

celebrational rites. 

Number of Pregnancies 

The literature indicates that 

experience has frequently been linked 

previous pregnancy 

with psychological 

well-being in the literature. One rationale for this link is 

that primigravidous women have no prior experience from which 

to compare, and therefore experience more uncertainty than 

multigravidous women (Digges, 1978; Johnson & Murphy, 1986; 

strang, et al., 1985). However, event familiarity may be 

lacking for multigravidous women as well, because each 

pregnancy is unique (Luenfeld, Rosenthal, Larholt, & Insler, 

1984; Patterson, et aI, 1986). Furthermore, multigravidous 

women may have memories and fears of earlier unresolved 
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pregnancy experiences \.,rhich affect well-being during the 

current pregnancy (Baldwin & Palmarini, 1986). 

Number of Children 

The number of children women have at home also appears 

to affect a woman I s sense of well-being. An inverse 

relationship has been demonstrated between the number of 

children and prenatal depression. Lips (1986) reported that 

women who were depressed during pregnancy had significantly 

more children than those who were not depressed. 

In sununmary, the demographic variables of ethnicity, 

socioeconomic status, maternal age, gestational age, marital 

status, employment status, gravida, and para outlined in this 

section were included in the investigation but were not 

specified in the theory. Although relationships among these 

variables and concepts within the modes have been suggested 

in the literature, these variables lack cla~ity and empirical 

support for their role in influencing developmental processes 

during pregnancy. 

Summary 

This chapter provided a literature review of the elements 

described in the construct and concept levels of the 

theoretical framework. Although conflicting views exist, 

there is some literature support for the proposed theoretical 
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relationships between the concept self-satisfaction and life 

event timing synchrony, and affirmatory communication, during 

transition to parenthood are suggested in the developmental 

psychology literature (Brim & Ryff, 1980; Daniels, et al., 

1982; Danish et al., 1980; Hultsch & Plemons, 1979). Finally, 

demographic variables which were thought to influence the 

proposed theoretical elements were described along with 

literature support. 
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CHAPTER 3 

METHODOLOGY 

This chapter describes the following aspects of the 

study: research design, setting and sample, protection of 

subject rights, and data collection protocol. Additionally, 

the instruments chosen to operationalize the concepts along 

with their psychometric properties are presented. 

Research Design 

The research conducted in this study was based on a 

nonexperimental, descriptive-correlational design. Although 

certainty in knowledge is impossible, a high correlation 

between variables provides support for the proposed 

theoretical relationships and may be a sufficient basis for 

action and belief. Thus, the descriptive power of 

correlational analysis provides a basis for predicting 

information about one variable when given information about 

another (Kachigan, 1986). It must be emphasized that 

correlation is not synonymous with causation, however the 

absence of a correlation can rule out a causal hypothesis 

(Campbell & Stanley, 1963). 
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Research Setting and Sample 

Research Setting 

The sample for this study consisted of pregnant women 

recruited through education classes for pregnant women. 

Organizational chapters of the educational groups utilized for 

subject recruitment were located within an urban Southwestern 

city. Women who attended the educational classes were 

predominantly from that same city and surrounding metropolitan 

area. At the time of the study, the city and metropolitan 

area together comprised 95% of the county residents. The 

total population of the county was 678,285 and included 

209,412 females aged 15 to 59. The total population of the 

incorporated city alone was 405,644 (Kushner, 1989). Of the 

city's population, 74.6% were high school graduates and 21% 

had completed four or more years of college. Almost 22% of 

the city's residents five years old and older indicated that 

they could not speak English well, or at all (US Department 

of Commerce, 1983). 

According to the mi~-decade special census, 63.3% of the 

county's population was white; 20.5% were of Spanish origin; 

3% were black; less than 3% were native American or Alaskan 

native; less than 2% were Asian or pacific islanders; and less 

than 3% were of other racial/ethnic origin (Pima Association 
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of Governments, 1987). Religious preferences were varied with 

43% protestant; 37% Catholic; 4% Jewish: 2% Latter Day saints: 

11% other religions; and 10% indicated they had no religious 

affiliation. The median income for city residents was $23,213 

(Tucson Trends, 1986). The average household size was 2.44 

peopl e (Tucson Trends, 1986). The county recorded 11, 217 

births the year prior to the study (Valley National Bank, 

1989). 

The sample was initially recruited from two primary 

sources: the Childbirth Education Association (CEA) , and 

Lamaze Childbirth preparation International. Both sources 

charged participants for attending classes, however many of 

subject's fees were assumed by third-party payment and 

assistance programs. 

which were postmarked 

Due to label erasures and envelopes 

over the envelope identification 

markings, nine questionnaire packets could not to be linked 

with the subject's education class and/or instructor. 

CEA. CEA offered four different types of classes. These 

classes included: early prenatal education, preparation for 

childbirth, refresher preparation for childbirth, and a 

parenthood lecture series. Pregnant women could attend one 

or more types of classes which were offered on an ongoing 

basis. 
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The early prenatal education classes focused on prenatal 

care and included topics such as nutrition, fetal growth, and 

early pregnancy changes. This information was provided in 

one, three hour class. Thirteen subjects were obtained from 

these classes. 

The preparation for childbirth classes were designed for 

women in their third trimester of pregnancy. The focus of 

these weekly classes was labor and delivery. These classes 

were offered as a six week set, lasting two and one-half hours 

each. Fifty-six women attending these classes completed 

questionnaire packets. 

Refresher preparation for childbirth classes were an 

abbreviate~ version of the preparation for childbirth classes 

and were designed to meet the needs of multigravidas. The 

educational content for this course was provided in two, three 

hour classes. Two subj ects from these classes completed 

questionnaire packets. 

The parenthood lecture series was a set of survey-type, 

large group classes offered quarterly over a five week period. 

This lecture series was open to women at any stage of 

pregnancy. The majority of women who attended this series 

also attended one or more of the other classes offered by CEA. 

Each weekly lecture session focused on a different perinatal 
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topic and lasted between two and two and one-half hou:rs. A 

total of 39 questionnaires were completed by women who 

attended this series. 

Aside from the parenthood lecture series, which was 

taught by. guest lecturers, nine different CEA instructors 

taught the courses described above. The investigator had 

established rapport with four of these instructors during the 

initial pilot investigation conducted earlier this year. 

Lamaze. The second source for subject recruitment was 

Lamaze classes. Lamaze offered childbirth preparation classes 

which focused on labor and delivery. Six different 

instructors taught weekly classes which lasted two and 

one-half to three hours. 

to six week period. 

questionnaires. 

Setting Changes 

Classes were conducted over a five 

Twenty-nine women complet.s:d 

Fewer subjects were recruited within the first month of 

data collection than the number expected. Therefore, the 

number of data collection sites was expanded to ensure an 

adequate sample size. The following data collection sites 

within the same urban community above were added: a 

free-standing birth center (BC), a local Young Men's Christian 

Association (YMCA), and an osteopathic hospital (OH). 
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Birth Center. The birth center offered several types of 

classes. One set of classes included childbirth preparation 

classes. Childbirth preparation classes were offered as a six 

week composite course. Each weekly class lasted two and 

one-half hours. The course content focused on labor and 

delivery, and was designed for third trimester women who 

planned to deliver their babies at the birth center. Thirteen 

of the women who attended these classes completed 

questionnaires. Four registered nurses (R.N.) served as 

educators for these courses. The investigator had established 

rapport wi th the instructors during the precursory pilot 

investigations. 

The birth center also offered individual two hour classes 

on the following topics: prenatal exercise, nutrition, care 

of the newborn, breast feeding,. and sibling preparation for 

childbirth. The independent class topics rotated on a weekly 

basis. These classes were offered to anyone who was a menmer 

of the birth center's affiliated health maintenance 

organization (HMO), and thus were not limited to women who 

planned to deliver at the birth center. Twenty-six women who 

attended these classes completed questionnaires. Classes were 

taught by two R.N.'s employed by the birth center and were 

free to anyone who received care from the birth center or 
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belonged to the affiliated HMO. 

YMCA. Another data collection site was the YMCA. The 

YMCA offered water aerobics classes which were designed for 

women at any stage of pregnancy. Biweekly classes lasted 45 

minutes for a six week period. Information provided in these 

classes was specific to exercise, however a large portion of 

the classes was participative rather than instructional. 

Women who attended these classes exchanged pregnancy-related 

information within their group while they exercised. Eight 

subjects participated in the study. One prenatal exercise 

instructor taught all the classes. Fees for the classes were 

assessed through the YMCA. 

osteopathic Hospital. The osteopathic hospital offered 

a six week set of preparation for childbirth classes. Classes 

were designed for women entering their third trimester of 

pregnancy. Information provided in these two and one-half 

hour classes focused on labor and delivery. Eight women who 

attended these classes completed questionnaires. One 

registered nurse taught all the classes. Fees for these 

classes were established by the hospital. 

Other Sources. Seven women were not currently enrolled 
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in any of the classes discussed above. All seven women 

either planned to attend or had taken one or more of these 

classes within the last two years. These women were 

acquaintances of the investigator who offered to complete the 

questionnaires. Table 1 indicates the number of subjects 

recruited from each education source. 

Table 1. Subject Recruitment by Education Affiliation 

Education Affiliation Frequency % 

CEA 110 52.4 

Lamaze 24 11.4 

YMCA 13 6.2 

Birth Center 39 18.6 

Hospital 8 3.8 

Not Applicable 7 3.3 

Unknown 9 4.3 

Instructors 

Instructors for the various organizations had different 

levels of experience teaching prenatal classes. Instructor 

experience ranged from three instructors who were just 

completing their supervised teaching experience as part of 
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their instructor's certification course to certified 

instructors with more than five years of experience. Some of 

the instructor backgrounds, aside from instructor 

certification, included teaching/education, nursing, and 

paramedic training. 

Al though there were 22 different instructors for the 

various classes, 61% of the subjects surveyed attended classes 

taught by one of five instructors. The number of 

questionnaires returned per instructor ranged from 1 to 37. 

Table 2 indicates the number of instructors utilized by each 

educational affiliation. 

Table 2. Number of Instructors by Educational Affiliation 

Number of 
Educational Affiliation Instructors % 

CEA 9 42.9 

Lamaze 6 28.6 

YMCA 1 4.8 

Birth Center 4 19.0 

Hospital 1 4.8 

Sample 

criteria for the selection of subjects included the 
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ability to read and understand English, and a willingness to 

respond to the questionnaires. The sample was a nonrandom, 

convenience sample, and was classified as a nonprobability 

sample (Kerlinger, 1986). 

Sample Size 

The sample size was determined by the number of subjects 

required to perform the desired statistical analyses. In 

order to stabilize the correlation matrix, a sample of at 

least 10 s'_'.hj €<.:;;:;s par variable mandated a minimum sample of 

70 to test the theoretical model (Pedhazur, 1982). 

Factor analysis, proposed as a method to assess construct 

validity, also requires a minimum number of subjects per 

variable item to stabilize the correlation matrix upon which 

the statistics are derived. The literature does not agree 

upon the exact number of subjects required for such an 

analysis. Aleamoni (1973; 1976) suggests 2.5 subjects per 

variable item (n = 65), where Kerlinger (1986) recommends a 

more conservative number of 8 to 10 subjects per variable item 

(n = 270) to establish confidence in the factor analysis 

results. 

Al though a large number of questionnaires were not 

returned, only three women in the small group settings refused 

to take a survey when they were distributed. Reasons given 
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for not taking a questionnaire included: 1) one man said his 

wife did not read/speak English well enough; 2) one woman 

stated her husband would not let her; and 3) one woman stated 

she did not want to complete a survey if it was for research. 

The only reason women gave for not returning the questionnaire 

packet was "forgetting". 

From the initial sample of 218 pregnant women, eight 

questionnaires were deleted for the following reasons: 1) one 

questionnaire was completed during a class by the pregnant 

woman's male companion; 2) responses on another questionnaire 

appeared to have been completed by the pregnant woman's 

husband (ie: the respondent wrote 'my wife and I' in response 

to the question which identifies who lives in the household); 

3) two women completed and mailed their questionnaires after 

they had delivered their babies; 4) one woman mailed her 

questionnaire packet to the investigator three months after 

the questionnaires had been handed out; and 5) three of the 

questionnaires returned by mail were blank or had only 

scattered answers completed on anyone page. All the subj ects 

in the final sample met the selection criteria establishe~ by 

the investigator. 

The demographic characteristics of the final sample (n 
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= 210) are presented next. The ages of the women ranged from 

15 to 42, with an average age of 27 years (S.D. = 5.44). The 

median age was 27 and the mode was 26. Fifty-six percent of 

the sample were age 20 to 29; 32.4% were age 30 to 39; and 

11.4% were less than 20 years of age. Eighty-one percent of 

the sample indicated they were married. 

All but one person, who lived in an Asian country as a 

child, completed elementary education. The number of high 

school years completed ranged from one to six. However, it 

was difficult to determine the actual number of high school 

graduates, since the length of high school education varies 

due to the advent of middle schools, accelerated curriculums, 

and graduate equivalent degree awards. 

Overall, the sample was well educated with 14.4% who had 

attended some form of vocational education program, and 73.8% 

college. Of those women who attended college, 59.4% (n = 92) 

completed four or more years, and 29% (n = 45) attended some 

form of graduate or medical education program. 

Regarding ethnicity, the greatest number of women 

identified themselves as White American (83.3%) followed by 

Hispanic American (10%), and Oriental American (3.8%). Other 

ethnic groups identified within the sample included: Native 

American; Egyptian; Irish-American; and Afro-American. These 
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groups each comprised less than one percent of the sample. 

A large variety of religious affiliations were 

represented within the sample. Most of the women identified 

themselves as Christian (83.3%). However, 19% indicated they 

had no religious affiliation. 

The number of years the women had lived away from their 

family of origin ranged from 0 to 22 years, with an average 

of 7.7 years (S.D. = 5.52). Seventeen women (8.1%) still 

lived at home with their parents, and three lived either with 

grandparents or siblings. Eight women (3.8%) had lived away 

from home less than one year. Almost three-fourths (152) 

women had lived away from home three or more years. 

All but six women had driver's licenses. In general, the 

women had been driving for a long period of time (mean = 10.4 

years). The number of years women had been driving ranged 

from 0 to 25 years (S.D. = 5.53) with a median of 11 years. 

Financially, most of the women in this sample were able 

to manage their finances on a budget (66.7%) or had enough 

money to spend as they pleased (15.2%). Only five women 

checked the category which indicated they were unable to make 

ends meet financially, and 32 indicated they were barely 

scraping by financially. These responses suggest that the 

sample was largely a middle to upper-middle income population. 
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The choice categories, however did not directly index gross 

income, but rather indexed the women's perceptions of their 

financial status within the context of their individual 

standard of living. The significance of these perceptions is 

exemplified by a comment written on one questionnaire, "We're 

doing ok, but there's never enough money. Together my husband 

and I make over $100,000 a year but it is not enough. You can 

never make enough money." 

More than 66% of the women in the sample worked outside 

of the home. Thirty-four of these working women (24.5%) 

planned to quit work after the baby was born, and 105 (75.5%) 

planned to continue to work after the baby was born. 

Additionally, the most common "write-in" comment for those 

women (n = 20) who checked the "other" category of working 

status indicated that they planned to return to work after a 

leave of absence. Women in this category were not directly 

counted in the 66% working outside the home because there was 

no indication that they were working at the time the 

questionnaires were completed. The most frequently cited 

reason for working or not working was related to financial 

status. The number of years worked outside the home ranged 

from 0 to 18 years. Thirty-six (17.1%) women had worked 

outside the home less than a year, with 20 (9.5%) having 
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worked less than six months. 

Of the 200 women who were required to pay fees to attend 

classes, the vast majority of fees were paid directly by the 

women. Other fee payments were provided by the following 

groups: 1) 15 were supported by public assis~ance programs 

(7.5%); 2) 37 were paid by third party payment companies 

(18.5%); and 3) 4 were paid by relatives (2%). Table 3 

summarizes the demographic characteristics of the sample. 



103 

Table 3. Sample Demographic Characteristics 

Frequency Valid % Range Mean Median Mode S.D. 

AGE (years) 15-42 26.83 27 26 5.44 

15-19 24 11.4 
20-29 117 55.7 
80-39 68 32.4 
.:!40 1 0.4 

EDUCATION 
(years) 0-6 3.84 4.0 4.0 0.63 

High School 

0 1 .5 
1 2 1.0 
2 5 2.4 
3 21 10.0 

.:!4 181 86.2 

Vocational 0-4 

0 180 85.7 
1 21 10.0 
>2 9 4.4 

College 1-9 2.71 2.5 0.0 2.29 

0 55 26.2 
1-3 63 40.7 
4 47 30.3 

5-9 45 29.0 

ETHNIC GROUP 

Hispanic 21 10.0 
White 175 83.3 
Oriental 8 3.8 
Native Amer. 1 1.0 
Egyptian 1 0.5 
Irish 1 0.5 
Black 1 0.5 
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Table 3. Sample Demographic Characteristics -- (Continued) 

Frequency Valid % Range Mean Median Mode S.D. 

RELIGION 

Christian 174 84.3 
Catholic 17 8.1 
LOS 55 26.2 
Protestant 66 31.4 

Jewish 6 2.9 
Moslem 1 0.5 
Pantheist 1 0.5 
Buddhist 2 1.0 
Islam 1 0.5 
None 40 19.0 

LENGTH OF TIME 
LIVED AWAY 
FROM HOME 0-22 7.7 8.0 2.0 5.52 

Still Live 
at Home 17 8.1 

1-11 mo. 8 3.8 
12-23 mo. 6 2.9 
24-35 mo. 24 11.4 
3-5 yrs 27 12.9 
6-10 yrs 63 30.0 

11-22 yrs 62 29.5 

LIVING ARRANGE-
MENTS (all) 

Single/Living 
Alone 3 1.4 

Single/Lives 
with Others 30 14.3 

Married 175 83.3 

LIVING ARRANGE-
MENTS (If Live 
With Others) 

Parents 17 3.3 
Siblings 1 0.5 
Grandparents 2 1.4 
Spouse/Equiv. 14 6.7 
Friends 6 2.9 
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Table 3. Sample Demographic Characteristics -- (Continued) 

Frequency Valid % Range Mean Median Mode S.D. 

LENGTH OF TIME 
HELD DRIVER'S 
LICENSE (years) 0-25 10.37 11 11 5.53 

0 6 2.9 
1-2 8 3.9 
3-5 32 15.24 
6-10 54 27.14 

11-20 % 45.71 
21-25 11 5.24 

FINANCIAL 

Can't Make 
Ends Meet 5 2.4 

Barely Scraping 
By 32 15.2 

Okay with 
Budget 140 66.7 

Enough to Do 
as Please 32 15.2 

WORK 

Do Not Work 50 22.8 
Work, Plan to 

Quit 34 16.2 
Work, Plan to 

Continue 105 50.0 
Other 20 9.5 

LENGTH OF TIME 
AT JOB (If Work) .1-18 4.11 3.0 2.0 3.74 

~6rno. 20 9.5 
7-12 rno 19 9.1 

13-23 mo. 29 13.8 
3-5 yrs. 36 17.1 
6-10 yrs. 38 18.1 

11-18 yrs. 9 4.3 
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Table 3. Sample Demographic Characteristics -- (continued) 

Frequency Valid % Range Mean Median Mode S.D. 

HOW EDUCATION 
FEES PAID 

Public Assist. 
3rd Party Paymt 
Relatives 
Self 

15 
37 
4 

126 

7.5 
18.5 
2.0 
60.0 

Obstetrical Demographics. Obstetrical demographics of 

the sample are presented in Table 4. Women ranged in 

gestational age from 10.3 weeks to 39.4 weeks, with an average 

gestational age of 30.9 weeks. Six women were in their first 

trimester of pregnancy, 31 were in their second trimester, and 

173 were in their third trimester. 

A little over half of the women (55.7%) were experiencing 

their first pregnancy; 40% had experienced between two and 

four pregnancies; and 3.4% had experienced between five and 

six pregnancies. However, 84.3% were nulliparas and twenty 

women had only one child. The greatest number of chiidren any 

one woman had was four. Thus, among the 44.3% who were not 

experiencing their first pregnancy, 275 pregnancies resulted 

in only 52 (19%) live births. 
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Table 4. Obstetrical Demographic Characteristics 

Frequency Valid % Range Mean Median Mode S.D. 

GESTATIONAL AGE 
(Weeks) 10.3-39.4 30.9 32.4 34.1 5.8 

10-13 6 2.8 
14-25 31 14.8 
26-40 173 82.4 

GRAVIDA 1-13 1.88 1.0 1.0 1.41 

1 117 SS.7 
2 42 20.0 
3 30 14.3 
4 12 S.7 
~S 8 3.8 

PARA 1-4 .24 .00 .00 .64 

0 177 84.3 
1 20 9.5 
2 9 4.3 
3 3 1.4 
4 1 .5 

Protection of Subject Rights 

The study was approved by the College of Nursing Ethical 

Review Subcommittee of the University of Arizona Health 

sciences Center prior to data collection. The study was 

deemed exempt from full University review and required only 

a verbal disclaimer for all subjects to read prior to 

participating in the research project (Appendix A). 
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A verbal description of the study was provided to all 

subjects, as well as the assurance of anonymity. only an 

identification number was attached to each questionnaire to 

assist with . data analysis. Nei ther participant names nor 

addresses were solicited, however 10 women provided their 

names in order to receive the research results or to receive 

general information from the investigator. 

One woman that the investigator contacted by telephone 

upon her written request revealed a history of substance 

abuse. This woman was referred with her consent to her 

physician and to a drug referral center. Follow-up telephone 

calls to this subject two and four weeks following referral 

indicated that she was receiving treatment for substance 

abuse. 

Data Collection Protocol 

Data were collected between April and July 1989. Subjects 

were recruited at the various prenatal education classes 

identified earlier. All explanations about the research 

project and questionnaire distribution were conducted by the 

researcher to control for procedural differences and maintain 

continuity. The ini tial data distribution and collection 

protocols are presented next. 
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Questionnaire Distribution Protocol 

Questionnaire distribution and collection protocols were 

designed to mirror the pilot test protocols which yielded a 

99% return rate. The investigator attended each of the 

classes from which data were collected. After introducing the 

study and questionnaires, the questionnaire packets were 

distributed. Agreement to participate in the research was 

indicated by the subject completing a questionnaire packet. 

The seven instruments used in the study were all 

questionnaires given in a fixed order across all the subjects. 

Although random ordering is sometimes employed to reduce bias 

which could occur if one questionnaire was influencing 

subsequent responses on another questionnaire, fixed ordering 

in this situation was hoped to achieve the same goal. Because 

two constructs had more than one measure, there was concern 

that a response set might occ~~ if instruments which measured 

the same concept were administered consecutively. The 

instruments are presented in Appendix B, in the fixed order 

as they appeared in the questionnaire packet. A subj ect 

demographic sheet was also completed. 

In order to accommodate the prenatal education sources, 

completion and collection'of the packets varied in minor ways. 

Upon distribution, participants were encouraged to complete 

the packets during the class breaks or immediately following 
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the class. Questionnaires were returned to the inv;stigator 

by placing them in a designated collection box. 

However, the procedure just described was an expressed 

concern of both the educators and some of the participants. 

The chief concern was that there was insufficient time to 

complete the questionnaires without interfering with the 

ongoing class. Gross inspection of the questionnaires 

demonstrated much more missing data than had been evidenced 

during the pilot test. Most of the missing data occurred on 

the last few pages of the questionnaire packet, thus 

reinforcing the concern as a valid problem. Additionally, 

multiple subjects expressed regret that they did not have time 

during the class to complete the questionnaires and did not 

want to stay beyond the class to finish. 

First Protocol Revision 

The finding that the subjects had inadequate time to 

complete the questionnaires was not a total surprise, because 

several scales were added to the questionnaire packet after 

the pilot study. The results of the first questionnaire 

distribution confirmed this procedural problem. Thus, an 

alternative method of data collection was employed. 

Participants were allowed to take the questionnaire home to 

complete and return the following ,class period. This option 

was only offered to subjects participating in serial classes. 
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Fawcett (1989) employed this type of data collection 

procedure with pregnant women who attended prenatal education 

classes and reported a return rate of approximately 90%. 

After distributing the first 155 questionnaires under the new 

protocol, the questionnaire return rate was examined. The 

return rate was calculated to be less than 25%, even when the 

questionnaires were solicited two and three classes later. 

Because of the low return rate, this data collection method 

was also deemed unsatisfactory for the study. 

Second Protocol Revision 

Subjects were queried as to problems they had with the 

data collection methodology, and were asked for potential 

solutions. The women unanimously indicated that they merely 

could not remember to bring the questionnaire packet with them 

to class and suggested that the questionnaires could be 

mailed. 

As a result of these findings, the data collection was 

revised a second time. As with the previous methodology, 

participants were instructed to take the questionnaire packet 

home to complete and return it the following class period. 

However, if the questionnaires were not returned at the 

designated class period, each subj ect was given a prepaid 

mailing envelope addressed to the investigator' and was 

instructed to mail the questionnaire packet at her earliest 



112 

convenience. This mail methodology also extended to women who 

attended one-time class offerings. Women who attended 

one-time class offerings were distributed both a questionnaire 

and a mailing envelope after being introduced to the study. 

The protocol just described increased the questionnaire 

return rate to almost 95%. On the basis of these findings, 

the mail option protocol was adopted for the remainder of the 

data collection period. 

Instruments 

The four concepts in the proposed theoretical model were 

operationalized in order to test the relationships among 

concepts. The concepts and their empirical measures are as 

follow: 

1. "Self-Satisfaction" was measured by three instruments: 

the Index of Well-Being (IWB) by Campbell, Converse, & 

Rodgers (1976); the Self-Esteem Scale (SES) by Rosenberg 

(1965); and the Myself As Mother-Sorenson Revision scale 

(MAM-SR) . MAM-SR was originally developed by Walker 

(1977) and was revised by Sorenson (198ge). 

2. "Affirmatory Communication in Pregnancy" was measured 

by the Affirmatory Communication in Pregnancy Instrument 

(ACPI) and the Personal Resources Questionnaire, Part B 

(PRQ). The author for the ACPI is Sorenson (1989b), and 

the authors for the PRQ are Brandt and Weinert (1987). 
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3. "Life Event Timing Synchrony" was measured by the 

Pregnancy Timing Instrument (PTI) as constructed by 

Sorenson (1989d). 

4. "Physical Symptoms Related to Pregnancy" was 

operationally measured by the Physical Symptoms Checklist 

Sorenson Extension (PSC-SE) • The checklist was 

originally developed by Fawcett (1987) and extended by 

Sorenson (1989a). Detailed scoring instructions for each 

of the instruments are provided in Appendix C. 

Permission was requested to utilize all instruments in 

this investigation except for those developed by the 

investigator (see Appendix D). 

Assessment of Validity and Reliability 

The research instruments were evaluated for validity and 

reliability prior to selection. A description of each 

instrument is provided along with the previously reported 

psychometric properties from other research findings are 

presented. For instruments constructed by the investigator, 

Additional pilot test information relative to instrument 

development, is summarized in Appendices E and F. Finally, 

the psychometric properties of each instrument used within the 

current research sample are presented. 



Index of Well-Being 

The Index of Well-Being (IWB) is 
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a 9-item, 

self-administered questionnaire based on a semantic 

differential scale format. IWB was designed to measure the 

respondent's level of satisfaction with their current life. 

As a mu.ltidimensional index, the IWB measured both the 

cognitive and affective dimensions of ger.eral well-being 

(Campbell, et ale, 1976). 

The IWB is computed as the sum of two scores. The first 

score is the score on a single item of overall life 

satisfaction which is multiplied by a factor of 1.1. The 

second score is the average score on the eight remaining 

semantic differential items which measure general affect. A 

higher summated score indicates a higher perceived level of 

satisfaction with life. The possible range of scores is 9.1 

to 63.7. 

Concurrent validity has been estimated by correlating the 

IWB with two theoretically related variables (self-esteem and 

self-competence). The resulting correlation coefficient was 

.35 (Campbell, 1976). 

Internal consistency has been estimated at .89 using 

alpha and omega in a sample of 2160 subjects (Campbell, et 

al., 1976). All item-to-total scale correlations for that 

same sample were above .67. The scale had been utilized for 
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a number of populations and age groups. However, the IWB had 

not been found to have been utilized in a population of 

pregnant women. 

Self-Esteem Scale 

The Self-Esteem Scale. (SES) is a ten-item questionnaire 

which was designed to measure the self-acceptance aspect of 

self-esteem. Although the SES was originally based on a 

Guttman scaling methodology (Rosenberg, 1965), the SES has 

also been utilized as a summative scale without the groupings 

of items needed for the Guttman format (Robinson & Shaver, 

1973) • For this research, the items were answered on a 

four-point scale likert-type format whose anchors ranged from 

strongly agree to strongly disagree. Half of the items were 

reverse coded. The possible range of scores is 10 to 40. 

Items for the scale were selected for use with high 

school students. Rosenberg (1965) utilized a sample of 5,024 

high school juniors and seniors from 10 randomly selected New 

York schools to aevelop and test the SES. The SES has been 

tested for convergent, discriminant, and predictive validity 

(Robinson, et al., 1973). Convergent validity estimates based 

on correlations between the SES and other measures of 

self-esteem and self-assessment ranged between .27 and .83, 

depending on the sample used (Robinson, et al., 1973). 
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Demo (1985) provided an explanation for the correlational 

differences stating that self-esteem is a multidimensional 

concept. Thus, poor convergent validity estimates may result 

from comparing different dimensions of self-esteem. Demo 

(1985) cited his results from a confirmatory factor analysis 

and LISREL techniques performed with a sample of 55 

adolescents that participated in a 6-year longitudinal study 

of adolescent self-esteem. He indicated that his results 

provide substantial support for the SES's construct validity. 

Discriminant validity estimates, based on correlations 

between the SES and measures of stability and stability of 

perceptual performance, were close to zero (Robinson, 1978). 

In addition to discriminant validity, Rosenberg (1965) 

provided a number of self-reported consequences of positive 

self-esteem which may lend themselves to predict~ve validity. 

The SES has been widely utilized wi th a variety of 

samples. Several pregnancy-related studies included the SES 

as a meas~re of self-esteem in a variety of samples, such as 

adolescent pregnancy (Unger & Wandersman, 1985); uncomplicated 

non-adolescent pregnancies (Wallace, et al., 1986); high-risk, 

non-adolescent pregnancies (Kemp & Page, 1987); and stressed, 

non-western cultural groups (Hobfall & London, 1986). The 

instrument has demonstrated adequate estimates of validity and 

reliability across all the pregnancy-related studies. 
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Myself as Mother-Sorenson Revision 

The Myself as Mother-Sorenson Revision instrument (MAM

SR) is an adaptation of Walker's (1986) Myself as Mother (MAM) 

instrument designed to measure maternal self-satisfaction. 

The original Myself as Mother instrument is a 

self-administered semantic differential scale based on the 

evaluative dimension only (Walker, 1986). The MAM consists 

of 11 bipolar adjective pairs embedded in a 22-item 

questionnaire provided the evaluative dimension. The MAM was 

based on a 7-point semantic differential scaling methodology. 

The higher the score, the more positive the maternal 

self-evaluation. The possible range of scores is 11 to 77. 

Adjective pairs were selected by the instrument's author 

to build the initial semantic differential scale. The 

instrument was initially tested using a sample of mothers who 

attended a military well-baby clinic (Walker, 1977). 

Walker (1989) indicated that concurrent validity was 

supported by moderate correlations between the Myself as 

Mother scale and a self-confidence scale administered twice 

postpartally (r = .41 & .62): 

promotion lifestyle (r = .48). 

and a measure of health 

Discriminant validity was 

supported by the negative correlations observed between the 

Myself as Mother scale and measures of perceived stress (r = 

-.53), and state and trait anxiety (r = -.41) measured in 
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different postpartal samples. 

Internal consistency estimates (coefficient alpha) for 

four samples tested during the postpartum period (n = 68 to 

91) ranged from .72 to .87. Although qualified as being an 

inappropriate measure of reliability due to the dynamic nature 

of the postpartum period, test-retest reliability estimates 

ranged from .36 to .71 (Walker, 1989). 

The Myself as Mother instrument was revised by Sorenson 

(1989). The Myself as Mother-Sorenson Revision (MAM-SR) was 

developed because the vocabulary used in the original scale 

required a higher educational level than a portion of the 

expected sample for the current research study. Additionally, 

some of the adjectives were altered to correct their 

pejorative nature which may elicit a socially desirable 

response bias. The adjectives were altered by using a 

thesaurus to identify word exchanges. Newly created adjective 

pairs were shared with the instrument's original author. The 

MAM-SR did not undergo psychometric testing prior to its use 

in this research. 

The original Myself as Mother has only been utilized 

within the postpartum context. However, Walker (1989) 

indicated that the instrument was not exclusive for use in 

the postpartum period, since maternal identity is also 

developing during the prepartum period. Since no validity 
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tests were performed with the instrument's use in a pregnant 

population, results need to be interpreted with caution. 

Affirmatory Communication in Pregnancy Instrument 

The Affirmatory Communication in Pregnancy Instrument 

(ACPI) is a 24-item questionnaire, which includes one 

criterion-related item (#24). The purpose of the ACPI is to 

measure the amount of affirmatory communication a pregnant 

woman feels she receives when she discusses pregnancy-related 

experiences with others. 

The ACPI is based on a five-point Likert-type scale whose 

anchors are: almost no understanding (1), little understanding 

(2), some understanding (3) , quite a bit of understanding (4), 

and almost full understanding (5). Each rating was specified 

for an individual question. The higher the score, the higher 

the perceived affirmatory communication. Total scores for the 

ACPI range from 23 to 115. 

Items were primarily developed using lay 

pregnancy-related literature, and qualitative analyses of 

ethnographic interviews, personal, and professional 

experiences. After the items were generated, general support 

for the items could be found in the professional literature. 

The professional literature differed somewhat from the lay 

literature because it largely provided an etic viewpoint, 

where the other sources provided an emic viewpoint. 
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content validity was addressed by a panel of eight 

judges. The panel included: a nonsubstantive professional 

judge; two certified nurse midwives enrolled in doctoral 

education; two maternal-child nurse specialists who were 

minority students enrolled in doctoral education; and three 

lay judges who represented three different gestational stages 

of pregnancy. These judges initially had an 87% agreement 

that the domain was adequately sampled and items were 

consistent with the conceptual definition. After the 

instrument was revised according to their recommendations (see 

Sorenson, 1988), judges demonstrated 100% agreement. 

Following the initial pilot testing and subsequent 

revision, the current Affirrnatory Communication in Pregnancy 

Inst~~ent (ACPI) underwent a second pilot testing using a 

sample of 46 pregnant women (Sorenson, 1989). pilot test 

results for the 23-item ACPI indicated a reliability estimate 

of .94 using Cronbach I s alpha. Inter-item correlations ranged 

from .41 to .77. Item-to-total correlations ranged from .43 

to .77. 

Individual item correlations with the singular criterion 

item (included in the scale) ranged from .12 to .52. The 

total scale correlation with the criterion item was .59. 

Although the correlations were not as high as anticipated, the 

singular criterion item does not reflect the same wording 
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format as the other items in the scale, and thus may tap 

another conceptual area. However, this item is not utilized 

as a part of the instrument. Additional details of the pilot 

test results are reported in Appendix E. 

Personal Resource Questionnaire 

The Personal Resource Questionnaire-Part B (PRQ) is a 

scale designed to measure the respondent's perceived level of 

social support (Weinert, 1987). The 25-item instrument is 

self-administered, and responses are based on a 7-point Likert 

scale format. Each item provides a statement to which 

subjects are to circle one of the following responses: 

strongly agree, agree, somewhat agree, neutral, somewhat 

disagree, disagree, or strongly disagree. Five of the items 

receive reverse scoring. The higher the total score, the 

higher the perceived level of social support. Total scores 

for the PRQ can range from 25 to 175. 

construct validity was addressed by its authors in a 

cross-sectional design study of 100 men and women, ages 25 to 

65. convergent validity correlations evaluated between the 

PRQ and six other measures of social support, and discriminant 

validity correlations with those same measures and a measure 

of affective states lend support to the PRQ ' s construct 

validity (Gibson & Weinert, 1987). 
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The PRQ is proposed as a multidimensional scale with 

five underlying dimensions: intimacy, social integration, 

nurturance, worth, and assistance. Only three dimensions 

(intimacy/assistance; reciprocity; and integration/ 

affirmation) have been sUbstantiated with collective data sets 

(Weinert, 1987). However, Brown (1986b) suggests, after 

examining social support during pregnancy, that the PRQ is 

unidimensional. corroborating this suggestion, a cluster 

analysis performed on the PRQ using a pilot sample of 46 

pregnant women demonstrated no discernable subscales 

(Sorenson, 1989). 

During the PRQ development and testing, the authors 

reported the internal consistency estimates (alpha) of four 

data sets (n = 45 to 738). These coefficients ranged from .87 

to .91 (Weinert, 1989). Alpha coefficients for the five 

subscales were calculated from 9 samples which ranged in age 

(young, middlescent, and older adults) and sample size (n = 

45 to 188). Reliability estimates varied from .61 to .90 

(Weinert, 1986). Intercorrelations among the five subscales 

for combined samples (total n = 364) ranged from .38 to .59. 

Subscale-to-total scale correlations ranged from .70 to .81 

(weinert, 1987). Test-retest estimates for a group of 100 

adults ages 30 to 37 was .72 (p ~ .001) (Weinert, 1986). 
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The PRQ has been utilized in a number of research studies 

with various populations. Although the majority of the 

research reported has been performed with a community-based 

population, the PRQ has been utilized in a few nursing studies 

as an instrument to measure social support during pregnancy 

(Arronson, 1989; Brown, 1986a; Brown, 1986b). 

Pregnancy Timing Instrument 

The Pregnancy Timing Instrument (PTI) was developed by 

the investigator to assess the degree of synchrony a woman 

perceives between the actual pregnancy event and her personal 

ideal, social ideal, and cohort ideal of pregnancy timing. 

The higher the score, the more the perceived timing synchrony 

a woman experiences. 

The instrument underwent extensive changes after its 

original development and pilot testing without subsequent 

psychometric testing prior to its use in this research. 

Therefore, the psychometric properties are briefly summarized 

here. Appendix F provides a more detailed description of 

the pilot test results and instrument development. 

The original 15 items developed for the PTI were derived 

from theoretical aspects of the life-span developmental 

literature and were further developed from inductive 

interviews and clinical anecdotes. Content validity was 

assessed by a panel of 5 judges. Judges expressed an 83% 
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agreement regarding item clarity; a 96% agreement that the 

conceptual label was consistent with the items; and a 67% 

agreement that the items were unique, displaying no overlap. 

Existing items were revised and additional items were 

generated from discussions with the judges. 

Preliminary psychometric testing of the PTI was performed 

using a sample of 46 pregnant women who attended childbirth 

education classes offered by CEA. 

addressed by cluster analysis. 

Construct validity was 

The three theoretically 

identified subscales (personal ideal, cohort ideal, and social 

ideal) were supported. 

Internal consistency estimated using Cronbach' s alpha was 

.92 for the total scale; .91 for the personal ideal subscale; 

.89 for the cohort ideal subscale; and .91 for the social 

ideal subscale. Item-to-total scale correlations ranged from 

.26 to .74. Item-to-subscale correlations demonstrated the 

following ranges: 1) the personal ideal had correlations 

between .31 and .88; 2) the cohort ideal had correlations 

between .83 and .88; and 3) the social ideal had correlations 

between .88 and .93. Inter-item correlations among items in 

the cohort and social ideal subscales were extremely high, 

possibly due to redundancy or response set bias. 

Construct validity was also assessed using predictive 

modeling. The relationships between the PTI and a partial set 
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of variables displayed in the model were according to thos~ 

predicted. Results of the pilot test were discussed with the 

panel of content validity judges. Discussions with the judges 

yielded the following scale modifications: 1) items and 

response categories were reformulated to reduce complexity; 

2) eight items were added to strengthen subscalesi and 3) the 

number of response categories was shortened to 5. 

Physical Symptoms Checklist-sorenson Extension 

The Physical Symptoms Checklist-Sorenson Extension (PSC

SE) (Sorenson, 1989) is a reformulation of the Symptoms 

Checklist (SC) developed by Fawcett (1986). The SC was 

originally developed to measure spouses' subjective reports 

of physical and psychological symptoms which occurred after 

the pregnancy began. 

The original SC consists of 20 physical and 3 

associated with pregnancy and the psychological symptoms 

postpartum period. Subjects are instructed to place a mark 

beside each of the symptoms experienced. The SC is then 

dichotomously scored. A value of 1 is assigned if a symptom 

was experienced. 

of 0 is assigned. 

If a symptom was not experienced, a value 

A total score is established by summing 

the assigned values. Thus, the more symptoms experienced, the 

higher the score. 
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content validity for the SC was established through a 

literature review and a panel of five clinical nurse 

specialists involved in women's health care (Fawcett, et al., 

1987). Reliability was assessed for the SC by test-retest 

methods during a pilot study of 15 couples. Fawcett, et al. 

(1986) report a mean agreement between an initial and one week 

repeat testings at 73% (range = 47 to 93% agreement) for 

women. Men's test-retest mean agreement was also 73% (range 

= 47 to 100% agreement). No other psychometric properties 

were assessed (Fawcett, 1989). 

In order to Instrument Reformulation and Development. 

assess content validity, a precursory review of 

The instrument pregnancy-related literature was performed. 

was then compared to the findings and to the conceptual 

definition. Sorenson (1989) dropped the three psychological 

symptoms in order to maintain conceptual clarity, and added 

20 items which were symptoms addressed in the literature, but 

not already incorporated into the SC. The instrument's 

dichotomous format was not altered. 

A panel of two certified nurse-midwives and two pregnant 

women addressed content validity. Members of this panel 

demonstrated 100% agreement that the items sampled the content 

domain and represented the conceptual definition provided. 

No reliability testing was performed on the expanded checklist 
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prior to its use in this research. Both internal consistency 

and test-retest reliability are inappropriate for this 

instrument, since symptoms are not interdependently 

experienced during pregnancy and are not stable across time. 

Summary 

This chapter provided a description of the study design, 

sample, setting, protection of human rights, e.nd data 

collection protocol. The instruments chosen to index the 

concepts include the Index of Well-Being, Self-Esteem Scale, 

Myself as Mother-Sorenson Revision, Affirmatory Communication 

in Pregnancy, Personal Resources Questionnaire, Pregnancy 

Timing Instrument, and Physical Symptoms Checklist-sorenson 

Extension. Except for the Physical Symptoms Checklist

Sorenson Extension, all the instruments have demonstrated 

adequate reliability coefficients for use in this study. Only 

the Self-Esteem Scale has had repeated content validity 

testing within a popUlation of pregnant women. 
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CHAPTER 4 

DATA ANALYSIS 

The purpose of this study was to examine the 

relatiqnships among the concepts: self-satisfaction, 

affirmatpry communication, pregnancy timing synchrony, and 

physical symptoms in pregnancy. The analyses of these 

relationships are presented in this chapter. The data 

analysis was directed by the research questions and 

theoretical structure presented in chapters one and two. The 

data were analyzed through a series of steps. These steps 

included: exploratory analysis, validity and reliability 

assessments, canonical correlations, regression analysis, and 

residual analysis. 

Initial Exploratory Analysis 
• 

Exploratory data analysis was conducted as a preliminary 

step in data analysis. The reasons for conducting this 

analysis were twofold: 1) to evaluate the data for potential 

outliers; and 2) to assess whether the data met the 

assumptions for statistical analysis (Hartwig & Dearing, 

1979) • The data were examined for outliers by inspecting 

boxplots, stem-and-leaf diagrams, variable response 

distributions and correlation matrices. Since no subjects 



129 

consistently demonstrated extreme values on all of the 

variables, all 110 subjects were retained in the final 

research sample. 

Examination of the data distributions for each maj or 

variable revealed negative skews for some of the variables, 

due to high response ratings. Scales which revealed 

distributional problems included: Personal Resources 

Questionnaire, Pregnancy Timing Instrument, Index of Well

Being, and Self-Esteem Scale scales. In order to meet the 

statistical assumption of normal or symmetrical distributions, 

these scales were transformed using a squared score in order 

to improve the distribution toward a more symmetrical shape 

for canonical and regression analyses. 

Correlations among variables were inspected to rule out 

the presence of multicolli!learity among variables. The 

correlations ranged from -.29 to .53. According to Gordon 

(1968), multicollinearity is defined as a correlation 

exceeding .65. Therefore, multicollinearity was not an 

identified concern for the variables studied. 

Assessment of Psychometric Properties 

The psychometric properties of each research instrument 

were assessed prior to univariate and mUltivariate data 

analy~es. Reliability estimates using alpha coefficients were 
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calculated for all the scales except the Physical Symptom 

Checklist-SE to assess internal consistency. The criterion 

levels for reliability coefficients were set at .70 for the 

Affirmatory Communication in Pregnancy Instrument (ACPI), 

Pregnancy Instrument (PTI) , and Myself as Mother Instrument

Sorenson Revision (MAM-SR), because they were immature scales, 

and .80 for the mature Personal Resources Questionnaire (PRQ) , 

Index of Well-Being (IWB) , and Self-Esteem Scale (SES) 

(Nunnally, 1978). 

Internal consistency was also examined by reviewing the 

inter-item correlations and item-to-scale correlations for 

each of the immature scales. The criterion for the number of 

inter-item correlations for each item which range between .30 

and.70 was set at 50%. The criterion range for item-to-total 

scale correlations was set between .40 and .70 (Hinshaw & 

Atwood, 1982). 

Validity was also evaluated within this research sample. 

Construct validity was addressed by predictive modeling and 

factor analyses. The predictive modeling analysis is 

presented later in this chapter. Factor analyses were 

performed on the following instruments: Affirmatory 

Communication in Pregnancy Instrument, Personal Resources 

Questionnaire, Pregnancy Timing Instrument, and Myself as 
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Mother-Sorenson Revision, using principal axis factoring 

techniques. The following criterion levels were set: items 

must have had factor loadings of at least .40, and be at least 

.20 different from loadings on other subscales (Kerlinger, 

1986). 

Missing data was handled by accepting subj ect 's responses 

to a scale if there was not more than 20% missing data on a 

given scale (Hull & Nie, 1981). No mean substitutions were 

performed. The instruments are presented in the following 

order: Index of Well-Being, Self-Esteem Scale, Myself as 

Mother-Sorenson Revision, Affirmatory Communication in 

Pregnancy Instrument, Personal Resources Questionnaire, 

Pregnancy Timing Instrument, Physical Symptoms Checklist

Sorenson Extension. 

Index of Well-Being 

Frequencies for each item in the Index of Well-Being were 

initially examined. Data collected for the current research 

demonstrated subj ects who had between one and two missing 

values for each of the Index of Well-Being items. Subjects 

utilized the full six-point response range for all nine items. 

Item means ranged from 4.6 to 5.8, and standard deviations 

ranged from .9 to 1.3. standard deviations were all less than 

one-half the item mean response. 
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Correlations among all items ranged between • '~2 and .72, 

with an mean of .54. Except item #7 (r = .83), all items met 

the criteria for item-to-total scale correlations (.40 to 

.80). Both the standardized and unstandardized Cronbach' s 

alpha coefficients were .91. The Index of Well-Being scale 

displayed a satisfactory pattern of psychometric properties 

and was utilized in data analysis. 

Self-Esteem Scale 

In the current research, the descriptive data compiled 

for each item in the Self-Esteem Scale was examined. The 

Self-Esteem Scale had between five and nine missing values for 

each item. 

could not 

For a number of items, subjects indicated they 

decide between two values. All "undecided" 

responses were coded as missing values. The full four-point 

response range was used for all items except item #3. This 

item had a response range from 2 to 4. This was a positively 

worded item and did not require reverse scoring. 

All but one item (#4) had 50% or more items which 

inter-item correlations between .30 and .70. Inter-item 

correlations ranged from .19 to .60 (mean = .39). All items 

met the criterion range for item-to-total correlations. Both 

the standardized and unstandardized alpha reliability 
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coefficients were .86. The self-esteem scale demonstrated 

adequate reliability to utilize in further data analyses. 

Myself as Mother 

In the current research, a number of problems were 

identified within the Myself as Mother-SR scale prior to 

psychometric analysis. First, two adjective pairs were 

inadvertently omitted when the instrument was typed. Second, 

in an attempt to increase readability and understanding of an 

adjective pair, an invalid adjective pair was inserted for 

item #14. Thus, item 14 was deleted prior to analysis, 

reducing the scale to an eight-item scale. 

Item frequencies were performed to examine the data for 

missing values. All items had between 2 and 5 missing values. 

Subjects utilized the full 7-point item response range for all 

items except #9 and #10. For these two items, subjects used 

only the first six response categories. Item means ranged 

from 3.52 to 5.82; standard deviations ranged from 1.07 to 

1.57. 

None of the items met the 50% criteria for the number of 

inter-item correlations in the range between . 30 and .70. 

Inter-item correlations ranged between -.15 and .51 (mean = 

.22). Item-to-total correlations ranged from .18 to .40. Two 
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items (#2 & 17) did not meet the criterion range (.40 to .80) 

for item-to-total correlation. 

The standardized alpha was .70, and thus met the 

reliability standard (.70) for immature scales (Nunnally, 

1978). Alpha relaibility was utilized according to Walker's 

(1989) justification that only one semantic differential 

dimension (evaluative) was indexed by this scale. Although 

the scale generated a number of psychometric concerns, it was 

retained for the current analysis. 

Affirrnatory Co~munication in Pregnancy 

Frequencies were inspected for each item in the 

Affirmatory Communication in pregnancy Instrument. The number 

of missing responses per item ranged from 2 to 15. Three 

items had considerably more missing responses than the other 

items. These were: item #18 (11 missing); item #19 (15 

missing); and item #21 (12 missing). These three items 

appeared to have a more intimate nature than the other items, 

as supported by qualitative comments written on the 

questionnaires. A typical comment was, "I do not talk to 

anyone about this". Because of this intimacy, it was not 

surprising to have more missing data on these questions. 

For all the items, subjects selected responses from the 

full five point response range. Item means ranged from 3.30 
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to 3.83 with standard deviations ranging from .83 to 1.07. 

Standard deviations for all items were all less than one-half 

the mean item responses. 

Inspection of the inter-item correlation matrix indicated 

that three items did not meet the criterion which indicates 

that 50% of the item's intercorrelations should fall between 

.30 and .70. These were: item #1 (23%); item #3 (32%); and 

item #4 (41%). The mean inter-item correlation was .35 

(minimum = .09; maximum = .63). All items met the criterion 

for item-to-total correlations, demonstrating a range from. 41 

to .60. 

The sample size for reliability testing was based on a 

sample of 174 subjects because list-wise deletion of missing 

items was utilized. Both the standardized and unstandardized 

Cronbach's alpha coefficients were .93. Although minor 

problems were identified for individual items within the 

Affirmatory Communication in Pregnancy Instrument, there was 

no general pattern which indicated that the scale would be 

improved by deleting items. 

Cursory examination 

principal axis factoring 

of the unrotated 

of the 23-item 

exploratory 

Affirmatory 

Communication in Pregnancy Instrument demonstrated four 

un rotated factors with eigenvalues greater than 1. o. criteria 
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for item selection were: 1) at least .20 difference between 

loadings on factors (Kerlinger, 1986), and 2) individual 

factor loadings of at least .30 (Pedhazur, 1982). All the 

items loaded on factor one, and only a total of 6 items loaded 

on the remaining three factors. However, none of the items 

on factors two, three, and four met the established criteria. 

Factor 1 accounted for 36.4% of the variance, factor 2 

accounted for 4.7% of the variance, factor 3 accounted for 

2.4% of the variance, and factor 4 accounted for 2.4% of the 

variance. The scree plot provided additional support for a 

one factor scale. Thus, as conceptually described, the 

Affirmatory Communication in pregnancy Instrument factor 

analysis results supported a one factor scale. 

In order to further address construct validity, principal 

axis factor analysis with a forced one factor solution was 

performed. The eigenvalue of this factor was 8.2, and 

accounted for 38.5% of the variance. All items loaded on this 

factor, yielding factor loadings which ranged from .73 to .42. 

As conceptualized, the Affirmatory Communication in Pregnancy 

Instrument was accepted as a one factor scale, since all 

criteria were met. 

Concurrent validity was addressed by correlating items 

#1 through #23 with the criterion item (#24). Correlations 
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ranged from .41 to .59, and thus provided some support for 

concurrent validity. 

As indicated in the above discussion, the Affirmatory 

Communication in Pregnancy Instrument generally met the 

established criteria. Results of the psychometric testing 

indicated that the instrument demonstrated sufficient 

reliability and validity to utilize in theory testing. 

Personal Resource Questionnaire 

The Personal Resources Questionnaire was first inspected 

for response patterns. The number of missing item responses 

ranged from 4 to 7 per subject per item. The full 7-point 

response range was utilized for all but five items (items #9, 

17,18,22 and 22). These five items only utilized a response 

range from 2 to 7. Item means ranged from 5.02 to 6.71 with 

standard deviations which ranged from .78 to 1.97. Standard 

deviations were considerably less than one-half of the mean 

item responses. 

Inspection of the inter-item correlations revealed nine 

items which did not meet the criterion of 50% of item 

correlations which range between .30 and .70. The mean 

inter-item correlation was .29 (minimum = .04; maximum = .74). 

Item-to-total correlations ranged from. 33 to .64. Four items 

did not meet the criteria for item-to-total correlations 
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(items #4, 12, 16, 21). These were items which also had 

problems with inter-item correlations. 

Reliability estimates were based on a sample size of 192 

because list-wise deletion of missing cases was utilized. The 

unstandardized Cronbach's alpha coefficient was .90, and the 

standardized alpha coefficient was .91. 

The Personal Resources Questionnaire was utilized in this 

study was to assess concurrent validity for the Affirmatory 

Communication in Pregnancy Instrument. Therefore, an 

exploratory factor analysis was performed to assess whether 

the Personal Resources Questionnaire performed as it had in 

past testings, rather to assess construct validity per see 

An exploratory principal axis factoring of the 25-item scale, 

using varimax rotation yielded five factors with eigenvalues 

greater than 1. O. Factor one had 10 items with factor 

loadings; factor two had 8 items with factor loadings; factor 

three had 11 items with factor loadings; factor four had 4 

items with factor loadings; and factor five and 2 items with 

factor loadings. If the six items which had low or double 

factor loadings were deleted, only three factors would have 

remained. These three factors reflected the conceptual 

descriptions of intimacy, reciprocity, and affirmation 

presented by weinert (1987). 
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Results of the psychometric testing indicated that the 

Personal Resources Questionnaire demonstrated sufficient 

reliability and validity to utilize to assess concurrent 

validity of the Affirmatory Communication in Pregnancy 

Instrument. Although several items demonstrated a general 

pattern of an inability to meet the established criteria, they 

were retained because one author (Weinert, 1939) declined 

permission to adapt the instrument. 

Pregnancy Timing Instrument 

Data from the Pregnancy Timing Instrument was inspected 

to assess the number of missing values. Except for one item 

(#17) which had 12 missing values, the number of missing 

values for each item ranged from 2 to 5. Item #17 addressed 

the timing relationship between the pregnancy and the woman's 

educational plans. A number of subjects discussed this item 

with the researcher and indicated that this item was 

inappropriate for older women. 

For all items, subjects selected responses from the full 

5-point response range. Item means ranged from 2.63 to 4.28, 

with standard deviations ranging from .76 to 1.58. Standard 

deviations were all less than one-half the mean item response. 

Inspection of the inter-item correlations indicated problems 

with several items which did not meet the criterion that 50% 
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of the item's inter-item correlations range between .3 and. 7. 

These items were: 1 (32%); 4 (20%); 5 (28%); 6 (48%); 9 (40%); 

and 25 (40%). Inter-item correlations ranged from r=-.19 to 

r=.84, with a mean of .32. 

Item-to-total scale correlations ranged from r=-.09 to 

r=.81. Five items did not meet the evaluation criteria. The 

items and item-to-total correlations were: #2 (r=-.09); #4 

(r=. 37) ; # 5 ( r= • 33) ; # 9 (r= • 41) ; # 2 0 (r= • 81) • Both 

standardized and unstandardized Cronbach's alpha coefficients 

were .92. 

Because the Pregnancy Timing Instrument had never been 

examined with factor analysis, an exploratory principal axis 

factor analysis was performed after deleting three items 

(items #2,) which clearly did not meet the established 

criteria for the item analysis described earlier. Two factors 

had eigenvalues greater than 1. 0, with the first factor 

explaining 38.3% of the variance. The scree plot also 

supported two factors. A forced two factor solution with 

oblique rotation was then performed, based on the evidence 

provided in the exploratory analysis. The eigenvalue for 

factor 1 was 8.73, and the eigenvalue for factor 2 was 1.66. 

The percentage of variance accounted for was 37.9 and 7.2 

(45.2 cumUlative percent) on the two respective factors. 
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Based on the preceding item and factor analyses, the 

following items were deleted: #1, 2, 4, 5, 6, 9, 24, & 25. 

The deleted items did not meet more than one of the 

established criteria used to judge the quality of items. 

Items on the two factors did not correspondingly load with the 

theoretically derived factor structure proposed in the 

original instrument. However, only one cohort timing 

synchrony item and two social timing synchrony items were 

retained. The remaining 15 items were personal timing 

synchrony items which had been theoretically described as one 

factor. 

The final analysis of the remaining 18-item scale was 

based on a sample of 186 women due to list-wise deletion of 

cases with missing data. All items met the established 

inter-item and item-to-total scale correlation criteria. 

Inter-item correlations ranged from .19 to .84 with a mean of 

.42. Corrected item-to-total scale correlations ranged from 

.49 to .82. Both standardized and unstandardized Cronbach's 

alpha coefficients were .93. 

An exploratory factor analysis was performed on the 18-

item scale using principal axis factoring with an oblique 

rotation. This analysis yielded a clean, two factor solution. 

All items met the criteria for factor loadings (.30), and 
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there were no double-loading items. The first factor had an 

eigenvalue of 8.25, and explained 45.8% of the variance. 

Factor 2 had an eigenvalue of 1.47 and accounted for 8.2% of 

the variance. Because the factor analysis illuminated some 

concerns about the validity of the individual factor 

structures, only the instrument's total score was utilized in 

the data analyses. 

Physical Symptoms Checklist-SE 

Reliability for the Physical Symptoms Checklist-Sorenson 

Extension was not assessed in the current research proj ect 

because internal consistency is an inappropriate model to 

assesses this instrument, since symptoms are not 

interdependently experienced, and stability was not expected. 

It was assumed to have both face and content validity because 

of the vast amount of literature support for each item. 

Summary of Psychometric Analysis 

All instruments assessed for internal consistency met or 

exceeded the established reliability criterions of .70 for 

immature instruments and .80 for mature instruments. Although 

individual items on some of the established scales 

demonstrated minor problems during item analyses, the overall 



143 

psychometric properties of each scale were sufficient to meet 

the criteria for use in this study. 

Data Analyses 

The data analysis was next directed to the research 

questions. The first six research questions focused on the 

relationships of the following concepts to self-satisfaction: 

affirmatory communication; life event timing synchrony; and 

physical symptoms. Self-satisfaction was measured with the 

Index of Well-Being (IWB), Self-Esteem Scale (SES), and Myself 

as Mother-SR (MAM-SR). Affirmatory Communication was measured 

with the Affirmatory communication in Pregnancy Instrument 

(ACPI) and the Personal Resources Questionnaire (PRQ). Life 

event timing synchrony was measured with the Pregnancy Timing 

Instrument (PTI) , and the physical symptoms concept was 

measured with the Physical Symptoms Checklist-SE. To answer 

the first six research questions, a Pearson product-moment 

correlation matrix of all the scales utilized was constructed. 

Table 5 displays the correlation matrix comprised of the seven 

instruments utilized in this research. The findings related 

to each research question are presented next. 



Table 5. Correlations among Research Instruments 

Index of Myself 
Well- Self- as Affirmatory Personal Pregnancy Physical 
Being Esteem Mother Communication Resoura:s Timing Symptoms 

Index of 
Well-Being 1.0 

Self-Esteem .43** 1.0 

Myself as 
Mother .46·· .33·· 1.0 

Affirmatory 
Communication .25·· .23·· .26·· 1.0 

Personal 
Resources .53·· .45·· .34·· .36·· 1.0 

Pregnancy 
Timing .46·· .41·· .34** .16* .38*· 1.0 

Physical 
Symptoms -.15· -.13· -.29·· .02 -.11 -.25·· 1.0 

• p..s. .05 
.* P ..s. .01 
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Research Question #1 

Research question #1 was: What is the relationship 

between affirmatory communication and self-satisfaction? The 

correlations between the Affirmatory Communication in 

Pregnancy Instrument and the three measures of self

satisfaction, Index of Well-Being, Self-Esteem Scale, and 

Myself as Mother-SR were all significant at p ~ .01, and were 

of moderate maqnitude; r = .25, .23, and .26 respectively . 

. 26 

The correlations between the Personal Resources 

Questionnaire and the three measures of self-satisfaction, 

IWB, SES, and MAM-SR were all significant at p ~ .01, and 

were of moderate magnitude; r = .53, .45, and .34. (p ~ .01). 

Research Question #2 

Research question #2 was: What is the relationship 

between life event timing synchrony and self-satisfaction? 

The correlation between the Pregnancy Timing Instrument and 

the Index of Well-Being was .46 (p ~ .01). The correlation 

between the Pregnancy Timing Instrument and the Self-Esteem 

Scale was .41 (p ~ . 01) • The correlation between the 

Pregnancy Timing Instrument and the Myself as Mother-SR scale 

was .34 (p ~ .01). 
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Research Question #3 

The third research question was: What is the 

relationship between physical symptoms and self-satisfaction? 

The correlations between the Physical Symptoms Checklist-SE 

and two measures of self-satisfaction, lWB, SES, were all 

significant at the p ~ .05, and were of low magnitude -.15 and 

-.13 (p ~ . q5). The correlation between the Physical Symptoms 

Checklist-SE and the Myself as Mother-SR was -.29 (p ~ .01). 

Research Question #4 

The fourth research question was: What is the 

relationship between affirmatory communication and life event 

timing synchrony? The correlation between the Affirmatory 

Communication in Pregnancy Instrument and the Pregnancy Timing 

Instrument was .16 (p ~ .05). The correlation between the 

Personal Resources Questionnaire and the Pregnancy Timing 

Instrument was .38 (p ~ .38). 

Research Question #5 

The fifth research question was: What is the 

relationship between affirmatory communication and physical 

symptoms? The correlation between the Affirmatory 

Communication in Pregnancy Instrument and Physical Symptoms 

Checklist-SE was .02 (p = NS). The correlation between the 
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Personal Resources Questionnaire and Physical Symptoms 

Checklist-SE was -11 (p = NS). 

Research Question #6 

The sixth research question was: What is the 

relationship between life event timing synchrony and physical 

symptoms? The correlation between the Pregnancy Timing 

Instrument and the Physical Symptoms Checklist-SE was (-).25 

(p ~ .01). 

Summary of Correlational Findings. 

positive correlations were observed 

As conceptualized, 

between the three 

instruments used to measure self-satisfaction (Index of Well

Being, Self-Esteem & Myself as Mother-SR) and the instruments 

used to measure affirmatory communication (Affirmatory 

Communication in Pregnancy Instrument & Personal Resources 

Questionnaire), and pregnancy timing synchrony (Pregnancy 

Timing Instrument). Negative correlations were observed 

between the three instruments which measured self

satisfaction and physical symptoms (Physical Symptoms 

Checklist-SE) . The hypothesized negative conceptual link 

between physical symptoms and affirmatory communication was 

not upheld between the Physical Symptoms Checklist-SE and 

Affirmatory Communication in Pregnancy Instrument (r = .02). 
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Although not significant (p = .63), the correlation between 

the Physical Symptoms Checklist-SE and the Personal Resources 

Questionnaire was in the predicted direction (r = -.11). 

Research Question 7 

The seventh research question was: What variables or 

combination of variables explain the level of 

self-satisfaction experienced among pregnant women? To answer 

this question, a series of methods were utilized to 

statistically triangulate results. Statistical triangulation 

(Murphy, 1989) was deemed particularly important because of 

the exploratory nature of this investigation, and the need to 

address construct validity issues related to the four 

instruments developed or revised for use in this investigation 

(MyseJ,f as Mother-SR, Affirmatory communication in Pregnancy 

Instrument, Pregnancy Timing Instrument, and Physical 

Symptoms-SE) and one instrument which had not been used in a 

pregnant population (Index of Well-Being). The statistical 

methods utilized included canonical correlation, multiple 

regression, and residual analysis. 

Canonical Correlation 

A canonical correlation (Rc) was performed between the 

derived predictor variable named "pregnancy-related 
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experiences" and the criterion variable named "self

satisfaction". Pregnancy-related experiences was comprised 

of the following variables: Affirmatory Communication in 

Pregnancy (xl); Personal Resources Questionnaire (x2); 

Pregnancy Timing Instrument (X3); and Physical Symptoms (x4). 

The self-satisfaction variable included the variables of: 

Index of Well-Being (y1); Self-Esteem (y2); and Myself as 

Mother (y3). The equation used to analyze the canonical 

correlation was: 

a1x1 + a2x2 + a3x3 + a4x4 = bly1 + b2y2 + b3y3 

The Rc, which represents the correlation between the two 

linear combinations of x and y variables (Pedhazur, 1982), was 

.71. The estimate of shared variance between the two linear 

combinations of variables was Rc2 = .50. The eigenvalue for 

the first derived canonical root was 1.00, and accounted for 

92.21% of the variance within the three derived roots. 

The relative contribution of each variable to the 

combined set of variables on each side of the equation is 

displayed as: 

(-.04)xl + (-.67)x2 + (-.42)x3 + (.14)x4 = 

(-.65)yl + (-.40)y2 + (-.18)y3 

As indicated in the equation, the variables which made the 

greatest contribution to the relationship between the two 
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variables were: the Personal Resources Questionnaire and the 

Pregnancy Timing Instrument (predictor variable); and Index 

of Well-Being and Self-Esteem (criterion variable). 

Regression 

Multiple regression analysis with stepwise entry was 

utilized to examine the predicted relationships among the 

concepts from the theory. The Index of Well-Being, Self-

Esteem Scale, and Myself as Mother Scale were used separately 

and collectively as criterion variables. The remaining 

variables served as predictor variables. Each of the 

relationships was directed by an accompanying multiple 

regression equation, with the criterion level of significance 

set at .05. Multicollinearity among variables was assessed 

through collinearity diagnostics (Belsey, Kuh, & Welsh, 1980; 

SAS, 1985). 

Individual Variable Analysis. Three multiple regression 

equations (one for each variable indexing the concept self

satisfaction) were utilized to address the research question. 

The first equation was: 

B (ACPI) + B (PRQ) + B (PTI) - B(PSC-SE) + e = IWB 

This equation indicates that self-satisfaction, as measured 

by the Index of Well-Being (IWB) , is affected by the following 
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variables: 1) affirmatory communication, measured by the 

Affirmatory Communication in Pregnancy Instrument (ACPI) and 

Personal Resources Questionnaire (PRQ); 2) pregnancy timing 

synchrony, measured by the Pregnancy Timing Instrument (PTI); 

and 3) physical sympto~s, measured by the Physical Symptoms 

Checklist-SE (PSC-SE). The results of this analysis are 

presented in Figure3 and are pictorially displayed in Table 

6. One measure of affirmatory communication (Personal 

Resources Questionnaire) and pregnancy timing synchrony 

explained 37% of the variance in self-satisfaction. 



Figure 3. Regression Model with Index of Well-Being as the criterion Variable 

Affirmatory Communication in 
Pregnancy Instrument 

Personal Resources 
Questionnaire 

Pregnancy Timing 
Instrument 

Physical Symptoms 
Checklist-SE 

Index of Well-Being 

R2=.37 
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Table 6. Step~lise Multiple Regression Explaining 
the Index of Well-Being 

Source B R R2 F P 

PRQ .55 .55 .31 82.30 .000 
PTI .29 .61 .37 54.47 .000 

The second multiple regression equation was: 

B + (ACPI) + B (PRQ) + B (PTI) - B(PSC-SE) + e = SES 

This equation predicts that self-satisfaction, measured by the 

Self-Esteem scale is affected by: two measures of affirmatory 

communication, pregnancy timing synchrony, and physical 

symptoms. The results of this analysis are presented in Table 

7 and are pictorially displayed in Figure 4. Two measures of 

affirmatory cc~munication and pregnancy timing synchrony 

explained 30% of the variance in self-satisfaction. 

Table 7. stepwise Multiple Regression Explaining Self-Esteem 

Source B R R2 F P 

PRQ .51 .51 .56 65.48 .000 
PTI .23 .55 .29 39.66 .000 
ACPI .14 .56 .30 28.30 .000 



Figure 4. Regression Model with Self-Esteem Scale as the criterion Variable 

Affirmatory Communication in 
Pregna.ncy Instrument 

Personal Resources 
Questionnaire 

Pregnancy Timing 
Instrument 

Physical Symptoms 
Checklist-SE 

B=.51 

8=.23 Self-Esteem Scale 
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The third multiple regression equation was: 

B (ACPI) + B (PRQ) + B (PTI) - B(PSC-SE) + e = MAM-SR 

This equation calculates that self-satisfaction, as measured 

by the Myself as Mother scale is related to one measure of 

affirmatory communication (Affirmatory communication in 

Pregnancy Instrument), pregnancy timing synchrony, and 

physical symptoms. The results of this analysis are presented 

in Table 8 and are pictorially displayed in Figure 5. One 

measure of affirmatory communication, pregnancy timing 

synchrony, and physical symptoms explained 23% of the 

variance in self-satisfaction. 

Table 8. stepwise Multiple Regression Explaining 
Myself as Mother-SR 

Source 

PTI 
ACPI 
PSC-SE 

B 

.37 

.23 
-.21 

R 

.37 

.44 

.48 

R2 

.14 

.18 

.22 

F 

30.43 
21.69 
l8.58 

p 

.000 

.000 

.000 



Figure 5. Regression Model with Myself as Mother-SR as the criterion Variable 

Affirmatory Communication in 
Pregnancy Instrument 

Personal Resources 
Questionnaire 

Pregnancy Timing 
Instrument 

Physical Symptoms 
Checklist-SE 

I-' 
111 
0'1 
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Combined criterion Variable. In an attempt to simplify 

the model, yet retain the original conceptualization of self

satisfaction, the total scores from the Index of Well-Being, 

Myself as Mother, and Self-Esteem scales were individually 

weighted, using the standardized scores from factor loadings, 

and combined into one score. The procedure just described is 

similar to canonical correlation because it provides a 

combined score for analysis (Munro, Visintainer, & Page, 

1986). Individual correlations between the combined self

satisfaction score and the Affirmatory communication in 

Pregnancy Instrument (r = .30) , Personal Resources 

Questionnaire (r = .63), Pregnancy Timing Instrument (r = 

.54), and Physical Symptoms Checklist-SE (r = -.23) were 

examined. All four correlations were significant at p ~ .01 

(see table 9). 



Table 9. Correlation of Variables with Combined 
Self-Satisfaction Score 

Self-Satisfaction 
(Combined Score) 

• p .=::. .01 

Affirmatory 
Communication 

.30* 

Personal 
Resources 

.63* 

Pregnancy 
Timing 

.54* 

Physical 
Symptoms 

-.23* 

158 
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The l1l.ul tiple regression equation used to represent this 

analysis was: 

B (ACPI) + B (PRQ) + B (PTI) - B(PSC-SE) + e = SS 

This equation predicts that self-satisfaction, measured by the 

combined, weighted total scores from the Index of Well-Being, 

Myself as Mother-SR, and Self-Esteem scales is related to two 

measures of affirrnatory communication, pregnancy timing 

synchrony, and physical symptoms. The results of this 

analysis are presented in Table 10 and are pictorially 

displayed in Figure 6. Together, the two measures of 

affirrnatory communication, the measure of ~r~gn~ncy timing, 

and the measure of physical symptoms explained 52% of the 

variance in self-satisfaction. As expected, the variance in 

self-satisfaction explained by the multiple regression 

equation using the combined criterion variable, 52%, was 

almost identical to the variance explained by canonical 

correlation between the two linearly derived sets of equations 

representing self-satisfaction and pregnancy-related 

experiences (50%). 
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Table 10. stepwise Multiple Regression Explaining 
Self-Satisfaction (combined score) 

Source B R R2 F P 

PRQ .65 .65 .42 133.77 .000 
PTI .32 .71 .50 90.88 .000 
PSC-SE -.11 .71 .51 62.97 .000 
ACPI .11 .72 .52 49.25 .000 



Figure 6. Regression Model with Self-Satisfaction as the criterion Variable 

Affirmatory Communication in 
Pregnancy Instrument 

Personal Resources 
Questionnaire 

Pregnancy Timing 
Instrument 

Physical Symptoms 
Checklist-SE 

I-' 
0'1 
I-' 
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Additional Variables Analyzed. The initial exploratory 

correlational analysis indicated that several demographic 

variables were related to each other (see table 11). In order 

to refine the theory, demographic variables not included in 

the theory were utilized in regression equations as predictor 

variables. Demographic variables were selected on the basis 

of their correlations with instruments (see table 12), and 

their correlation with residuals from the regression equations 

presented above: white ethnicity, financial status, marital 

status, age, gestational age, and post-high school education. 

categorical demographic variables were dummy coded and l:llen 

entered into the regression equations. Additional demographic 

variables which entered the analysis equation at the .05 level 

of significance did not appreciably add to the explained 

variance (direct effect) of the criterion variable were 

utilized to reformulate the theoretical links. For the Self

Esteem Scale, the explained direct effect variance raised only 

4% with the addition of two demographic variables, practice 

religion and financial status (R2 = .34). Results of this 

analysis are presented in Table 13 and are pictorially 

represented in Figure 7. 



Table 11. Correlations among Demographic Variables 

Yrs Lived Yrs 
# of Away Held 

# of Pregnancies From Drivers 
Children Experienced Age Home License 

# of Children 1.0 

# of Pregnancies .5600 1.0 

Age .2800 .3400 1.0 

Yrs Lived Away from Home .29" .300
' .91" 1.0 

Yrs had Driver's License .25 00 .3500 .9100 .S3°· 1.0 

Time Employed .53·· .43" .430 • 

Socioeconomic Status 04500 .4300 .51 0 • 

High School Graduate .15 0 • 

Married .34·' .28·' .30·· 

Income .20·' .23·' .22" 

Work Out of Home .21. 0 .21·· .22'· 

Practice Religion 

White Ethnicity .15' 

• P ~ .05 
•• P ~ .01 

Socio-
Time economic 
Employed Status 

1.0 

-.14· 1.0 

.ISo 

.25'· 
.28" 

.17" 

High 
School 
Graduate 

1.0 

1.0 

.IS·· 

Married 

1.0 

.13" 

.12' 

.12' 

Income 

.13" 

..... 
0'1 
W 



Table 12. Correlations between Instruments and Demographic Variables 

# Children 

# Pregnancies 

Age 

Yrs Lived Away 

Yrs Had Driver's License 

Married 

Socioeconomic Status 

Researcher's Gestation 

Income 

Work Out of Home 

Time Employed 

Practice Religion 

* P < .05 

** p!:. .01 

Well
Being 

.12* 

.24** 

.27·· 

.20** 

Myself 
as 
Mother 

.20** 

.16·· 

Self
Esteem 

-.16* 

.12* 

.16· 

.33·· 

.13· 

.29·· 

Affirmatory 
Communication 

-.11* 

-.16* 

-.16· 

Personal 
Resource 

.13* 

.21·· 

-.17* 

.18·· 

Timing 
Synchrony 

.23** 

.21** 

.24** 

.38** 

.33·· 

.33·· 

.12· 

Physical 
Symptoms 

-.34** 

-.30** 

-.32** 

-.15*· 

-.35·· 

-.18·· 

I-' 
0\ 

"'" 
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Table 13. Stepwise Multiple Regression Explaining 
Self-Esteem Scale (respecified) 

Source B R R2 F P 

PRQ .51 .51 .26 65.48 .000 
PTI .23 .55 .29 39.66 .000 
Religion .15 .57 .31 29.07 .OGO 
ACPI .14 .58 .32 23.36 .000 
Financial .14 .59 .34 19.90 .000 



Figure 7. 

Practice 
Religion 

Financial 
Status 

Married 

Respecified Regression Model with Self-Esteem Scale 
as the criterion Variable 

Affirmatory Communication in 
Pregnancy Instrument 

·Personal Resource 
Questionnaire 

~ ______ ----~B~~~.1~4~----------------------------==~~~self-Esteem Scale 

R2~.34 

Pregnancy Timing 
Instrument 

I-' 
0\ 
0\ 
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For the Myself as Mother scale, the explained direct 

effect variance raised only 1% with the addition of the age 

variable to the equation. The results of this analysis are 

presented table 14 and are pictorially represented in figure 

8. 

Table 14. Stepwise Multiple Regression Explaining 
Myself as Mother (respecified) 

Source B R R2 F 

PTI .37 .37 .13 26.71 
ACPI .25 .45 .19 20.51 
PSC-SE .20 .49 .22 16.89 
Age .15 .51 .24 14.04 

P 

.000 

.000 

.000 

.000 



Figure 8. Respecified Regression Model with Myself as Mother-SR 
as the Criterion variable 

Age 

r=-.35 

Affirmatory Communication in 
Pregnancy Instrument 

B"'-.15 

8=.37 
Pregnancy Timing _____ ' 

Instrument 

Physical Symptoms 
Checklist-SE 

Myself as Mother-SR 

I-' 
0'1 
():) 
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Residual Analysis 

In addition to variable selection, residual analysis was 

conducted to evaluate compliance with statistical assumptions 

(Ferketich & Verran, 1984; Pedhazur, 1982; Verran & Ferketich, 

1984) • Furthermore, some of the assumptions for causal 

modeling were addressed in order to establish rigor for the 

proposed predictive links between concepts. 

The assumption that the mean of the residuals is zero, 

was met in all the multiple regression equations. All 

residuals demonstrated the assumption of homoscedasticity. 

The assumption that the residuals are normally distributed was 

met after the data transformation described earlier in this 

chapter was performed. Al though violations of the assumption 

of normality are considered to be minor if homoscedasticity 

is observed in the variance of the residuals (Verran & 

Ferketich, 1984), data were transformed to achieve a more 

symmetrical distribution which approximated the normal curve. 

A random pattern of scatter when the residuals were plotted 

against the independent variable confirmed the assumption that 

the independent variables are fixed. 

Al though freedom from measurement error is an ideal 

(Pedhazur, 1982), rather than an actuality in clinical 

research, the reliability estimates reported for each of the 
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instruments used were at an acceptable level to meet the 

assumption that the predictor variables must be measured 

without error. 

The causal modeling assumption which addresses the need 

for interval level data was considered during scaling 

methodology selection. Although considerable debate has 

surrounded the question as to the level of measurement likert

type scales represent, the data for this investigation was 

considered to be interval level because the underlying 

concepts were all continuous in nature. 

The causal modeling assumption that the residuals from 

one equation cannot be correlated with the residuals from any 

other equation was not directly applicable because the model 

had only one stage. However, correlations between the 

residuals and the demographic variables were examined. 

Demographic variables which correlated with residuals were 

included in the equations during model respecification. The 

assumption that addresses the relationships in the model are 

linear and additive was supported by the random scatter 

pattern observed in the residual analyses. It was known 

apriori that the theory did not meet the assumption that all 

relevant variables are included in the model. Because of the 
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exploratory nature of the investigation, a conscious decision 

was made to keep the model open. 

Summary 

A examination of the research instruments and 

relationships among theoretical concepts was conducted using 

the two research questions and theoretical links as 

guidelines. Several empirically derived models were 

presented. The two explanatory predictors of self-

satisfaction were affirmatory communication and pregnancy 

timing synchrony. 
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CHAPTER 5 

DISCUSSION QF THE FINDINGS 

The purpose of this research was to examine the 

the concepts self-satisfaction, relationships among 

affirmatory communication, life event timing synchrony, and 

physical symptoms. Discussion of the research questions, 

limitations of the study, implications of the findings for 

nursing, and issues for further research are presented in this 

chapter. 

Research Questions 

The first research question was: What is the relationship 

between affirmatory communication and self-satisfaction? As 

was theorized, a positive relationship was found. One 

explanation for the differences found in the individual 

relationships between the two affirmatory communication 

measures (Affirmatory communication in Pregnancy and Personal 

Resources Questionnaire) and the three self-satisfaction 

measures (Index of Well-Being, Self-Esteem, and Hyself as 

Mother-SR) is that they be more distinct than first thought. 

The personal Resource Questionnaire was utilized as a 

construct validity measure, but contributed to such a 

significant amount of the explained variance in self-
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satisfaction independent of the Affirmatory Communication in 

Pregnancy Instrument, that it was analyzed as a separate 

variable. 

Items in the Affirmatcry Communication in Pregnancy 

Instrument are specific only to pregnancy, and many are, as 

participants wrote, highly personal. Many women indicated 

that they did not discuss some of the content area with 

anyone. other women indicated that they minimally discussed 

wi th others some of the content represented in the items. 

others indicated that they only talked about some content 

areas with the baby's father, or only discussed their 

pregnancy experiences if they were certain the other person 

would be supportive. Thus, the Affirmatory Communication in 

Pregnancy scores may have been artificially inflated because 

some women carefully screened negative communication which 

would have Im·Jered scores, and limited the number of 

interpersonal contacts. In addition to the verbal and written 

comments which reflected this trend, higher amounts of missing 

data were observed for items which were more personal. 

In contrast, items in the Personal Resources 

Questionnaire refer to less intimate, less specific, more 

common issues of daily living. The Personal Resources 

Questionnaire had very little missing data and participants 

gave no written or verbal comments about any of the items. 
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The second research question was: What is the 

relationship between life event timing synchrony and self

satisfaction? As theorized, a positive relationship was found 

between the Pregnancy Timing Instrument and all three measures 

of self-satisfaction. This finding was consistent with Daniel 

and Weingarten's (1982) work with couples who were 

experiencing pregnancy. These couples surveyed indicated 

their lives were more satisfying when the pregnancy was 

"planned" i.e. synchronous with their life plans. 

The third research question was: What is the 

relationship between physical symptoms and self-satisfaction? 

Although low, a significant negative relationship was found 

between physical symptoms and self-satisfaction. The 

relationship was in the direction put forth in the theory. 

One explanation for the low correlation is the method wi·th 

which the physical symptoms concept in this study was 

measured. The physical symptoms concept, as measured by 

counting the number of symptoms women have, does not address 

how the women feel about the symptoms. Some women experience 

mul tiple symptoms, but having multiple symptoms alone does not 

necessarily mean that a negative meaning has been attached to 

those symptoms. Furthermore, the frequency, intens i ty and 

duration of symptoms may need more consideration in order to 

more adequately reflect the high level of somatic disturbance 
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which Le).fer (1977) associated with reduced self-satisfaction. 

These issues need further research in order to identify the 

dimensions of symptom pattern complexity which have relevance 

to pregnancy. 

The fourth research question was: What is the 

relationship between affirmatory communication and life event 

timing synchrony? As theorized; _positive relationships were 

found between the two measures of affirmatory communication 

and life event timing synchrony. This finding was consistent 

with Danish, et al. 's (1980) theoretical stance that more 

support is available when life events are synchronous with 

social expectations than when the timing of life events does 

not occur within the boundaries for social acceptance. 

The fifth research question was: What is the 

relationship between affirmatory communication and physical 

symptoms? It was thought that an inverse relationship might 

be found, given the idea that person and environment are 

interconnected. However, no relationship was found between 

affirmatory communication and physical symptoms concepts. The 

link between these two concepts had a limited amount of 

literature support. Together, the absence of theoretical and 

empirical support for the proposed negative relationship 

between affirmatory communication and physical symptoms may 

suggest that theoretical specification could be incorrect. 
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More accurately, the lack of a significant relationship 

between these two concepts may be attributed to the type of 

experiences indexed. Although affirmatory communication and 

physical symptoms are both subjectively measured, affirrnatory 

communication addresses an interpersonal experience, where as 

the physical symptoms concept measures an intrapersonal 

experience. Participants indicated that they rarely or never 

talked to others about topics which were considered to be 

intimate or were topics whose discussion might elicit a 

negative reaction. Since many physical symptoms experienced 

during pregnancy are intimate (e.g. weight gain and vaginal 

discharge), perhaps they are never discussed. As such, 

symptoms may have an important intrapersonal impact, but a 

lesser interpersonal effect as reflected by the non

significant correlation between the two concepts. 

The sixth research question was: What is the 

relationship between life event timing synchrony and physical 

symptoms? As theorized, an inverse relationship was found 

between these two concepts. This finding is consistent with 

a holistic view of human functioning in that psychological and 

physiological experiences are shared, rather than isolated. 

Also, there was correlational support to indicate that 

Pregnancy Timing Instrument scores and Physical Symptoms 

Checklist-SE scores were directly related to age. This may 
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be explained from a developmental perspective, that younger 

women's physical and psychosocial behaviors are less 

differentiated than among older women who may be more 

developmentally mature. 

The seventh research question was: What variables or 

combination of variables explain the level of 

self-satisfaction experienced among pregnant women? In this 

study, the differences between conceptual measures of self

satisfaction became evident when the three criterion measures 

(Index of Well-Being, Self-Esteem and Myself as Mother-SR) 

were separately utilized in regression equations. When self

satisfaction was indexed by the Index of Well-Being, the 

variables Personal Resource Questionnaire and pregnancy Timing 

Instrument entered the regression equation. 

When self-satisfaction was indexed by the Self-Esteem 

Scale, the Affirmatory Communication in Pregnancy Instrument 

as well as the Personal Resource Questionnaire and Pregnancy 

Timing Instrument entered the regression equation. The 

results of the relative contribution of the variables indicate 

the importance of affirmation to self-esteem. 

When self-satisfaction was indexed by Myself as Mother

SR, Affirmatory communication in pregnancy Instrument, 

Personal Resources Questionnaire, and Physical Symptoms 

Checklist-SE entered the regression equation. This finding 
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demonstrates the importance of indexing pregnancy oriented 

issues when examining the self-satisfaction of pregnant women. 

This finding also lends support to the construct validity of 

the Myself as Mother scale. 

Construct validity of the Myself as Mother scale was 

partially supported by the finding that several predictor 

variables (Affirmatory Communication in Pregnancy Instrument, 

Pregnancy Timing Instrument, Physical Symptoms Checklist-SE) 

and one criterion variable (Myself as Mother-SR) were highly 

specific to pregnancy, i.e. used the word pregnancy in the 

instructions or within items. When Myself as Mother-SR was 

regressed with all four predictor scales used in this study, 

only the three pregnancy-specific scales entered the 

equations. This combination of variables did not enter the 

equations for the other two self-satisfaction measures which 

were not specific to pregnancy. 

An unexpected finding was that physical symptoms did not 

significantly explain any of the variance in the criterion 

variables of self-esteem or well-being when examined in 

separate equations along with the theoretical concepts. One 

explanation is that women do not attribute the physical 

symptoms experienced during pregnancy to a lasting sense of 

the self, instead physical symptoms may be attributed to the 

time-limited goal of having a child, and as such, their 



179 

overall self-satisfaction is not affected (Lerum & LoBiondo

Wood, 1989). Several women commented that they felt like 

their bodies were "taken over by aliens". comments like these 

provide evidence that some women do not associate negatively 

experienced physical changes with long-term dissatisfaction 

with the self. 

The independent performance of each of the three self

satisfaction measures, when separately used as criterion 

measures, lends support for Campbell's (1976) supposition that 

many concepts which are interchangeably used to describe well

being, and appear to be identical on face value, perform 

differently when measured along with other concepts. He 

called for an exploration among associated well-being 

concepts, and indicated that further exploration may reveal 

new dimensions of well-being. For example, Campbell described 

differences between two concepts which are often used 

interchangeably with well-~~~ng, happiness and satisfaction. 

He stated that "satisfaction implies a judgmental or cognitive 

experience, while happiness suggests an experience of feeling 

of affect" (Campbell, Converse, & Rogers, 1976, p. 8). When 

these two concepts were correlated with age, an inverse 

relationship was found between the two which indicated that 

they are different dimensions of well-being (Campbell, 1976). 



180 

When self-satisfaction was indexed by a combined score 

variable (Index of Well-Being, Self-Esteem Scale, and Myself 

as Mother-SR), all four predictor scores entered the equation. 

It was not surprising to find slightly different results 

between this model which utilized a combined score of self

satisfaction versus the three models which utilized individual 

measures of self-satisfaction. The moderate correlations 

among the three self-satisfaction measures (Index of Well

Being, Self-Esteem, and Myself as Mother-SR) indicate that 

they were not redundant measures. 

expect parallel results. 

As such, one could not 

The introduction of demographic variables to the analysis 

did not appreciably add to the understanding of any of the 

independently utilized measures of self-satisfaction. The 

contributions of the demographic variables of practice 

religion and financial status to the self-esteem measure have 

been supported in the literature. 

The negative relationship between advanced age and Myself 

as Mother-SR was expected, given the cultural context in which 

the appropriate social timing for pregnancy has been directed 

toward younger, rather than older women of childbearing age. 

Examples of the negative stigma currently associated with 

advanced maternal age include the designation of older first-
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time mothers as "elderly primiparas" in a recent writing (Gay, 

Edgil, & Douglass, 1988). 

Furthermore, older women may have more adjustments to 

make to incorporate pregnancy into current life roles, since 

older women in this study were more likely to be employed. 

Ini tially , the competition between roles may be met with 

ambivalence, as the woman may feel she is "giving up" a part 

of her former life with which she identifies and enjoys. One 

woman lamented to the investigator, "I want to have both a 

career and a baby, I don't know how I can do it. I am used 

to being the best at what I do. In order to do both worlds 

I will probably only be mediocre at both unless I give up 

something. But both are important to me". Clearly, the woman 

in this dialectic situation is verbalizing a lowered self

satisfaction due to the seemingly conflicting desires. There 

is no literature which demonstrates longitudinally whether a 

low level of self-satisfaction during pregnancy is a lasting 

effect. Perhaps when the competing roles of motherhood and 

. professionalism are synthesized, self-satisfaction increases. 

In summary, all the proposed theoretical relationships 

among the concepts were supported by correlational analysis 

except for the relationship between affirmatory communication 

and physical symptom concepts. A notable amount 

(approximately 50%) of the variance in self-satisfaction was 
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explained, by the four predictors, using both canonical 

correlation and multiple regression analyses, and no 

demographic variables entered the equation. These findings 

support the proposed theory and provide the basis for future 

investigations. 

Limitations of the study 

Many limitations are encountered when conducting research 

with human participants. Limitations of this study have been 

identified in the design, sampling, measurement, and data 

collection 

study Design 

The study design was selected as an initial step in 

theory construction and validation. Descriptive

correlational designs are limited in their power because of 

the inability to make probabilistic predictions and/or causal 

inferences about the relationships among variables (Cook & 

Campbell, 1979). 

Sample 

The sample has a number of limitations. Because the 

sample was self-selected from prenatal education classes and 

volunteered for participation in the study, the normal 

population distribution may not be represented. Specifically, 
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the following groups may net be represented: 1) minori ty 

groups that are not accustomed to receiving information about 

an intimate, personal experience in a classroom setting; 2) 

multiparas who have recently completed the class or who feel 

they understand the class content without attending the class; 

3) indigent groups who cannot afford the fees, or who do not 

have the resources to pay for child care so they can attend 

classes: 4) women who are unaware that prenatal classes are 

offered; 5) younger women who themselves and/or family feel 

stigmatized and do not want the public to be aware of the 

pregnancy; and 6) unwed mothers who do not have a labor 

"coach" (having a labor coach was an implicit requirement for 

some of the classes which focused on preparation for labor and 

delivery). The groups which were targeted were: 1) those who 

placed some value on education, 2) those who had access to 

resources, personal or governmental, to pay for the classes, 

and 3) nulliparous women. 

Although the sample was heavily weighted with women who 

were well-educated, married, of mid-childbearing age, and came 

from a moderate socio-economic class, a wide spectrum of 

childbearing women was represented. Accepting participants 

with greater background variation increases the 

generalizability of results. Group differences based on the 

various demographic variables were not specifically addressed 
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in this research project, primarily because of the unequal 

subgroup sizes. 

Measurement Error 

Validity and reliability estimations are ongoing 

processes which require evaluation beyond the scope of anyone 

research project. Support for validity and reliability comes 

from the accumulated knowledge about population and sampling 

distributions through repeated testings. 

Measurement errors, particularly a lack of precision 

could have resulted because of instrument immaturity. 

Because accurate measurements can only be made with precise 

measurements (Kerlinger, 1986), validity is always a concern 

when new instruments are used. As indicated in previous 

chapters, the Affirmatory Communication in Pregnancy 

Instrument and Pregnancy Timing Instrument were new scales, 

and the Physical Symptoms Checklist-SE and Myself as Mother

SR instruments were not tested after revision for this 

investigation. 

Instrument development and refinement require many steps 

to achieve adequacy for all the potential psychometric 

properties. Although an attempt was made to select 

instruments with high reliability coefficients for use in this 

study, psychometric properties were not thoroughly assessed 
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for all instruments using a population of pregnant 'Women. The 

investigator was aware of the risks associated with the use 

of immature and largely untested instruments for research with 

this new population. The al ternati ve was no measurement, 

since no other conceptually representative instruments were 

not identified. Thus, in the interest of initiating research 

into self-satisfaction during pregnancy, the instruments which 

best fit the concepts were selected. 

All the inst~uments tested in the current study met the 

criteria for internal consistency. The one instrument that 

demonstrated a modest reliability coefficient (.70) \'las Myself 

as Mother-SR. This finding may be related to the instrument 

reconstruction problems discussed in Chapter 4. The problems 

incurred with reconstruction of this instrument also 

threatened validity. However, construct validity was 

supported through predictive modeling. The Myself as Mother

SR needs further evaluation and pilot testing to determine the 

psychometric properties of the scale as it was intended to be 

redesigned for this study. 

Data Collection 

One potential limitation related to data collection, 

was the effect the investigator may have had on the 

participants. Although the investigator collected all the 
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data for this investigation, the physical status of the 

investigator markedly changed because she was in her last 

trimester of pregnancy. As the investigator became more 

obviously pregnant, i.e. larger in size, participants spent 

more time talking with the investigator and asking questions 

related to pregnancy, labor, delivery, and child care after 

the questionnaires were collected. A total of ten women 

contacted the investigator by telephone to further discuss 

childbearing issues, and seven women pursued friendships by 

inviting the investigator to their homes. No significant 

correlation emerged between the researcher's gestational age 

and va~iables measured; however, the participants may have 

responded differently to the questionnaires because the 

investigator was pregnant. 

The research findings may also have been contaminated by 

social desirability. Even when not directly communicated, 

participants may have perceived some intended or unintended 

purpose of the research project and tried to respond 

accordingly (Orne, 1962). An example is the high total score 

on the Affirmatory Communication in Pregnancy Instrument. The 

high score conflicts with some of the anecdotal information 

women gave about the lack of understanding they got for 

various pregnancy-related experiences. Perhaps women did not 

want to appear, as one woman stated, as "complainers". 
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Additionally, the majority of women who completed their 

questionnaires during class allowed their labor coach to read 

their responses. Since the labor coach could potentially be 

implicated as not being supportive, women may have tempered 

their responses to this questionnaire. In light of this 

potential problem, a measure of social desirability may be 

useful in future investigations. Labor coaches in particular 

may have influenced the responses women provided. One labor 

coach was overheard to say, "Honey, you don't feel that way. 

Do you have an eraser? I'll change it for you II • Two other 

labor coaches were observed in one large group setting as they 

completed the questionnaires instead of the intended subject. 

Although these two questionnaires were not included in the 

data, the investigator questioned whether this practice 

occurred in other settings. In general, it was common for the 

participants to discuss the questionnaires with their labor 

coaches while they completed the questionnaire packets. 

The method of data collection may have introduced 

important sources of variation extraneous to the scale 

stimulus effect on the participants. One source of variation 

included the time at which the participants completed the 

questionnaire packet. Participants completed the 

questionnaires during the classes, during class breaks, or 

within six weeks after they were distributed. Participants 
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who chose to respond during the classes or during class breaks 

met some degree of confusion in every setting. Participants 

were interrupted by class instructors involved with setting 

up instructional materials 1 the labor coaches (who almost 

universally read the questionnaires), and fellow classmates. 

According to some participants, these interruptions directly 

contributed to the number of missing responses which were 

evidenced on the scales toward the end of the questionnaire 

packet. Ten women articulated this as a concern, as they 

returned their partially completed packets. 

The conditions under which the questionnaires were 

completed outside of class were unknown to the investigator. 

Hence, specific problems which influenced those responses 

cannot be addressed. It is plausible that the participants's 

responses were less influenced by others than those who 

completed the questionnaires during class, because they could 

choose the context in which to complete the questionnaires. 

Summary of Limitations 

Although a number of limitations exist in this study, 

the discussion of limitations for this study were confined to 

the areas of research design, sample, measurement error, and 

data collection. Specific limitations which were particularly 

important include the inability to generalize beyond the 
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current sample, instrument immaturity, investigator influence 

on subj ect responses, and the bias introduced by the data 

collection settings. The limitations addressed here were 

partially compensated by the relatively large sample size (n 

= 210). Furthermore, the preliminary qualitative research 

results used by the investiqator to develop the theory and 

instruments for this investigation support the same general 

trends. 

Implications 

The results of this study have multiple implications for 

nursing. Although many of these implications are highly 

speculative, they are addressed to provoke thought, question, 

and critique. Implications have been divided into the 

following categories: research implications, patient benefits, 

and clinical nursing benefits. The investigator acknowledges 

that these categories of implications are interrelated rather 

than exclusive, but presents the categories for organizational 

purposes. 

Research Implications 

Implications of this project for future research are 

diverse. The theoretical model demonstrated some parsimony, 

with three concepts, affirmatory communication, pregnancy .., 

timing synchrony, and physical symptoms, which explain 52% of 
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the variance in self-satisfaction. However, 48% of the 

variance remains unexplained. Since none of the demographic 

variables introduced in this research project substantially 

added to the explained variance, the investigator has two 

options. Under the first option, the instruments utilized can 

be further analyzed for adequacy. If the instruments do not 

perform in the desired manner with repeated testing, the 

instruments should be revised, replaced, or new instruments 

could be developed in an attempt to better reflect the 

concepts specified within the theory. 

The second option is to introduce more concepts into the 

theory. The new concepts could be theoretically, empirically, 

or retroductively derived. One viable approach would be to 

return to the initial qualitative investigations which 

preceded this study and perform a secondary analysis of the 

data to isolate other concepts which were not identified. 

Other research proj ects could be designed to address 

dissimilarities and likenesses among disparate samples of 

women whose developmental processes may be different. Because 

the investigator is not confident that the sample utilized in 

this study represents the normal population distribution of 

pregnant women, a secondary analysis of the current research 

project could initially be used to target potential 

differences among subsamples of women. 
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The two ultimate long term goals of future research are 

to identify the developmental needs of pregnant women in the 

context of life-span development, and to identify the impact 

that childbearing has on a woman's overall development. 

Li ttle research has been done in these areas. Further 

exploratory research, particularly studies which include 

longitudinal and cross-sectional design, is necessary to 

identify developmental processes, needs, and resources. 

Eventually, nursing interventions could be designed to 

facilitate health-related developmental processes, address 

developmental needs, and augment developmental resources. 

Similar studies could also be designed to docum~nt the 

need to restructure current prenatal care practices, and 

justify nursing's expanded role in prenatal care delivery. 

Lessons related to expanded roles in prenatal care could be 

learned from certified nurse midwives who include attention 

to the psychological aspects of pregnancy in their care 

delivery. For example, Lehrman (1988) demonstrated that the 

contribution of nurse midwifery care enhanced women's self

concept and had a positive impact on women's satisfaction with 

their labor and birth experiences • Collaborative explorations· 

with subspecialties could save valuable research time and 

money as interventions are developed to enhance self

satisfaction during pregnancy. 
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Future research possibilities are limited by our own 

ability to imagine, therefore, the investigator emphasizes 

that not all the implications for research are discussed. 

The recommendations for future research into the issue of the 

life-span development of childbearing women include: 1) a 

reexamination of the research instruments to determine their 

continued adequacy; 2) exploratory research to identify other 

concepts which could be included in the theory; 3) develop 

longi tudinal studies to identify developmental needs and 

resources; 4) identify nursing interventions which can 

effectively meet developmental needs and augment developmental 

resources during pregnancy; and 5) investigate potential 

population differences. 

Benefits for Pregnant Women 

This research has multiple implications for nursing in 

relationship to benefits for pregnant women. At least three 

of the instruments, the Affirmatory Communication in Pregnancy 

Instrument, Pregnancy Timing Instrument, and Physical Symptoms 

Checklist-SE developed for this research may be useful in the 

clinical care setting. These instruments can provide an 

avenue for discussion about some of the pregnancy-related 

experiences women have identified. The qualitative work done 

prior to this research project and the qualitative comments 
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the women gave in response to the research questionnaires 

indicate that women want to discuss their pregnancy-related 

experiences. These discussions could give the care provider 

an indication of the pattern of symptoms and/or support they 

receive for those experiences. These patterns can then be 

utilized to direct individualized care. 

Women who receive holistic care which includes attention 

to their psychological and emotional status as well as the 

physical dimension may have an enhanced awareness of their 

overall development during pregnancy. Perhaps then 

childbearing women will be better able to identify themselves 

as "whole" women capable of a multi-role capacity for growth, 

rather than having a limited focus on the developmental tasks 

of pregnancy which can lead to singular role isolation. The 

reconstructed focus would be to conceptualize "mothers as 

women" instead of "women as mothers". 

The theory developed for this research, which describes 

a relationship between pregnancy-related experiences and self

satisfaction, may become useful as a guide to develop 

interventions which can enhance self-satisfaction during 

pregnancy. Improved self-satisfaction during pregnancy would 

also increase the woman's evaluation of the pregnancy 

experience, and ultimately lead to better health. 
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Benefits to Nurses 

The benefits of this research to clinical nurses tie 

closely to the benefits to patients. Perhaps the instruments 

developed for this research can be utilized as patient 

assessment tools to individualize and direct patient care. 

Furthermore, these instruments may be useful to help identify 

and organize patient characteristic patterns in order to 

develop nationally recognized nursing diagnoses relative to 

developmental aspects of pregnancy. 

Multiple immediate benefits to nurses can be projected 

if interventions can be devised to enhance a patient's sense 

of self-satisfaction during pregnancy. Enhanced patient self

satisfaction during pregnancy may be a factor in improving the 

nurse-patient relationship. This improved relationship may 

be reflected in improved patient care, increased job 

satisfaction, decreased job turn-over, and reduced litigation, 

all major concerns of health care delivery. 

In sum, the theoretical contributions of this research 

may contribute to long term benefits to nurses and patients. 

Findings from this research and its theoretical underpinnings 

have the potential for restructuring prenatal care. As 

currently practiced, registered professional nurses (except 

for certified nurse midwives) have little or no contact with 

women who experience normal, uncomplicated pregnancies. When 
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nurses do have a role in prenatal care, the role has been 

traditionally limited to the technical aspects of physical 

care giving. 

When viewed as an aspect of the life-span development of 

childbearing women, prE'.':fnancy is not reduced to a singular, 

time-limited outcome which ends with the birth of the child. 

Rather, pregnancy can be simultaneously viewed within the 

past, present, and future perspectives of a woman I slife. 

Nursing care could then be designed to impact the woman I s 

health along her entire 1.i'F.e-span by helping her to reframe 

past experiences, synthesize the new experiences, and plan for 

the future in light of the current pregnancy experience. 

Clearly, this is a new role which should be explored by 

professional registered nurses. 

Conclusion 

This research project was designed to explore the 

relationships among the concepts of self-satisfaction, 

affirmatory communication, life event timing synchronYi and 

physical symptoms. Conclusions of this study are summarized 

in this section. 

Although in its infancy, the mid-level theory used to 

guide this research demonstrates promise for both the clinical 

and research arenas. Findings in this study support the 
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theoretical relationships between three concepts which 

describe pregnancy-related experiences, affirmatory 

communication, pregnancy timing synchrony, and physical 

symptoms, and self-satisfaction during pregnancy. 

This preliminary evidence supports the benefits of 

examining pregnancy through a life-span developmental 

perspective. In general, the results indicate that 

childbearing experiences can be assessed from a life-span 

developmental perspective which includes an emphasis on 

developmentally relevant psychological as well as physical 

aspects of the pregnancy experience. 

Continued research needs to be conducted to explain more 

of the variance among the concepts, and testing needs to be 

conducted with contrasting samples to identify the theory's 

generalizability. Furthermore, the suggested long term goals 

of future research include the identification of the impact 

of childbearing experiences have on the overall process of 

women's life-span development, and the verification of nursing 

interventions which can facilitate this development. 



APPENDIX A 

HUMAN SUBJECTS FORMS 

AND 

DISCLAIMER 

197 



'1'0: 

F1!OM: 

DATE: 
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Women's Responses to Pregnancy-Related Experiences 
Dissertation Research 

SUBJECT DISCLAIMER FORM 

The purpose of this study is to find out more about the 
experiences pregnant womem have during their pregnancies. 
You are being asked to voluntarily complete this set of 
questionnaires, which takes about fifteen minutes. 

199 

Your name is not on this questionnaire, and only the 
investigator and three research instructors (Dr. Linda 
Phillips and Dr. Pamela Reed, and Dr. Margarita Kay) will 
have access to your responses. You may choose not to answer 
some or all of the questions, if you so desire. You may ask 
questions and receive answers about the study any time you 
wish. There are no known risks to this study. 

You may ask questions and are free to withdraw from the 
project at any time without it affecting the investigator's 
feelings toward you or your health care. By responding to 
this questionnaire, you will be giving your consent to 
participate in this study. 

Investigator: 
Dianna Sorenson, M.N., R.N. 
Doctoral Student 
College of Nursing 
The University of Arizona 
Tucson, AZ 85721 
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THANK YOU FOR PARTICIPATING IN THIS STUDYI PLEASE FILL OUT THE 
FOLLOWING QUESTIONNAIRES AS COMPLETELY AND HONESTLY AS YOU CAN. 
IF YOU NEED HELP, PLEASE ASK MEl 

Background Information 

1. Date your baby is expected to be born: __________ _ 

2. '!'~1ay's date: _______ _ 

3. Number of children you have had already: ____ _ 

4. Number of pregnancies you have had (include this pregnancy as 
one, as well as any miscarriages or aborted pregnancies you 
may have had): ____ _ 

5. What is your age? 

6. How many years of elementary and middle school have you 
had? 

How many years of high school have your had? 
How many years of vocational school have you had? 
How many years of college have you had? 

7. Place an "X" in the blank that best describes how you see 
yourself: 

Hispanic American_____ Native American ____ _ 
White American ; African American ; 
Oriental American- Other (please list) ____________ __ 

8. With which religion (if any) do you identify? ______________ __ 

9. Place an "X" in the blank that best describe~ your living 
situation? 

Single, living alone ____ _ 
Single, with other people in the household ____ _ 
Married ____ __ 
Other ___ ..,--

Please list the relationship you have with any people living in 
your home (examples include parents, sister, friend, cousin, etc.) 

10. If yeu are no longer living with your parents, how long have 
you lived away from home? __________ _ 

11. If you drive a car, how many years have you had a driver's 
license? ________ _ 

12. Place an "X" in the blank that best describes your money 
situation: 

Can't make ends meet '----Barely scraping by ; 
Doing OK, but have~atch my budget ____ _ 
Have enough money to spend as I please ____ _ 
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13. Please place an "X" on the blank that best describes your 
working situation: 
I don't work outside the home 

--~-I am currently working, but am planning to quit when the 
baby is born~ __ _ 

I am currently working & plan to continue t~ work after the 
baby is born 

Other (please list·~):::: ______________________________ ___ 

14. If you work outside the home, please answer the following 
questions: 
a. What is y~ur job or occupation? __________________ _ 

b. How long have you had this job? ______ _ 

15. What things influenced your decision to work or not work? 
(please write a sentence or two) 

15. Who paid the fees for you to attend this education class? 

16. Please write a few sentences about what you expect your baby 
to be like: 
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Physical Symptoms 

INSTRUCTIONS: Please circle the number of the item if you are having 
that symp~ right nov in your pregnancy. 
EXAMPLE: ~ indigestiou 

1. indigestion and/or heartburn 

2. nausea and/or vomiting 

3. increased hunger or appetite 

4. decreased hunger or appetite 

5. craving for certain foods 

6. constipation 

7. diarrhea 

8. increased urination 

9. hemorrhoids 

10. backache 

11. toothache and/or sore gums 

12. difficulty breathing 

13. sensitive to odo~~ 

14. skin irritation 

15. feel warmer than usual 

16. feel bloated 

17. more active than usual 

18. less active than usual 

19. feel clumsey or awkward 

20. feel tired and/or sleep often 

21. varicose veins 

22. charlie horse or leg cramps 

23. svelling in hands and/or 
feet 

24. headaches and/or migraines 

25. stretch marks 

26. i:c~c~aed wGginal discharge 

27. vaginal dryness 

28. pass gas more frequently 

29. breast tenderness 

30. stuffy nose and/or nose 
bleeds 

31. sleep disturbances 

32. nightmares 

33. dizziness and/or fainting 

34. pimples and/or acne 

35. skin blotches and/or 
discoloration 

36. joint pain in pelvis, hips, 
and/or legs 

37. heart pounding 

38. contractions and/or cramping 

Please list any other symptoms you are experiencing right now in your 
pregnancy. 

~ Dianna Spies Sorenson (items 21-38) 3-15-89 
~Fawcett, 1987 (items 2-20) 
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RSE 

DIRECTIONS: Please read the following statements and circle 
the letters which show the amount you agree or 
disagree with each statement. There is no right 
or wrong answer and everyone's answers are 
expected to be different. 

1. On the whole, I am satisfied 

lLJ 
lLJ 
c:: 
C!l 
<l: 

>
...J 
C!l 
Z 
o 
c:: 
l
V') 

with myself ••••••••••••••••••••••• SA 

2. At times I think I am no good 
at all ...........•..•.•........... SA 

3. I feel that I have a number of 
good qualities •••••••••••••••••••• SA 

4. I am able to do things as well 
as most people •••••••••••••••••••• SA 

S. I feel I do not have much to 
be proud of ••••••••.•••••••••••••• SA 

6, I certainly feel useless at 
times ......•....................•. SA 

7. I feel that I'm a person of 
worth, at least on an equal 
plane with others ••••••••••••••••• SA 

8. I wish I could have more 
respect for myself •••••••••••••••• SA 

9, All in all, I am inclined to 
feel I am a failure ••••.•••••••••• SA 

10. I take a positive attitude 
toward myself •••••••••••.••••••••• SA 
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ACPI 

Instructions: Please indicate the amount of understanding you feel you 
are getting right now by circling the number which BEST describes your 
feelings. There are no right or wrong answers and I expect that your 
answers will be different from another person's answers. 

UNDERSTANDING means that when you are talking with other people, they 
act in a way that you know they really heard and accept what you are 
saying and feeling. Even though the people you are with may not have 
the same opinion about what you are saying or feeling, you don't feel 
they judge your thoughts or feelings as being bad or wrong. 

You may think that some people are understanding, and other people are 
not. When you answer, think of the combined amount of understanding 
you get or don't get from people like family, friends, the baby's 
father, people at work, church, your care provider, etc. Your answer 
for each question will be lower if the person(s) who do not show much 
understanding are close to you, and higher if the person(s) who do not 
show understanding are not close to you. 

During Your Pregnancy ••• 

1. When you talk to people about THE FOOD 
YOU EAT, (examples: what you eat, how 
much you eat, binges, cravings, inability 
to eat, etc.), how much understanding 
do you feel you get? 

2. When you talk to people about YOUR SIZE 
(examples: measurements, clothing fit, 
space for movement, etc.), how much 
understanding do you feel you get? 

3. When you talk to people about THE 
EXERCISE YOU DO (examples: not enough, 
too much, kinds of exercise, length of 
time, when you exercise, etc.), how much 
understanding do you feel you get? 

4. When you talk to people about THE DAILY 
WORK YOU DO (examples: kind of work, 
number of hours, work done outside or 
inside the home, etc.), how much 
understanding do you feel you get? 
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5. When you talk to people about THE AMOUNT 
OF REST YOU NEED (examples: sleep, naps, 
relaxation, etc.), how much understanding 
do you feel you get?' 

6. When you talk to people about THE 
PHYSICAL DISCOMFORTS YOU ARE EXPERIENCING, 
(examples: morning sickness, breast 
tenderness, hemmorrhoids, hot flashes, 
backache, etc.), how much understanding 
do you feel you get? 

7. When you talk to people about HOW YOU 
WANT YOUR DELIVERY TO GO (examples: the 
care provider you want, vaginal ~r 
c-section delivery, pain medication, 
people you want present, etc.), how much 
understanding do you feel you get? 

8. When you talk to people about THE MOVEMENT 
YOUR BABY MAKES? (examples: how often the 
baby turns or kicks, how hard it kicks, 
the time of day it moves or hiccoughs, 
lack of movement, etc.), how much 
understanding do you feel you get? 

9. When you talk to people about TESTING 
DONE ON THE BABY (examples: listening to 
the heart beat, amniocentesis, ultrasound 
or sonogram, genetic screening. etc.), how 
much understanding do you feel you get? 

10. When you talk to people about YOUR WEIGHT 
(examples: how much you weigh. how much 
you've lost or gained, what you want to 
weigh, etc.), how much understanding do 
you feel you get? 

11. When you talk to people about TESTING 
DONE ON YOURSELF (examples: blood 
pressure, pelvic exams, measurements, 
blood or urine tests), how much 
understanding do you feel you get? 
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19. When you talk to people about CHANGES IN 
YOUR PRIVACY (examples: people touching 
your stomach. people asking personal 
questions about your pregnancy. your 
body being uncovered during examinations. 
etc.). how much understanding do you feel 
you get? 

20. When you talk to people about ROLE CHANGES 
(examples: changes in committments to 
others, plans to change your life after 
the baby is born. plans to change work 
schedules. becoming a mother. learning to 
handle more children. etc.). how much 
understanding do you feel you get? 

21. When yOll talk to people about THE WAY SOME 
PEOPLE ACT TOWARD YOU WHEN THEY FIND OUT 
YOU ARE PREGNANT (examples: staring. 
touching you. laughing at you. smiling. 
hugging. joking. calling you knicknames. 
etc.). how much understanding do you feel 
you get? 

22. When you talk to people about THE 
UNCERTAINTIES YOU HAVE (examples: wondering 
if the baby is OK. if you will be a good 
mother. how you will manage your life after 
the baby comes. etc.). how much 
understanding do you feel you get? 

23. When you talk to others about WHAT IT IS 
LIKE TO BE A PREGNANT WOMAN (examples: 
consider all aspects of your pregnancy). 
how much understanding do you feel you 
get? 

24. OVERALL. how much understanding do you feel 
other people communicate to you about the 
things you are experiencing during your 
pregnancy? 

@ Dianna Spies Sorenson 
rev. 1-3-89, 3-15-89 
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Now re-read the questionnaire and list other items that you think are 
important. Please add any comments you wish to make on the back page. 
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Myself as a Mother-SR 

INSTRUCTIONS: Please place an X in the blank that shows ~ ~ 
~ yourself right now as a pregnant mother in 
relationship to each of the pairs of items. 

Example: sad ____ ~ __ ~~ __ ~ ____ ~ ____ ~~X __ ~ ___ h,appy 

fast 

gloomy 

graceful 

weak 

kind 

hopeless 

good 

hard 

successful 

unwilling 

tough 

far 

rugged 

old 

active 

strong 

calm 

cold 

moving 

€)Dianna Sorenson 3-15-89 (revision) 
~L. Walker, 1978 (original instrument) 

slow 

cheerful 

awkward 

strong 

harsh 

hopeful 

bad 

soft 

unsuccessful 

willing 

breakable 

near 

delicate 

young 

quiet 

frail 

excitable 

hot 

still 
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PTI 

INSTRUCTIONS: Please answer each of the following questions by circling 
the number which shows how you see the timing of your pregnancy. 
There are no right or wrong answers, and I expect that most people will 
have different answers. 

I 
1. Most friends my age are doing about 1 

the same things that I am doing ••••••••• 

2. Most friends my age have all their 
children in school •••••••••••••••••••••• 

3. Most friends my age think that my 
pregnancy has happened at the right 
time in my life ••••••••••••••••••••••••• 

4. My children will be about the same 
age as my friends' children •••••••••••• 

5. Moat of the people my age are having 
babies right now •••••••••••.•.•••••••••• 

6. Most people my age do NOT want to 
have babies right now •...••...•..... II ••• 

7. I feel grown-up enough to be 
pregnant .........•...••........•........ 

8. When I think about how my work is going 
inside and/or outside the home, this 
pregnancy is happening at a good time ••• 

9. I know myself well enough to know 
that I can handle being a mother •••••••• 

10. I did NOT expect this pregnancy 
to happen right now ••••••••••.•••••••••• 

11. When I think about the amount of 
money I have and/or make, this is 
a really good time to be pregnant •••••.• 

12. I had enough time to plan for this 
pregnancy before getting pregnant ••••••• 
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13. I think I am ready to give up some 
of my freedom to take care of this 

>
...J 
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:z 
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baby ••••••••••••••••••••••••••••••••••• I 

14. When I think about my relationship 
with the baby's father, this pregnancy 
is happening at a good time ••••••••••••• I 

15. I think my body is ready to handle 
having a baby........................... I 

16. This pregnancy is happening at the 
time I dreamed it would happen ••••••••• 1 

17. When I think about my school 
plans, this pregnancy is happening 
at a good time in my life .............. . 

18. I think I am ready for the 
responsibilities of being a mother...... 1 

19. This pregnancy is happening according 
to the plans I have for the number and 
order of children I want •••••••••••••••• 1 

20. This is a good time for me to be 
pregnan t. • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 1 

21. When I think about my relationship 
with my parents, this pregnancy is 
happening at a pretty goou time ••••••••• 

22. I think that I am ready for the 
changes this pregnancy will bring 
in my friendships with others •••••••••.• 1 

23. Most people in this country would 
plan a pregnancy at the same time 
in their lives as I am having this 
pregnancy ••••••••••••••••••••••••••••••• 

24. Most people in this country think 
women my age should be having 
babies ••.•••••••••••••••••••••••••••••.• 
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25. Most people in this country would 
wait about the same amount of time 

LIJ 
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before getting pregnant as I did •••••••• 1 

26. Most people in this country 
would NOT plan to get pregnant if 
they were in my situation............... 1 

Pregnancy Timing Instrument 
© Dianna Spies Sorenson 
rev. 1-4-89; 3-15-89; 3-31-89 
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Now re-read the questionnaire and list other items that you think are 
important. Please add any comments you wish to make (examples: general 
comments, explanations, suggestions, difficulties understanding items, 
etc. ). 
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IWB 

DIRECTIONS: Here are some words and phrases which I would like you to 
use to describe how you feel about your present life. Put an "X" over 
the space that you tbink best describes how you feel about your present 
life. 

EXAMPLE: 
My present hair color is: 

DARt __ :_x_ LIGHT 

1. My present life is: 

BORING : INTERESTING --- ---
2. My present life is: 

ENJOYABLE : : MISERABLE --- --- ---
3. My present life is: 

USELESS : WORTHWHILE --- ---
4. My iHoesent life is: 

LONELY : FRIENDLY --- ---
S. My present life is: 

FULL : EMPTY --- ---
6. My present life is: 

DISCOURAGING : HOPEFUL --- ---
7. My present life is: 

REWARDING : : DISAPPOINTING --- ---
8. My present life: 

DOESN'T GIVE ME BRINGS OUT 
MUCH CHANCE THE BEST IN ME 

9. In thinking about 
my life as a whole, 
I am: 

COMPLETELY COMPLETELY 
DISSATISFIED SATISFIED 

THAN[ YOUI 



PRQ 

DIRECTIONS: Please read the following statements and circle the number 
which indicates the amount you agree or disagree with the 
statement. There is no right or wrong answer, everyone's 
answers are expected to be different. 
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~ t:f ~ <.5 

STATEMENTS ~ § ~ ~ ~ ~ I§ ~ ~ Sf ;:; ~ ..., 
"' 

..., ~ ..., 
I i I I I I 

l. There is someone I feel close to who 
makes me feel secure • • • •• 7 6 5 4 3 2 

2. I belong to a group in which I feel 
important . . . . . . . . . . . . . 7 6 5 4 3 2 

3. People let me know that I do well at my 
work (job. homemaking) •••••••••• 7 6 5 4 3 2 

4. I can't count on my relatives and 
friends to help. me with problems • 7 6 5 4 3 2 

5. I have enough contact with the person who 
makes me feel special . . . . . . . . 7 6 5 4 3 2 

6. I spend time with others who have the 
same interests that I do • • • • • • • 7 6 5 4 3 2 

7. There is little opportunity in my life to 
be giving and caring to another person •• 7 6 5 4 3 2 

B. Others let me know that they enjoy working 
with me (job. committees. projects) ••• 7 6 5 4 3 2 

9. There are people who are available if I 
need help over an extended period of 
time . . . . . . . . . . . . . 7 6 5 4 3 2 

10. There is no one to talk to about 
how I am feeling • • • • • ••• 7 6 5 4 3 2 

ll. Among my group of friends we do favors 
for each other • • • • • • • • • • • • 7 6 5 4 3 2 

12. I have the opportunity to encourage others 
to develop their interests and skills 7 6 5 4 3 2 
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STATEMENTS 

13. ~ family lets me know that I am 
important for keeping the family. 
running • • • • • • • • • • • • • • • 7 

14. I have relatives or friends that will help 
me out even if I can't pay them back 7 

15. When I am upset there is someone I can 
be with who lets me be myself. • • 7 

16. I feel no one has the same problems 
as I ••••••••••••••• 

17. I enjoy doing little Uextra" things 
that make another person's life 
more pleasant • • • • • • • • • ••• 

18. I know that others appreciate me as a 
person • • • • • • • • • • • • • • • 

19. There is someone who loves and cares 
about me ••• • • • • • • • 

20. I have people' to share social events 
and fun activities with ••••••• 

21. I am responsible for helping provide for 
another person's needs ••••••• • • 

22. If I need advice there is someone who 
~ould assist me to work out a plan for 
dealing with the situation •••••• 

23. I have a sense of being needed by another 
person •••• • • • • • • • • • • 

24. People think that I'm not as good a 

7 

7 

7 

7 

7 

7 

7 

7 

friend as I should be • • • • • • • • •• 7 

25. If I got sick there is someone to give me 
advice about caring for myself ••••• 7 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 
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5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 1 

5 4 3 2 

5 4 3 2 

5 4 3 2 
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SCORING FOR THE PHYSICAL SYMPTOMS CHECKLIST-SR 

INSTRUCTIONS: code each item circled as 1; those not circled 

as O. Sum the score for the total score. 

SCaRING FOR THE AFFIRMATORY COMMUNICATION IN PREGNANCY INSTRUMENT 

INSTRUCTIONS: Code each item 1 through 5 to correspond with 

the number circled. Sum the score for the 

total score. 

SCORING FOR THE PREGNANCY TIMING INSTRUMENT 

INSTRUCTIONS: Code each item 1 through 5 to correspond with 

the number circled. Sum the scores for the 

total score. Cohort timing subscale is the sum 

of items #1 through #6; personal timing 

subscale is the sum of items #7 through 22; and 

the social timing subscale is the sum of items 

#23 through #26. 
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SCORING FOR THE MYSELF AS MOTHER-SR INSTRUMENT 

INSTRUCTIONS: Code items # 1, 3 , 4 , 5, 7, 9 , 10, 17 to 

correspond with the position where the 

respondent placed an "X". Blanks are 

hierarchically ordered 1 through 7. Items #1, 

3, 5, 7, 17 are reverse coded. To obtain a 

total score, sum the items # 1, 3, 4, 5, 7, 9, 

10, 17. 

SCORING FOR THE INDEX OF WELL-BEING 

INSTRUCTIONS: For items #1 through #9, code each item 1 

through 6 to correspond with the position where 

the respondent placed an "X". The blanks are 

sequentially ordered from 1 to 6, except 

reverse coding for items #2; 5; 7. A total 

score is obtained by the following formula (the 

sum of the scores for items # 1 through 8) + 

(1.1 X the score on item #9). 
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SCORING FOR THE PERSONAL RESOURCES OUESTIONNAIRE 

INSTRUCTIONS: Score each item 1 through 7 to correspond with 

the number circled. Recode items #4, 7, 10, 

16, 24. A total score is optained by summing 

the scores on all items. 

SCORING FOR THE SELF-ESTEEM SCALE 

INSTRUCTIONS: Score items #1, 3 t 4, 7, 10 to correspond with 

the letters circled: 4=SA; 3=A; 2=0; l=SO. 

Score items #2, 5, 6, 8, 9 to correspond with 

the letters circled: l=SA; 2=A; 3=0; 4=SO. A 

total score is obtained by summing the scores 

on all items. 
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1078 East Blacklidge Drive 
Tucson, Arizona 85719 

. (602)-623-8395 
January 31, 1989 

Lorraine Walker, RN Ed.D. 
Luci B. Jhonson Centennial Professor in Nursing 
The University of Texas at Austin 
1700 Red River Street 
Austin, Texas 78701 

Dear Dr. Walker: 

Thank you for your prompt response to my request to utilize 
your instrument "Myself as Mother". I think that the 
instrument will be suitable for my disse~tation research. 
The only changes that I propose are: 1) the instructions will 
be modified slightly to maintain continuity with the other 
instruments I am using, and 2) possibly rename a few of the 
adjectives to a lower level of understanding. I really had 
difficulty getting the level of vocabulary down to the 
understanding level of a number of my subjects in my pilot 
study. I am concerned about words like lenient. I had three 
16 year olds and a number of high school dropouts in my pilot 
who seemed to have more difficulty reading and/or 
undLrstanding words than others. Also, I had a number of 
hispanic women who had difficulty. I have yet to meet with 
my committee chair. Hopefully, she will give me guidance in 
this matter. 

Again, thank you for granting me permiSSion to utilize your 
instrument. Would you like the summary psychometric 
properties sent to you when I am finished? 

Sincerely, 
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1078 East Blacklidge Drive 
Tucson, Arizona 85719 
(602) 623-8395 
January 31, 1989 

Copyright Department 
Princeton University Press 
41 William Street 
Princeton, NJ 08540 

Dear Sir: 

I am a doctoral student in nursing at the University of 
Arizona. I wish to request permission to reproduce and use 
the Self-Esteem Scale referenced in: Rosenberg, H. (1963). 
Society and the adolescent self-image. Princeton, N.J.: 
Princeton University Press. The scale vouJd be used to 
collect data for my doctoral dissertation research and the 
associated pilot testing of instruments. 

As you can appreciate, doctoral students are always operating 
under deadlines, so your prompt response would be especially 
appreciated. Thank you for your time and consideration. If 
you have any questions regarding my request, do not hesitate 
to contact me at the address and/or telephone number listed 
above. 

Sincerely, 

Dianna Spies Sorenson 
Doctoral Candidate 

~Ei:)~II..i"IVERSITY~: 

C O,JHSIICtllt5 n ... t~ .. '.~ •• 

X ~TI -~:'i-:,,):. ~ .. , ,,""!".T'V! PAli" wrn.tnU1 CHA' 

r C:~f':: ;WP\II'S5;:C,-C" 4 ,;. __ ~ r'o':''''~ ~ rC"L:llro. 

CQfIIeSiO" llllt.A¥l.~£"'::'~ :::. v~; ':aT ~~. 

If!l., , IF 

'! 0 answ~ your letter more promptly . .• 

WI! arl! taking the libmy of replying by 

notaJions on your letter. We feel cerlllin 

that you will pmnit us this informality 

lvhich allows a faster reply. 

'Princeton Univ~sity 'Press 

Morris Rosenberg, Society and the Adolescent Self-Image. Copyright (c) 1965 
by Princeton University Press. Self-Esteem Scale reproduced with permission 
of Princeton University Press. 

E:
-P . 
, a /lAX. • 

, oan Palatine 
ermissions Manager 

3/21/89 
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Montana State University 
SherrIck Hall 
BomINn. ~ 158717-G005 

Oi.n. Sorenson 
1078 E. 8laeledae 
TUBcon. AZ 8~1~ 

DeAr ~s. Sorenson I 

College of Nurstna 

ThanK you for your reeent ohone call. I.m Dleased that VC"J al'e 
Interested in the PRGB5 for inclusion in your research crOlect. 
If you feel that the tool meets vour needs vou have my 
oiiil~"'llilssion to use it. In this oacket you wi 11 fina a CODY of 
tne ~Raa5. the directIons for scoring, the suggested demoqracnic 
information. and sam. additional results from the continuea 
osycnometrlc evaluation of the PRQ. A good deal of our worK has 
been cublished. However, if you have other scecific ouest Ions 
01ea5e do not hestiate to contact me. 

As w. contInua to work with the refinement and development of tne 
PRQ we are likeWIse beginnIng to collect al"-: to collate Data sets 
provldee oy researchers who h.ve used the P~G. One sDaclfic aun 
15 ~o nave a systematizea data base that would provide a source 
of comearlson across studias. poculations, situations atc. If 
you are WIlling to share your data set we would be MOst haccy to 
inclUDe it in this growing data b&~a. I have included the 11St 
of demographIc' variables that should be sent with the data. 

The ~RG has been deslDned with two distinct Darts. Part 1 can 
address some aSDects of the network structure and provides 
descr1ptive data regarding situational SUDDort. Part 2 IS a 
sca!e aevelooeD to measure the level of perceived so~ial suooor, 
cased on the work of Robert Weiss. While Part 1 can be used 
... 1 thout Part 2 or ilart 2 W1 thout Part 1 we ask that no items ,)r 
Quest10ns be cnanged/deleted. or the item seauence alterea 1n 
any ... ay. 

if you decide to use the PRaSS in your research please sena us a 
letter WIth a brief descriotion of your study. Students are to 
lnciude the name of their research advisor. The tool must oe 
ident1fied. in your Questionnaire. as the Personal Resource 
~uestlonnalre and autnorsh1D of the tool acknowledgea 1n any 
DUDlicat10n or communicatIon regarding the tool. Please sena 
~hree aollars to help with the eKDenses of this mal ling. 7hank 
you for your interest 1n the PRG. I wish you well in your 
researcn. 

S i ncel'ei y, 

~W~' 
Clarann Welnert, S.C., Ph.D.,R.N. 
AssoC1ate Professor 

Bozeman (406) 994-3783 
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1078 E. 'Blacklidge Drive 
Tucson, AZ 85719 
(602) 623-8395 

Clarann Weinert, S.C., Ph.D., R.N. 
College of Nursing 
Montana State University 
Bozeman, MT 59717-0005 

Dear Dr. Weinert: 
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Thank you for granting permission to utilize the Personal 
Resource Questionnaire (PRQ) for my pilot and subsequent 
dissertation research. Your prompt response to my request 
was greatly appreciated. 

Here are the results from my pilot study: 
N=46 pregnant women- 69% primagravidas, 91% primaparas, 
age range~16-41 (mean=26), education range m lO-23 yrs, 65% 
work outside the home. 

PRQ st. alpha= .92; average interitem correlation = .30, 
correlation of item to total range ~ .10 (item 7) to .73 
(item 21); inter-item correlations range m -.01 to .75. The 
cluster analysis has no real definitive subscales. 

After the study, I will be happy to send you the data on a 
disc. 

Thanks once again! I hope you are surv1v1ng the artic cold 
snap I see you folks if Montana received. Please give my 
greetings to Dr. Rogers. 

Sincerely, 

Dianna Spies Sorenson 
Doctoral Candidate 



1078 E. Blacklidge Drive 
Tucson, AZ 85719 
(602) 623-8395 
January, 6, 1989 

Jaqueline Fawcett, Ph.D. 
720 Middle Turnpike 
Storrs, CT 06268 

Dear Dr. Fawcett: 
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Thank you for taking the time December 16, 1988 to briefly 
discuss and give permission to use the Physical Symptoms 
Checklist in my upcoming dissertation research. I have a few 
remaining questions since that telephone conversation. Has 
the checklist been changed since it was published in the 
Florida Nursing Review (Vol. 2, 12)? What updated 
psychometric properties (validity and reliability estimates) 
can you share with me? How were your items generated? I was 
also really curious to know how you dealt with the Beck 
Depression Inventory. Some of the depression items, like 
loss of appetite, are reportedly influenced by hormonal 
changes. Where I realize you were not trying to measure 
depression per se, I was wondering how you would interpret 
the findings if you ~ trying to assess clinical 
depression? 

The additions I propose for the revised Physical Symptoms 
Checklist include the following items: sore joints; stuffy 
nose and/or nose bleeds; swelling in hands and/or feet; 
heartburn; headaches; sleep disturbances; nightmares; 
dizziness and/or light-headedness; vaginal dryness; increase 
in vaginal discharge. 

Thank you once again for your time. I look forward to 
hearing from you. 

Sincerely, 
Dianna Spies Sorenson, M.N., R.N. 
Doctoral Candidate 
University of Arizona 
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PILOT TESTING OF THE 

AFFIRMATORY COMMUNICATION IN PREGNANCY INSTRUMENT 
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Following the initial pilot testing and subsequent 

revision, the current Affirmatory Communication in Pregnancy 

Instrument (ACPI) underwent a second pilot testing using a 

sample of 46 pregnant women (Sorenson, 1989). The 23-item 

ACPI demonstrated an internal consistency estimate of .94 

using Crohbach alpha (total scale). Interitem correlations 

ranged from .41 to .77. 

ranged from .43 to .77. 

Item-to-total scale correlations 

The items demonstrated modest variability, as none of the 

items had standard deviations which were greater than half the 

individual item's mean score. Subjects selected the full 

5-point response range for 57% of the items. Subjects 

utilized only the upper 4-point range, where the "almost no 

understanding" response was not used. 

A cluster analysis revealed two identifiable subscales. 

Ten items appeared to center on experiences over which women 

feel able to exert personal influence, where the remaining 13 

items reflected experiences in which omen feel less able to 

exert personal influence. 

performed. 

No analyses on subscales were 

Individual item correlations with the singular criterion 

item (item #24 included in the scale) ranged from .12 to .52. 

The total scale correlation with the criterion item was .59. 
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Concurrent validity examined between the ACPI and the Personal 

Resource Questionnaire Part B (Brandt & Weinart, 1987) was 

.36, indicating that the instruments measure similar, yet not 

overlapping content areas. The instrument demonstrated 

sufficiently high psychometric properties to utilize in the 

dissertation research. 
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The original 15-items developed for the Pregnancy Timing 

Instrument CPTI) were derived from theoretical aspects of the 

life-span developmental literature. The wording of items was 

further refined through the l!~1!'l of inductive interviews and 

clinical anecdotes. Content validity was assessed by a panel 

of 5 judges. One judge was a doctoral student who has an 

interest in time and timing constructs; two judges were 

doctorally prepared pregnant women; one judge was a doctorally 

prepared certified nurse midwife; and the final judge was a 

lay subject who was pregnant. Judges expressed an 83% 

agreement regarding item clarity; a 96% agreement that the 

conceptual label was consistent with the items; and a 67% 

agreement that the items were unique, displaying no overlap. 

Existing ite~s were revised after considering the 

recommendations given by each of the judges. Additior.all~', 

five new items were generated from discussions with the 

judges. 

The revised 

Likert-type scale. 

"almost completely 

18-item PTI was based on a 7-point 

The anchors for the items ranged from 

'off-time'" to '" almost completely 

lon-time'''. The higher the score, the more the perceived 

timing synChrony a woman experiences. 
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Preliminary psychometric testing of the PTI was performed 

using a sample of 46 pregnant women attending childbirth 

education classes offered by the Childbirth Education 

Association. A cluster analysis demonstrated the presence of 

the three theoretically identified subscales, thus adding 

support for construct validity. The three subscales were: 

synchrony between the pregnancy event and 1) the woman's 

personal ideal (13 items); 2) cohort ideal (4 items); and 3) 

social ideal (3 items) of when pregnancy should occur. 

Internal consistency estimated using Crombach' s alpha was 

.92 for the total scale; .91 for the personal ideal subscale; 

.89 for the cohort ideal subscale; and .91 for the social 

ideal subscale. Item-to-total scale correlations ranged from 

.26 to .74. Item-to-subscale correlations are as follow: 1) 

items in the personal ideal correlated between .31 and .88; 

2) items in the cohort ideal correlated between .83 and .88; 

and 3) items in the social ideal correlated between .88 and 

.93. Inter-item correlations among items in the cohort and 

social ideal subscales were extremely high, possibly due to 

redundency or response set bias. 

The full 7-point range of responses was utilized for all 

items, however inspection of the item frequencies suggested 

heavier use of extreme responses than middle-range responses. 
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The standard deviations were less than one-half the mean score 

for each item. construct validity was also assessed 

using predictive modeling. The relationships between the PTI 

and partial set of variables to be used in the dissertation 

research were examined. The pilot test results indicated that 

the relationships among the variables were identical to those 

predicted within the model. 

Results of the pilot test were discussed with the panel 

of content val idi ty judges. Discussions with the judges 

yielded several scale modifications. Because the 

questionnaire format may have been too complex for some 

subjects (i.e. subjects had to concentrate on both the item 

content and the response categories), the items and response 

categories were reformulated. Items retained the same 

content, but reflected the "on-time"/"off-time" values. 

Response headings were the modified to reflect levels of 

agreement with each item. 

Upon recommendations of the judging panel, eight items 

were also added to the instrument to strengthen the 

subscales. These items were developed using the theoretical 

literature described earlier and the suggestions provided by 

the judges. 

The number of items per subscale was expanded to: 1) 
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cohort ideal= 6 items; 2) personal ideal= 16 items; and 3) 

social ideal= 4 items. The PTI was also modified to shorten 

the number of response categories to 5, since adding to the 

length of the scale reduced the need for a wide response range 

(Kerlinger, 1986). 
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