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ABSTRACT 

This descriptive study of the pregnant diabetic answers the 

question: How do pregnant diabetic women view their pregnancies? Data 

were collected by means of the ethnographic interview, which begins 

with broad, open-ended questions and continues with descriptive, struc

tural, and contrast questions. Fifteen individual interviews were 

conducted with four informants. Data were analyzed for relevant domains, 

from which four cultural themes were identified: Being in the hospital 

is necessary but boring; I worry even though I take care of myself; 

God's in control but I can help Him out; Being a pregnant diabetic 

woman can be routine. 
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CHAPTER I 

INTRODUCTION 

This study was performed to discover how the diabetic pregnant 

woman views her pregnancy. I became interested in this problem while 

working with pregnant diabetics in a high-risk obstetrical teaching 

clinic. The women I worked with found visiting the clinic weekly 

an inconvenience. Several of the women lived in another city. They 

were alarmed about their "blood sugars being too high or too low". 

Most of them did not feel healthy because of the fluctuation in their 

blood glucose level. One woman checked her glucose concentration 

eight times a day instead of the recommended four to make sure they 

were normal (Matte 1984). It seemed that by learning how pregnant 

diabetics viewed their pregnancy, as well as investigating their ideas 

about how they thought their care could be improved, health profession

als could understand the pregnant diabetic and provide better care 

for her. 

Care available to pregnant diabetic women has been improved 

by research in perinatology, but this improved care necessitates many 

medical tests during pregnancy. Psychological support must accompany 

this scientific approach for the care to be effective (Merkatz 1978). 

The conceptual framework for this study was built around three factors 

which directly involve the problem. These factors are: 

1  
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pregnancy, perception, and diabetes. These factors will be reviewed 

in the literature. 

Statement of the Problem 

How does the diabetic pregnant woman view her pregnancy? 

Statement of the Purpose 

The purpose of this study was to discover how insulin-dependent 

pregnant diabetics view their pregnancies. The informants in this 

ethnographic study were attending a tertiary care center in a Southwest 

teaching hospital. Key questions addressed were: Do you think diabetes 

complicates pregnancy? What do you think is important regarding your 

prenatal care? 

Significance of the Problem 

Pregnancy is a stressful time in a woman's life (Kitzinger 

1979). Even if the pregnancy is planned and wanted, it is a time 

of transition for the woman. Women adapt to being pregnant in various 

ways. When a woman has a medical condition such as diabetes, the 

pregnancy can be even more difficult (Mercer 1977). 

Diabetic women are known to have a higher incidence of babies 

with birth defects, stillbirths, and babies born with cardiac anomalies 

than the average population (Merkatz and Adams 1978). With this know

ledge it is difficult for the pregnant diabetic woman to form an idea 

of what the baby will be like until she can actually see and hold the 

baby. All pregnant women experience this "fear of the unknown" but 
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because the pregnant diabetic woman has many tests and is followed 

closely, she realizes her pregnancy is at high risk (Mercer 1977). 

Medical caregivers view the following factors as important 

in the care of pregnant diabetics throughout pregnancy: measuring 

blood glucose levels four times a day by the woman, sonograms, non-

stress tests, opthalmology consultations, dietary consultations, and 

numerous laboratory tests, including the creatinine clearance test. 

Finally, the care provider may order an amniocentesis to be done at 

38 weeks to evaluate fetal lung maturity. Each of these factors will 

now be discussed. 

The literature shows that the insulin requirements often drop 

in the first half of pregnancy and then increase as the placenta and 

baby grow. "Fasting glucose concentrations are significantly elevated 

in the third trimester of pregnancy...during the first and second 

trimester, values are found to be lower" (Merkatz 1978, p. 5). These 

fluctuations are alarming to most pregnant diabetics because it becomes 

more difficult to regulate their insulin dosage and many have diabetic 

reactions until their insulin requirements are determined. Insulin 

dosage is adjusted according to the patient's blood glucose tests. 

The medical practitioners try to keep patients on their usual dose 

and type of insulin. The goal is to maintain fasting blood sugars 

(FBS) of 95-110 mg/dl or 2-hour postprandial blood sugars of no greater 

than 130 mg/dl. 

Ames machines are used at home by the patients to measure 

their blood glucose levels. An Ames machine is a meter which calcu

lates an accurate reading of blood glucose from Chemstrips. The 



patients place a drop of blood on the Chemstrip (a small strip of 

paper) and then place the strip in the Ames meter to obtain their 

blood sugar reading. The patients calibrate their machines and check 

their blood glucose levels before breakfast, lunch, and dinner and 

at bedtime. 

These women are seen weekly at the obstetrical clinic and 

twice weekly after 36 weeks of pregnancy. The women bring records 

of their blood glucose readings each time they attend the clinic. 

At this time, the health care provider and the patient review these 

values and insulin dosage is adjusted accordingly. The goal is to 

keep blood glucose levels as close to the values outlined earlier 

as possible. 

A sonogram is usually scheduled at 16 weeks. The sonogram 

is a pictorial display of anatomic structures made by using pulse-

echo techniques; it permits the detection of abnormalities. A cardiac 

sonogram is made at 28-32 weeks' gestation to evaluate cardiac develop

ment. Growth of the fetus is also evaluated whenever a sonogram is 

made. 

Nonstress tests are done to evaluate the "well-being of the 

fetus". An external fetal monitor is placed on the woman's abdomen 

and each time the baby moves the woman pushes a button on the monitor. 

With fetal movement there should be an increase in fetal heart rate. 

These are done biweekly beginning at the 36th week of pregnancy. 

The purpose of the opthalmology consultation at the beginning of the 

pregnancy is to determine if there is any damage to the patient's 

retina from the diabetes. 
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Dietary consultations are routinely requested. Their purpose 

is to make sure that the patient is aware of how to meet her nutri

tional needs during pregnancy and still maintain her diabetic diet. 

The creatinine clearance test evaluates how well the kidneys 

are functioning and if there is any damage from the diabetes. It 

is performed at the beginning of the pregnancy and again about the 

28th week. 

It is not uncommon to hospitalize these women three or more 

times during their pregnancies to evaluate and regulate their diabetes. 

These hospitalizations, which can last from three to seven days or 

longer, are stressful. Being separated from their families, homes, 

and jobs is difficult. The unfamiliar environment, the routine of 

the hospital, and the presence of "sick" patients around them add 

to the stress. The cost of inpatient hospitalization is an additional 

stress factor (Merkatz 1978). 

Giving pregnant diabetic patients an opportunity to help make 

the decisions which affect their well-being and that of their babies 

is vitally important. Collaboration builds mutual trust, which tends 

to make the patients responsive to the care provided. This care becomes 

meaningful to the patient if she has input into the planning (Merkatz 

1978). Who could know better than the person who is experiencing 

the diabetes and the pregnancy what the problems are? Discovering 

the patient's point of view can assist the health care provider with 

information on how best to deal with her care. 
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Conceptual Orientation 

The conceptual orientation for this study is built on the 

problem stated earlier. Included are three factors: pregnancy, percep

tion, and diabetes. Pregnancy is a time of complex physical and 

emotional changes and adjustments. How a woman perceives her pregnancy 

is conditioned by many factors, including the existence of a diabetic 

condition. The categories of pregnancy, perception, and diabetes 

will be discussed below. 

Pregnancy 

The studies in the literature identify pregnancy as a period 

of transition when a woman develops and grows. The psychoanalyst 

Bibring (1959) compared pregnancy to menopause and puberty, with all 

three being times of crisis involving profound psychologic and somatic 

changes. For Bibring, crisis is defined as "turning points in the 

life of the individual leading to acute disequi1ibria which under 

favorable conditions result in specific maturational steps toward 

new functions" (Bibring 1959, p. 114). She also found that many women 

were diagnosed as having serious psychologic disorders while pregnant. 

She concluded that psychologic problems during pregnancy were temporary 

and were behavioral changes coming from developmental conflicts, not 

serious long-term illnesses. 

Another psychoanalyst, Caplan, described pregnancy as a 

"distinct biologically determined period of psychological stress" 

(Caplan 1960). He saw pregnancy as a time of vulnerability, a time 

when a woman and her family's behaviors are altered. He identified 



three psychologic tasks that a woman must complete in successfully 

negotiating pregnancy: 1) acceptance of the pregnancy; 2) development 

of an attachment to the fetus; and 3) adaptation to a reality-based 

relationship with the neonate (Caplan 1960). 

Kitzinger (1979) stated that nearly every woman adapts to 

pregnancy by experiencing psychic changes concerning her body image. 

A woman will probably also experience a wide range of emotions at 

different times during her pregnancy. The transformation that a preg

nant woman experiences during pregnancy is more dramatic than the 

transition experienced in moving from girlhood to womanhood (Kitzinger 

1979). 

Perception 

How the diabetic woman views her pregnancy will affect how 

she responds to her pregnancy. Perception is a process in which 

environmental stimuli are interpreted and meaning is applied to them. 

People's experiences of their own reality and how they interpret them 

are all part of perception (Knutson 1970). 

Spradley (1972) states that what we know of reality is the 

result of the processes of perception and cognition. He explains 

that the process of perception occurs when a stimulus is received 

by a sensory organ. The stimulus is then changed to a neural impulse 

and is carried to the brain. The person then has a mental image of 

the object or event. Stimuli are grouped together by the brain to 

form concepts. Meaning is then attached to the concepts through 

symbols. 



8  

Symbols allow us to communicate with others. Symbols can 

be used to interpret new knowledge (Spradley 1972). Unless people 

view a stimulus as having meaning for themselves, they will ignore 

it. When a person receives a stimulus, the person interacts with 

the environment. That person and the environment are changed. The 

degree of change depends on how the person interprets and attaches 

meaning to the environment. One's experience is the "interaction 

of a person and his perceived environment" (Bigge 1976, p. 73). A 

symbol used by a pregnant diabetic might be a certain range for her 

blood glucose. 

According to Livingston (1978) a person's perception is influ

enced by past coping methods, interaction with others, and cultural 

rules. Livingston (1978) found that people's life experiences and 

educational experiences shape their perceptions. It is difficult 

for persons to change their perceptions. 

A pregnant diabetic woman may perceive her pregnancy, as well 

as her diabetes, through selected meaningful stimuli that surround 

her from past experiences. Pregnant diabetics use symbols to communi

cate what pregnancy means to them. If her past behavioral responses 

to the stimuli were helpful, she will continue to select similar 

perceptions. Her perception of her pregnancy may differ from that 

of her family, health care providers, and other pregnant diabetics, 

and what meaning the pregnancy has for her, is dependent upon her 

perception. 
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Diabetes 

The pregnant diabetic woman may view her pregnancy in terms 

of emotional factors not present in the nondiabetic. The role of 

emotional factors in diabetes has been a controversial subject. 

According to Mirsky, emotional factors do not provide a psychologic 

predisposition to diabetics (Merkatz 1978), However, some research 

has shown that emotional factors have a role in the successful control 

of diabetes. Ruth Merkatz (1978) noted that clients (especially adoles

cents) change their care to get attention, although other factors 

may be involved. By failing to check their blood glucose levels, 

by not eating what has been suggested, and by not taking their insulin 

at the correct times, thfcy may develop acidosis and therefore require 

hospitalization. This illustration demonstrates that the emotions 

of pregnancy may directly influence the health of a diabetic (Merkatz 

1978). 

How the diabetic has controlled or not controlled her glucose 

levels through the years of her disease can affect how she reacts 

to having to be evaluated closely during pregnancy. Adjusting to 

her new care regimen may not be easy. Many diabetics have had diabetes 

for 10 to 15 years without being in control of the disease but without 

having symptoms (Merkatz 1978). If a diabetic patient has felt well, 

she will not have had to change her activities and may not have thought 

about how being out of control could affect her long-term health 

(Merkatz 1978). 

The client may need new ways of coping with her diabetes when 

she is pregnant. She has established a rapport with the medical team 
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who has been following her diabetes; she will now be changing to the 

obstetrical team. She will not know anyone on the obstetrical team, 

and the adjustment to new "rules and regulations" for diabetes with 

pregnancy may be difficult. 

Summary 

Pregnant diabetic women are under many stresses during their 

pregnancies. Having a life-long disease makes their pregnancies more 

difficult than the average pregnancy. How the diabetic perceives 

her pregnancy affects how she copes with both her diabetes and her 

pregnancy. There is little in the literature about the pregnant dia

betic's view of either her pregnancy or her disease, despite the need 

for such information in providing adequate health care and emotional 

support. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter contains a review of the research that has been 

done on the interrelationship of pregnancy, perception, and diabetes. 

Each factor will be discussed in the following sections. 

Pregnancy 

Pregnancy has been described by Colman and Colman (1971, p. 

6) as a "psychological crisis". It is thought that some of the 

emotional ups and downs of pregnancy are physiologically based and 

are due to hormonal and metabolic changes that occur during pregnancy 

(Clark 1979). Bibring (1959) stated that progesterone (secreted in 

large amounts by the placenta during pregnancy) accounts for the high-

energy level of women during pregnancy, an energy that they may use 

for introversion. Caplan (1960) suggests there are two main factors 

that explain the emotional manifestations of pregnancy: 1) the soma

topsychic factors due to hormonal and metabolic changes (again the 

progesterone effect); and 2) psychogenic factors. 

According to Caplan, the psychogenic factors are linked with 

the woman's view of her reproductive/sexual development and her devel

opment into the role of a mother during her pregnancy. He also suggests 

that the latter development is influenced greatly by the relationship 

she has with her own mother. He asserts that there is a shift from 

ego to id that is responsible for some of the emotional changes that 

occur during pregnancy. 

1 1  
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All during pregnancy women experience extreme mood changes. 

They may experience joy and despair, irritability, emotional lability, 

and sensitivity. Caplan (1966) suggests telling women about these 

possible changes so that they will not be alarmed if they experience 

them. Colman and Colman (1971) and Kitzinger (1979) also identify 

this time as one of emotional lability. 

Rubin (1975) emphasizes the complexity of pregnancy. She 

describes pregnancy as a time when a person's identity is reformulated, 

a time of reorganizing personal relationships, and a time of personal 

maturity. Every aspect of the woman's person is being affected by 

her pregnancy, not the least of which are body changes occurring with 

the pregnancy. This is especially noticeable during the later months 

of pregnancy when a woman is uncomfortable and anxious to deliver. 

Changes in sexual desire-are experienced by some women during 

pregnancy and these changes can occur at various times during preg

nancy. Some women have a decrease in sexual desire and others have 

an increase in desire. Caplan suggests that the couple be informed 

of these possible changes early in pregnancy to prevent marital diffi

culties (Caplan 1960). 

Dreams during pregnancy seem real to many pregnant women (Bing 

and Colman 1977) and the content of their dreams may also seem 

important. This may be due to the inner focus that pregnancy brings 

to women (Colman and Colman 1971). The power and intensity of the 

dreams are increased with pregnancy along with the dream content. 
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Dreams occurred more frequently in pregnant women than in college 

women of the same age in a study done by Gillman (1968). 

According to Kitzinger, there are enormous changes that occur 

during the 40 weeks of pregnancy. It is remarkable how many women 

make the transition without difficulty. Kitzinger (1979) also explains 

that pregnancy includes many experiences that women enjoy thoroughly. 

Experiences of joy, radiant well-being, emotional and physiological 

fulfillment are all mentioned by Kitzinger as positive factors of 

being pregnant. 

Effect of the Perception of 
Pregnancy on its Outcome 

How a woman perceives her pregnancy affects how she deals 

with her pregnancy. Important questions when dealing with pregnant 

diabetics are: Has this woman had a prior pregnancy loss? Has she 

had an unfavorable past pregnancy experience? Is she overly concerned 

about herself and her unborn child? The answers to these questions 

will influence how the pregnant diabetic views her pregnancy. Merkatz 

(1978) suggests that, if the answer to any of these questions is yes, 

this woman may have difficulty viewing her pregnancy in a positive 

way. 

A mother who has an exaggerated concern for her fetus may 

be trying to express a covert feeling or need. According to Merkatz 

(1978), such a woman may be having difficulty adapting to motherhood. 

Rose (1961) investigated a syndrome in which there is a defect in 

the mothering capacity of some women stemming from concomitant stresses 

that originate during pregnancy. One of the stress factors that he 
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identified pertains to the health and well-being of the mother and 

fetus. He found that a mother who anticipated loss of her infant 

experienced a traumatic reaction similar to anticipatory grief, as 

described by Lindemann (1944). This grief reaction protected the 

mother from her fear of fetal death. If the infant survived, this 

premature grieving could lead to the problem of the mother having 

difficulty accepting the infant. 

Green and Solmit (as quoted by Merkatz 1978) found that there 

were difficulties in parent-child relationships when the babies had 

been expected to die. They labeled this problem "vulnerable child 

syndrome" and noted predisposing characteristics of parents. These 

characteristics included fears of fetal death and unresolved grief 

associated with a previous stillbirth, a baby with a congenital 

anomaly, or a damaged infant. These occurrences are more frequently 

experienced by diabetic mothers than by the normal population. Most 

diabetic pregnant women are aware of the possibility of damaged infants 

because of the numerous sonograms and other tests that are performed 

during their pregnancies. 

Four major factors which influence a positive or negative 

emotional outcome for the pregnant diabetic were identified in a study 

by Merkatz (1978): psychologic sequelae of diabetes, stresses of 

hospitalization and chronic illness, maturational crisis of pregnancy, 

and associated perinatal influences. How a pregnant diabetic 

copes with these factors determines how positively she perceives her 

pregnancy. 
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Diabetes and Pregnancy 

The key to a favorable outcome of pregnancy for diabetic women, 

according to medical caregivers, is control of diabetes during preg

nancy. It is therefore not uncommon for a diabetic woman to be 

hospitalized when her pregnancy is verified in order to obtain baseline 

laboratory values and to evaluate her diabetic condition. She may 

have to be hospitalized three or four times for three to seven-day 

periods during her pregnancy. Hospitalization can precipitate a 

situational crisis. Wu (1973) showed that when family members rely 

on each other, each of the family members experience some stress if 

one member is hospitalized. Invasion of the client's body, adaptation 

to the hospital environment, being separated from her family, and 

the high cost of hospitalization are all stress factors. With hospit

alization comes a loss of autonomy, loss of decision-making 

responsibility, and loss of privacy. Hospital routines are made for 

patients who are sick. Although the pregnant diabetic woman may feel 

well, she may respond to her hospital environment by behaving like 

a sick person, who is expected to be dependent on others and to act 

ill (Merkatz 1978). Pregnant diabetic women may act out sick roles 

by withdrawing from their usual roles, focusing on bodily concerns, 

and portraying dependence on others for attention, approval, and 

reassurance (Merkatz 1978). 

Hospitalization during pregnancy is not thought of as a normal 

routine (Mercer 1977). Merkatz found that, when illness and hospital

ization were associated with pregnancy, the result was anxiety, usually 
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focused on the outcome for the baby. Also, when these women were 

hospitalized, they showed an increased concern for the spouse and 

children at home. 

Additional uprooting takes place when a pregnant diabetic 

in a rural area moves to an urban area to be near the tertiary care 

center where she needs to be seen weekly or biweekly for tests. Such 

a situation may be difficult for the client and her family (Mercer 

1977). 

If the patient's blood glucose levels have not been within 

normal ranges throughout her pregnancy, delivery as soon as the baby 

is mature is important for the baby's well-being. If the baby has 

been shown (by sonogram) to be macrosomic, cesarean section is recom

mended, although vaginal delivery may also be an option if the diabetic 

woman has no complications (Gabbe 1977). There is, however, a higher 

incidence of cesarean sections for the pregnant diabetic woman than 

for the nondiabetic population. If a cesarean section is necessary, 

it becomes an additional stress factor. 

Summary 

Pregnancy is a time of physiological and emotional complexity 

for every woman. There are mood changes, changes in sexual desire, 

and personal adjustments concurrent with bodily changes. The trans

itions of pregnancy are more difficult for the diabetic woman, who 

may view her pregnancy from the standpoint of previous birth anomalies 

and who faces the stress of constant testing and probable hospitali

zation. The anticipation of giving birth by cesarean section, a 
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procedure more frequently recommended for diabetics than for nondia-

betics, is another cause of stress. 



CHAPTER III 

METHODOLOGY 

This chapter will present the research' design, sample popu

lation, ethical provisions for the human subjects, data collection 

methods, and data analysis. 

Research Design 

An exploratory study was made by means of ethnographic inter

views to identify the views that pregnant diabetic women had of their 

pregnancy. The purpose of the ethnographic interview is to obtain 

the informant's view of the culture. 

Spradley (1979, p. 5) defines culture as "the acquired 

knowledge that people use to interpret experience and generate social 

behavior". How a person responds to events or objects in the environ

ment is learned through experience, and what is meaningful to the 

person is mentally filed and kept. 

Pregnant diabetic women know the culture of diabetes and preg

nancy through many common experiences. Some of the experiences they 

have in common are sonograms, daily blood tests, hospitalizations 

during pregnancy, and weekly clinic visits. These experiences produce 

similar perceptions of what is happening to them. 

The purpose of the ethnographic interviews was to elicit 

responses that could be categorized into domains by grouping together 

principal ideas that shared at least one common term. Domains were 

to be refined by use of descriptive questions (e.g., could you describe 

18 
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a typical clinic visit?), structural questions (e.g., what is a blood 

sugar?), and contrast questions (e.g., are there three different kinds 

of blood sugars?). 

The next step in the research design was to develop taxonomies 

from each woman's interviews. A taxonomy is a classification system 

which can be illustrated in a chart format. Taxonomies were to be 

combined to see what differences and similarities existed among them. 

The last step was to discover cultural themes. Spradley 

describes a cultural theme as "something that people believe, accept 

as true, and valid; it is a common assumption about the nature of 

their experience" (Spradley 1979, p. 186). These cultural themes 

serve to connect different subsystems of a culture (Spradley 1979). 

Domains and themes were to be organized in ways that would 

facilitate communication between the health care providers and diabetic 

pregnant women. 

Sample Population 

Four women were chosen as informants. The following criteria 

were used in their selection: 1) they had been diagnosed as insulin-

dependent diabetics; 2) they were at least 18 years of age and English 

speaking; and 3) they were in the second or third trimester of their 

pregnancy. 

Diabetics who were not insulin-dependent were excluded from 

this study because they do not experience as much testing as the 

insulin-dependent diabetic nor do they require insulin injections 
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hospitalizations. Young adolescents were excluded because of the 

stress of the additional changes they were experiencing at the time 

of transition from childhood to womanhood. 

Ethical Provisions for Human Sub.jects 

The rights of the women who served as informants were pro

tected. They were advised of the time requirements of this study 

and were assured of confidentiality. Each woman was told that she 

could withdraw from the study at any time 

This study was approved by the Human Subjects Committee of 

the College of Nursing, University of Arizona. The disclaimer state

ment given to each participant appears as Appendix A. 

Data Collection Methods 

Contacts with the informants were made through a high-risk 

obstetrical clinic in a teaching hospital in the Southwest. This 

teaching hospital is a tertiary care center, to which clients are 

referred by private physicians. The investigator was identified as 

a graduate student in maternal-newborn nursing at the College of 

Nursing. Informants were interviewed in a place of their choice: 

in their homes; in their mothers' homes; in an office in the tertiary 

clinic; or in the hospital. No woman had more than one interview 

per day. All informants were hospitalized at some time during their 

pregnancy. 

The purpose of the study was explained to the women as directed 

at learning from pregnant diabetic women how they viewed their preg

nancies. The procedure was explained as including interviews and 
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use of a tape recorder and field notes. Time requirements were 

specified. The informants were assured that all data collected would 

be confidential and anonymous and that they were free to ask questions 

or to withdraw at any time. 

The initial interviews with each informant were vital to 

establishing rapport and setting the scene for subsequent interviews. 

Casual greetings and expressions of interest in the informant and 

her family beann each interview. 

There were five interviews with two of the informants, three 

interviews with another informant, and two with the last informant. 

The interviews lasted approximately one hour each. The first interview 

began with what Spradley (1979) calls "grand tour questions", or broad, 

open-ended questions. These were asked to encourage the woman to 

do most of the talking and to describe her experiences in her own 

way. During the first two or three interviews, grand tour questions 

were developed to identify topics that were important to the informant. 

An example of a grand tour question used in the interviews is: "Tell 

me what it is like to be pregnant and be a diabetic." Review of the 

content of answers to these broad questions suggested the next ques

tions, which Spradley termed "descriptive". Examples of descriptive 

questions used in the interviews are: "Could you describe a typical 

clinic visit?" or "Could you describe how you use your Ames machine". 

After each interview, questions were developed for the next 

interview. Responses were grouped into domains that illustrated how 

the informants organized their thoughts, ideas, and beliefs. More 
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information about these domains was gained through the use of struc

tural questions, which were designed to determine which terms belonged 

in which domain. For example, when an informant mentioned "blood 

sugars", she was asked, "What is a blood sugar?". Structural questions 

gave the informants the opportunity to introduce and identify new 

subjects. As the interviews continued, contrast questions were devel

oped, such as, "Are there different kinds of blood sugars?" and the 

informant was also referred back to the grand tour question, "Tell 

me more about your diabetes." This series of questions elicited a 

complete listing of terms for each domain. 

Analysis of Data 

Each ethnographic interview was analyzed upon its completion. 

The first interview began with broad general questions about diabetes 

and being pregnant. The material was then organized into categories 

of information, or domains. A domain is a large category of cultural 

symbols which are grouped together because they share some similarity 

(Spradley 1979). Each domain contained similar terms. Examples are 

"thoughts about diabetes during pregnancy" or "fears during pregnancy". 

Cover terms and included terms make up each doman. "Cover 

terms are names for categories of cultural knowledge" (Spradley 1979, 

p. 100). An example of a cover term is "thoughts about antepartum 

hospitalization." Included terms are folk terms that belong to the 

category of knowledge named by the cover term (Spradley 1979, p. 100). 

An example of included terms are separated from family, didn't like 

the food, and didn't like the atmosphere. Folk terms are symbols 
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used by informants (Spradley 1979, p. 95). "It wasn't like home" 

is an example of a folk term. Taxonomies were organized with informa

tion received from cover terms and included terms. Taxonomies were 

compared to identify similarities and differences, and this comparison 

yielded the cultural themes (the common assumptions about the experi

ence of being pregnant and diabetic). 

Summary 

The research design, sample population, ethical provisions 

for the human subjects, data collection methods, and data analysis 

yielded the desired results. Although one informant withdrew from 

the study, the data collected were sufficient to produce some answers 

to the question of how pregnant diabetic women view their pregnancy. 

In the next chapter, the data collected will be presented and 

analyzed. 



CHAPTER IV 

PRESENTATION AND ANALYSIS OF THE DATA 

The data gathered from individual informants' interviews are 

presented in this chapter, with some synthesis and analysis. The 

cultural themes discovered during the study are also discussed. 

Informants 

This section will describe each informant according to objec

tive and subjective observations made by the researcher. 

Sally 

Sally was a 26-year-old Anglo woman who had had diabetes since 

age one and a half. She was married and had a daughter who was two 

years old. She lived with her husband who was unemployed. This factor 

of unemployment was difficult to cope with. During the pregnancy 

they moved five times. Sally was interviewed twice in the hospital 

and three times in her home. 

Martha 

Martha was a 33-year-old Pagago Mexican American woman. She 

had been insulin dependent only during this pregnancy. She lived 

with her boyfriend and his family. She had three children: two lived 

with her and one lived with her mother and father. Martha was inter

viewed five times, each interview being conducted in her mother's 

home. 

^Pseudonyms are used throughout the test to preserve anonymity. 
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Delores 

Del ores was a 25-year-old woman who had been insulin dependent 

only during this pregnancy. She was Mexican American. She was married 

and had three children. Delores was interviewed twice in the hospital 

and once in her home. 

Lupita 

Lupita was a 33-year-old Mexican American woman who had had 

diabetes since age 18 years of age. She had one child and had had 

two miscarriages. She was living with her mother at the beginning 

of this study. Subsequently she moved in with her aunt or cousin, 

and I lost contact with her. Lupita was interviewed twice, once in 

the hospital and once in her mother's home. 

Researcher-Informant Relationships 

When setting up interviews with my informants I emphasized 

my own flexibility with respect to time and meeting place of the inter

views. My flexibility allowed the informants to choose the time 

and the place that was most convenient for them for the interviews. 

Two of my informants did not have phones. With these two, I set 

up our next interview time as I was leaving each interview. 

As the interviews progressed, the relationship between 

researcher and informant changed. This change was reflected in the 

interviews, in which I found myself doing less and less talking. 

The informant supplied more and more details of her culture with each 

interview. The informant would sometimes say "You know what 
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that means?" to which I replied, "No, I really don't know what that 

means. Could you explain it to me?" 

Presentation of Ethnographic Data 

The research question was "How does the pregnant diabetic 

woman view her pregnancy?" The following domains were selected for 

analysis: Ways to take care of myself and my baby; Worries about preg

nancy; Differences and similarities between this pregnancy and other 

pregnancies; Being in the hospital; Who is in control of controlling 

my diabetes?; A typical day of a pregnant diabetic; A typical visit 

to an obstetrical clinic; and Feelings about being diabetic. 

Ways to Take Care of 
Myself and My Baby 

Each of the informants elaborated on this domain. Martha 

had specific ways of taking care of herself; she exercised, regulated 

and took her insulin, checked her blood glucose levels, made visits 

to the doctor, and watched her diet (see Figure 1). She mentioned 

these in the first interview and continued to talk about them in each 

subsequent interview. She mentioned she was going to have her tubes 

tied after this baby was delivered, and when asked if this was also 

a way to take care of herself, she answered yes. 

Sally and Lupita stated that exercise really was not important 

in taking care of themselves, but they each talked about the other 

categories, as Martha did, Delores named all the categories that 

Martha did and described her diet in detail. 



Exerci se 

Regulate and take insulin 

Ways to Check blood sugars 

Take Care 

of Myself 
Have tubes tied 

Rest 

Go to the doctor 

Watch my diet 

Figure 1. Ways to Take Care of Myself 
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Everyone considered household chores a form of exercise. 

Martha felt that exercise was very important and talked about playing 

football with her son, which became more difficult as the pregnancy 

progressed. She also exercised by walking everywhere and in the summer 

she swam every day. 

Regulation and taking of insulin twice a day was a necessity 

for each of the informants. Martha, Lupita, and Delores all stated 

"it hurts to take insulin". Sally and Lupita talked about lowering 

the insulin a couple of units if the blood sugar level was low and 

increasing the insulin if the level was high. Both of these informants 

had had diabetes for many years. All informants took insulin twice 

a day: first thing in the morning (after checking their blood glucose 

level), and before dinner. All the informants were on two types of 

insulin, NPH and Regular. Martha showed me where she had bumps and 

bruises from taking her insulin. She also told me about rotating 

the insulin sites. 

Each of the informants emphasized how important it was to 

check blood sugar levels "so you know how you're doing and if you're 

in control or not." "In control" was a term used by three of the 

diabetics. To Martha this meant that all her blood glucose levels 

needed to be between 80 and 100. It was important for a person's 

blood glucose level not to exceed 120. Sally stated that for her 

"being in control" meant that her fasting blood glucose levels were 

between 90 and 150 and that her other blood glucose levels were no 

greater than 200. Delores1 interpretation of "being in control" was 
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having blood glucose levels between 80 and 120 and no greater than 

180. 

There were other comments about checking blood glucose levels. 

One was, "You see results right away" after taking insulin. Sally 

and Martha seemed to like this fact. "It hurts to poke yourself" 

was mentioned by all four informants. Martha spoke of using an "auto-

clip" to poke her finger twice a day. She described an autoclip as 

a small gadget that automatically sticks your finger, just by pressing 

it together. Delores used lancets to poke herself four times a day. 

Sally and Lupita checked their blood glucose levels three times a 

day. Both Delores and Martha used Chemstrips to check their blood 

sugar levels. Martha explained to me that you must wait one minute 

after placing the blood on the Chemstrip before rinsing it off and 

reading it. She also stated that her children told her when one minute 

was up. Sally and Lupita had Ames machines on loan to them from the 

clinic. All of the informants mentioned recording the values of their 

blood tests in a booklet. Delores mentioned that she recorded her 

blood readings on a vertical flow sheet. 

The informants mentioned ways of testing for "blood sugars". 

One was the way used at home. A second method was called "blood test". 

These blood tests were done at the clinic weekly. The laboratory 

drew the blood. Martha described three types of "blood tests". One 

was "where the lab takes blood when you haven't eaten since midnight", 

the second kind was "when the blood was taken two hours after 
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a healthy breakfast11, and the third type was "when blood is drawn 

three hours after eating a healthy breakfast". 

Having your tubes tied to eliminate future pregnancies was 

regarded as an important aspect of taking care of yourself. All four 

informants were planning on having their tubes tied. Sally stated, 

"Pregnancy wears a person down, it takes away stuff, takes away vita

mins, takes away blood vessel strength, especially the blood vessels 

behind the eyes." Delores said, "It's hard on you to have babies 

when you're a diabetic." Martha, Sally, Delores, and Lupita each 

said their families were large enough. Sally mentioned that if she 

wanted more children she could always adopt a child. Delores, Martha, 

and Sally said that children are expensive too, and they really could 

not afford any more. All informants stated that with each pregnancy 

'your diabetes got worse'. 

Rest was considered an important part of taking care of your

self and the baby by each of the informants. Each of them tried to 

take a nap in the afternoon. Sally said her naps depended on whether 

or not her child napped, if everything was done, and if she was tired. 

Lupita felt it was important not to "overdo". 

Making regular visits to the doctor was considered an important 

way to take care of yourself and the baby. Attending clinic visits 

was sometimes difficult for various reasons. Examples of these reasons 

were: no car, nobody to take me, not enough gas, or a conflicting 

appointment. Sally, Martha, and Delores had all been going to the 

clinic weekly until the 36th week of pregnancy; thereafter, visits 

were twice weekly. Lupita felt the doctors "cared more" about her 
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because they wanted to see her more often than they wanted to see 

a person who was not diabetic. All four admitted that they did not 

like going to the hospital but, if the doctor told them that they 

should be admitted, they would comply. Hospitalization was usually 

recommended when blood glucose levels were out of control. 

Weight is routinely checked on visits to the doctor. Lupita, 

Delores, Sally, and Martha each talked about the tests ordered by 

the doctor. Sonograms (complete and cardiac) were mentioned by Lupita. 

Eye tests, amniocentesis, nonstress tests, stress tests, and blood 

tests were seen as tests that doctors order to make sure you are "in 

control" and that th baby "is OK". Martha stated, "Sonograms don't 

tell you much at all"; all she could see were "dark spots". She also 

described a stress test in these words: "They put you on this machine 

with belts and it measures the baby's heartbeat for 20-30 minutes. 

Every time he moves, you press a button and it shows different things." 

Martha and Delores voiced concern about the amniocentesis "where they 

take fluid out of the uterus", but they felt it was necessary to make 

sure the baby was not delivered "too early". When you go to the doctor 

he also looks at the record of your blood sugar levels and regulates 

your insulin. Delores and Martha stated that the doctor also checked 

the baby's heartbeat at each visit to make sure the baby was well. 

Delores stated that the doctor measured your stomach. 

"Watching my diet" was a term used by each of the informants 

as a way to take care of themselves. Martha felt that she was watching 

her diet when she took vitamins, munched on carrots and grapes instead 

of sweets, limited the amount of food eaten, drank no alcohol, drank 
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no more than two diet sodas per day, used no sugar (only Sweet and 

Low), had only one fat per day, and ate only certain starches. Examples 

of certain starches to Martha were bread, tortilla, potatoes, beans, 

breads, soups, spaghetti, and macaroni. She also stated that she 

should eat a lot of good things. Good things were vegetables, meats, 

cheeses, salads, and jello. According to Martha, the total number 

of different types of foods a diabetic could have in a day were: five 

vegetables and fruits, 10 starches, five meats, and five milks. 

Sally agreed with Martha but had her own way of watching her 

diet. Sally did not eat as many snacks as when she was not pregnant, 

and she did not eat whenever she felt like it. She believed it was 

important to eat within a half-hour of taking her insulin. She said 

she was not watching her diet as closely as she had done the last 

time she was pregnant. Sally felt her diabetes could interfere with 

her life if she let it, especially in preparing meals for her family. 

She tried not to eat what her husband ate but did eat many things 

that she knew to be off her diet. Sally tried to eat a balanced diet. 

She was trying to divide her foods into 75 grams of carbohydrates 

a day, 15 grams of starches, 10 grams of fruits, 12 grams of milk, 

5 grams of vegetables, and no fats. This plan was explained to her 

by the dietician when she was recently in the hospital. She said, 

"This way is easier than how I used to do it." 

Delores tried to eat nutritionally, and her diet included 

foods like milk, cereal, fruit, and meat. She tried to eat at regular 

times. She still fried chicken on Saturdays for the family, but she 
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did not eat any of it. She tried not to eat junk foods either, like 

"Mars bars". 

All the informants tried to divide their food among three 

meals and snacks. A typical breakfast for Martha was cereal without 

sugar, one slice of bread or tortilla, 1/2 cup potatoes, one egg, 

one fruit or 1/2 glass of orange juice, one glass of fat free milk 

(2%). If she was in a hurry in the morning, she would have a glass 

of milk and an egg sandwich. 

Delores usually has a fat-free egg, "an egg cooked with Pam", 

wheat toast with margarine, a small bowl of "Total" cereal with 2% 

milk, and "a little bit of juice". When Sally was hospitalized she 

said she had eggs, muffins, hashbrowns, oatmeal, milk, and orange 

juice for breakfast. She liked the food in the hospital and stated 

that she did not eat "that well balanced of a diet" at home because 

she "can't afford to". When she was at home, she sometimes divided 

her breakfast to eat part with her daughter and then part with her 

husband when he got up. 

Delores was the only informant who had a 10 o'clock snack 

each day. She had a piece of fruit and a 1/2 of a sandwich without 

mayonnai se. 

Delores' lunch was shredded chicken, vegetables, wheat toast, 

and mashed potatoes "without anything on them", no butter (meaning 

no butter, but actually sometimes gravy). Martha stated she usually 

had porklets or mola, potatoes, rice, or bread. If Martha was out 

doing errands at lunchtime she would "eat out". While Sally was in 
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the hospital, a typical lunch was milk, meat, potatoes with gravy, 

soup, bread, fruit/vegetables, and angel food cake. 

Delores had a snack in midafternoon of 1/2 cup of cottage 

cheese, 1/2 cup of fruit cocktail, and 1/2 piece of bread. She said 

she tried to follow her diet as closely as she did in the hospital. 

For supper Martha prepared the family meals as if she was 

preparing them for herself. If the rest of the family wanted to add 

sugar to their Kool-aid, they could, but she made the Kool-aid without 

sugar. Supper was usually boiled chicken or a baked meat, with vege

tables without margarine, beans, potatoes, or rice, and Kool-aid 

without sugar. 

Sally said supper in the hospital was similar to lunch. When 

she was at home, supper was her largest meal and was usually eaten 

about 8 p.m. 

Delores went into detail about her food. Supper consisted 

of two ounces of chicken, hamburger, or meat steak, one cup of mashed 

potatoes, two slices of wheat bread, 1/2 cup of vegetables, eight 

ounces of milk. For dessert Delores had four ounces of orange juice, 

1/2 a banana, or a small apple. 

Delores, Sally, and Martha each spoke about their evening 

snacks. Martha's usually consisted of one piece of fruit, crackers 

with cheese, and milk. Sally said the hospital provided a variety 

of snacks: vanilla wafers, milk and an apple, graham crackers and 

milk, or 1/2 sandwich and milk. Sally usually had no snacks when 

at home. Delores had bread, fruit, and 2% milk for an evening snack. 
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These were the ways in which these women cared for themselves 

and their unborn babies. The caring is quite individual (especially 

in regard to diet) with some similarities and some differences. 

Worries About Pregnancy 

Informants divided "Worries About Pregnancy" into three cover 

terms: 1) worries about my baby; 2) worries about myself; and 3) 

worries about my children (see Figure 2). 

Martha worried about the baby having heart or lung problems. 

Martha and Delores mentioned worrying about the baby being a diabetic. 

Sally thought that she had one healthy child and that she would there

fore have another one. She also mentioned diabetes skipping her unborn 

child's generation. Martha hoped that this baby would not be sick 

and live only for a few months. Lupi'ta hoped that she would not have 

a deformed baby. She had had two miscarriages that were deformed, 

and her son had an extra thumb. She felt she had been punished by 

God. Everyone wanted a "normal, healthy baby". 

They all felt, in addition, that it was important that nothing 

happened to them because they needed to be around to take care of 

the baby and the other children. A worry each of them mentioned was 

the fear of someday going blind. One of the informants had only 10% 

of her sight and another had lost her sight for two days after her 

last delivery. Martha had a diabetic neighbor who had recently died 

of a heart attack. Martha, Delores, and Lupita mentioned that you 

could die if you don't take care of yourself when you're diabetic. 

Sally stated she would rather have a life that was short and enjoyable 
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Figure 2. Worries About Pregnancy 



than a life that revolved around diabetes. Martha, Delores, and Lupita 

mentioned worrying about getting infections. If the infection was 

not taken care of, amputations could occur. Martha stated she had 

seen awful pictures of diabetics in a medical book. These pictures 

showed diabetics without limbs and feet deformed from amputations. 

Martha, Delores, and Lupita all stated that they were worried about 

dying at a young age. Martha told me that she read the obituary 

columns. When people died and left money to the diabetic association, 

she assumed that they were diabetic; some of them were young, about 

30 years old. Lupita has godparents for her child so that "in case 

anything happened to me" her child would be cared for. 

Sally, Delores and Martha worried about their repeat cesarean 

sections. They said there were increased risks with each pregnancy, 

and, as a person got older, having babies was more difficult. Lupita 

worried about the pain of labor. She had had her last baby by cesarean 

section but was going to try delivering this one vaginally. Lupita 

and Delores mentioned getting sick and being dependent on other people. 

Neither of them wanted this to happen. Delores and Martha worried 

about being on insulin for the rest of their lives. They had just 

started on insulin during their current pregnancy and hoped they would 

not have to continue once they delivered. Sally, Lupita, Delores, 

and Martha mentioned worrying about fainting or going into a diabetic 

coma. "When a diabetic leaves the house, you should always take candy 

in your purse, just in case" Sally told me. 

Worries about the kids included "hopes that they're taken 

care of well when I'm in the hospital". All my informants were in 
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the hospital at some time during their pregnancies, and they had to 

leave their children at home. Martha also mentioned worrying about 

her children getting diabetes later in life. 

Differences and Similarities of 
This Pregnancy to Other Pregnancies 

Table 1 shows the differences and similarities between this 

pregnancy and other pregnancies as perceived by the informants. The 

data are grouped as follows: diabetic management, family 

involvement, pregnancy symptoms, and medical problems. In this narra

tive section these differences and similarities are listed in the 

sequence of occurrence: from the beginning of the pregnancy until 

delivery. Delores and Martha had morning sickness with the last preg

nancy and with this pregnancy. During her last pregnancy, Sally checked 

her blood sugar level four times a day and is only checking three 

times a day with this pregnancy. Martha checked her blood sugar levels 

twice a day during this pregnancy and did not need to check them at 

all during her last pregnancy. Lupita checked her blood sugar levels 

twice a day during her last pregnancy and during this pregnancy. 

Delores and Martha controlled their blood sugar levels during their 

last pregnancy by diet alone. Lupita and Martha were not married 

during their last pregnancy, nor during this pregnancy. During this 

pregnancy the babies fathers were "around", and Lupita and Martha 

were happy about this fact. Martha said that she isolated herself 

during her last pregnancy and did not see her family. Her family 

were involved in this pregnancy. Lupita and Martha both mentioned 
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Table 1. Differences and similarities of this pregnancy to other 
pregnancies 

Dimensions of This Other 
Contrast Pregnancy Pregnancy 

1. Diabetic Management 

Test blood sugars 4 x day 1 1 
Test blood sugar 2 x day 2 1 
Controlled by diet 0 2 
Blood sugars higher in a.m. 1 0 
Take insulin 4 2 
More blood tests 1 0 
Followed strict diabetic diet 3 4 
Drink sugar sodas 0 1 
Drink alcohol 0 1 
See doctor monthly 0 2 
See doctor weekly & twice weekly 4 2 
No limits 0 2 
Antepartum hospital admission 4 2 
Plan on tying tubes 4 0 

2. Family involvement 

Not married 2 4 
Baby's father is around 2 0 
Life involves family 1 0 
Too young 0 2 
By myself 0 2 
Am happier 2 1 
Don't feel bad 1 0 

3. Pregnancy Symptoms 

Morning sickness 2 2 
Not as big 10 
Can sleep on side 1 0 
Feet aren't as swollen 1 0 
Didn't gain a lot of weight 3 0 
Premature labor 0 1 
T i red 4 4 

4. Medical Problems 

Eye surgery 0 1 
Decreased vision 1 1 
Bronchitis 2 2 
Urinary tract infection 1 0 
Herpes 1 1 
High B/P toxemia 0 1 
Many doctors 2 0 
Qualified for ACCESS 1 0 
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being too young the first time they were pregnant and feeling that 

they were "by themselves". 

Sally said her blood sugar levels seemed higher in the morning 

during this pregnancy. All of the informants were taking insulin 

during this pregnancy. Lupita and Martha did not have to take insulin 

during their last pregnancy. Sally had eye surgery during her last 

pregnancy. She had had a decrease in her vision with each pregnancy. 

Sally and Del ores had bronchitis during this pregnancy and 

during the last pregnancy. Sally also had had a urinary tract infec

tion during this pregnancy. Martha mentioned having had more blood 

tests during this pregnancy. 

Martha and Lupita said that they were happier during this 

pregnancy than during the others. Sally said that she was happier 

during her last pregnancy, owing to her husband's unemployment during 

this pregnancy. 

Martha said she was not so big during this pregnancy. She 

was delighted to be able to sleep on her side in this pregnancy (she 

weighed over 200 pounds by the end of her last pregnancy and was able 

to sleep only on her back). She also said her feet were not so swollen 

this time. Delores and Lupita also mentioned not gaining as much 

weight during their current pregnancy. 

Lupita had had toxemia in her last pregnancy, with high blood 

pressure. Thus far, in this pregnancy she had not had this trouble. 

Sally had premature labor with her last pregnancy. 
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All four informants followed a strict diabetic diet during 

their last pregnancies. Sally did not feel that she was following 

a strict diet during her current pregnancy, but the others felt that 

their diet was still a strict diabetic diet. Both Lupita and Martha 

mentioned not taking care of themselves during other pregnancies. 

Lupita believed this to be the cause of her two miscarriages. All 

of them were tired during this pregnancy and during their other preg

nancies. 

Sally had herpes during this pregnancy but not with her other 

pregnancy. She complained of having had many doctors during the current 

pregnancy. Martha said she may have had a half-a-beer occasionally 

in this pregnancy, whereas in previous pregnancies she had drunk a 

lot of alcohol. Martha and Lupita saw their doctors monthly during 

their last pregnancies. Every informant saw her doctor biweekly during 

this pregnancy. All informants had nonstress tests this pregnancy. 

Only Sally and Lupita had had them during their last pregnancies. 

Sally said she had to qualify for ACCESS (State program for 

medical indigents) during this pregnancy, a difference from her last 

pregnancy. Delores and Martha had "no limits" with their diets during 

their last pregnancies. All four informants were admitted to the 

hospital antepartum in their current pregnancies. Sally and Lupita 

were hospitalized with their last pregnancies. 

Delores had had a vaginal delivery with her first pregnancy. 

All four informants had had cesarean sections with their last preg

nancies. (Lupita was going to try a vaginal delivery in her current 
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pregnancy; she was in the hospital nine days after delivery of her 

last baby because her cesarean incision did not heal.) All informants 

planned on having their tubes tied after delivery. 

Being in the Hospital 

Each of the informants was hospitalized at some time during 

this pregnancy. The cover terms chosen fur the domain of "Being in 

the Hospital" were: things I liked about being in the hospital and 

things I didn't like about being in the hospital (see figure 3). 

"Things I liked about being in the hospital" for Delores 

included her husband's being more appreciative of her. He missed 

her when she was in the hospital and worried about their children 

being cared for when he was at work. He tried to help out much more 

after Delores became insulin-dependent. Delores also perceived every

one in the hospital as helping her to help herself. She and Sally 

thought the food was good. 

Sally liked being away from her husband while she was in the 

hospital. She said it was a relief to be away from the "stress of 

being at home". 

Delores felt that everyone seemed to care in the hospital. 

Health personnel showed they cared by teaching her how to use Chem-

strips, how to give herself her insulin, how to do fingersticks, and 

all about diabetes. 

"Nurses were helpful" was mentioned by Delores, Martha, and 

Sally. Martha understood diabetes better after a nurse drew a picture 

of a door with a key. "The key was the insulin and your body was 
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Figure 3. Being in the hospital 
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behind the door. Your body needs the key to open its door," Martha 

said. This illustration provided her with a way to understand her 

diabetes. Sally, Martha, and Delores liked the nurses for listening 

and talking to them. Martha mentioned some pamphlets that the nurses 

gave her that explained diabetes. 

The doctors "explained things" to Lupita, Martha, and Sally 

when they were in the hospital. The doctors told them about their 

diabetes and how it affected the baby and their bodies. Martha said 

she appreciated the time the doctor took to explain diabetes to her 

boyfriend, who was quite scared. Everyone mentioned going into the 

hospital so the doctors could get their diabetes "under control". 

"Under control" was a term that meant getting their blood sugar levels 

within a certain range, a range different for each informant. 

The dietician was mentioned as someone that the women enjoyed 

talking with. She talked to Delores about her diet and how to divide 

the food up during a day. Sally and Martha said the dietician helped 

them plan meals. 

Missing their families, especially the children, was mentioned 

by all the informants as something they did not like about being in 

the hospital. Sally and Delores said "Being in the hospital is being 

locked up and depressing". All the informants said it was boring 

to be in the hospital. 

Figure 4 illustrates how Sally perceived a typical hospital 

day. It was boring because there was nothing to do, you could not 

sleep late, you could only look out the window, go for walks, watch 

T.V., lay in bed, and read. Martha said she felt she was "occupying 



6:00 a.m. Wake you up and take your blood sample 
Go back to sleep 

6:05 Come back, take your B/P, temperature and puis 
Go back to sleep 

7:00 Doctor comes to visit 
How are you feeling 
Results of my tests 
What they're going to do today 

Go back to sleep 

7:30 Give me my insulin 

8:00 Have breakfast 

9:00 Take a shower 

9:30 Fill out my menu 

10:00 Check blood sugar 
Eat snack 
Watch T.V. 
Get bored 

Noon Lunch 
Sit around 
Take a walk, once in a while 

2:00 Eat snack 

4:00 Do another blood sugar 

5:00 Take insulin 

5:30 Suppertime 

9:00-9:30 Check blood sugar again 

9:00 Eat snack 

Figure 4. A Typical Day in the Hospital 
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someone else's bed because she wasn't really sick." "Really sick" 

was when you had to stay in bed because you were weak. Martha also 

said her blood sugar levels were really high, 300-500 when she went 

in the hospital, and "her head felt bigger than her body." 

Who is in Control of 
Controlling my Diabetes 

Who is in control of controlling my diabetes is another domain 

my informants all mentioned. Cover terms for this included: myself, 

my doctors, God, and my husband. This domain is illustrated in Figure 

5. 

Lupita, Delores, and Martha all believed that God had the 

power to control their diabetes. Delores said, "He takes care of 

you." Martha said, she "believes in Him a lot and whatever is meant 

to be is meant to be." Lupita stated, "I can't do anything without 

His power." These three informants believed they were "helping God 

out" by taking care of themselves. Delores said her husband and her 

doctors helped by "telling her what to do and giving her advice." 

Sally felt that she was the one ultimately in control but 

the doctors also had a lot of control over her diabetes. "It makes 

you feel secure when they care and instruct you and make you follow 

your diet and everything", Sally said. If the doctors did not check 

her carefully, she would tend not to take care of herself. She would 

get out of the habit of eating a balanced diet and of keeping her 

diabetes under control. 

Lupita talked about herself being strong and weak. When she 

was strong, she felt no pain, she was not sick, she was happy, and 
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Figure 5. Who is in Control of Controlling My Diabetes 
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nothing bothered her. When she was weak, she felt sick, she started 

having problems, and she got worried. She said she usually went to 

her room and talked to no one when she was weak. 

Delores commented that her husband was partly in control of 

her diabetes. 

A Typical Day of 
A Pregnant Diabetic 

Figure 6 illustrates a typical day of a pregnant diabetic 

woman. This illustration is a combination of days described by Sally 

and Martha. The extent to which being pregnant and diabetic can keep 

a person busy can be seen from Figure 6. 

A Typical Visit to 
the Obstetrical Clinic 

In Figure 7, a typical visit to the obstetrical clinic, is 

outlined from Delores1 point of view. Her perception was specific 

and she gave many details. 

Feelings About Being Diabetic 

Feelings about being diabetic is another domain. Cover terms 

include: How I feel when "my sugars" are too high, and how I feel 

when "my sugars" are too low, and how I feel about losing my sight 

(Figure 8). 

Martha stated she became short of breath when her blood glucose 

levels were too low. All the other informants said they did not feel 

well but not "a lot different" than when their blood sugar levels 



7:00 a.m. Get up 
Do my blood test 
Take my insulin 
Put on the coffee 
Get my family up 
Make breakfast 
Eat breakfast 
Take children to school 
Pick up the house 
Watch soap operas 
Go to appointments, do errands 

Noon Fix lunch 
Eat lunch 
Rest for a while 
Take care of child at home 

4:00 Do afternoon blood sugar 
Start preparing supper 

6:00-8:00 Take my insulin 
Help children with homework 
Eat dinner 
Clean up 
Watch T.V. 
Eat night time snack 

Figure 6. Typical Day of a Pregnant Diabetic 
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Go to the clinic 
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Sit down. 
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Check your temperature 
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How are you feeling 
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Check baby's heartbeat 
Measure your tummy 
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Then they tell you if you're "OK" or not 

Make your next appointment 

Figure 7. Typical visit to the Obstetrical Clinic 
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her body. At that time her blood glucose levels were 300-500. She 

also said she felt lazy. Blood glucose levels were high when you 

were worrying and eating too much. Examples of this were given by 

each informant. 

All informants had experiences of eating something they 

shouldn't have. "When you sneak something in that you know you should

n't have" was an expression used by each of the informants. Examples 

of these things were cake, candy, sweets, regular soda, doughnuts, 

or alcohol. 

When your blood sugar levels were "too low", you felt shakey, 

sleepy, jittery, sweaty, and dizzy. Sally said you could get a headache 

too. If "blood sugar" got too low you could go into a coma and die. 

The causes of low blood sugar levels were said to be stress, arguing 

with your husband or your family, and just being pregnant. Martha 

stated that she started to feel bad when she was out shopping and 

forgot to eat. When you felt that your blood sugars levels were low, 

the appropriate action was to eat something sweet; sugar in orange 

juice was the example given most often. Chocolate bars were Sally's 

favorite way of dealing with this situation. 

"How I feel about losing my sight" had various components 

of meaning, including feeling depressed, mad, trapped, and dependent. 

"You can't drive, do crafts, work, or read very well" were difficulties 

identified by the informant with only 10% of her vision. She also 

mentioned the necessity of avoiding falls. "Yellow stripes outside 

stores usually mean there's a slope or a step and that helps a lot" 

she said. Reading depended on the available light. Sunlight was 
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bad because you got a glare from it. Fluorescent lights or natural 

light from a window were much easier to see by, she reported. 

Eight domains were identified and analyzed. They were: "Ways 

to take care of myself", "Worries about pregnancy", "Differences and 

similarities of this pregnancy to other pregnancies", "Being in the 

hospital is necessary but boring", "Who's in control of controlling 

my diabetes", "A typical day of a pregnant diabetic", "A typical day 

at the obstetrical clinic", and "Feelings about being diabetic". 

Cultural Themes 

Cultural themes are recurrent ideas which run through two 

or more domains. They give clues for bringing together various data 

collected from a culture and illustrate the pieces of a complex 

picture. Spradley (1979, p. 186) defines a cultural theme as "any 

cognitive principle, tacit or explicit, recurrent in a number of 

domains and serving as a relationship among subsystems of cultural 

meanings." Cultural themes were discovered from interviews with Sally, 

Martha, Lupita, and Delores were as follows: "Being in the hospital 

is necessary but boring", "I worry even though I take care of myself", 

"God's in control but I can help Him out", "Being a pregnant diabetic 

woman can be routine". 

"Being in the hospital was necessary but boring" was described 

by each informant. Each informant was hospitalized and missed her 

children. They didn't feel sick. 

"I worry even though I take care of myself" was illustrated 

in all the ways the informants took care of themselves. They all 



believed that their attention to diet, exercize, blood tests, and 

rest would increase their chances of having a normal baby. Their 

worries included worries about the baby, themselves, and their child

ren. 

"God's in control but I can help Him out" was a thought 

expressed somehow by each of the informants. They all felt someone 

else was in control of controlling their diabetes. Three felt someone 

else was in control, God, and one thought she was ultimately respon

sible but the doctors had a great influence. One credited her husband 

with some control. 

"Being a pregnant diabetic woman can be routine" was the 

general attitude of the informants about taking their insulin, checking 

their blood glucose levels, visiting the doctor, watching their diets, 

having tests, and being admitted to the hospital. When Del ores des

cribed a typical visit to the obstetrical clinic, it was in a very 

matter-of-fact manner, Sally said "It's just getting used to watching 

your diet; you get into a routine." Martha made similar statements. 

Summary 

The ways that pregnant diabetic women had of taking care of 

themselves and their babies included exercise, checking and regulating 

blood glucose levels, rest, regular visits to the doctor, watching 

their diets, and preventing future pregnancies by having their tubes 

tied. 
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The worries about pregnancy voiced by the informants were 

concern for abnormalities or ill health in the baby, worries about 

their own possible blindness, amputations, death, the toll of repeated 

cesarean sections, dependence,on others, and concern for their children 

when their mothers were hospitalized or for their children becoming 

diabetic. 

Differences and similarities between the current pregnancy 

and former pregnancies indicated a few improvements, especially in 

family involvement, weight gain, and blood pressure. All felt tired 

during pregnancies, and diabetic management became successively more 

difficult. 

All informants found antepartum hospitalization to have been 

a positive experience in terms of the concern expressed by doctors, 

nurses, and dieticians. On the negative side were feelings of boredom, 

loneliness, and depression. 

Three informants felt that God was in control of their diabetes 

but they could help Him out. One felt in control herself, with the 

help of doctors. One believed her husband to be partly in control. 

When blood glucose levels were high, some informants felt 

no difference but others felt short of breath or big-headed. Low 

blood glucose levels produced sleepiness, shakiness, sweatiness, 

dizziness, jitteriness, or headaches. The possibility of losing their 

sight produced feelings of depression, dependency, anger, or entrap

ment. 



CHAPTER V 

CONCLUSIONS 

The chapter will present conclusions of this research in the 

form of a brief review of culturally relevant themes, recommendations 

for nursing practice, and recommendations for research. 

Cultural Themes 

Culturally relevant themes that were recognized were: "Being 

in the hospital is necessary but boring", "I worry even though I take 

care of myself", "God's in control but I can help Him out", and "Being 

a pregnant diabetic woman can be routine." 

"Being in the hospital is necessary but boring" included all 

the feelings and thoughts each of the informants had about "having 

to go into the hospital". No one liked to be admitted to the hospital 

but all went to the hospital to get "in control". They thought it 

was boring being in the hospital because they did not "feel sick". 

"I worry even though I take care of myself" was a cultural 

theme that expressed the concerns the informants had about themselves, 

their expected babies, and their families, even though they felt they 

were caring for themselves. They cared for themselves by exercising, 

taking and regulating their insulin, testing their blood glucose 

levels, watching their diets, visiting their doctor regularly, and 

having their tubes tied. 

The third cultural theme identified was "God's in control 

but I can help Him out". God, myself, my doctors, and my husband 
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were all people identified as having some control in controlling the 

informants' diabetes. God had the ultimate power of control, according 

to three informants. Sally felt she was in control but her control 

was greatly influenced by her doctors. 

"Being a pregnant diabetic woman can be routine" was emphasized 

when the informants told me about a typical day in the life of a preg

nant diabetic. Delores illustrated a routine clinic visit. Sally 

emphasized that "if the doctors care enough to follow you closely, 

you get in the routine of doing everything." Delores and Martha 

commented that taking insulin, testing blood glucose levels, and 

watching your diet became habits. 

Each informant was a representative of a pregnant diabetic's 

culture. Each woman was also an individual and possessed particular 

knowledge which determined how she perceived being a pregnant diabetic. 

Cultural themes represent understandings common to all the informants. 

Recommendations for Nursing Practice 

Maternity nurses are responsible for the care of pregnant 

diabetic women. To provide optimal nursing care necessitates know

ledge about diabetes and how it changes when a woman is pregnant. 

The maternity nurse must also be understanding and open to assisting 

the pregnant diabetic with problems she may be having. Ability to 

apply this knowledge in the clinical area is essential. Also communi

cation of pertinent information to women, their families, and health 

professionals should be a nursing commitment. 
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One of the major goals of this research was to provide nurses 

with more knowledge about the pregnant diabetic woman. Another goal 

was to discover ways of finding out what the informant had to say. 

Some suggestions about the care that is delivered to pregnant 

diabetics are as follows. 

"Being in control" meant different values to each client. 

Nurses and doctors need to give specific values for blood glucose 

levels that they want clients to try to keep. This might be given 

in a typed paper handout so that the client could take this home with 

her. 

Being pregnant keeps a diabetic woman busy. She has weekly 

clinic visits to attend and daily blood glucosfe levels to check. 

She also watches what she eats each meal and takes her insulin twice 

a day. This may be a reason why she is unable to keep her appoint

ments. 

There were also other problems that the pregnant diabetic 

woman I interviewed had. They were each from low income families. 

They had concerns such as having enough money to pay the rent, enough 

money for gas, or enough money or food stamps for food. These addi

tional problems compounded the problems of being diabetic and pregnant. 

Dietary instructions needs to be changed. Each client under

stood her diet even if she didn't follow it. Dietary instructions 

might incorporate "what to do about binges". Suggestions about how 

to cook for the family and still stay on the diabetic diet might be 

helpful also. 
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Learning to ask questions in a different way to get the 

clients' point of view is important. Knowledge about pregnant diabetics 

can be communicated to other health professionals, and this wealth 

of knowledge can be shared. The first recommendation for nursing 

practice is that nurses learn the techniques of the ethnographic inter

view. 

Ethnographic research in nursing is a valuable tool for identi

fying areas in maternity nursing in need of research. Generating 

further research is one of the responsibilities of a professional 

nurse. Ethnographic interviews not only provide a proven systematic 

approach for conducting the research but also assist the nurse in 

identifying patient needs. 

Communication by the researcher of knowledge acquired from 

the ethnographic data is expected and encouraged among health profes

sionals. This knowledge sharing need not be limited to medicine and 

nursing. Knowledge about pregnant diabetic women should be shared 

with families, educators, and other health professionals. Methods 

for sharing this information include publication, research, .and in-

service orientations at various levels. 

In addition, the cultural themes identified in this study 

provide nurses with insights that can improve their care of pregnant 

diabetic women. Knowledge of the attitudes and fears common to these 

women can help to establish a relationship of trust that encourages 

cooperation with health care providers. The health of both mother 

and baby is thus safeguarded. 
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Recommendations For Research 

The following recommendations for research are suggested: 

1. Replicate the study focusing on the diabetes rather than 

the pregnancy. 

2. One responsibility of descriptive research is to generate 

questions that lend themselves to further research. It is therefore 

recommended that the following questions (generated during this 

research) be tested: 

a. Do pregnant diabetics view themselves differently from 

those pregnant women who don't have diabetes? 

b. Do pregnant diabetics who have been insulin dependent 

just during this pregnancy view themselves differently than those 

who have been insulin dependent for many years before getting pregnant? 

c. Do ethnic differences contribute to the way in which preg

nant diabetics perceive their disease? 

d. Could a taxonomy of a culturally relevant domain lend 

itself to the formation of a nursing assessment tool for the pregnant 

diabetic woman? 

e. Do pregnant diabetic women worry about their pregnancies 

more than do nondiabetic pregnant woman? 

f. What information do pregnant diabetics want nurses to 

know, and what are they willing to impart to the nurse? 

g. What are some ways nurses could make the hospital experi

ence less boring for the pregnant diabetic? 

h. How much influence does external or internal locus of 

control have on how pregnant diabetics take care of themselves? 
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i. How long does it take for a pregnant diabetic to adapt 

to her diabetes? 

j. Is it more difficult to be pregnant than not being pregnant 

when you're a diabetic? 

k. How could nurses assist the pregnant diabetic woman best 

in helping her to understand blood glucose levels and their signifi

cance? 

Summary 

In summary, this research supplied some information about 

how pregnant diabetic women view their pregnancies, but there are 

many questions that still need to be answered. Only by finding out 

their beliefs and perceptions can we correctly identify their needs. 

By identifying these needs their health care can be delivered to them 

more effectively. Further research and application of this research 

will open up communication between the nurse and the pregnant diabetic 

woman and make nursing care more effective at all stages of their 

pregnancy. 



APPENDIX A 

DISCLAIMER STATEMENT 

You are being asked to voluntarily give your opinion during 

interviews with myself, Susan Matte. I am a graduate student in the 

College of Nursing, in the maternal-newborn program, at the University 

of Arizona. The title of my project is "How Pregnant Diabetic Women 

View Their Pregnancies." The purpose of this study is to learn from 

interviews with pregnant diabetic women, their view of their pregnancy. 

These interviews will be approximately one hour in length. The study 

will take about six hours of your time, as there will be 5-6 inter

views. The interviews will take place in a mutually agreeable place. 

By sharing this information during interviews you will be giving your 

consent to participate in the study. I will take notes at some of 

the interviews and will tape record all of the interviews. Your name 

will not be recorded on the interviews or on the other data. At any 

time you may choose not to answer some of the questions, if you so 

desire. Whatever you decide your care will not be affected in any 

way. Your questions will be answered and you may withdraw from the 

study at any time. There are no known risks. 
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APPENDIX B 

TO: Susan Marie Matte 
5851 N. Camino Arizpe 
Tucson, AZ 85718 

FROM: Ada Sue Hinshaw, PhD, RN 
Director of Research 

Katherine Young, PhD, RN 
Chairman, Research Committee 

DATE: October 25, 1984 

RE: Human Subjects Review: How Pregnant Diabetic Women View 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects 
to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
o f  R e s e a r c h  i f  y o u  n e e d  a c c e s s  t o  i t .  

We wish you a valuable and stimulating experience with your research. 

Their Pregnancy 

ASH/fp 
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