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ABSTRACT 

Ethnographic techniques were used in a study of four pregnant 

women with diabetes to determine their perceptions regarding pregnancy. 

The significant events during pregnancy related health care and illness. 

Illness was implied in the descriptions of pain, suspense, and sense 

of powerlessness regarding their bodies and events. Physical needs 

focused the attention of the women to self. Concern over the health 

of the baby was magnified, yet the women avoided thinking about the 

fetus until it was considered safe. The sick role overshadowed 

achievement of the maternal tasks of pregnancy. To deal with being 

sick, the women required reassurance by being kept informed, being 

treated like a person, and being cared for by knowledgeable health pro

fess ionals. 

Three cultural themes were identified: 1) being pregnant and 

diabetic is being out of control, 2) being pregnant and diabetic means 

you are sick, and 3) sick people require special care from health 

professionals. 

vi i i 



CHAPTER 1 

INTRODUCTION 

Successful childbearing by diabetic women in the United States 

is increasing due to advances in perinatal care which have significantly 

improved the physical outcome of pregnancy for mother and fetus. The 

physical and emotional ramifications of this high risk pregnancy should 

be a concern to nurses. Diabetic women who become pregnant enter a 

period that is at times joyful, and at times overwhelming and fright

ening. The goal of this paper is to explore perceptions of women about 

diabetic pregnancy. 

The childbearing period is surrounded by many expectations in 

our culture. Pregnancy is defined as a normal, natural developmental 

period characterized by physical and psychological disequilibrium 

(Caplan, 1957). The physical disequilibrium can be minimized by 

ensuring adequate diet, rest, and activity, and following the direc

tions of the physician or nurse-midwife. Psychological disequilibrium 

can be diminished with the help of supportive family and friends. By 

developing a relationship with the growing fetus, the pregnant woman 

takes a step forward in role transition to parenthood. This relation

ship culminates after delivery in the form of mother-infant attachment. 

Culturally, the woman is expected to perceive pregnancy as happy, 

positive experience. 

1 
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What happens to the diabetic woman who becomes pregnant? 

There are numerous physical consequences of diabetes which place the 

woman "at risk" in comparison to the non-diabetic woman. For her, 

many of the ensuing events and expectations differ from those of the 

non-diabetic woman. The diabetic mother-to-be is placed on a strict 

diet and introduced to a multitude of tests. She is subject to the 

discomforts of rapid weight gain, frequent venipunctures, episodes of 

hyperglycemia and hypoglycemia, and hospitalization, none of which are 

experienced in the "normal" pregnancy. 

Current medical management of the diabetic woman during preg

nancy involves repeated blood sugar and estriol determinations, sono

grams, non-stress tests, and oxytocin challenge tests. These diagnostic 

procedures may occur daily, weekly, or monthly depending on the type of 

evaluation and the health of the mother and fetus. It is not uncommon 

to hospitalize the mother periodically to improve diabetic control. 

Hospitalization may occur four or five times for a period of days or 

weeks. Prior to delivery, an amniocentesis is performed. The decision 

for a vaginal or Cesarean delivery may not occur until the day of the 

baby's birth (Gabbe, 1977; Naeye, 1979). The physical disequilibrium 

experienced by the diabetic woman cannot be alleviated by following 

the cultural rules for a normal pregnancy. The health care necessary 

to maintain the well-being of the woman and fetus places the mother 

in a sick role. 

The emotional consequences of diabetes during pregnancy 

include a heightened concern for her own health and for the well-being 
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of her unborn baby. The regime of medical care also fosters a high 

level of stress—fear of the unknown, pain, disruptions in daily 

routines, isolation from family, as well as exhorbitant medical costs. 

The stress may also strain the coping mechanisms of the woman's support 

system—family and friends. 

The literature suggests that stress can hinder achievement of 

the material tasks of pregnancy and of mother-infant bonding (Caplan, 

1927; Rubin, 1976). Mercer (1977) proposed that the energy levels 

needed by the high risk mother to cope with the physical problems of 

pregnancy deplete her energy stores necessary for strong maternal -

infant attachment after delivery. The psychological disequilibrium 

experienced by the pregnant woman who is diabetic may not be reduced 

by supportive family and friends. The physical and emotional stress 

may delay development of ties to the fetus. Pregnancy may not be viewed 

as a happy, positive experience. These responses to pregnancy are 

contrary to cultural expectations. 

Few data are available describing the consequences of diabetes 

on a woman's perceptions of pregnancy or her ability to achieve the 

maternal tasks of pregnancy. The effects of the physical and psycho

l o g i c a l  s t r e s s o r s  o f  p r e g n a n c y  o n  t h e  w o m a n  w i t h  d i a b e t e s  w i l l  b e  

explored here. 

Statement of the Problem 

What are the perceptions of diabetic women regarding their 

pregnancy? 
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Statement of the Purpose 

The purpose of this study was to learn the way in which 

selected diabetic women perceive their pregnancies. What are the 

significant events in their worlds? How do they interpret and give 

meaning to these events? What are their concerns and emotional needs? 

Do they perceive themselves as "sick?" Do their physical needs over

shadow the pregnancy experience? How do they view themselves, babies, 

families, and the health care system? Do they master the maternal tasks 

of pregnancy? 

Significance of the Problem 

An assumption of this study is that pregnancy is a time of 

disequilibrium in the role transition to parenthood regardless of parity. 

The physical and emotional stressors precipitated by diabetes present 

a situational crisis with which the pregnant woman must cope. 

The pregnant woman with diabetes is frequently misunderstood 

if she seems reluctant to "comply" with the ordered medical regime, 

i.e., tests, diet, appointments, etcetera. If blood sugar levels do 

not respond to diet and insulin regulation, she may be accused of 

"cheating." "At risk for bonding" is a label sometimes attached to the 

mother-to-be if she does not talk about the baby or prepare for the 

baby's birth. The nurse must attend to these behaviors and clarify 

their meanings. The nurse is in a unique position to deal with the 

concerns of the diabetic woman and her family to promote a positive, 

satisfying childbearing experience. To effectively assist the diabetic 
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woman in coping, the nurse must first assess how the woman perceives 

the pregnancy and what concerns are paramount to her. 

Conceptual Framework 

The conceptual framework for this study included the concepts 

of pregnancy as a period of disequilibrium, maternal tasks of pregnancy, 

sick role behavior, psychological implications of diabetes and percep

tions of pregnant women with diabetes. The following sections will 

discuss each concept. 

Pregnancy as a Period of 
Emotional Disequilibrium 

Maternity literature refers to pregnancy as a temporary period 

of emotional disorganization occurring when one faces a threat, loss, 

or challenge which cannot be resolved by normal coping mechanisms 

(Rapaport, 1970). Hormonal variations and a variety of threats and 

losses have been pinpointed as precipitating factors. 

During pregnancy, causes for disorganization include conflicts 

surrounding sexuality and motherhood (Caplan, 1959), and changing body 

image (Fawcett, 1978; Moore, 1978). Assumption of a new lifestyle, 

responsibilities, and social expectations, and changing relationships 

with mate, family, and friends (Rubin, 1976; Clark, 1978) have also 

been identified. Fear of pain, discomfort, unknown events to come, 

and concern for the health of self and fetus are frequently expressed 

by mothers-to-be. This maturational crisis affects all pregnant women 

regardless of prior emotional health (Bibring, 1959). 
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The cognitive disorganization experienced by the mother is 

characterized by fantasies, mood swings, ambivalence, passivity, and 

introversion which occurs at specific times during pregnancy. The 

emotional changes are often viewed as adaptive behaviors which facili

tate the transition to motherhood (Caplan, 1959; Benedek, 1959; 

Deutsch, 19^5; Rubin, 1976). 

For example, the disequilibrium of pregnancy and birth can 

produce psychosocial growth. The period has private meaning to each 

woman as defined by her reflections of her own body, the pregnancy, the 

baby, and her relationship with her partner and others (Kitzinger, 

1978). Each woman responds to pregnancy based upon its meaning to her, 

her support systems, and her ability to cope with the stress of the 

childbearing period (Messick and Aguilera, 1979)- If conflicts and 

fears are dealt with effectively, the woman can resolve the disequili

brium and complete the tasks of mothering. 

However, it has been suggested that the stress levels of the 

high risk pregnancy may hinder a successful adaptation to pregnancy. 

Cohen (1966) identified contributing factors which may lead to mal-

adaptation to pregnancy: 1) negative prior experiences in childbearing 

or childrearing, 2) weak support systems, 3) inadequate preparation for 

childbearing or parenting, and k) maternal health problems. 

The diabetic woman may be at risk in at least three of these 

factors, health problems being the most apparent. Some diabetic women 

suffer miscarriages before successfully bearing a child. The emotional 

needs of the diabetic woman may be so great that the usual support of 



7 

family and health care providers is insufficient. As the diabetic 

woman encounters additional physical and psychological stressors in 

her pregnancy, the crisis may be more difficult to resolve. 

Maternal Tasks 
of Pregnancy 

Whereas the disequilibrium of pregnancy is resolved by reor

ganizing one's view from nonparent to parent, the tasks of pregnancy 

are developmental phases the pregnant woman passes through to achieve 

the goal of developing a warm, positive, nurturing relationship with 

her infant. The tasks as identified by Caplan, Rubin, and Clark will 

be discussed here. 

Caplan (1959) conceptualized successive tasks which roughly 

correspond to the three trimesters of pregnancy. The tasks include: 

1) acceptance of the pregnancy, when the mother works through 

ambivalent feelings about the pregnancy, 2) development of attachment 

to the fetus, as the mother becomes protective and fantasizes about 

the baby's personality, and 3) acceptance of the baby as a unique 

individual, when the mother views the baby as a separate being. 

The developmental tasks of pregnancy were given a different 

emphasis by Rubin (1976). In Rubin's framework, the woman attends to 

each task simultaneously. All four tasks continue throughout pregnancy, 

each task being more or less conspicuous during a particular trimester. 

The tasks include: 1) seeking safe passage for herself and the baby 

during the childbearing period, when the mother seeks health care and 

follows cultural prescriptions, 2) ensuring the acceptance of the baby 



8 

by significant others in the family, when the mother assures herself 

that her partner and family will love the infant, 3) binding-in or 

attachment to the baby, when the mother becomes aware of the growing 

fetus within her, gradually developing feelings of warmth and love, and 

k) learning to give of herself, when the mother moves from periods of 

dependency on others to the ability to care for the infant. 

Clark (1979:269-273) incorporated and reorganized the tasks 

of Caplan and Rubin. According to Clark, the tasks are sequential, 

but may overlap. The tasks include: 1) pregnancy validation, involv

ing acceptance of the pregnancy by herself and significant others, as 

well as ensuring safe passage through health care, 2) fetal embodiment, 

which involves growing awareness of the fetus, and physical and psycho

logical changes, and 3) fetal distinction, during which the baby is 

visualized as having unique characteristics, and k) role transition, 

in which the mother prepares for separation from the fetus and the 

taking on of the mothering role. 

The tasks of pregnancy as identified by Caplan, Rubin, and 

Clark contain many similarities. Certain behaviors are exhibited by 

the mother throughout pregnancy indicating achievement of the tasks. 

For example, the mother who can talk about what the baby will look like 

or act like has distinguished the fetus as a real thing. The mother 

who rarely mentions the baby or his characteristics may not have 

advanced to this stage. 

If the woman fails to accept the pregnancy, develop emotional 

ties with the baby, or perceive the baby as a separate being, she may 
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not be able to adequately nurture her baby. The diabetic woman may 

not focus on her baby if she is continuously ill or is undergoing 

painful procedures repeatedly. The stress of the diabetic pregnancy, 

with such great attention to the health of the mother and fetus and 

physical aspects of care, may place the woman at risk to master all of 

the maternal tasks during the nine months of pregnancy. 

Sick Role Behavior 

Acute illness causes disequilibrium in all aspects of a person's 

like, physiological and psychosocial. The ill woman cannot function in 

her usual societal role. So society has deemed that certain behaviors 

be "taken on" when a person becomes ill. The role entails certain ex

pectations and responsibilities of the ill individual such as I) exemp

tion from social responsibilities, such as usual daily activities, 

2) inability to improve one's own health without assistance, 3) the 

attempt to achieve health and relinquish the sick role as soon as pos

sible, and k) seeking competent medical care and complying with the 

recommended therapy (Parson, 1951). 

The pregnant woman with diabetes had adapted to this sick role 

at the acute onset of juvenile or adult diabetes. As the disease 

stabilized, she relinquished the sick role behaviors according to 

expectations of self and others around her. However, the sick role 

rules resurface during pregnancy. 

Regardless of the lability of the diabetes during pregnancy, 

certain routines are adhered to for the well-being of the mother and 

fetus. She is prevented from carrying out daily activities when 
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hospitalized. It is expected that the woman may experience problems 

beyond her control, such as excessive or inadequate fetal growth. She 

is expected to maintain a rigid diabetic diet, test her urine four times 

daily, and administer injections of insulin once or twice daily. If 

she appears to deviate from the medical orders, she is often labeled 

a "difficult patient," unconcerned about what happens to her or her 

baby. This is particularly devastating for the pregnant diabetic 

woman who does follow her diet, yet because of the rapidly changing 

metabolic needs of pregnancy, her body is unable to maintain blood sugar 

levels within normal range. 

Psychological Implications 
of Diabetes 

While attending to tasks of pregnancy, the diabetic woman con

tinues to deal with a long-term health problem in an acute phase. 

The psychosocial sequellae of diabetes are considered adapta

tions to a chronic illness and not a result of a "diabetic personality" 

per se (Krosnick, 1970). Chronic illness implies a long-term threat 

to one's well-being. One must adjust to changes in body image or 

function, changes in relationships with others, threat of bodily injury, 

and/or loss of satisfaction from food, sexuality, and self-actualization 

(Engel, in Peterson, 1979). 

How one responds to diabetes as a long term illness is contin

gent upon prior coping mechanisms, body image, past experiences with 

illness, perception of diabetes, and attitudes of significant others 

(Parets, 1967)- Denial, regression, dependency, hostility, ambivalence, 
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rejection, depression, withdrawal, and acceptance are coping behaviors 

often exhibited (Krosnick, 1970; Isenberg, 1965; Kravitz, 1971, Lambert 

and Lambert, 1979). 

These behaviors may be manifested by poor self-concept, failure 

to cooperate with medical care, and difficulty in school, marriage, and 

employment. Upon acceptance of the disease, most diabetics experience 

few problems in these areas (Lambert and Lambert, 1979)• Kassebaum and 

Bauman (in Jaco, 1972) found that diabetics of long-standing are less 

concerned with dependence, role exemptions, and denial than are individ

uals with other chronic illnesses such as arteriosclerotic heart disease. 

Relinquishment of the sick role factors was attributed to the relative 

autonomy the diabetic has over daily activities of life. In spite of 

certain limitations in diet, medications, and activities, diabetes 

should interfere less with role performance. 

Although the threats implied in chronic illness are potential 

losses even in the normal pregnancy, they are heightened in the diabetic 

pregnancy. The insulin-dependent woman encounters pain and intrusion 

of body boundaries with injections, food limitation, and a threat in 

inability to produce a healthy baby. Because of the numerous stressors 

during pregnancy, the woman may experience a relationship change with 

significant people in her life. It would be expected that, upon 

experiencing acute episodes of the illness, that the pregnant diabetic 

woman may respond with old feelings and coping behaviors. 

To summarize, the effects of chronic illness has a significant 

impact on the emotional well-being of the pregnant woman with diabetes. 
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She must contend with societal expectations, and personal fears and 

concerns of a potentially disabling illness, while adjusting her life

style to be as "normal" and as "well" as possible. Various factors 

influence her adaptation to the disease. The psychological effect of 

diabetes on pregnancy will depend, in part, upon the woman's prior 

adjustment to diabetes. 

Perception 

The perception of the events surrounding diabetes and pregnancy 

will influence the woman's psychological responses and adaptation to 

pregnancy. This section will discuss perception and factors influencing 

perception. 

Perception is a cognitive process by which interpretation and 

meaning are attached to environmental stimuli. The meaning of the 

events which one experiences in his environment is his reality, his 

view of the world (Knutson, 1965)• 

How does this process occur? According to Spradley (1972), a 

stimulus (object or event) is received by a sensory organ. This 

stimulus is transformed to a neural impulse and is carried to the brain. 

It then becomes a mental image of the object or event. Similar mental 

images of the event are selected out of the many stimuli in the environ

ment and are categorized in the brain to form concepts. Meaning is 

attached to the concepts through the use of symbols. A symbol desig

nates an arbitrary relationship between a perceived stimulus and its 

referent. 



The use of symbols allows one to represent past, present, and 

future events. It allows us to communicate with others. Symbols may 

be verbal or nonverbal. Body movement, noise, odor, and visual objects 

all may be utilized sensorily as symbols for interpretation. Symbols 

can be utilized to synthesize new knowledge (Spradley, 1972). It is 

with symbols that the pregnant woman with diabetes expresses the events 

of pregnancy. 

One senses only selected stimuli from the environment. Percep

tion is goal-oriented in that a stimulus will not be attended to unless 

it has some meaning for the individual. Upon receiving a stimulus, the 

individual actively interacts with his environment, and both he and the 

environment are changed. A "simultaneous mutual interaction" occurs. 

The nature of the interaction depends on how the individual interprets 

and gives meaning to the environment. One's psychological "experience" 

is the "interaction of a person and his perceived environment" (Bigge, 

1976:73). 

Factors which influence one's perceptions include past coping 

methods, interaction with others, and cultural rules. Livingston (1978) 

noted that an individual's life experiences and educational experiences 

shape his perception. If one's coping mechanisms and behavior in 

response to a stimulus are effective, one's perceptions, i.e., inter

pretations of the events, are reinforced. Once perceptions are internal

ized and deemed useful, it is difficult for the individual to change 

them. It is only when coping behaviors are found to be ineffective that 

distorted perceptions are modified. In effect, behavior shapes perceptions. 



Blumer (1972:65) related the concept of symbolic interaction 

to the process of perception. Meaning arises "...in the process of 

interaction between people." The meaning of an event to an individual 

develops, in part, from the definition which others give it and their 

behavior towards the person and the event. The individual interprets 

the action and responds based on its meaning to him. Applying Blumer, 

it would seem that the behavior of others such as family, friends 

and health care providers influence the perceptions of the pregnant 

diabetic and her responding behavior. It is necessary to identify 

which symbolic interactions are most meaningful to her. 

To conclude, what the pregnant diabetic woman perceives about 

her world is selected from meaningful stimuli in' her environment based 

on past experiences. Whether or not her past behavioral responses to 

the stimuli were effective will reinforce the continued selection of 

similar perceptions. Her perceptions may become distorted if the 

events change and her perceptions remain limited in scope, i.e., not 

attending to significant new stimuli. Cultural rules assist the woman 

in her interpretation of the stimuli and guide her behavioral responses. 

How she perceives the pregnancy experience may differ from her family, 

health care providers, and other pregnant women and will depend on the 

meaning it has for her. 

Summary 

How the pregnant woman with diabetes perceives her pregnancy 

if influenced by the emotional disequilibrium of pregnancy, the maternal 

tasks to pregnancy, sick role behavior, and the psychological effects 
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of a chronic illness. Her interactions with others and her cultural 

knowledge alter the interpretation of the experience and shape her 

behavior. The meaning of the pregnancy and diabetes and its consequent 

changes in lifestyle influence whether the pregnancy is experienced as 

a threat, loss, or challenge. 

From a review of the literature and the clinical experience of 

this researcher, it is apparent that nurse clinicians have sparse data 

about the pregnant woman with diabetes with which to plan and provide 

quality nursing care. It is hoped this study will begin to elicit in

formation which will assist nursing to attend to the unique need of the 

pregnant woman with diabetes. 



CHAPTER 2 

REVEIW OF THE LITERATURE 

This chapter consists of the review of studies and articles 

pertaining to the psychological changes of pregnancy, stressors, of 

the high risk pregnancy and the diabetic pregnancy in particular. 

Psychological changes during pregnancy will be discussed first. 

Psychological Changes of Pregnancy 

One of the best documented changes during pregnancy is that 

of body image. Body image reflects the woman's mental image of self 

and the way in which she feels others perceive her (Fischer, 1970). 

It affords the woman a frame of reference to people and events around 

her. Body image in women changes throughout pregnancy, the changes 

becoming more pronounced during the second and third trimesters of 

pregnancy (Jessner, 1970; Fawcett, 1978; Carty, 1970; Moore, 1978). 

Carty (1970) and Jessner (1970) report that women become more dis

satisfied with changes such as stretch marks, and increasing discomforts. 

During the last trimester, women express a desire to "get it over with." 

After years of integrating one's perception of size, appearance 

and bodily capabilities, the pregnant woman is faced with a change in 

self. If the woman fails to adapt to these changes, a conflict may 

arise which can interfere with coping mechanisms and interpersonal 

relationships (Murray, 1972). 
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Fear and anxiety are common characteristics of pregnancy. 

Fears often focus on health of the fetus and self (Mercer, 1977)• 

Helper and others (1968) studied pregnant women to determine what life 

events are anxiety producing during pregnancy. The most significant 

stressful events were: l) lack of acceptance of the pregnancy by the 

husband or father of the child and 2) events causing the mother to 

fear her child may die or be damaged, especially if this occurred to 

another child. Concern for fetal loss is a potential reality for 

pregnant women with diabetes. 

Dream content of pregnant women have long been studied. 

Colman (1977) describes the symbolic dreams as part of a "pregnant 

consciousness." Dream content in pregnant women reflects conflicts 

between dependence/independence roles (Vande Castle and Kinder, 1969) 

and potential for the mother-infant relationship (Caplan, 1956). 

According to Sherwin (1981), dreams tend to center on both positive and 

negative content. Positive fantasies emphasize the baby, his care, and 

changes in growth and development. Negative fantasies focus on having 

an abnormal infant, delivery complication, being enclosed, forgetting 

things, being unprepared for labor, sexual encounters and resolution 

of old crises. Gilman (1967) found that most dreams focus on the baby 

and almost half of the dreams include harm or threat to the mother or 

baby. 
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Stressors of the High Risk Pregnancy 

The psychological implications of high risk pregnancy is 

receiving more attention in the literature today. Hospitalization 

has been one approach to management of the high risk pregnancy. Merkatz 

(1976) studied the responses of pregnant women to the stresses of hospi

talization. Approximately twenty-three percent of the women were 

diabetic. The four most frequently expressed concerns were about the 

baby, own health, children and home, and outcome for the baby. Other 

concerns verbalized were about spouse or mate, general dislike for the 

hospital, boredom, fear of diagnostic procedures, dissatisfaction with 

food, performance of health care providers, loneliness, inadequate 

knowledge about plans for care, depression, and dissatisfaction with 

hospital regulations and routines. 

Galloway (1976) cited her perceptions of the emotional responses 

of high risk mothers based on personal experiences in a high risk 

center. She discussed tasks of pregnancy according to Rubin in relation 

to the mother at risk: 

1. Accepting the pregnancy: Questioning of self and others is 

characteristic of beginning to accept the pregnancy as high 

risk. It involves accepting one's "imperfect" body image, 

fear of losing the baby and one's health, and fears of rejec

tion if the pregancy is not successful. 

2. Ensuring safe passage: The mother attempts to secure safe 

passage for herself and baby by compliance with the medical 

regime, even if it involves changing daily activity patterns. 



19 

3. Binding-in to the baby: The mother may avoid expressing dreams 

and fantasies about the baby until receiving signs that the 

baby is a reality, for example, hearing fetal heart tones. 

The mother may not initiate preparations for the baby even in 

the third trimester. 

k. Giving of oneself: The high risk mother gives up much of 

herself to create this baby. She has special dependency and 

fulfillment needs to achieve this task. 

According to Galloway, the high risk pregnancy intensifies the 

concerns of the pregnancy tasks. Consequently, the resolution of tasks 

is more difficult. 

Diabetic Pregnancy 

Little data is available on the diabetic woman in particular. 

Littlefield (1978) identified concerns of diabetic mothers in group 

teaching situations. The concerns expressed by the mothers were: 

control of the diabetes, fears about the well-being of the baby, 

becoming pregnant again, and separation from the baby at birth. 

Frustrations focused on diet, body size, polyhydramnios, and sexual 

desi re. 

Leeman (1970) reported on group meetings for pregnant diabetic 

women to discuss the emotional problems of pregnancy. Anger and denial 

were common reactions to the frustrations of pregnancy. Recurring 

feelings expressed were: helplessness, guilt, fear of injury, defective

ness, and conflicts about self-control. Leeman felt the women were 

often reluctant to openly deal with their feelings. 
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Barglow and others (1981) evaluated pregnant women with 

diabetes for psychiatric disorders in an attempt to identify risk fac

tors which would lead to poor compliance with medical care, resulting 

in poor pregnancy outcome. Of the one hundred women they found that 

thirty-three demonstrated depression, twenty-five exhibited anxiety 

reactions, and seven presented psychotic symptoms. The major risk 

factors identified were: adolescent pregnancy, previous psychiatric 

treatment, White Diabetic Classes B, D, and F, marital problems, single 

parenthood, concurrent medical illness, history of spontaneous abor

tions, age over 35, ambivalence toward the fetus, obesity, and low 

socioeconomic status. These risk factors tend to support those identi

fied by Cohen (1966) as contributing to maladaptation to pregnancy. 

Advances in medical technology are rapidly changing the manage

ment of the high risk pregnancy. One diagnostic tool utilized today 

is realtime ultrasound, enabling the woman to visualize the fetus 

during pregnancy. Kahn and others (1980) evaluated the responses of 

women to sonography and found changed perceptions of the fetus. Viewing 

the fetus increases a sense of attachment by identification of fetal 

parts, character traits, and fetal well-being. One diabetic mother, 

still not assured of her fetus' health following OCT and non-stress 

tests, was reassured after undergoing sonography. Some women, however, 

felt an increased sense of vulnerability. An example cited a woman 

with multiple pregnancy losses. Visualization was a threat to her use 

of denial as a coping mechanism. 
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An alternative to hospitalization has been reported by Peacock 

and others (1979). Insulin dependent women performing home blood 

glucose monitoring were compared with women hospitalized for blood 

sugar control. Blood sugar control was not significantly better in 

hospitalized women than in women at home. Peacock concluded that home 

monitoring of glucose improves understanding and motivation and de

creased the length of other hospital stays. Home glucose monitoring 

could provide a viable option for pregnant women with diabetes. 

Law and others (1980) investigated the use of a high risk 

diabetic clinic to improve diabetic control, client cooperation, and 

improved perinatal outcome as compared to diabetic women seen in a 

general clinic. He found a significant increase in client cooperation 

as measured by following medical orders, compliance with testing of 

urine, insulin administration and diet and missing no more than two 

consecutive appointments. Perinatal mortality rates dropped by 10% 

and the clients were hospitalized one week less than women from the 

general prenatal clinic. Law attributed the increased cooperation 

to improved continuity of care, teaching, and understanding of good 

prenatal care by clients. Needless to say, these methods also provided 

emotional support to the women. 

Summary 

The literature review points out salient psychological changes 

of pregnancy and concerns of women experiencing high risk pregnancy. 

It is apparent that further research is necessary to determine which 
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needs, risk factors, and medical and nursing approaches can best 

assist the diabetic woman during the childbearing period. 



CHAPTER 3 

METHODOLOGY 

This chapter will present the research design, sample popula

tion, setting, data collection, human subjects, data analysis, and 

definition of terms. 

Research Design 

An exploratory study was undertaken to identify the percep

tions of pregnant women with diabetes regarding the childbearing 

period. One method of gathering information about an individual's 

perceptions is through the ethnographic interview. 

The ethnographic interview elicits one's cultural knowledge. 

According to Spradley (1979:^), culture is "...the acquired knowledge 

that people use to interpret experience and generate social behavior." 

How one responds to events or objects in the environment is learned 

and is based on what is meaningful. It was felt that the similar 

events experienced by pregnant diabetic women, such as hospitalization, 

concern about blood sugar, the health of the baby, among others, would 

evoke similar perceptions. Their "cultural knowledge" of diabetes 

and pregnancy could be abstracted from the experiences they describe. 

The ethnography utilizes the language of the informant to elicit 

her cultural knowledge or point of view. The ethnographer attempts to 

"get into the shoes" of the informant via the verbal interpretations of 

experiences. The manner in which the informant categorizes her 
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experiences indicates what is meaningful. The meaning of events during 

pregnancy and a life with diabetes affects a woman's response to her 

family, her baby, and to the health care offered. By identifying these 

meanings, the nurse can better understand the behavior and needs of the 

pregnant woman with diabetes. 

According to Spradley's protocol, the ethnographic interview 

is a series of five to six interviews first introducing broad topics, 

such as pregnancy and diabetes, and later focusing in detail on specific 

topics for clarification. Initially, "grand tour" or open-ended ques

tions are presented to encourage the informant to describe her experi

ences and freely express her views. Grand tour questions are designed 

to identify issues during the childbearing period significant to the 

informant. Such questions include "What is it like to be diabetic and 

pregnant" or "Tell me about a clinic day." Table 1 lists the grand 

tdur questions. Issues addressed in grand tour questions were 

developed from the review of literature and personal experience of the 

ethnographer. 

The informant's responses to grand tour questions are analyzed 

into categories or domains. Questions for the succeeding interviews 

arise from analysis of the domains. Structural questions are used to 

determine the terms included in each domain, discovering similarities 

and differences. For example, "What kinds of tests take place on a 

clinic day?" or "What are your thoughts about the baby?" New topics 

of importance may be introduced if identified by the informant. A 

list of structural questions is shown in Table 1. 
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Table 1. Sample Interview Questions. 

SAMPLE INTERVIEW QUESTIONS 

GRAND TOUR QUESTIONS: 

1. How does it feel to be pregnant? 

2. What is it like to be diabetic? 

3. Tell me about a clinic day. 

STRUCTURAL QUESTIONS: 

1. What have been some of your concerns during pregnancy? 

2. What do you like about pregnancy? 

3. What don't you like about pregnancy? 

k. What are your thoughts about the baby? 
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The direction of the ensuing interviews tap perceptions of 

physical needs, emotional needs, and health care. The informant is 

asked to refer back to each domain so that a thorough list of terms 

is developed in each domain. 

It is most important that the ethnographer utilize the infor

mant's language and terminology to perceive the informant's world as 

she does. In this particular study the ethnographer, a nurse, attempted 

to clarify the meaning of the medical jargon used by the informant. It 

would be easy to assume that the informant's use of terminology corre

sponded to that of the ethnographer. 

A sentence-completion questionnaire was developed from the 

review of the literature. It was given to further determine the infor

mant's perceptions of pregnancy, diabetes, illness, family and baby. 

This assisted the informant who had difficulty identifying her views. 

The issues raised allow the informant to respond with terms in her 

own frame of reference. The sentence completion questionnaire appears 

in Table 2. 

Human Subjects 

The rights of the informant were safeguarded following the 

guidelines of the Department of Health, Education and Welfare. The 

study was approved by the Human Subjects Committee and the consent 

form is filed with the Committee. The consent form appears in Appendix 

A. 
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Table 2. Sentence Completion Questionnaire. 

SENTENCT COMPLETION QUESTIONNAIRE 

1. Pregnancy is 

2. Diabetes is 

3. I am 

h. My baby is 

5. My body is 

6. My health is 

7. My family is 

8. Hospitals are 

9. Nurses are 

10. Doctors are 

11. I get angry when 

12. I am afraid 

13. I cry when 

14. I dream about 

15. Birth is 
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The Setting 

Contacts with the study informants were made in a private 

physician's office and at a high risk prenatal clinic of a large 

teaching hospital in the southwest, where clients are referred from 

regional private and community health care agencies. The clients were 

from all socioeconomic and ethnic backgrounds. The women were general

ly seen weekly in the clinic/office throughout pregnancy and came to 

the hospital as outpatients two to three times a week for diagnostic 

tests. All women were hospitalized at some time during the pregnancy. 

The Sample 

Four women were chosen as informants. These women were will

ing to act as informants over a six week period. The following 

criteria were used in sample selection. The women were: 1) diagnosed 

as diabetic, classes B to F, prior to or during the pregnancy, 2) at 

least 18 years of age, Anglo, and English speaking, and 3) in the second 

or third trimester of pregnancy. 

As the literature indicates that each pregnant woman experiences 

the same psychological manifestations that she did in previous preg

nancies, parity was not a limiting criteria. The non-insulin dependent 

diabetic was excluded from this study, as she must not undergo as many 

diagnostic tests, insulin injections and hospitalizations. Young adol

escents were excluded because of the added stress of developmental 

changes which the teenage pregnancy imposes upon the woman. The in

formants were also of one similar cultural background, in this case 
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Anglo, to discover themes pertinent to that culture. The second and 

third trimesters of pregnancy were chosen as the time frame as it is 

during this time the mother becomes acutely aware of the pregnancy and 

the fetus. In addition, the physical discomforts, the frequency of 

tests, and hospitalization increase during the last two trimesters. 

The Procedure for the Interview 

The informant was initially contacted during a clinic/office 

appointment or on the hospital unit if she was hospitalized. The 

researcher was identified as a graduate student in maternal-newborn 

nursing at the College of Nursing. 

The purpose of the study was explained as was the procedure, 

including the interview, questionnaire, use of a tape recorder and 

field notes, time requirements, and consent forms. The consent form 

was read aloud by the informant and any questions clarified. The in

formant was assured that all data collected would be confidential and 

anonymous. An appropriate time and place for the interviews was 

arranged for the convenience of the informant. 

To develop rapport and gather demographic data, the informant 

was first asked for information such as age of onset of diabetes, age, 

marital status, length of pregnancy, parity, education, number and 

length of hospitalizations for this pregnancy. The sentence-completion 

questionnaire was administered when the informant needed assistance 

focusing on her perceptions. 
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Each interview was tape-recorded and field notes were written. 

After the interview, the tapes were transcribed and analyzed for con

tent. Questions for the succeeding interviews were developed from the 

taxonomic analysis. 

Analysis of Data 

Both sentence completion questionnaire data and ethnographic 

data were analyzed. The responses to the sentence-completion question

naire were tabulated for comparison with the ethnographic data. 

The purpose of the ethnographic analysis is to identify broad 

themes in cultural knowledge by examining the way in which the infor

mant categorizes her knowledge. Following the interviews with grand 

tour questions, the data were analyzed for domains, or categories of 

information, each of which contained two or more similar terms. For 

example, names of diagnostic tests, discomforts of pregnancy, or 

thoughts about the baby could be domains. 

A taxonomic analysis discovers the cover terms making up each 

domain and the included terms. For example, kinds of diagnostic tests 

could include blood sugar tests, clinitest/acetests, estriols, 

creatinine, non-stress tests, and oxytocin challenge tests. The 

cover terms and included terms making up each domain are organized into 

tables. 

The final step is analysis for cultural themes. A cultural 

theme is "...something that people believe, accept as true and valid; 

it is a common assumption about the nature of their experience" 

(Spradley, 1979:186). In other words, theme analysis allows one to 
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identify general concerns and belief patterns of the pregnant woman 

with diabetes. One such belief pattern could be "Diabetes is a way 

of life." Knowledge of these themes can facilitate health care of the 

woman. 

Definition of Terms 

For this study the following terms will be utilized: 

Diabetic woman; A woman diagnosed with diabetes, classes B to 

F, before or during pregnancy. 

Percept ion: A cognitive process by which interpretation and 

meaning are attached to environmental stimuli. 

Pregnancy experience: The interaction of a woman and her perceived 

environment during pregnancy. 

Summary 

In summary, this chapter has presented the research design, 

sample population, setting data collection, human subjects, ana lysis 

of data, and definition of terms. 
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PRESENTATION AND ANALYSIS OF DATA 

This chapter presents characteristics of the sample, data 

collection and interview procedures, informant profiles, domain 

analysis and discussion, and a description of cultural themes derived 

from the ethnographic data. 

Characteristics of the Sample 

The informants for this study met all selection criteria and 

were contacted in a high risk prenatal clinic of a large university 

or in private physician's offices. The informants were: 1) diagnosed 

as diabetic, class B to F, prior to or during pregnancy, 2) at least 

18 years of age, Anglo, English speaking, and 3) in the third trimester 

of pregnancy. 

The sample consisted of four informants. Each woman was inter

viewed at least three times over a four to six week period. Some 

interviews took place during the early postpartum period as all women 

delivered earlier than expected. The interviews were conducted in 

the homes of the women, except for one who chose to be interviewed at 

her place of work. 

Interview Procedure 

The interviews were tape recorded and lasted from 1»5 to 90 

minutes. Following each interview, three of the informants requested 
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and received health information about pregnancy or the baby. The 

women seemed most willing to share knowledge which health care profes

sionals could use to help other pregnant women with diabetes. In 

addition, the interview process allowed ventilation of feelings which 

were not always expressed to the primary health care taker. One in

formant stated that she had not talked about the pregnancy to any 

other nurse. 

During the initial interview, rapport was established easily 

with three informants. The fourth informant appeared more comfortable 

during the second interview. The Human Subjects Consent Form was 

explained, as were conditions for the interviews. After obtaining 

written consent from the informants, demographic data was collected. 

To determine perceptions about pregnancy and diabetes during 

the first session, the informants were asked to respond to "grand 

tour questions" such as: "How does it feel to be pregnant?" and 

"What is it like to be diabetic?" Each informant focused on those 

areas which were of concern to her. Following the interview, tapes 

were transcribed and analyzed for significant domains of knowledge. 

These domains were explored for terms included in each category 

during the next interview by presenting structural questions (defined 

in methodology), such as: "What have been some of your concerns during 

pregnancy?", "What don't you like about pregnancy?", "What are your 

thoughts about the baby?" 



During ensuing interviews, domains elicited earlier were 

re-introduced to clarify included terms. New issues were also addressed, 

such as: "What is it like being hospitalized?" and "What should people 

know about pregnancy and diabetes?" The sentence completion question

naire was introduced if the informant needed assistance in focusing 

her thoughts. It was administered to three informants. 

Informant Profiles 

Table 3 illustrates the general profiles of the informants. 

The ages of the women ranged between nineteen and thirty-seven. Three 

women had been diagnosed as diabetic during childhood or teenage years. 

One woman was diagnosed as insulin-dependent diabetic at twenty-eight 

weeks of pregnancy. 

This was the first pregnancy for one woman. The other three 

informants had had one or more unsuccessful pregnancies prior to this 

childbearing experience. One woman had two living children. Education 

ranged from 10th grade level to post-bachelor's degree level. Three 

women were married. All informants delivered without life-threatening 

complications. Three births were Cesarean deliveries; one was a 

vaginal birth. The babies were healthy, with only minor problems of 

hypoglycemia after delivery. 

Medical care was similar for all informants. Two women were 

seen in a high risk university hospital clinic, one in a county hospital 

clinic, and one by a private medical group. The informants were seen 

by physicians twice a week during the second trimester and once a week 

during the third trimester. In addition, biweekly and triweekly blood 
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Table 3- General Informant Profile. 

Name Age Gravida Pa ra 
Age at 

Onset of 
Diabetes 

Years of 
Education 

Ma r i ta1 
Status 

Type of 
Delivery 

Me r i1ee 19 1 0 11 years 10 s ingle Cesarean 

Sara 26 111 0 8 years 12 married Vaginal 

Karen 31 1 i 0 17 years 12+ married Cesarean 

Joan 37 VI 1 1 1 37 years 16+ married Cesarean 



work, non-stress tests, and oxytocin challenge tests were done. 

Sonograms were done routinely after the 32 week. Amniocentesis was 

performed prior to delivery. All women were hospitalized one or more 

times during pregnancy. 

Me r i1ee 

Merilee is a slender, brown-haired, giggly 19 year old, living 

with her boyfriend's family. This was her first pregnancy. Merilee 

has been diabetic since age 11. She left her own troubled family in 

Kentucky several years ago to live as a daughter in the Smith house

hold. According to Merilee, her real mother treated her as an "invalid 

This was a major reason for leaving home. 

Merilee finished 10th grade, and from time to time, works on 

a high school correspondence degree. She was sporadically employed 

in a fast food restaurant prior to pregnancy. Merilee would like to 

become a medical secretary. Her major interests are roller-skating 

and having fun, i.e., parties and boys. County medical and welfare 

agencies provide financial assistance. 

Besides Merilee, the Smith household consists of her boyfriend 

Bobby, age 20, his mother, stepfather, and Bobby's sister, age 13. 

Merilee often appears to be the "favorite" child. Before and during 

Merilee's pregnancy, Bobby had another girlfriend, causing disruption 

in the household. There are no plans for marriage just now. Merilee's 

baby will be an accepted part of the family. 

During pregnancy, Merilee's pattern followed that of many 

diabetics. She was hospitalized k times for blood sugar control. She 
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developed moderate hypertension without further complications. Meri-

lee's diabetes was not well controlled prior to pregnancy. She rarely 

followed her diet and didn't test her urine. Her "Mom" frequently 

reminded Merilee to administer the two insulin injections daily. 

Merilee seemed to have the most difficulty adjusting to 

diabetes and had some misunderstanding about blood sugar levels. She 

commented: 

I tell them I eat what I want to eat. I may have to eat in the 
hospital, but I don't have to when I get home. And my blood 
sugar stays down low. I have one insulin reaction after another. 

Merilee had difficulty identifying her feelings about pregnancy 

and the baby. The troubled relationship with Bobby gained most of her 

attention. Merilee delivered a healthy boy by Cesarean birth for 

cephalo-pelvic disproportion after 19i hours of labor. After discharge, 

she developed an enlarged spleen due to trauma of unknown cause. Meri-

lee's postpartum recovery was slow. 

Sara 

Sara, age 26, is a short, somewhat nervous woman, with long 

dark hair, and engaging eyes, even through her glasses. Her voice and 

body movements express feelings very clearly. After two unsuccessful 

pregnancies, physicians have recommended this be Sara's last attempt. 

Sara became diabetic at age 8. She has experienced the most difficult 

pregnancy of the four informants, being hospitalized six times, in 

spite of attempts to follow physician's orders closely. 
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Sara completed high school. She worked as a waitress before 

pregnancy. Her large family and being around people are important to 

Sara. She has been married to Joe for five years. Joe is unemployed 

following a back injury he experienced while driving heavy equipment. 

About two months before the baby was due, Sara and Joe moved 

to the city from a small community 45 minutes away. The frequent 

drives to the medical center and cost of gas were the major reason for 

the move. They live in a tiny apartment near the hospital. Their only 

source of income is a small disability check. Money to buy adequate 

food is limited. In spite of the erratic changes in blood sugar, head

aches and nausea during pregnancy, Sara was the only informant who 

delivered vaginally. The postpartum course for Sara and her baby girl 

was uneventful. 

Karen 

Karen is a tall, long-haired blond, age 31. She was 17 years 

old when she became diabetic. She had an unsuccessful pregnancy 10 

years ago during her first marriage. For 2 years, Karen has been 

happily married to Dave, who works evenings as an assistant manager in 

a restaurant. 

Karen completed high school and a secretarial course. She 

worked until the second trimester of pregnancy. Karen explains events 

in great detail, talking slowly, smiling often. Of the four informants 

she expressed the most positive feelings about pregnancy. Karen was 

seen in a private medical practice. Her care was covered by insurance. 



She was hospitalized twice, and experienced few problems with insulin 

control. She followed medical advice closely. Karen and her husband 

live in an attractive two bedroom apartment complex in a middle income 

neighborhood. Because of his work schedule, Dave accompanied Karen 

on most of her appointments. He is very attentive to Karen, calling 

her each evening from work. 

As Karen's baby was experiencing intrauterine growth retarda

tion, delivery was planned as soon as baby's lungs were mature. Due 

to a breech position, Karen's small baby girl was delivered by Cesarean 

bi rth. 

Joan 

Joan is a heavy set, short brown-haired woman of 37 years. She 

developed insulin-dependent diabetes during the 28th week of gestation. 

This pregnancy, her seventh, was unplanned. Joan is married and has 

a girl, 13, and a boy, 3. Her husband is a small businessman. 

Working full-time as a registered nurse, Joan communicated 

her experiences indicating her medical background. She has a serious 

nature, not often smiling. Her family is her primary focus. She was 

concerned about readying her family for the baby. 

Joan accepted the diagnosis of diabetes in stride. She has 

experienced health problems of allergies and liver tumors in the past. 

Her last pregnancy resulted in an emergency Cesarean delivery with a 

sick infant. Joan does not consider herself as ill. The diabetes is 

"...a temporary thing that will go away ... I would hate to have to do 

this forever." 
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Joan elected to be interviewed at work. Although hospi

talized only once during pregnancy, her blood pressure elevated 

suddenly, and a baby boy was delivered by repeat Cesarean birth. Due 

to her busy family life, Joan requested not to be interviewed at home 

following discharge from the hospital. 

Sentence Completion Questionnaire 

The sentence completion questionnaire developed from the 

literature review, was introduced when the informant needed assistance 

in focusing her thoughts. It was completed by three informants, one 

prior to delivery, and two after delivery. Unfortunately this timing 

did affect the responses. The responses reflected the personality of 

each informant and were similar to the ways in which each described 

pregnancy, diabetes, and health care. Table 4 depicts these responses. 

Pregnancy is viewed as "fat," "miserable," and "wonderful," 

revealing the relative difficulty or ease of pregnancy as experienced 

by the informant. Diabetes is "borning," "worrisome," and "a way of 

life," which validated perceptions elicited in the interview process. 

I am "skinny," "excited," and "the happiest I've ever been." 

Being skinny (after delivery) reiterated the importance placed by the 

informants on appearance. Being excited and happy reflects the positive 

cultural expectation of pregnancy. This was also demonstrated in my 

baby is "beautiful," "special," and "doing great." Aspects of maternal 

bonding were reflected here. 
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Table 4. Sentence Completion Questionnaire Data. 

Merilee' Sara^ Karen^ 

Pregnancy is: fat miserable wonderful 

Diabetes is: boring worrisome way of 1i fe 

1 am: skinny exci ted happiest I've 
ever been 

My baby i s: beauti ful special doing great 

My health is: fai r right now 
it's good 

getting back 
to  normal  af te r  
having a baby 

My family is: loving very special more complete 
because of the 
baby 

Hospitals are: a pain hate them nice places to 
visit but 1 
wouldn't want to 
1 ive there 

Nurses are: nice usually nice generally pretty 
nice 

Doctors are: fun really helpful fantastic 

1 get angry when: C. pulls up 
out front 

they wouldn1t 
explain any
thing 

when 1 get 
t i red 

1'm afraid: of pain when 1 think of 
what could happen 

that something 
could go wrong 
wi th the pregnancv 

1 cry when: mad thinking of 
losing it 

thinking how 
relieved 1 am 
everything's OK 

1 dream about: Mom's car having a baby that in a couple 
of years I'd 1 i ke 
to have another 
baby 

Birth is: 1 don11 
remember, 
joyful 

good ending exciting, every
thing is all 
right 

'completed after delivery 

completed before delivery 



42 

My health is "fair," "right now it's good," and "getting 

back to normal after having a baby." The informants expect to feel 

healthy, with no problems. My family is "loving," "very special," 

and "more complete because of the baby" reflects the significance 

of family. 

Hospitals are "a pain," "hate them," and "nice places to 

visit, but I wouldn't want to live there" emphatically validates the 

feelings of the informants about hospitalization elicited in the ethno

graphic data. Nurses are "nice," "usually nice," and "generally 

pretty nice" did not elicit the specific positive and negative data 

identified in the interviews, but demonstrated ambivalence. Doctors 

•are "fun," "really helpful," and "fantastic" is similar to the positive 

ethnographic descriptions of physicians. 

I get angry when "C. pulls up out front," "they wouldn't 

explain anything," and "when I get tired." Merilee's response, "C. 

pulls up out front," refers to the difficulties with her boyfriend. 

Lack of information and fatigue were referred in the domain analysis. 

I'm afraid "of pain," "when I think of what could happen," "that 

something could go wrong with the pregnancy." I cry when "mad," 

"thinking of losing it," and "thinking how relieved I am everything 

is OK." These responses correlate to the fears and concerns described 

by the informants throughout the interviews. 

I dream about "Mom's car," "having a baby," and "that in a 

couple of years I'd like to have another baby." It is interesting 

to note that a separate domain of dreams and fantasies was not 



identified by the informants in the ethnographic data. The literature 

reports that during pregnancy, women generally dream about the baby 

a great deal. 

Birth is "I don't remember, joyful," "good ending," and 

"exciting, everything is all right" reflects the cultural expectations 

of the informants that pregnancy and birth should be a positive, happy 

experience. 

In summary, the data from the sentence completion questionnaire 

tends to support the ethnographic descriptions of the informants about 

pregnancy, diabetes, and health care. 

Ethnographic Data Regarding Informants' 
Perceptions of Pregnancy and Diabetes 

The purpose of this study was to determine the way in which 

selected diabetic women perceive their pregnancies. According to 

Spradley (1979), a complete ethnography cannot be written with the 

input of only one informant or by use of interviewing alone. Although 

Spradley does not describe a method for combining taxonomies from 

different informants, several informants and various methods of data 

collection must be included to develop generalizations about a culture. 

It is assumed that all salient domains may not be identified from the 

descriptions of one study. It is expected, however, that similarities 

in perceptions will generate significant domains and cultural themes 

of selected aspects of the diabetic pregnancy. 

The perceptions of the informants will first be presented as 

the domains selected for analysis. From the domain analysis and 
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discussion, recurring concepts which were developed in two or more 

domains are examined to identify cultural themes in the diabetic preg

nancy. Finally, sentence completion questionnaire data is discussed. 

Domain Analysis 

Using Spradley's (1979) design for domain analysis, the 

ethnographer must select semantic relationships for exploration of 

possible cover terms and included terms in each domain. Some of 

the types of relationships found in this study are illustrated in 

Figure 1 with examples. 

Taxonomic tables presented indicate the semantic relationship 

of each term within the domain. The tables represent a compilation 

of categories revealed by the informants as a group, rather than 

individuals. Individual perceptions conveyed by the informants are 

given as illustration. 

Concerns about being 
Pregnant and Diabetic 

From the domain analysis, it became apparent that the informants 

were attending to concerns about being pregnant and diabetic. A 

pattern of concerns were expressed by all of the informants, the areas 

of emphasis being dependent on the unique experiences of each woman. 

The domains selected for discussion include: ways people 

treat you, ways of thinking about the baby, emotional changes, activity 

changes, discomforts, appearance, feelings about how I look, being sick, 

being in suspense, going for a health care day, being hospitalized, and 

being different. Table 5 lists the domains. 
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INCLUDED TERMS SEMANTIC RELATIONSHIP COVER ITEM 

1. x is a kind of 
(strict conclusion) 

Y 

Swollen legs is a kind of discomfort 

Concern about 
the baby 

is a kind of being in 
suspense 

2. X is a way to 
(means-end) 

Y 

Not thinking 
about the baby 

is a way to deal with fears 
about the baby 

3. X is a result of 
(cause-effect) 

Y 

Loneliness is a result of not getting 
reassured 

k. X is a part of or 
characteristic of 
(attribution) 

Y 

How it (diabetes) 
affects you 

is a part of being different 

things that happen are a part of being sick 

Figure 1. Types of Semantic Relationships of Domains and Cover Terms. 
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Table 5* Qoncerns About Being Pregnant and Diabetic. 

CONCERNS 

Ways people treat you 

Ways of thinking about the baby 

Emotional changes 

Activity changes 

Discomforts 

Appearanee 

Feelings about how I look 

Being sick 

Being in suspense 

Going for a health care day 

Being hospitalized 

Being different 
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Ways People 
Treat You 

Several informants focused on ways people treat you, as delin

eated in Table 6. This domain, though limited in scope, was viewed as 

a positive aspect of pregnancy. Husbands and other people were identi

fied as giving special attention. Husbands were seen as patienjt, good, 

and understanding. Other people get chairs, carry groceries, pick up 

things, ask how the woman is feeling, and let her leave work early. 

Comments shared included: 

My husband is really patient...he's been good to me...he's tried 
to understand. 

They treat you like you're fragile. Grocery shopping...they 
never let me carry the food out. 

People notice you more and give you more attention when you're 
pregnant...saved steps for you if you drop something...inquiring 
how I fee 1. 

People wait on me...give you a lot of special attention; people 
make you feel welcome and comfortable. 

It was interesting to note that children and other close family 

members were not mentioned in this domain. 

Ways of Thinking 
About the Baby 

All informants described ways of thinking about the baby, as 

depicted in Table 7. Ways of thinking about the baby contrasted before 

birth and after birth. 

Thinking about the baby before birth include: being excited, 

getting ready, dealing with fears, and getting reassured. 



'Table 6. Ways People Treat You. 

kS 

Subject Treatment 

Husband Is patient 

Is good to me 

Is understanding 

Other people Give me attention 

Ask how I feel 

Carry in Groceries 

Get chair for me 

Pick up things I drop 

Let me leave work early 
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Table 7> Ways of Thinking About the Baby. 

Being Excited 

Making one of 
your own 

Not having to 
adopt 

Making everyone 
happy 

Getting 
Ready 

Going shopping 

Looking at baby 
things 

Buying a crib, 
clothes, high-
chai r 

X Getting a baby
sitter 

CD 
UJ OC 

Preparing other 
children 

Lu UJ CQ 

Dealing with 
Fea rs 

Not letting myself 
plan 

Not getting hopeful 
Build up resistance 
Not thinking about 

it unti1 32 weeks 
£ saw the sonogram 

Getting 
Reassured 

Feeling the baby 
move 

Listening to the 
heartbeat 

Seeing the baby move 
on the sonogram 

Getting normal NST's 
£ OCT's 

Getting magic markers 

Imagining what 
He is Like 

Looks 1i ke 
Talks like 

A
FT

E
R

 
B

IR
T

I 

Taking Care 
of Him 

Holding 
Feeding 
Giving a Bath 
Dressing 
Sleeping 
Loving 
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Excitement was communicated as informants approached the de

livery date. The women shared: 

It's exciting, figured you never would be a mother; scary, 30 
years old and not over the hill. 

Anticipation, the monitor, listening to the heartbeat; there 
really was a chance the baby would be OK...magic markers in 
my mind, 30-32-3** weeks. 

It's really exciting...You can just make one in your own body 
like this...you don't have to adopt, it's so special because 
you are doing it too. I just hope it goes OK, nothing goes 
wrong...feeding 

Magic markers was a folk term used by one informant. Magic 

markers are objective signs, such as fetal growth and movement, and 

positive laboratory tests and procedures which indicate the health of 

the fetus, and that the delivery date is approaching. 

Getting ready included the terms: going shopping for baby 

things, getting a babysitter, and preparing other children. One woman 

remarked: 

You think of a little boy who's sleeping and waiting for you 
to take care of him and find someone to tend him during the 
day while I work...getting everything ready...preparing the 
other children...getting the room ready. 

Dealing with fears were stressed by the informants. Methods 

included: not letting myself plan, not getting hopeful, and not 

thinking about the baby until objective signs of the baby's health were 

present. Two informants explained: 

Until the ultrasound at 32 weeks, I didn't think about the baby, 
then I would look at baby things...If the baby wasn't all right, 
I didn't want baby stuff to have to do something with. I didn't 



let myself believe in this one until I felt him move, and then 
you really start hoping. You kind of build up resistance to 
getting hurt. 

51 

The woman felt reassured and better when the baby moved, when 

diagnostic measures were positive, and when identified magic markers 

passed the time. Two women , close to delivery, summed up their feel-

ings in this way: 

When I'd feel him moving, it kept me going ... it gives you more 
courage, you know there's life in there ... before you wonder, is 
this all for nothing? 

... when he moves or when he doesn't move. like it when he 
moves around; a reinforcement that he's OK. There's nothing 
really wrong with him. 

After birth was comprised of expression for what the baby will 

look like and taking care of him. Informants expressed: 

Is it a boy or girl or wil 1 it look 1 ike me or it's dad? 

Is he big, or premature, or 1 ittle? 

... what they are 1 ike, look 1 ike, act 1 ike, talk like . 

.. . feeding him, gtvtng him a bath, dressing him. When we go 
to the store we look at the baby stuff. 

These remarks summarize the do~ains sketched by al 1 four infor-

mants. Thoughts about the baby became 11 safe 11 only if objective measures 

of the baby's well-being were perceived. It was important to be 

periodically reassured of the baby's well-being before it was safe to 

feel excited and get ready for the baby. 
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Kinds of Dislikes 
During Pregnancy 

For ease of presentation, the domains of emotional changes, 

activity changes, discomforts and appearance and kinds of feelings 

about how I look are highlighted together in Table 8. As all four 

informants described these domains as "dislikes" of pregnancy, they 

are so categorized. 

Changes in emotions were similar to those observed by other 

pregnant women. Included terms were being cranky, moody, impatient, 

intolerant, upset easily, and feeling guilty. Informants all voiced 

these changes: 

I get irritated; do it right the first time...like cleaning the 
bathroom, getting the trash taken out. 

I get moody; don't have the tolerance I used to; things like 
traffic, kids fighting. 

I get cranky and moody, impatient.,.I feel kind of guilty saying 
it. It's not any resentment toward the baby because I'm really 
excited to have the baby. 

The first four months I would get upset easily...Someone would 
say something and I'd take it wrong...like about how I look or 
walk. 

Activity changes were voiced by all informants, citing feeling 

tired as the cause of less activity. Included terms were not going 

out as much, missing out on parties, not working as many hours, being 

tired all the time, not being able to sit in one place long, and having 

difficulty bending over and turning over. Examples voiced were: 

I didn't like at times feeling tired, restricted after being 
able to take off for a weekend. Riding to the big city was 
so tiring. 
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Table 8. Kinds of Dislikes During Pregnancy. 

DISLIKES 

Emotional Changes 

Activity Changes 

Discomforts 

Appearance 

Feelings About How 
I Look 

Being cranky 
Being moody 
Being impatient 
Being intolerant 
Being upset easily 
Feeling guilty about 

enjoying pregnancy 
not 

Not going out as much 
Missing out on parties 
Not working as many hours 
Being tired all the time 
Not being able to sit in one 

place long 
Having difficulty bending over, 

turnover 

Having swollen legs 
Having insomnia 
Having heartburn 
Having frequent urination 
Having lack of energy 
Having headaches 
Having dizziness when on back 
Having morning sickness 
Having constant hunger 

Being fat 
Being ugly 
Used to being thin 

Can't wear anything decent 
Hate going anywhere 
Is the worst thing about 

pregnancy 
Am proud of my belly 



I don't go out as much...to the movies, nightclub...sit in 
one place. I can only tolerate working 5-6 hours a day and 
k days a week. 

1 don't do as many things as I used to..rollerskate. 

It's difficult to tie your shoes, difficult to bend over, hard 
to turn over in bed at night. 

Discomforts were common to all the informants. Terms in this 

domain included swollen legs, sleeplessness, heartburn, frequent 

urination, lack of energy, headaches, dizziness, morning sickness, and 

constant hunger. Some of the examples shared were: 

...a lot of heartburn, it's difficult to sleep, it's too hot. 

In my whole life I've never been so starved and hungry...and 
depressed when I couldn't eat. 

The discomforts that go with it are horrible. I've been sick 
all the time. Can't sleep at night...Legs swell up and hurt 
all the time. 

Appearance elicited the most emphatic responses from the 

informants. Although the terms included in this domain were few, it 

was evident that appearance was perceived as having much significance. 

Appearance included: fat, ugly, and used to be thin. Kinds of feel

ings about how I look comprised of can't wear anything decent, hate 

going anywhere, worst thing about pregnancy, and proud of my belly. 

It should be noted that only the "belly," alluding to the baby, was 

viewed positively. Feelings communicated were: 

How does it feel to be fat? 

I used to be real thin and I gained all this weight. I just 
hate going anywhere. I feel ugly . We haven't had that much 
money, so you can't buy nice things...it's the worst of being 
pregnant...getting fat. 
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I can't wear my bikini. I wish I could bring my foot up to 
put my shoe on...It'll be nice to have normal clothes again. 

i t ' s  awful. I can't wear anything that looks half-way decent. 
I 'm fat. 

Being Pregnant 
and Diabetic 

In response to the question, "What is it like to be pregnant 

and diabetic?", the informants identified the domains listed in Table 9* 

The domains of being sick, being in suspense, going for a health care 

day, being hospitalized, and being different (diabetic) were categorized 

as negative aspects of pregnancy. Being pregnant was seen as having 

different features from being pregnant and non-diabetic. Each domain 

will be discussed separately. 

Being Sick 

The changes in health, regulating blood sugar and being sick, 

became the center of the informants' attention during pregnancy. Table 

10 presents the taxonomy of being sick. Cover terms were things that 

happen and feelings about it. Things that happen were: not feeling 

good, getting two shots a day, and ways of crashing (insulin reactions). 

Ways of crashing were further delineated. 'Crashing' was the 

folk terra for insu'lin reactions commonly used by three of the four 

Fnformants• Hypoglycemia was used less often. The term 'crashing' 

seemed to reflect the feelings associated with the symptoms. Feeling 

shakey and nauseated were similar to symptoms experienced prior to 

pregnancy. Additional symptoms occurred during pregnancy such as: 



56 

Table 9. Being Pregnant and Diabetic. 

WHAT IS IT LIKE TO BE PREGNANT AND DIABETIC? 

Being sick 

Being in suspense 

Going for a health care day 

Being hospitalized 

Being different (diabetic) 
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Table 10. Being Sick. 

TAXONOMY OF BEING SICK 

Not feeling good Headache 
Nausea 
Flu 

Kinds of Things 
That Happen Two shots a day 

Crashing short of breath 
nausea 
shakey, cold 
numb mouth 
can't talk 
passed out 
spaced out 
bad headache 

Kinds of Feelings 
About Things That 
Happen 

not knowing when it's 
comi ng 

hassli ng 
suffering 
depressing 
never having problems 

before 
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shortness of breath, cold, mouth numb, can't talk, pass out, space 

out, and bad headache. 

Kinds of feelings about being sick included: not knowing when 

it's coming (crashing), hasseling, suffering, never having problems 

before. Some of the explanations included: 

The reactions from regulating insulin have been a big hassle. 
I feel really shakey, cold sweat, so weak...like my mouth was 
real numb, I get a real bad headache...when I come out, it's 
like coming into a new world. You get really depressed when 
you're like that, when you come out you feel real happy. 

My main gripe is not feeling good. It's not really nausea or 
anything. Just not feeling good. Like some days I'll do some
thing and get tired fast and then I get sick, like the flu, 
can't lay on my back or with my head down. 

If I went out when I was asleep, I'd never wake up. I had no 
symptoms. I went to sleep. I was grinding my teeth, so my 
husband knew...They couldn't wake me up. 

I've never had problems in 16 years of diabetes; that's more 
than half my life...all of the sudden are these things I don't 
understand. I didn't know how to cope with it. 

Women who had been stable diabetics previously found that 

symptoms of the onset of hypoglycemia had changed, as did women who 

had been brittle diabetics. All informants received two injections 

of insulin per day some time during pregnancy. Fear of insulin 

reactions seemed paramount to the informants. They expressed fear 

of total lack of control over their bodies, a sense of powerlessness, 

of not waking up. Perhaps one informant best summed up the over

whelming nature of being sick during pregnancy, yet with a spark of 

humor: 
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The first five months I hated it, I absolutely hated being 
pregnant. I wanted a baby so bad I figured I could suffer 
through somehow, but I hated it...horrible morning sickness, 
in the hospital crashing all the time...it was depressing; 
we tried to move, money problems, no energy, bad headache. 
The only thing I like about being pregnant is knowing you're 
going to get out of it. 

Being in 
Suspense 

The informants were uncertain about the future of the baby, 

medical care, and delivery. One informant called this being in 

suspense. Table 11 represents the categories of being in suspense. 

Included in the cover term concern about the baby were: having a 

miscarriage, brain damage, deformities, fat, macrosomic baby, prema

turity, breech position, being different this time and being all 

right. These concerns did arise, even though in the domain "ways of 

thinking about the baby," the women identified "not thinking about the 

baby" as a way to deal with the concerns. 

Two of the informants described concern about medical care. 

Terms included: changing plans and dates, not understanding, and 

getting regulated. These terms were reiterated in other domains 

throughout the study. The two informants who did not include this 

category frequently related they always knew what was happening because 

the doctors and nurses kept them informed. Concern about delivery 

focused on the time of delivery and the type of delivery, vaginal or 

Cesarean. Example of the concerns conveyed by the informants were: 
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Table 11. Being in Suspense. 

CATEGORIES OF BEING IN SUSPENSE 

Concern about the baby 

Having a miscarriage 
Having brain damage from 

hypoglycemia 
Having deformities 
Being a fat, macrosomic baby 
Being premature 
Being breech position 
Being different this time 
Being all right 

Changing plans and dates 
Concern about medical care Not understanding 

Getting regulated 

Concern about delivery 
Knowing the time of delivery 
Having a Vaginal or Cesarean 

deli ve ry 
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They never thought the baby would get this far. I didn't think 
I'd ever have one. I honestly believed that. After losing two 
you feel so horrible when you do... 

...worrying, if it's not going to be all right is this all for 
nothing. 

I could see how it would kill someone to lose it specially since 
I don't plan on doing this again...it's kind of like my last 
chance... 

I started bleeding like having a miscarriage...Then they tell 
you that he could still die at any time and after 5 months to be 
real careful with your diet...it couldn't come out right and be 
deformed, so I had to face that. 

Well I don't know everything is gonna be all right because the 
way they change their minds; because every time you turn around 
they tell me something different. The way doctors change their 
minds...They turn around and say, that's not right, and we're 
gonna have to do this. 

It's just different compared to the people I've seen pregnant 
and don't have diabetes or anything else...But still they don't 
have to be in suspense all the time and they have some idea when 
it's gonna be born. 

They're going to do a section...last time there was a problem 
getting the baby out, even with a sect ion...just get him out. 

Going for a 
Health Care Day 

Early in the interviews, the informants expressed frustration 

with the many visits to the clinic, physician's office, or laboratory. 

One informant stated, "The doctors would 'pester me,' four times a 

week." 

There were both positive and negative aspects to the visits. 

Table 12 outlines the taxonomy of a health care day. The categories 

included: things that happen and feelings about things that happen. 

Kinds of things that happen were: lab tests, procedures, measurements, 
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Table 12. Going for a Health Care Day. 

TAXONOMY OF A HEALTH CARE DAY 

Things that 
happen 

lab tests 

white blood count 
red blood count 
blood sugar 
creatinine 
estriols 

Things that 
happen 

procedures 

non-stress tests 
oxytocin challenge 

tests 
sonograms 
amniocentesis 

measurements 
weights 
urine samples 
blood pressure 

people to 
talk to 

staff 
husband 
pregnant women 

getting 
reassured 

sonograms 
OCT'S 
non-stress 

tests 

Feeli ngs 
about things 
that happen 

lab tests/ 
procedures 

not getting 
reassured 

going so often 
having to wait 
being hungry 
fasting 
being in pain 
needles 
being anxious 

about results 

people getting 
reassured 

husband wi th me 
pregnant women 

to talk to 
staff 

not getting 
reassured 

staff 



and people to talk with. Lab tests identified by the informants in

cluded: white blood count, red blood count, blood sugar, creatinine, 

and estriols. Procedures included the terms: non-stress tests, oxy

tocin challenge tests (OCT's), sonograms, and amniocentesis. The 

informants described the purpose of the tests and procedures accurately. 

Measurements included weighing, urine samples, and BP. People to talk 

to included staff, husband, and pregnant women. 

Feelings about things that happen included the categories of 

lab test/procedures and people. These were further divided into getting 

reassured and not getting reassured. The sonograms, OCT's, and non-

stress tests were perceived as supportive, reassuring procedures by all 

informants. 

Most of the tests/procedures experienced by the informants were 

viewed as not reassuring and were disliked. Terms included: going so 

often, having to wait, being hungry and fasting, being in pain from the 

needles, and being anxious about the results. These terms were referred 

to repeatedly throughout the interviews. The blood sugar levels were 

often abnormal, which disconcerted the informants. It was another 

indicator that they were not in control of their bodies. The informants 

had a great need to ventilate their feelings of frustration, discomfort, 

and powerlessness. In spite of these feelings, as a group, the infor

mants all did meet their appointments regularly. 

Statements revealed: 

...the sonogram. It was weird at 8 weeks seeing him. It was 
there; I guess knowing there was a baby in there, health...hear
ing the heartbeats. 



6k 

...sonograms, watching the heartbeat. I looked forward to it, 
anything I could see, increase in size. 

The OCT's and non-stress tests were reassuring...OK; they gave 
me 'weekly markers.1 

...all kinds of blood tests...WBC, RBC, blood sugar and they 
listened to the baby's heartbeat. Nonstress tests were scary 
at first, I didn't know what they were doing...pain in the 
back for two hours, heartburn, it gave me a headache. 

There were days I wouldn't want to go; I was anxious—what are 
they going to find? 

Pregnant women to talk with, have a husband present and staff 

were seen as reassuring. Actions of the staff could also be viewed as 

not reassuring. Table 13 contrasts the differences in perceptions of 

staff members. Reassuring staff would answer buzzers fast, take care 

of insulin reactions fast, and treat the informant like a person. Non-

reassuring staff members were business-like and stone-faced, and would 

treat the informants like a patient. Feelings voiced were: 

Some nurses, they're not polite, not friendly. You can't talk 
to them or anything. There's no communication. They're business
like, stone-faced. 'How are you feeling?' 'Fine,' and walk out 
the door. 

One nurse is crazy...easygoing...crazy good. 

The doctors would sit and .cut up. They'd do their professional 
jobs and then you would say something about your baby or some
thing. They'd sit there and make a joke and you start laughing. 
They treat you like a person, not as a patient-doctor. Like 
person-to-person, a friend. 

Over at the hospital, I get an insulin reaction now and they'd 
have be back there in a room real fast. 

In examining the feeling tones of a health care day, it would 

seem that the frustrations and negative events could be diminished by 
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Table 13- Actions of Staff. 

CONTRASTS OF DIFFERENCES IN PERCEPTIONS 
OF STAFF MEMBERS 

Getting Reassured 

Answering buzzers fast 
Taking care of insulin reactions 

fast 
Being treated like a person 

Not Getting Reassured 
Being treated like a patient 
Being stone-faced, businesslike 
Not polite 
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the reassurance of procedures which indicated the baby's well-being 

and by supportive actions of people, especially the staff. 

Being Hospitalized 

Being hospitalized was, perhaps, the most negative aspect of 

pregnancy as perceived by the informants. Along with crashing and 

health care days, being hospitalized was described in great depth. It 

obviously disrupted the daily routines of the informants, and placed 

them in a 'sick role.' It was surprising that several informants did 

not perceive themsevles as being sick while hospitalized. Table lA 

presents the taxonomy of being hospitalized. 

The two major categories which emerged were: things that 

happen and feelings about things that happen. Under things that 

happen, the informants identified what you do and things done to you. 

Informants would talk with staff, roommates, and husbands. They also 

would lie in bed, watch TV, visit the nursery, do tests, sleep, and 

count the hours until meals, until being stuck with needles, and until 

•it's over.1 Things done to you included being awakened for pills, 

vital signs, urine tests, and blood tests. Informants would get 'stuck' 

for IV's and blood tests. 

Illustrations about what happens in the hospital included: 

It's boring. What else can you say about a hospital? There's 
nothing to do in the hospital. You cut up and talk about your 
diabetes. We talk about our experiences, how many times we've 
been in the hospital, how boring it was. 

It's lonely and boring and nothing to do. You're perfectly healthy 
except for the symptoms which aren" t enough to keep you in bed, I 'd 
rather be home where you could do what you want. All you could 



Table 14. Being Hospitalized. 

Things 
That 
Happen 

Things you 
do 

Talk 
Staff 
Roommates 
Husband 

Things 
That 
Happen 

Things you 
do 

Lay in bed 
Watch TV 
Visit 

nursery 
Do tests 
Sleep 
Count the 

hours 
til meals 
til needles 
til it's over 

Things 
That 
Happen 

Things done 
to you 

Take pills 
Take VS 
Take urine 
Be awakened 
Get stuck IV's 

blood tests 

Feelings 
About 
Things 
That 
Happen 

Things done 
to you 

Getting 
reassured 

Get meals on 
time 

Get insulin 
changed 

Feelings 
About 
Things 
That 
Happen 

Things done 
to you 

Not getting 
reassured 

Get pain from 
needles 

Have no fat or 
salt on food 

Have no freedom 
to come 6 go Feelings 

About 
Things 
That 
Happen 

Things you 
do Getting 

reassured 

Go on pass 
Do own urines 
Visit 

Notice baby 

Keep me Informed 
Answer my ques

tions 
Joke S cheer me 
Let me test my 

urine 
Let me eat be

fore my Insul ir 

Husband 
Roommate 
ICU nursery 
Move 
Hear heart

beat 

Feelings 
About 
Things 
That 
Happen 

Things 
doctors 
& nurses 
do 

Getting 
reassured 

Go on pass 
Do own urines 
Visit 

Notice baby 

Keep me Informed 
Answer my ques

tions 
Joke S cheer me 
Let me test my 

urine 
Let me eat be

fore my Insul ir 

Husband 
Roommate 
ICU nursery 
Move 
Hear heart

beat 

Feelings 
About 
Things 
That 
Happen 

Things 
doctors 
& nurses 
do 

Not getting 
reassured 

Are too busy to 
notice me 

Act like 1 don't 
know about 
diabetes 

Husband 
Roommate 
ICU nursery 
Move 
Hear heart

beat 

Feelings 
About 
Things 
That 
Happen 

Things 
doctors 
& nurses 
do 

Not getting 
reassured 

Get upset when 
1 cry 

Are in a bad 
mood 

Husband 
Roommate 
ICU nursery 
Move 
Hear heart

beat 
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do Is lay (sic) in that bed. Every hour I would count the 
hours for meals. 

Ir» the hospital, you never get enough sleep. They'd wake you 
'every couple hours. Then you face all those money worries. 
It's horrible. 

Needles, they were always drawing blood, once six times a day, 
then four times. I just couldn't hack that. They ruined all 
my veins, scar tissue...finally they were doing it in my fingers. 
I got so that I dreaded it even with the finger pricks. I'd 
count the hours and I'd dread it till it was over. I'd wish 
they'd come and get it over with so I'd have some peace of 
mi nd. 

In a hospital you don't do anything. Right now it don't make 
good sense to keep me in a hospital. If they kept me here to 
regulate my insulin, it wouldn't get regulated. Because all I 
do is sit in this bed. When I get home I'm more active and it's 
easier to regulate. 

Feelings about things that happen also include the categories: 

things done to you, things you do, and things doctors and nurses do. 

Things done to you could be reassuring, such as: getting meals on time, 

getting insulin changed from regular and NPH to just NPH. Things could 

also not be reassuring, such as getting pain from needles, having no 

fat or salt on food, having no freedom to come and go. 

Things you do were often reassuring, such as: going on pass, 

doing your own urines, visiting with your husband, roommate, or ICU 

nursery, and noticing the baby move and hearing the heartbeat. 

Things doctors and nurses do were emphasized. One could get 

reassured by: keeping me informed, answering my questions, joking 

and cheering me, letting me test my urine, and letting me eat before 

my insulin comes. The women were not reassured when the staff were: 

too busy to notice me, act like I don't know about diabetes, get upset 

when I cry, and are in a bad mood. 
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The illustrations focus on things which reassured or did not 

reassure the informants. Things done to you which were not reassuring 

are exemplified here: 

I didn't like IV's and nurses. The IV's kept infiltrating, they 
used my last vein. I looked like a junky. They aren't shooting 
at darts. 

The food. It was measured with no fat, no salt. I hated the 
food. 

Things you do were often reassuring. Feelings shared 

were: 

My roommate...she knew something was wrong. She was easy to 
get along with...talk about when the baby's would come, about 
the doctors changing their minds, how boring it is in the 
hospital...how long we'd had diabetes, how many times we've 
been in the hospital, different doctors, different things. 

I did all my own tests myself. It was easier that way. They 
weren't coming and bothering me to go to the bathroom...go do 
this, so on. 

One night I felt the baby for the first time...it was like a 
revelation. It was really neat. 

Getting reassured was when I'd listen to the baby's heartbeat, 
talk to my roommate, visit the high risk nursery, changing regu
lar and NPH insulin to straight NPH. 

My husband was there a lot. 

Some of the things the staff would do would be helpful, as 

reflected here: 

Doctors in this pregnancy explain everything, all tests, why, 
what, etc. This time I have a terrific team of doctors, 2-3 
visits a day;...I was not left there and forgotten, 'you'll 
know what's happening as soon as we do.' 

There was one nurse in particular who'd come in and talk to 
me and try to cheer me up. She really helped me. She answered 
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my questions, told me about diabetes...joke with me...Most 
nurses are real nice, but they don't have the time to get into 
your problems or most don't even realize, they're so busy. 

However, the informants were most verbal about the reactions of the 

staff which were not reassuring. Several examples are presented here. 

They should really talk to you and make you understand what is 
going on, because they would tell my husband...then he would come 
and tell me and he'd get the stories mixed up...it would make 
me feel worse, like they were keeping things from me. 

Nurses who didn't know the symptoms of insulin reaction or know 
what to do. One time my husband had to tell them what to do. 
Laying in a hospital bed is not normal on a maternity floor. 
They were not used to a diabetic patient's diet or knowledge
able. 

They got so used to me I was hardly even noticed. I don't mean 
that bad, they were busy, paying attention, of course, to those 
who just had babies or needed IV's, or something important. 

The notable results of not getting reassured were feelings of 

being lonely, isolated, confined, depressed, bored, guilty, selfish, 

and not knowing about the baby. These are depicted in Table 15-

I felt so guilty and selfish. Another girl had to be in for 
a whole month and she didn't mind. 

I felt like being locked up. 

1 felt isolated, confined, my family had problems. If I were 
at home I could have done something...bored, TV shows, no rest: 
6:00 FBS, 6:30 VS, 7:00 BP, worst thing, getting wakened to get 
a sleeping pill. 

It was evident that being hospitalized for blood sugar control 

had little positive meaning for the informants. They encountered 

.boredom, loss of independence, and threat of body mutilation. The 

lack of time, interest and knowledge of diabetes by some nurses 

i 



Table 15- Results of Not Getting Reassured in the Hospital. 

RESULTS 

Lone 1y 

Isolated 

Confined 

Depressed 

Bored 

Guilty 

Selfi sh 

Not knowing about baby 



heightened the sense of loss of control over the events experienced. 

Only one informant expressed the perception of 'being sick' during 

hospitalization, and this was in reference to an admission for severe 

nausea and vomiting during early pregnancy. 

It was interesting that sonograms, and oxytocin challenge 

tests, which were viewed as a reassuring part of health care days, 

were not mentioned in this domain. Actions taken by nurses and inter

actions with physicians, 'special' nurses, roommates and husbands evoked 

the reassuring responses. 

Being Different 

The final domain to be discussed is being different. When 

asked what it is like to be diabetic, the informants responded with 

varying degrees of acceptance and denial of the illness. The infor

mants implied that they were different, yet not different from other 

pregnant women and other people. Table 16 delineates being different, 

which includes the ways it (diabetes) affects your life, ways to take 

care of yourself, ways people treat you, and things people should know 

about being different. 

Ways it affects your life included: diet, insulin, physical 

body, activity, and feelings about it. Terms included under diet were: 

don't eat garbage, eat a regular good diet, and don't give up any

thing. References to insulin were: it is a hassle, a bother, and like 

brushing your teeth every morning. Obviously perceptions varied as to 

insulin and diet. Diabetes affects the physical body by: having more 

infections, working on all parts of the body, affecting the eyes, being 



Table 16. Being Different. 

Ways it affects 
your 1i fe 

Diet 
Don't eat garbage 
Eat a regular good diet • 
Don't give up anythinn 

Ways it affects 
your 1i fe 

tnsul in 

Is a hassle 
Is a bother 
Is like brushing your 

teeth every morning 

Ways it affects 
your 1i fe 

Physical body 

Have more infections 
Works on al1 parts of 

body 
Affects eyes 
Is harder to have 

chlldren 
Is harder to lose weight 

Ways it affects 
your 1i fe 

Actlvi ty 
Doesn't prevent any 

activity 

Ways it affects 
your 1i fe 

Feelings about it 

1s a way of 11fe 
Is no freaky feeling 
Is not being ill 
Is scary, thinking about 

what could happen in 
future 

Didn't worry until now 

Ways to take care 
of yourself 

Follow diet 
Measure food 
Eat lean meat 
Keep sugar down 

Ways to take care 
of yourself 

Take vitamins 
Take insulin on 

time 
Exercise when sugar 

is high 
test urine 
Get rest 
Be active 
Listen to the 

doctor 
Go to appointments 
Get my blood tested 

Ways people treat 
you 

Most people don't 
know 

Ways people treat 
you 

People understand 
Don't force food on me 
Let me go home from work 

take care of bad 
reaction 

My family doesn't think 
about it as long as 
I'm OK 
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harder to have children, and being harder to lose weight. It doesn't 

prevent any activity changes according to the informants. 

Feelings about the way it affects your life included: being 

a way of life, having no freaky feelings, not being ill, being scary 

thinks about what the future could bring, and not worrying until now. 

Examples of feelings shared were: 

It don't seem like I am, just the shot. Because I do anything 
I want. I don't listen to no doctor. I do better off without 
a doctor. I eat regular food, it gets cooked in grease. I eat 
as much as I want or as little. I eat regular candy. I drink 
regular soft drinks and it don't harm me. Urines are just a 
waste it don't seem that important. 

Diabetes works on all parts of your body...circulation, kidneys, 
heart, everything. 

It didn't worry me til now. Hardly anybody knew. Every time 
there was a job, I'd do it. ...It's harder to lose weight... 
having to face you're not going to have children very easily. 
Then when you get older, it's really scary. Right now there 
isn't any effect on my eyes. 

No problems, not giving up anything, the diet is not that 
different; no freaky feelings, some people go through that 
stage. 

I don't think of myself as being ill. It's just temporary 
condition that's gonna go away...I would hate to have to do 
this forever. It's a bother to have to dig out the insulin 
and measure the cost and find a spot...foot care rotating 
sites. Hypoglycemia concerns me recognizing it before it 
damages the baby's brain, but if it's a hidden sort of thing, 
I don't feel it. I can't eat a lot of garbage (empty calories). 

Taking insulin is like brushing your teeth in the morning. 
It's not bad health, it's a way of life. 

All women admitted to taking better care of themselves now that 

they were pregnant to promote the well-being of the baby. This was in 
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regards to food, insulin, testing urine, taking vitamins, listening 

to the doctor and going to appointments. Comments included: 

Since I've been pregnant, I've taken better care of myself. 
My mother always did it when I was 1ittle...You're supposed to 
measure all your things and eat certain things all your life. 
I can't live that way. 

I'm more conscious of diet; follow it strictly. I'd force my
self to eat...vitamins; I feel a personal responsibility to the 
baby. 

I take care of myself: vitamins, take shot on time, test urine 
all the time, keep sugar down, listen to the doctor more, don't 
miss appointments. 

I take care of myself: rollerskating to keep weight and blood-
sugar down; housework; when I couldn't rollerskate, I'd walk to 
the store. Take vitamins and iron; plenty of milk and rest. 

Get all kinds of blood work done all the time; test my urine, 
take my insulin, watch your diet. 

The ways people treat you was limited in scope. Health profes

sionals were not referred to in this category. Most people don't know 

and people understand were the two categories identified. People who 

understand: don't force food on me, let me go home from work to take 

care of bad reactions, and my family doesn't think about it as long as 

I'm OK. 

In Table 17. the informants categorized things people should 

know about being different, into things mothers should know, families 

should know, and health professionals should know. Mothers should 

know about dangers to the baby and about taking care of yourself, 

including regulation of insulin, changes in insulin reactions, insulin 

changes with activity and changes in diet. They also should know what 

to expect and what is happening in reference to the baby, tests and 



Table 17* Things People Should Know About Being Different. 

Things Mothers 
Should Know 

Knowing about 
dangers 

To the baby 

Things Mothers 
Should Know 

Taking care of 
yourse 1 f 

Regulation of in-
sul In 

Changes in insulin 
reactions 

Insulin changes 
with activity 

Changes in diet 

Things Mothers 
Should Know 

Knowing what to 
expect/Is 
happening 

About the baby 
About tests and 

procedures 
About hospitaliza

tion 
About financial 

ass 1 stance 

Things Mothers 
Should Know 

Having something 
to look forward 
to 

Talk 
Reassurance 
Magic markers 

Things Family 
Should Know 

About 
diabetics 

Insulin reactions 
Diet 
How pregnancy 

affects It Things Family 
Should Know About hospital 

rout i nes 
Baby could die 

or be deformed 
Be careful of 

diet 
Test urine 

Things Family 
Should Know 

About what doctors 
usually tell you 

Baby could die 
or be deformed 

Be careful of 
diet 

Test urine 

Things Health 
Profess tonals 
Should Know 

Not getting 
reassured 

Not explaining what's 
happen 1ng 

Giving opinions 
when they don't 
know you 

Confusing my husband 

Things Health 
Profess tonals 
Should Know 

Getting reassured 

Keeping me informed 
Solving problems 

before they get 
big 

Including my husband 
Treating me 1 ike a 

pe rson 
Getting things out 
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procedures, hospitalization, and financial assistance. Finally, 

mothers should have something to look forward to such as lots of 

talking, reassurance, and magic markers. 

Families should know about diabetes as to insulin reactions, 

diet, and how pregnancy affects diabetes. They need to know about 

hospital routines and about what doctors usually tell you, such as 

the baby could die or be deformed, be careful of diet, and test urine. 

As mentioned in earlier domains, health professionals should 

know about what reassures and does not reassure the women. They should 

know that not explaining what's happening, giving opinions when they 

don't know you, confusing my husband are not reassuring. To provide 

reassurance, health professionals can keep me informed, solve problems 

before they get big, include my husband, treat me like a person, and 

help me get things out. 

Ideas included: 

Mothers need to know to watch weight, what to eat, so the baby 
won't get big...know about blood tests, sonograms. 

My husband didn't know anything about diabetes, IV's, or in
sulin reactions. Families should understand diet and the need 
to eat. 

U 
If you've got problems, it would be nice if the doctors and 
nurses showed some concern...some people like to talk and some 
don't. Those that want to talk, they should listen, not say 
I ain't got the time. The people here are really nice. They 
can sense something wrong. When someone's upset they can talk 
to them about it and help them cope with whatever the problem 
is. 

Give mothers something to look forward to; set dates; months 
passed and endless time...it would have helped me to know what 
to expect; everything changed in insulin reactions when I got 
pregnant. 
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Solve problems before they get big; being informed as I go 
along. 

The knowledge base of the mother, family, and health care 

professionals could provide reassurance to the women. The lack of 

knowledge was seen as a detriment to dealing with the pregnancy. 

In summary, the ethnographic data have presented the informant's 

views of pregnancy with diabetes. The domains discussed and analyzed 

were: ways of thinking about the baby, ways people treat you, kinds 

of dislikes during pregnancy, being sick, being in suspense, going 

for a health care day, being hospitalized, and being different. 

Cultural Themes 

Cultural themes pull together the complex system of beliefs, 

practices, and rules which guide the behavior and expectations of daily 

life in a culture. Spradley (1979, p. 186) defines cultural themes 

as "any cognitive principle, tacit or explicit, recurrent in a number 

of domains and serving as a relationship among subsystems of cultural 

meaning." 

Thus, cultural themes interweave commonly held beliefs among 

several categories of knowledge. In this case, cultural themes give 

meaning to the various perceptions of the informants about pregnancy, 

diabetes, and health care. According to Spradley, themes are general 

in nature and apply to several domains, but do not necessarily govern 

all domains in a culture. 

Cultural themes are sometimes very explicit, as revealed through 

mottos or sayings. Often times, though, the themes are tacit and not 
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easily verbalized. The ethnographer must search for interrelating 

.principles outside the immediate awareness of the informant. During 

the interviews with pregnant diabetic women, a pattern of tacit under

standing emerged. 

Early on, frustrations were described quite aptly, but few 

informants had a clearly defined picture of their pregnancy experience 

and how it related to diabetes and health care expectations. As time 

progressed, and the informants reflected on their differing perceptions 

as a diabetic, as a pregnant diabetic, what their needs and concerns 

were, it became evident that certain principles were active in shaping 

their view of the childbearing period. 

Being pregnant and diabetic is different from just being dia

betic. Being pregnant and diabetic is different from being pregnant 

and non-diabetic. The themes identified from examination of the 

taxonomic domains in this study were: 

1. Being pregnant and diabetic is being out of control. 

2. Being pregnant and diabetic means you are sick. 

3. Sick people require special care from health care professionals. 

The first theme "being pregnant and diabetic is being out of 

control" was emphasized throughout the study. Being out of control 

• of your body was demonstrated in the domain, being sick (Table 10, page 

57) and in the categories, discomforts and appearance (Table 8, page 

53). 

Prior to pregnancy, the informants regulated blood sugar at a 

level acceptable to them with the use of a long-acting insulin, diet, 
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urine tests, and activity, thus maintaining control of their bodies. 

The informants knew the symptoms of crashing and took measures to alle

viate it. During pregnancy, however, blood sugar levels requiring 

dietary changes, frequent insulin adjustments, and onset of crashing 

without the usual warning symptoms were factors precipitating the 

view 'out of control.' 'Being fat' also contributed to this perception. 

The body image developed over a lifetime of diabetes was dramatically 

affected by pregnancy. 

The fear and discomfort of crashing and of finger pricks and 

venipunctures was viewed as being different from non-diabetic pregnancy. 

These experiences had a significant meaning, causing the informants 

to focus a great deal of attention on self. 

Being out of control of what happens to you was revealed in the 

categories of being in suspense (Table 11, page 60], going for a health 

care day (Table 12, page 62), and being hospitalized (Table 14, page 

67). Each of these classes differentiated the diabetic pregnancy 

from the non-diabetic pregnancy. 

The informants experienced unknowns about the health of self 

and baby, changing medical regimes and delivery. Expressions of concern 

and-worry were common. References to pain were recurrent when discuss

ing the events on health care days and hospitalization. The informants 

felt they had no control over the frequency of these experiences or 

what occurred. If they wanted to ensure the health of the baby, they 

must suffer through the pain and frustration. 



81 

The second theme "being pregnant and diabetic means you are 

sick" was inherent in the categories being different (.Table 16, page 

73), going for a health care day (Table 12, page 62), and being 

hospitalized (Table 14, page 67). Although the informants disliked 

reference to the 'sick role,' it was acknowledged that to deal with 

being sick one must take better care of yourself by following the 

medical regime closely. This would ensure better health for self and 

the baby. 

Not thinking about the baby was a way to deal with the fear 

of losing the baby or delivering a sick baby. This fear was paramount 

and was referred to again and again. To get reassured was another way 

to deal with these fears. One could be reassured by feeling the baby 

move. The test results of those painful procedures (OCT's, estriols, 

etcetera) could also give reassurance that everything was "all right 

for another week...magic markers." 

The last way to get reassured was through the actions of and 

communication with family, other pregnant women, and health care 

professionals. Getting reassured was, perhaps, the most positive way 

to deal with being pregnant and diabetic. The informants perceived 

that non-diabetic pregnant women did not experience these needs and 

concerns to the same degree. 

The third theme "sick people require special care from health 

care professionals" was visible in the classes going for a health 

care day (Table 12, page 62), being hospitalized (Table 14, page 67), 

and being different (Table 16, page 73). Being informed was of utmost 
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importance to the informants to minimize fears and maintain a sense 

of control over their situation. It was necessary to know the reasons 

for the 'game plan,1 as well as why it must be changed. Physicians 

and nurses should demonstrate respect by treating you like a person, 

by being courteous, friendly, and showing concern through immediate 

attention to problems and needs. 

The final aspect of this theme was related to the knowledge 

base of health care professionals, nurses in particular. If the 

informants were to submit to the pain, frustration, and medical regime, 

it was only fair and right to expect the staff to know the symptoms and 

treatment of complications during the diabetic pregnancy, and to be able 

to clearly explain the events. 

Summary 

This chapter included characteristics of the sample, data 

collection and interview procedures, informant profiles, and domain 

analysis and discussion and sentence completion questionnaire. The 

domains discussed from the ethnographic data were: thinking about the 

baby, ways people treat you, emotional changes, activity changes, dis

comforts, appearance, being sick, being in suspense, going for a health 

care day, being hospitalized, and being different. 

Cultural themes were identified. The themes discussed were: 

l) being pregnant and diabetic is being out of control of your body 

and what happens to you, 2) to deal with being pregnant and diabetic 

one must take better care of yourself, not thinking about the baby, 
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and get reassured, and 3) health professionals should keep you in

formed, treat you like a person, and be knowledgeable about diabetes. 

The sentence completion questionnaire further documented the 

terms identified in the domain analysis. 



CHAPTER 5 

CONCLUSIONS 

This chapter will present the research conclusions. The 

following topics will be discussed: the relationship of the cultural 

themes to the conceptual framework, a comparison of the ethnographic 

data and literature review, nursing implications, and recommendations 

for further research. 
v 

The purpose of this study was to determine the way in which 

diabetic women perceive their pregnancies. Using the ethnographic' 

interview according to Spradley (1979), the researcher explored how 

diabetic women categorized and gave meaning to significant events and 

feelings during pregnancy. The cultural view of the women is reflected 

in the ethnographic data. 

Cultural Themes and the 
Conceptual Framework 

The conceptual framework included the concepts of: ' pregnancy 

as a period of emotional disequilibrium, maternal tasks of pregnancy, 

psychological implications of diabetes, and perception. 

It was believed that pregnant women with diabetes might per

ceive pregnancy as an emotionally disruptive period. The high risk 

nature of diabetes might delay mastery of the maternal tasks of preg

nancy. Past adjustment and experience with diabetes might influence 

perceptions of current events. 

8k 
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"Being different" was the meaning attached to the events by 

the informants. The first cultural theme "being pregnant and diabetic 

is being out of control." Being out of control of your body and what 

happens to you relates to the emotional disequilibrium during pregnancy 

and the sick role aspects of diabetes. Changes in body image were 

alluded to in the domains of appearance, discomforts, and being sick, 

attesting to the lack of control over self. Past methods of coping 

with diabetes required new adaptations. One must again exhibit sick 

role behavior by seeking assistance from the health care system, by 

complying with its recommendations, and by relinquishing daily activi

ties for tests, procedures, and hospitalization. The categories dis

playing sick role behavior were being in suspense, going for a health 

care day, and being hospitalized. 

The second cultural theme "being pregnant and diabetic means 

you are sick" was dealt with by taking better care of yourself, not 

thinking about the baby, and getting reassured. Sick role behavior 

was emphasized as more important than the maternal tasks of pregnancy. 

One of the expectations of the health care system towards the person 

placed in a sick role is to comply with the therapy regime. The 

category ways to take care of yourself demonstrated this compliance, 

it also attended to ensuring safe passage, a maternal task of pregnancy. 

The category, being sick, explained the kinds of things that happened. 

The last cultural theme was "sick people require special care 

from health professionals." Requirements related to keeping the woman 

informed, treating the woman like a person, and being knowledgeable 
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about diabetes. The categories going for a health care day, being 

hospitalized, and being different attended to these requirements. 

The Review of the Literature 
and the Ethnographic Data 

Salient questions generated from the literature review in

cluded: What are the significant events in the world of pregnant 

women with diabetes? What are their concerns and emotional needs? Do 

their physical needs overshadow the pregnancy? Do they perceive them

selves as being sick? How do they view themselves, babies, and the 

health care system? Do they master the maternal tasks of pregnancy? 

The answer to "what are the significant events in their world" 
i 

also addresses "do physical needs overshadow the pregnancy" and per

ceptions of "being sick" and "the health care system." The significant 

events during pregnancy related to going for health care and being 

hospitalized. Although ambivalence was expressed about "being sick," 

illness was implied in the descriptions of pain, suspense, and sense 

of powerlessness over the events experienced while receiving health 

care. Physical needs did require the women to attend to self, modify

ing self image and dealing with new stressors. The health care system 

was viewed as both supportive and destructive, depending on whether 

or not the women were reassured. 

The emotional needs and concerns of the women were similar 

to non-diabetic women in respect to mood swings, however the fantasy 

life was diminished. Concern over the health of the baby was magnified. 



These differences affected the achievement of the maternal tasks of 

pregnancy. 

A complete picture of the maternal tasks of pregnancy was not 

obtained during this study. The mothers were delighted with the idea 

of being pregnant, yet unaccepting of the resulting effects of preg

nancy and diabetes. They attempted to seek safe passage for self and 

baby by "taking better care of yourself" and "getting reassured." One 

informant attempted to ensure acceptance of the baby in the family by 

preparing siblings. 

The women became aware of the growing fetus, but rejected 

attachment so as "not to get hopeful, not to get hurt again." Reassur

ing procedures such as sonograms, oxytocin challenge tests allowed 

them to feel "safe" and to bind to the fetus for a period of time. 

Fetal distinction and visualization as a unique individual was occas

sional ly alluded to as the women felt reassured and moved closer to 

term. However, the dependency needs of the women continued to the 

end of pregnancy. Role transition to motherhood was delayed. 

Implications for Nursing Practice 

During pregnancy, the diabetic woman presents a challenge for 

nursing practice. The informants in this study felt alienated and 

powerless in dealing with their health and the health care system. 

This was a new experience for some. Having adjusted to a life with 

diabetes, they felt inept in understanding the myriad of changes. 

Anticipatory guidance, education, emotional support and attention 
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to physical needs are vital in planning nursing care for the diabetic 

woman. 

Perhaps the most crucial nursing action to reduce the emotional 

stressors is listening to what the pregnant woman with diabetes is say

ing about her concerns. An understanding of the woman's knowledge 

base, medical history, and family support system alone will not suffice. 

The nurse must ascertain the meaning that pregnancy and diabetes has 

for each woman. Does she perceive diabetes as a limiting illness or 

as an adaptive way of life? Are dietary restrictions, insulin control, 

and urine testing viewed as hindrances in daily life? Are pain from 

injections, 'crashing,' and the many clinic visits a source of frustra

tion? Have dependence/independence needs changed with pregnancy? What 

is the meaning of this baby to the woman and her family? What are her 

expectations of the physician, nurse, and health team members? These 

issues will influence the diabetic woman's motivation and health be

havior. 

The informants indicated that they need permission to talk about 

their frustrations. They need permission to express negative feelings 

about pregnancy which is so contrary to cultural expectations. If 

the mother does not freely express these frustrations, it is appro

priate for the nurse to provide openings for the mother, such as "It 

must be difficult to come to the clinic three and four times a week," 

or "It must be confusing to have your insulin dosage changed so often." 

An adaptative mechanism to deal with the suspense over the 

health of the fetus is not thinking about the baby. The woman who is 
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not willing to talk about the baby should not necessarily be dis

couraged from this practice. Instead, the nurse should encourage the 

use of 'magic markers,' objective indicators that successful delivery 

is coming closer. 'Magic markers' could include measures of increas

ing fetal growth, fetal movement on realtime ultrasound, positive 

laboratory tests and procedures, and plans for delivery. Test results 

are one way of presenting the 'magic markers' to help pass away the 

long months of waiting. The pictures and strips from sonograms and 

oxytocin challenge recordings serve as concret evidence of the baby's 

growth and well-being. 

Once delivery time approaches, and the the mother begins to 

attend to the fetus more often, the nurse can facilitate achievement 

of the maternal tasks of pregnancy. The task of fetal embodiment and 

visualization may be expedited with weekly discussions of fetal growth 

and development. Plans for caring for the newborn in the general or 

intensive care nursery should be shared both to decrease anxiety and 

prepare for separation of the fetus. A discussion of alternatives 

for labor and delivery should be explained in detail. 

In planning nursing care, anticipatory guidance can minimize 

the anxiety over the unknown as described by the informants and 

encourage a measure of control over the ensuing events. It is neces

sary to differentiate for the diabetic woman between the problems of 

normal pregnancy and those of the diabetic pregnancy. 

The women were desirous of being kept informed. The focus of 

.health information should include how pregnancy affects diabetes and 



how diabetes affects the pregnancy. Diabetic women should be aware 

of the changes to expect and how to deal with these changes, such 

as with insulin reactions. Keeping the woman and her family clearly 

informed with concrete examples and suggestions is essential. Pro

visional of adequate ventilation and questions time in the clinic, 

office or hospital setting facilitates nurse-client trust while meeting 

dependency needs. 

Specific nursing approaches demand creativity in planning. 

Continuity of care is imperative. A primary nursing approach is recom

mended to assist the diabetic woman. Meeting a new nurse face each 

visit only heightens anxiety. One-to-one counseling and small groups 

may be utilized for education and emotional support. It is a relief 

for diabetic women to know that the problems they are experiencing are 

common to other diabetic women and that fears and concerns can be dealt 

with successfully. < 

The informants did not want to view themselves as being sick. 

Perhaps it would be helpful to refer to this childbearing period as 

the 'normal diabetic pregnancy' rather than the complicated or high 

risk pregnancy. By including the family in counseling and education 

sessions during appointments and in small groups, the fetus moves 

away from the high risk pregnancy and concentrates more on family-

centered care. Family involvement encourages the transition to parent

hood and assists the family members in understanding the changes 

experienced by the pregnant woman. 



Being informed of the purpose and rationale of all tests, 

procedures, and changes in medication diminishes the sense of suspense 

The nurse may play a consumer advocate role in suggesting that the 

timing of laboratory tests and other procedures be adjusted to meet 

the needs of family schedules. Long waits in the laboratory and 

clinic cause great frustration. 

To decrease the sense of powerlessness alienation during hospi 

talization, the diabetic woman should be cared for with patience and 

understanding. Immediate attention to physical needs should be 

stressed. Offering the diabetic woman a choice in testing urine and 

giving herself insulin injections promotes independence. Daily talk 

time with staff and constructive activities, and free visitation with 

family may lessen the boredom and isolation. Perhaps with the advent 

of self finger sticks and insulin pumps, viable alternatives to hospi

talization can be found. 

"Being treated like a person, not a patient" is a view of 

which nurses should be cognizant. Providing opportunities for the 

pregnant diabetic woman to maintain independence can diminish the 

perception of the pregnancy as an illness. The prior knowledge of 

the woman about diabetes should be acknowledged by the nurse. As much 

as possible, the woman's past methods of dealing with diabetes should 

be incorporated into the nursing care plan, respecting her abilities 

to reasonably care forherself. 

Each diabetic woman approaches childbearing with a unique view 

and unique needs. Although it is an emotionally and physically 
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disruptive period, it can be a time of personal and family growth. 

Individualized, supportive nursing care will influence a positive 

growth-producing outcome. 

Recommendations for Research 

The following recommendations for further research are sug

gested: 

1. Replicate the study following women from the first trimester 

of pregnancy through the first six weeks postpartum, to 

explore further achievement of maternal tasks of pregnancy. 

2. Investigate differences in perceptions between diabetic and 

non-diabetic pregnant women using ethnographic methods. 

3. Replicate this study with Indian and Mexican ethnic groups. 

k. Investigate the mother-infant attachment process of the 

diabetic woman during the postpartum period. 

5. Investigate the perceptions of significant family members 

about the pregnancy. 

6. Investigate differences in perceptions of pregnant diabetic 

women receiving metropolitan versus rural health care. 

7. Investigate the anxiety level of pregnant women with diabetes 

using objective research methods. 

Hypotheses generated from this study include: 

1. Pregnant women with diabetes view pregnancy as different from 

pregnancy uncomplicated by diabetes. 



Pregnant women with diabetes view diabetes affecting their 

lives differently during pregnancy. 

Achievement of the maternal tasks of pregnancy is delayed 

during the diabetic pregnancy. 



APPENDIX A 

SUBJECT CONSENT FORM 

9*» 
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Subject Consent Form 

Study Title: The Experiences of Pregnant Women with Diabetes 

I understand that this research study is designed to learn 
about the pregnancy experience of the diabetic woman. I was selected 
for this study because I am pregnant and am diabetic. 

I will be interviewed about my experiences during pregnancy. 
This will involve five or six interviews, approximately one hour in 
length. The interview will be recorded on audiotape. I may also be 
asked to complete a short questionnaire. Jacque Dolberry and I wi11 
conduct the interviews at a time and place of my choice. 

I understand that there are no known physical or emotional 
risk to me. All information I will give is anonymous and canfidential. 
I will not be paid or charged. Although this study has no immediate 
benefit to me, it may help health professionals' understand the needs 
of pregnant women with diabetes. 

The interview information will be used for a Master's thesis 
and for teaching and possible publication. I understand that the 
consent form will be filed in accordance with the Human Subjects 
Committee with restricted access to Jacque Dolberry or authorized 
representative of the College of Nursing. The audiotapes will be kept 
in the Nursing Archives, College of Nursing. 

This study has been explained to me. I understand that I 
am free to ask questions at any time. I am free to withdraw from the 
study at any time, without risk or ill will. Participation in this 
study will not affect, in any way, my care. I understand that a copy 
of this consent form is available to me upon my request. 

By signing this consent form, I am stating that I understand 
all of the above information. 

Informant's Signature Date 

Witness Date 



LIST OF REFERENCES 

Barglow, P., and others (1981), "Psychiatric Factors in the Pregnancy 
Diabetic Patient," American Journal of Obstetrics and Gynecology 
(May):46-52. 

Benedek, Therese (1956), "Psychobiological Aspects of Mothering," 
American Journal of Orthopsychiatry, 26:272-278. 

Bibring, G.L. (1959), "Some Considerations of the Psychological 
Processes in Pregnancy," Psychoanalytic Study of Children, 
14:113-121. 

Bigge, Morris (1976), Learning Theories for Teachers, 3rd ed. Harper 
and Row Publishers, New York. 

Blumer, Herbert (1972), "Symbolic Interaction," in Culture, and Cog
nition: Rules, Maps and Plans, ed. by J. Spradley, Chandler 
Publishing Company, San Francisco, 65-83. 

Caplan, Gerald (1957), Concepts of Mental Health and Consultations: 
Their Application in Public Health Social Work, U.S. Department 
of .Health Education, and Welfare. 

Caplan, Gerald (1951), "A Public Health Approach to Child Psychiatry," 
Mental Health, 35:234-249. 

Carty, E. (1970), "My You're Getting Big," Canadian Nurse, 66:8:40-43. 

Cohen, R. (1966), "Some Maladaptive Syndromes of Pregnancy and Puer-
perium," Obstetrics and Gynecology, 27:562-570. 

Colman, A. and L. Colman, (1971), Pregnancy: The Psychological Experi
ence, Herder and Herder, New York. 

Clark, Ann, Chapter 20, (1979), "Application of Psychosocial Concepts in 
Childbearing: A Nursing Perspective. 2nd edition, ed. by Ann 
Ann Clark and Dyanne Affonso, F.A. Davis Co., Philadelphia. 

Deutcsh, Helene (1945). The Psychology of Women, vol. 1, Grune and 
Stratton, New York. 

Engel, C. in Peterson, B. (.1974), "Psychological Reactions to Acute 
Physical Illness in Adults, Medical Journal of Australia, (March 
2):311-315. 

96 



97 

Fawcett, Jacqueline (1978), "Body Image and the Pregnant Couple," 
Journal of Maternal-ChiId Nursing (MCN), (July-August): 
227-237. 

Gabbe, Steven, and others (1977), "Management and Outcome of Pregnancy 
in Diabetes Mellitus, Classes B to F," American Journal of 
Obstetrics and Gynecology, 121:723-732. 

Galloway, Karen (1976), "The Uncertainty and Stress of High Risk 
Pregnancy," American Journal of Maternal-Child Nursing (MCN), 
(September-October):29^-299-

Gilman, R.D. (1968), "The Dreams of Pregnant Women and Maternal Adapta
tions," American Journal of Orthopsychiatry, 38:688-692. 

Helper, Malcom, and others (1968), "Life Events and Acceptance of 
Pregnancy," Journal of Psychosomatic Research, 12:183-188. 

Isenberg, P. and D. Barnett (1965), "Psychological Problems in Diabetes 
Mellitus," Medical Clinics of North America, h3:k (July):1125— 
ms. 

Jessner, Lucie, and others (1970), "The Development of Parental Attitudes 
During Pregnancy," in Parenthood; It's Psychology and Psycho-
pathology, edited by E.J. Anthony and Therese Benedek, Little 
and Brown, Boston. 

Kahn, Candice, and others (1980), "Gravida's Responses to Realtime Ultra
sound," Journal of Obstetric and Gynecological Nursing (JOGN), 
(May-Ap ril):77-79-

Kassebaum, Gene and Barbara Bauman (1972), "Dimensions of the Sick Role 
in Chronic Illness," in Patients, Physicians and Illness, 
2nd ed., edited by E. G. Jaco, Col 1 ier-MacMi 1 lan, London, 1*»1-
155. 

Kitzinger, Sheila (1977). Education and Counseling for Childbirth, 
Balliere Tindall, London. 

Kravitz, A., and others (1971), "Emotional Factors in Diabetes Mellitus," 
in Jos I ins1 Diabetes Mellitus, 11th ed., edited by A. Marble 
and others, Lea and Febriger, Phialadelphia, 767-782. 

Krosnick, A. (1970), "Psychiatric Aspects of Diabetes," in Diabetes 
Mellitus: Theory and Practice, edited by M. Ellenbert, and 
H. RifKin, McGraw-Hill, New York, 920-933-

Knutson, A. (1970), The Individual, Society, and Health Behavior, 
Russell Sage Foundation, New York, 



98 

Lambert, Vickie and Clinton, Jr. (1979), The Impact of Physical Illness 
and Related Mental Health Concepts, Prentice-Hall Incorporated, 
Englewood Cliffs, New Jersey. 

Law, Samuel II and others (1980), "Patient Cooperation: A Determinant 
of Perinatal Outcome in the Pregnant Diabetic,11 Journal of 
Reproductive Medicine, 4:5:197-201. 

Leeman, Calvin (1970), "Dependency, Anger, and Denial in Pregnant 
Diabetic Women: A Group Approach," Psychosomatic Quarterly, 
44:1:1-12. 

Littlefield, Vivian and Gloria Selbert (1978), "The Group Approach for 
the Pregnant Diabetic Patient," American Journal of Maternal-
Child Nursing (MCN), September-October, 274-277. 

Livingston, Robert (1978), Sensory Processing, Perception, and Behavior, 
Raven Press, New YolrET 

McConnell, Owen and Paul Daston (1961), "Body Image Changes in Pregnancy," 
Journal of Projective Techniques, 25:451-456. 

Merkatz, Ruth (1976), Behavior of Hospitalized High Risk Maternity 
Patients, Case Western Reserve University, Frances Payne Bolton 
School of Nursing, unpublished Masters' thesis. 

Mercer, Ramona (1977), Nursing Care for Parents at Risk, Charles B. 
Thorofare, New Jersey. 

Messick and D. Aguilera (1979), "Crisis," in ChiIdbearing: A Nursing 
Perspective, edited by A. Clark, and D. Alfonso, F.A. Davis, 
Philadelphia, 89-96. 

Moore, Diane (1978), "The Body Image in Pregnancy," Journal of Nurse-
Midwifery, 22:4:17-27. 

Naeye, Richard (1979), "The Outcome of Diabetic Pregnancies: A Pro
spective Study," in Pregnancy, Metabolism, Diabetes, and the 
Fetus, Ciba Foundation Symposium, Excerpta Medica, New York, 
227-238. 

Parets, Albert (1967), "Emotional Reactions to Chronic Physical Illness," 
Medical Clinics of North America, 51:6:1399-1408. 

Parsons, T. (1951), The Social System, The Free Press, Glencoe, Illinois. 

Peacock, I. and others (1979), "Self-Monitoring of Blood Glucose in 
Diabetic Pregnancy," British Medical Journal, 2:6201:1333-1336. 



99 

Rapoport, Lydia (1970), "The State of Crisis: Some Theoretical Con
siderations," in Crisis Intervention: Selected Readings, 
edited by H. Parad, Family Service Association of America, 
New York, 22-31. 

Rubin, Reva (1976), "Maternal Tasks in Pregnancy," Journal of Advanced 
Nursing, 1:367-376. 

Sherwin, Laurie (1981), "Fantasies During the Third Trimester of 
Pregnancy," Journal of Maternal-Child Nursing (MCN), November-
Decembe r: 398— 40,1. 

Spradley, James (1972), "Foundations of Cultural Knowledge," in 
Cognition and Culture: Rules, Maps, and Plans, edited by 
J. Spradley, Chandler Publishing Conpany, San Francisco, 3-40. 

Spradley, James (1979), The Ethnographic Interview, Holt, Rinehart and 
Winston, New York,. 

VandeKastle, R.L. and Peggy Kinder (1969), "Dream Content During Preg
nancy," Psychophys iology, 4:3:375—378. 

Weiner, M.F. and F.P. Skipper, Jr. (1978-1979), "Euglycemia: A Psycho
logical Study," International Journal of Psychiatric Medicine, 
9:3-4:281-287. 


