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ABSTRACT 

A qualitative study was conducted to explore the 

phenomenon of uncertainty in women experiencing a first 

uncomplicated pregnancy. Ten subjects, three from each of 

the first two pregnancy trimesters and four from the third 

pregnancy trimester, comprised the sample. Subjects ranged 

in age from 19 years to 30 years and lived in a southwestern 

city. 

Interviews were conducted in the subjects' homes or in 

the researcher's office over a four month period. Constant 

comparative analysis of data permitted the researcher to 

elicit specific uncertainties by trimester and the meaning 

of uncertainty to women involved in a normal change process. 

Implications for nursing highlight the need to provide 

continuity of care from office to hospital and within the 

hospital environment itself. Providing support by 

functioning as a mediator between the physician and the 

patient, nurses could contribute to the pregnant woman's 

positive perception of her experience. In addition to 

traditional third trimester childbirth education, classes 

for first and second trimester women are recommended. 



CHAPTER 1 

INTRODUCTION 

Pregnancy has been described as a time of heightened 

psychological sensitivity and responsiveness (Turrini, 

1980), a psychological process of unfolding (Lederman, 

1984), an altered state of consciousness (Colman & Colman, 

1974), a developmental turning point (Breen, 1975? Entwisle 

& Doering, 1981) and a transition period resulting in both 

cognitive and emotional changes (Mercer, 1986). Even-though 

pregnancy involves a period of rapid role change, women 

perceive pregnancy as an essentially normal process and do 

not view themselves in a sick role (Breen, 1975; Lederman, 

1984; Leifer, 1980; Mercer, 1986). Normal pregnancy is 

viewed as a challenge rather than a crisis. In addition to 

being an optimistic view, childbearing is recognized as a 

complex and creative event (Lederman, 1984). 

Because the pursuit of a maternal identity is novel 

with each pregnancy for the same woman, the change process 

required by each and every pregnancy experience generates 

ambiguity and uncertainty (Lederman, 1984; Mercer, 1986; 

Rubin, 1984). While uncertainty within the illness 

experience has been studied extensively, characteristics of 

uncertainty within and across the trimesters of a natural 



event, a normal first pregnancy, have not been identified 

and defined. Since uncertainty appears to be a variable of 

importance in normal pregnancy, this study seeks to define 

and describe the phenomenon of uncertainty within each 

trimester of a first pregnancy uncomplicated by acute or 

chronic illness. 

Uncertainty in Illness 

When the decision-maker is unable to assign a definite 

value to an event or circumstance, because sufficient cues 

are lacking, outcomes cannot be predicted and uncertainty 

results (Mishel, 1984, 1988). Uncertainty in illness, 

defined as the inability to calculate and predict the 

meaning of illness-related events, and a scale to measure 

its characteristics was developed by Mishel (1981, 1984). 

The Mishel Uncertainty in Illness Scale (MUIS) measures the 

dimensions of uncertainty through four subscales: ambiguity 

concerning the state of the illness, complexity concerning 

treatment and the system of care, lack of information 

concerning diagnosis and the severity of illness and 

unpredictability concerning the course of illness and its 

outcome (Mishel, 1981, 1984). 

In a Theory of Uncertainty in Illness Mishel (1988) 

postulated that the antecedent variables of credible 

authority, social support and education would influence the 



client's perception of uncertainty. Appraisal of an 

uncertain event or circumstance requires the use of the 

processes of inference or illusion. Inference appraisals 

result in uncertainty appraised as a danger. When 

uncertainty is appraised as an opportunity, the generation 

of an illusion has likely occurred (Mishel, 1988). 

Although there is less evidence to support the view 

that the maintenance of uncertainty in illness facilitates 

hope, Lazarus and Folkman (1984) suggest that the perception 

of hope focuses on the individual's potential for future 

growth. Hope or optimism is evident in studies of parents 

of hospitalized children (Mishel, 1983), patients with major 

physical illnesses (Mishel, 1984); patients with systemic 

lupus erythematosus (King St Mishel, 1986), and women 

experiencing infertility (Sandelowski & Pollock, 1986; 

Sandelowski, 1987). 

Results of most research support the threatening 

aspects of uncertainty. In studies of families with 

leukemic children (Comaroff & Macguire, 1981), mothers of 

children living with chronic illness (Jessop & Stein, 1985), 

newly diagnosed diabetics (Mason, 1985), couples 

anticipating parenthood following a stillbirth (Phipps, 

1985) and clients recovering from moderately severe 

myocardial infarctions (Christman, McConnell, Pfeiffer, 
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Webster, Schmitt & Ries, 1988), uncertainty was appraised as 

a danger. 

In reconceptualizing the uncertainty in illness theory, 

Mishel (1990) suggests that individuals learn how to manage 

uncertainty during acute illness situations or chronic, 

long-term illness situations which may result in personal 

growth and a change in their perception of uncertainty over 

time. Rather than a return to pre-illness levels of 

functioning, the new view of uncertainty suggests that an 

event or experience that generates uncertainty may result in 

a new level of self-organization which includes growth from 

the current experience. When one accepts the view of 

uncertainty as a natural part of life, evaluation of 

uncertainty may be changed from danger to opportunity 

(Mishel, 1990). By perceiving uncertainty as a part of 

life's natural rhythm, a tolerance for ambiguity allows one 

to focus on multiple alternatives. Creativity may require a 

letting go of customary patterns of responding and a 

formulating of new possibilities out of situations that are 

not completely predictable. 

Uncertainty in Normal Pregnancy 

Rubin (1967a, 1967b) conceptualized attainment of the 

maternal role as a evolution of events that require 

processes of "taking-on," "taking-in," and "letting-go." To 



integrate a new social role, women need to master four tasks 

in the formation of a maternal identity. "Seeking safe 

passage" and "seeking acceptance by others" are tasks 

directed toward others, while "binding-in" and "giving of 

oneself" occur within the pregnant woman as the process of 

integration and role change occur (Rubin, 1976). Lederman 

(1984) describes this transition as a change in perception 

of self and of the world, and Mercer (1986) suggests both 

cognitive and emotional restructuring occurs in the life of 

the pregnant woman. 

Because the process of role change requires the 

pregnant woman to test the unknown and take an untried path 

complete with dangers and unexpected rewards (Lederman, 

1984), a cognitive dissonance (Mercer, 1986; Rubin, 1970, 

1984) manifested by uncertainty and ambiguity is an expected 

part of normal pregnancy. Lederman's (1984), Leifer's 

(1980), and Rubin's (1967a, 1967b) subjects manifested 

uncertainty and ambiguity in the process of becoming 

mothers, but uncertainty as a perceptual variable was not 

explored. 

No valid and reliable instrument measures uncertainty 

within the three trimesters of a first uncomplicated 

pregnancy. Light and Fenster (1974) did not give details 

about a Concerns Questionnaire intended to identify major 

concerns of pregnant women. Glazer (1980) utilized Light 
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and Fenster's (1974) instrument to study anxiety and 

concerns among pregnant women but did not report reliability 

or validity scores. Imle's (1983) valid and reliable 

Transition to Parenthood Concerns Scale is limited to 

concerns of third trimester parents. 

During the first trimester of pregnancy one qualitative 

study focuses on women's perceptions of their uncertainty. 

Patterson, Freese and Goldenberg (1986) studied women's 

self-diagnosis of pregnancy. Women described their need to 

confirm the reality of pregnancy to reduce their 

uncertainty. 

Numerous researchers report incorporation is a 

significant second trimester event and discusses the 

"relief" experienced by the pregnant woman, when fetal 

movement is perceived (Lederman, 1984; Leifer, 1980; Mercer, 

1986). Kohn, Nelson and Weiner (1980), Reading and Cox 

(1982), and Sandelowski (1988) differ in their evaluation of 

the effects of technology on women's ability to incorporate 

a pregnancy and whether or not reproductive technology 

generates anxiety. 

Leifer (1980) postulates that a woman's expression of 

anxiety in the first half of pregnancy is a normal part of 

fetal incorporation into the mother's self-image. Results 

correlating maternal fetal attachment to self-concept and 

anxiety were not supported by Gaffney (1986) or by Mercer, 
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Ferketich, May, DeJoseph and Sollid (1988), when the 

relationship between anxiety and fetal attachment was 

examined in low-risk women. These researchers suggest the 

concept of fetal attachment needs to be explored and may 

differ by situation and cultural group. 

The relationship between body image and self-image has 

been noted by numerous researchers (Drake, Verhulst, Fawcett 

& Barger, 1988; Fawcett, 1977; Fawcett, 1978). Fawcett 

(1978) found women perceive more space is occupied as their 

bodies grow physically larger, and these changes are a cause 

for concern in pregnant women. Drake et al. (1988) found 

body attitude scores were highest during the sixth month of 

pregnancy and progressively decreased near term, but scores 

in general were consistently in the neutral range. These 

researchers recommend qualitative rather than quantitative 

methods to examine body image phenomena. 

While physical symptoms were a confirming indicator of 

pregnancy and therefore viewed positively (Leifer, 1980), 

third trimester woman describe feeling vulnerable as their 

bodies expand (Lederman, 1984; Richardson, 1981; Rubin, 

1970). Whether or not the presence of physical symptoms and 

increasing feelings of vulnerability contribute to a 

pregnant woman's uncertainty has not been established. 

Women's inability to predict third trimester events 

such as the onset of labor, degree of pain and whether or 

I 



not they will be able to maintain emotional stability in 

labor result in feelings of helplessness and loss of control 

for many third trimester women (Butani & Hodnett, 1980; 

Fridh, Kopare, Gaston-Johansson & Norvell, 1988); Stolte, 

1987). Leifer's (1980) mothers were most concerned that 

birth would become a medical rather than a natural process 

and that they would lose control of their experience. 

Gara and Tilden (1984) suggest adjustment to pregnancy 

may be a process to control ambivalent or uncertain feelings 

about an unknown or novel event. They propose that there is 

a relationship between a woman's perception of having 

control in her life and a positive perception of pregnancy. 

Mercer and Ferketich (1988) suggest that perceived support 

is important during pregnancy. In clinical situations that 

deprive individuals of control, caregivers need to 

communicate options that allow an individual to maintain 

control. 

By identifying and describing women's feelings in each 

trimester of a normal first pregnancy, caregivers could 

anticipate the uncertainty and ambiguity generated from a 

novel and unfamiliar event and design a plan of care that 

focuses on the positive, healthy and creative aspects of 

role change. Caregivers could influence a client's 

uncertainty directly or indirectly by providing structure 



for the pregnant woman in the form of information or 

support. 

Perhaps caregivers do not focus on the events or 

circumstances that create a pregnant woman's uncertain 

feelings, because these events or circumstances have not 

been identified from the pregnant woman's point of view, or 

perhaps the significance of these events or circumstances to 

the primigravida is not clear. The meaning of uncertainty 

to the patient experiencing a healthy event, a first 

pregnancy uncomplicated by acute or chronic illness, can be 

identified and described by exploring the phenomenon of 

uncertainty during each of the pregnancy trimesters. 

Statement of the Problem 

Uncertainty as a perceptual variable has been defined 

and described within the illness experience (Mishel, 1981, 

1984). When an individual is unable to identify a symptom 

pattern, is unfamiliar with the event or cannot predict 

outcomes, a cognitive structure cannot be formed and 

uncertainty results. Once uncertainty develops, the 

individual appraises the uncertainty as a danger or as an 

opportunity. While inference appraisals result in 

uncertainty being appraised as a danger, the generation of 

an illusion suggests uncertainty has been appraised as an 

opportunity (Mishel, 1988). In a reconceptualization of the 
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Uncertainty in Illness Theory, Mishel (1990) suggests the 

appraisal of uncertainty as an opportunity may reflect an 

individual's growth and change over time rather than a 

desire to maintain illusions in an effort to reduce 

uncertainty. 

The phenomenon of uncertainty has not been studied 

within the three trimesters of a first uncomplicated 

pregnancy, and no instrument is available to index this 

variable. One qualitative study identified and described 

the significance of uncertainty to women involved in the 

self-diagnosis of normal pregnancy (Patterson et al., 1986). 

No research examines the phenomenon of uncertainty in the 

second trimester of pregnancy, although numerous reports 

reflect women's concerns about the baby's health until the 

baby moves (Lederman, 1984; Leifer, 1980; Mercer, 1986; 

Rubin, 1976). 

Feelings of anxiety, helplessness and loss of control 

are concerns for third trimester women, as they anticipate 

labor and delivery (Butani & Hodnett, 1980; Gara & Tildon, 

1984; Leifer, 1980; Lederman, 1984; Stolte, 1987), but no 

research explains the meaning of ambiguity or uncertainty to 

third trimester women anticipating an unfamiliar event. 

Research efforts have measured the psychological 

variables predictive of adjustment to pregnancy or progress 

in labor (Glazer, 1980; Lederman, Lederman, Work, & McCann, 



1979; Lederman, 1984; Mercer & Ferketich, 1988; Reading & 

Cox, 1985; Turrini, 1980). Instrumentation problems have 

led researchers to suggest qualitative studies would be 

appropriate to clarify phenomena significant to the pregnant 

woman, in particular the significance of body image (Drake 

et al., 1988) and fetal attachment (Mercer et al., 1988). 

Purpose of the Study 

The purpose of this investigation is to explore the 

phenomenon of uncertainty within the three trimesters of a 

first uncomplicated pregnancy. The study examines the 

following questions: 

1. What uncertainties exist within each of the 

pregnancy trimesters? 

2. What is the meaning of uncertainty to mothers 

experiencing a first normal pregnancy? 

3. How is uncertainty appraised during the trimesters 

of a first normal pregnancy? 

4. How do pregnant women describe their uncertain 

feelings within each of the pregnancy trimesters? 

Significance of the Problem 

While childbearing is recognized as a complex and 

creative event that generates uncertainty and ambiguity, 

women view pregnancy as a healthy process and do not view 

* 
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themselves as ill (Breen, 1975; Lederman, 1984; Leifer, 

1980; Mercer, 1986). Mercer (1986) suggests variables 

affecting pregnant women, such as self-concept, attitudes, 

negative life events and other stressors, are not within the 

nurse's control, but providing a support system for the 

pregnant family anticipating an unfamiliar event such as 

first pregnancy is clearly a nursing responsibility (Mercer, 

1986). 

The nurse is most often the caregiver with direct 

access to the pregnant woman through physicians' offices, 

community clinics or childbirth education classes. As a 

clinical practitioner, the nurse can provide structure for 

the pregnant woman and her family by defining the range of 

normal symptoms, clarifying the meaning of tests and 

ultrasound scans, providing information about the baby's 

health, and supporting the mother who must manage the 

uncertainty associated with labor and delivery. 

Literature supports the notion that much of the 

uncertainty associated with the third trimester relates to 

anticipated hospital procedures and a client physician 

relationship that was less than expected (Leifer, 1980). 

Nursing support is critical in mediating interpersonal 

relationships between physicians and their patients. Having 

a baby is a very personal experience. Women need to feel a 

sense of achievement at the conclusion of a pregnancy; they 
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need to perceive they have met a personal challenge 

successfully. Nursing support includes encouraging women to 

retain control of their experience. 

Because the majority of childbirth education classes 

are conducted during the third trimester and women's 

concerns center on the labor and delivery experience, 

relevance of class content may need to be re-evaluated. 

When the significance of uncertainties within each of the 

pregnancy trimesters has been identified from the woman's 

point of view, the focus of childbirth education may shift 

from the biological and medical events associated with labor 

and delivery to the psychological variables of greatest 

concern to third trimester women. 

Researchers have suggested valid and reliable tools are 

needed to measure psychological variables associated with 

pregnancy and recommend qualitative rather than quantitative 

methods to explore these concepts (Drake et al., 1988; 

Mercer et al., 1988). Identifying and defining 

uncertainties associated with each pregnancy trimester and 

clarifying the meaning of these uncertainties to the 

pregnant woman will contribute to the data base needed to 

develop valid and reliable research instruments. 
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Summary 

This chapter introduces the study and suggests that 

uncertainty may be a significant variable in the process of 

role change, as women become mothers for the first time. 

The study explores women's perceptions of uncertainty in a 

first pregnancy uncomplicated by acute or chronic illness. 

Research questions are designed to identify uncertainties by 

trimester, to describe how women express their uncertain 

feelings and to reflect the meaning of uncertainty to women 

experiencing a normal, healthy event. The chapter concludes 

by examining the significance of uncertainty to the clinical 

practitioner, nurse educator and nurse researcher. 
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CHAPTER 2 

CONCEPTUAL ORIENTATION AND LITERATURE REVIEW 

Despite the importance of the phenomenon of uncertainty 

within the illness experience, uncertainty as a perceptual 

variable has not been defined and described within each 

trimester of a first, uncomplicated pregnancy. This chapter 

introduces the conceptual orientation, a framework of 

developmental theories related to maternal role attainment 

(Mercer, 1986; Rubin, 1967a, 1967b) and the identification 

of tasks required in the formulation of a maternal identity 

(Rubin, 1976, 1984). The literature on uncertainty in 

illness and events or circumstances within normal pregnancy 

that reflect uncertainty or ambiguity also are reviewed. 

Conceptual Orientation 

Maternal Role Development 

Rubin (1967a, 1967b) and Mercer (1986) examined the 

nature of G. H. Meade's "taking-in" of a social role in an 

attempt to specify the sequence of acts or processes 

required in maternal role acquisition and to identify the 

pregnant woman's maternal role models. Rubin (1967a) 

concluded attainment of the maternal role is accomplished 

through gradual, systematic and extensive "taking-on," 
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"taking-in" and "letting-go" processes. Lederman (1984) and 

Mercer (1986) suggest normal pregnancy is both a 

developmental and adaptive process during which both 

cognitive and emotional changes occur. The normal course of 

childbearing is conceptualized as a part of growth, a 

challenge rather than a crisis. 

Rubin (1967a) describes maternal role acquisition or 

becoming a mother as a quiet, continuous process requiring 

five distinct operations: mimicry, role-play, fantasy, 

introjection-projection-rejection and grief work. Early 

forms of role taking include mimicry and role-play. Fantasy 

and a circular process of introjection-projection-rejection 

signal a more discriminating process of "taking-in." Grief 

work concludes the process of role acquisition and requires 

a "letting-go" of incompatible earlier social roles. While 

there seems to be a progressive process of role acquisition, 

no operation occurs independent of the others and all 

operations are cyclical in nature. "Letting-go" of her 

former identity requires the woman to grieve over former 

roles and responsibilities and is seldom accomplished during 

pregnancy but extends into the early postpartum (Rubin, 

1967b). 

Mercer (1986) suggests adaptations to physiological 

demands of the fetus, the idea of becoming a mother and the 

incorporation of another person into her social sphere 



result In a cognitive dissonance. Resolution of this 

dissonance results in adaptation to a new social role and 

comprises the psychodynamics of normal pregnancy. Rubin 

(1970, 1984) refers to this changing intrapsychic state as 

the "cognitive style of pregnancy." The psychological tasks 

of "seeking safe passage" through pregnancy, labor and 

delivery, "seeking acceptance by others" of the child she 

bears, "binding-in" to the unknown child and "giving of 

oneself" are accomplished concurrently and equally during 

the pregnancy trimesters resulting in a role change and the 

formation of a maternal identity (Rubin, 1976). 

Maternal Tasks in Pregnancy 

"Seeking safe passage" describes the ever increasing 

protectiveness toward the child which results in concerns 

and worries about obvious or potential dangers in each of 

the trimesters. In the first trimester the concern for 

safety relates more to the mother than the infant. By the 

end of the second trimester, the pregnant woman attaches BO 

much value to the child within her, she seeks prenatal care 

to prevent the child from being marked or damaged. In the 

third trimester concerns center around both self and baby. 

Labor and delivery are perceived as threatening. There is a 

danger of not surviving or surviving with loss of function 

or absence of normalcy (Rubin, 1984). 



"Seeking acceptance by others" involves family members 

and is a social process characterized by uncertainty during 

transition from one social role to another (Rubin, 1976). 

During the first trimester of pregnancy, the prospect of 

dissolution of secondary social groups, which is the woman's 

world prior to pregnancy, is overwhelming (Rubin, 1984). 

With the decrease in the range of social interactions, the 

pregnant woman's mental state becomes increasingly active 

and seems to facilitate adaptation to the pregnancy and 

changes in lifestyle required to incorporate a child 

(Mercer, 1986). 

The process of "binding-in" to the child is a process 

of accepting the reality of the pregnancy, attaching and 

incorporating the child and separating at delivery (Rubin, 

1976). At the beginning of the childbearing experience, 

there is no object of attachment. There is only the idea of 

a child. Becoming the bearer and giver in pregnancy and in 

labor and delivery is a costly and hazardous prospect 

(Rubin, 1984). Fetal movements transform the pregnancy into 

a reality during the second trimester (Mercer, 1986; Rubin, 

1976). During the final trimester the conflict between 

holding on to the child and separating from the pregnancy 

results in fears for the welfare of the child and for 

herself (Rubin, 1976). 
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"Giving of oneself" involves the biological and 

emotional investment of self required during times of 

uncertainty and stress. The pregnant woman learns to master 

the dilemma between self-deprivation and giving of herself 

(Rubin, 1976, 1984). Mercer (1986) suggests the pregnant 

woman's ability to resolve childhood conflicts with her own 

mother results in her ability to accept the infant's 

dependency needs. 

In summary, each pregnancy and each childbearing 

experience is different for the same woman. Just as the 

biological process of childbearing begins anew with each 

pregnancy experience, the psychological incorporation of a 

maternal identity develops independently as well. 

Transference of maternal identity from one childbearing 

experience to another does not occur. A woman occupies a 

different space with a different self-system with each new 

pregnancy. Becoming a mother requires an exchange of a 

known self in a known world for an unknown self in an 

uncertain world and reoccurs each time a woman is pregnant 

(Rubin, 1984). 

Review of the Literature 

Uncertainty 

The concept of uncertainty, introduced by information 

theorists, originates in mathematics. Objective uncertainty 
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relates to the number of possibilities and therefore can be 

calculated. Affective uncertainty is a subjective 

experience and has more to do with the individual's 

perception of the number and kinds of events possible rather 

than the number of times an experience actually occurs. 

Perception of possibilities determines an individual's 

expectations (Berlyne, 1976). 

Structuring possibilities requires the individual to 

cognitively evaluate or appraise the subjective experience. 

Emotions may be evaluated as threatening or harmful, 

challenging or positive (Lazarus, 1974). Budner (1962) 

concluded that ambiguity occurs when a situation cannot be 

structured or categorized because the situation is 

unfamiliar, complex or contradictory. Contradictory 

situations are characterized by novelty, complexity or 

insolubility. Shalit (1977) confirmed the more complex or 

ambiguous a situation, the more difficult coping becomes. 

However, not all uncertain or ambiguous situations are 

appraised as threatening. When a situation is novel and 

therefore uncertain but is appraised positively, the 

individual is cognitively preoccupied with the situation's 

hopeful rather than threatening aspects (Breznitz, 1983). 

Under these circumstances a novel situation, although 

uncertain, may provide the potential for growth (Berlyne, 

1976; Lazarus & Folkman, 1984; Mishel, 1988). 
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In summary, subjective uncertainty is a perceptual 

state in which multiple possibilities may be appraised as 

threatening or challenging. When events are structurally 

complex, ambiguity results and coping is difficult. When an 

ambiguous situation is viewed positively the potential for 

growth occurs regardless of the structural complexity. 

Uncertainty in Illness 

Uncertainty in illness is defined as the inability of 

the patient to determine the meaning of illness-related 

events, because sufficient cues are lacking (Mishel, 1981, 

1984, 1988). When the individual is unable to cognitively 

structure meaning for the illness experience, uncertainty 

develops. Antecedent variables of symptom pattern, event 

familiarity and event congruence assist the patient to 

cognitively structure meaning (Mishel, 1988). 

Mishel (1988) proposes caregivers, such as doctors and 

nurses, or social support, such as friends and family in 

addition to client education reduce perceived uncertainty by 

providing structure to the antecedent stimuli. Caregivers 

may reduce uncertainty directly by interpreting ambiguous 

events or indirectly by helping the client determine a 

symptom pattern. Clients' social support systems influence 

uncertainty directly by modifying the ambiguity concerning 
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the state of the illness, the complexity of treatment, and 

the unpredictability of the illness outcome. 

Mishel and Braden (1988) tested relationships between 

antecedents of uncertainty, the structure providers, and the 

ambiguity and complexity factors of uncertainty and found 

strong support for the role of caregivers and social support 

in predicting uncertainty. Findings support the position 

that symptom appraisal involves sharing information with 

people in the patient's social support network. Friends and 

family structure meaning for internal cues, while the 

physician reduces uncertainty by reducing the complexity of 

the health care environment. 

Uncertainty and Danger Appraisal 

Uncertainty may be appraised through either inference 

or illusion. Inferences refer to the individual's beliefs 

about self and the relationship of self to the environment. 

When the individual believes he or she lacks the skills to 

manage major life events, uncertainty will be appraised as a 

danger (Mishel, 1988). 

When uncertainty is appraised as a danger, the 

individual uses either "mobilizing strategies," such as 

direct action, vigilance and information seeking or "affect-

management" strategies, such as faith, disengagement and 

cognitive support. "Information seeking" appears to be the 
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most commonly used coping strategy (Mishel, 1988). Although 

Mishel (1988) proposes information obtained from caregivers, 

physicians and nurses, or from significant others such as 

peers, friends or family structures information or 

interprets events to reduce uncertainty, Mishel and Braden 

(1988) found the relationship between credible authority and 

the interpretation of symptoms and the significance of the 

patient's education in predicting a symptom pattern was not 

supported. 

When conducting interviews with couples anticipating 

pregnancy following stillbirth, Phipps (1985) found couples 

met the diagnosis with heightened ambivalence. Regardless 

of the number of normal tests, parents were never relieved. 

This led to a cycle of continuing uncertainty, suspended 

commitment to the pregnancy and failure to complete the 

psychological tasks of normal pregnancy. 

Other studies supporting the danger appraisal of 

uncertainty include those by Comaroff and Maguire (1981), 

Mason (1985), Jessop and Stein (1985), and Christman et al. 

(1988). Families' search for understanding and 

predictability in the cancer experience increased their 

uncertainties; as their control over the situation 

decreased, uncertainty increased (Comaroff & Maguire, 1981). 

Inability to control their diabetes resulted in feelings of 

helplessness, hopelessness, and loss of self-esteem for 



Mason's (1985) subjects. Visibility of the illness became 

an issue for mothers of children with chronic conditions. 

When the illness was not visible, high levels of uncertainty 

were generated, because recognition and acknowledgement of 

the condition was more difficult for parents and caregivers 

(Jessop & Stein 1985). While high levels of uncertainty 

were directly related to high levels of distress in clients 

with moderately severe myocardial infarctions, Christman et 

al. (1988), uncertainty did not mediate the influence of 

severity of illness on distress as noted by Mishel (1984). 

Uncertainty and Opportunity Appraisal 

Illusions are beliefs constructed out of uncertainty 

that enhance one's feelings about self. Favorable aspects 

of uncertainty are emphasized and the individual appraises 

uncertainty as an opportunity. Once an uncertain situation 

is defined, however, illusions no longer exist and 

uncertainty cannot be appraised as an opportunity. Coping 

with an opportunity appraisal involves "buffering methods" 

that are used to support the illusion. As long as 

uncertainty is maintained, hope is possible (Mishel, 1988). 

The most prevalent theme in qualitative research with 

48 infertile women (Sandelowski and Pollock, 1986; 

Sandelowski, 1987) was the description of the subjects' 

ambiguity. Even though subjects were constantly uncertain 
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about their fertility status, they expressed "persistent 

hopefulness" as long as new treatments provided potential 

cures or the infertility diagnosis had not been made. 

Wiener (1975) found rheumatoid arthritis was a disease 

characterized by insidious onset with ill defined symptoms, 

variable amount of pain and indefinite symptom progression 

which resulted in unpredictable disability. Arthritics 

tolerated their uncertainty by juggling hope of relief 

against the threat of progression. Similarly, Mishel's 

(1983) parents of hospitalized children, who lacked 

information about the course and treatment of their 

children's illness, were more hopeful about the outcome than 

parents who were more knowledgeable and therefore more 

certain about a negative outcome. 

In a study of the relationship between stress and 

uncertainty in medical patients with major physical 

illnesses, Mishel (1984) found as events lacked clarity and 

clients lacked information about their illnesses, stress 

increased suggesting uncertainty resulted from appraisal of 

the event as stressful rather than from the event itself. 

Mishel suggested a positive effect may result when the 

degree of uncertainty is moderate to high, as patients can 

maintain hope or optimism that their illness is not as 

severe as feared. When the threat of severe illness is 

perceived clearly, the outcome becomes more predictable and 
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uncertainty is reduced. When King and Mishel (1986) 

investigated the positive and negative characteristics of 

uncertainty in patients with systemic lupus erythematosus, 

they found as patients lived with the disease over time and 

experienced symptom-free periods, they were more likely to 

evaluate the situation as less threatening and more 

promising. 

To test the appraisal and coping portions of Mishel's 

(1988) Uncertainty in Illness Theory, Mishel and Sorenson 

(1991) investigated the mediating functions of mastery and 

coping in women receiving treatment for gynecological 

cancer. Problem-focused coping strategies, such as 

"Focusing on the Positive" (Folkman, Lazarus, Dunkel-

Schetter, DeLongis & Gruen, 1986) were expected, when 

uncertainty was appraised as an opportunity, while emotion-

focused coping strategies, such as "Wishful Thinking" 

(Folkman et al., 1986), were expected when uncertainty was 

appraised as a danger. Although the coping strategy of 

"Wishful Thinking" did not alleviate emotional distress, 

"Focusing on the Positive" reduced emotional distress, when 

subjects perceived uncertainty as an opportunity. 

Reconceptualizing the Uncertainty in Illness Theory 

Because the Uncertainty in Illness Theory (Mishel, 

1981; 1988) has its strongest support among patients who are 
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experiencing acute illness or who have illness with certain 

negative outcomes, the implication is that everyone has a 

preference for certainty and that uncertainty is to be 

avoided. Mishel (1990) postulates that coping with 

uncertainty over time may result in a new level of function. 

Rather than a return to the previously existing level of 

function, living with continual uncertainty may result in 

personal growth and change and is a viable consequence of 

adapting to uncertainty. King and Mishel (1986) found that 

the longer lupus patients lived with the illness, the more 

positively they appraised uncertainty. 

Mishel (1990) further suggests for the patient to view 

uncertainty positively and consider multiple alternatives 

and choices, probabilistic thinking is required. Social 

support persons and caregivers must share in the 

probabilistic view of life for the patient to view 

uncertainty as a creative opportunity for growth and change. 

In summary, studies of uncertainty in illness suggest 

the variable contains both positive and negative properties. 

Since pregnancy is a creative experience for all women and 

an unknown or novel experience for the woman becoming a 

mother for the first time, a letting go of customary 

patterns of thinking and acting may be required to create 

new approaches to unfamiliar situations. When caregivers 

help patients to consider multiple alternatives and choices, 



they may be facilitating the change process by helping the 

patients view their new and uncertain experience with 

optimism. 

Uncertainty and Ambiguity in Pregnancy 

As a woman becomes increasingly convinced she is 

pregnant, a "cost analysis" or cognitive appraisal of the 

benefits of pregnancy begins (Rubin, 1976) resulting in 

cognitive dissonance (Mercer, 1986). Maternal tasks of 

"seeking acceptance by others" and "giving of oneself" 

generate uncertainty and ambiguity, as the "taking-on" of a 

new social role begins (Rubin, 1967a, 1976). 

Leifer (1980) explored the experience of a normal 

pregnancy with primigravidas over the course of pregnancy 

and early postpartum and found most women began their 

pregnancies with little knowledge about the biological and 

emotional aspects of pregnancy. This generated fear 

especially if their knowledge included negative perceptions. 

Lederman (1984) interviewed third trimester women and found 

ambivalence characterized women's adjustment during the 

first trimester and was expressed as not knowing whether or 

not they were pregnant, doubts about their ability to be a 

good mother, fears of deformities due to contraceptive 

carelessness, and concerns about sustaining motherhood and a 

career. In a prospective study of the attitudes of 
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primiparae toward work, pregnancy and the early postpartum, 

Jimenez and Newton (1982) found a positive commitment to 

work correlated with a more positive adjustment to the first 

pregnancy and early motherhood. 

Breen (1975) examined patterns of positive change in 

women's self-concept in each of the trimesters of normal 

pregnancy and found women adjusted to childbearing were 

those who had differentiated self-appraisals, did not 

attempt to be perfect and were active decision-makers. They 

perceived pregnancy as a normal, healthy state rather than 

as an illness-related event and were able to establish their 

independence from the cultural stereotype of the passive, 

feminine woman found in the attitudes and scientific 

literature of the 1970's. Lederman's (1984) mothers, who 

showed high self-esteem during pregnancy, found solutions to 

concerns and questions and persevered in defining and 

attaining goals for themselves. They adjusted to the 

unexpected or unknown, accepted risk as a reality, and 

tolerated ambiguity. 

Gara and Tilden (1984) generated an explanation for 

women's positive perceptions of their pregnancies which they 

labeled "adjusted control." Women who approached their 

pregnancy concerns with the notion of hope and who 

experienced their hopes as fulfilled perceived themselves as 

having more control. When concerns arose, women responded 
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with hopeful statements indicating they would adjust as 

needed. Perhaps the concept of adjusted control represents 

the process of resolving the ambivalent feelings a woman has 

during normal pregnancy. 

In summary, ambivalence and ambiguity, appear to be 

variables common to women anticipating a first normal 

pregnancy, but uncertainty as a perceptual variable is not 

defined and its characteristics are not described by 

trimester. It is not known whether uncertainty is perceived 

as growth promoting and positive or threatening and 

negative. Women apparently vary in their willingness to 

acknowledge and manage uncertainty. This may be related to 

their ability to tolerate lack of clarity or to the support 

they receive when anticipating an unfamiliar event. 

Diagnosing Pregnancy 

The process of "binding-in" to the child begins with 

the process of accepting the reality of the pregnancy. At 

the beginning of the childbearing experience, there is no 

object of attachment. There is only the idea of a child 

(Mercer, 1986; Rubin, 1976, 1984). A non-event, the missed 

menstrual period, must occur before the woman even suspects 

she is pregnant and active preparation for parenthood can 

begin (Auvenshine and Enriquez, 1985; Mercer, 1986; Rubin, 

1984). 
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Patterson et al. (1986) found all women who engaged 

in a self-diagnosis of pregnancy experienced uncertainty. 

Women searched for a "salient indicator" to indicate the 

pregnancy was a reality in an effort to reduce their doubt 

and sought professional confirmation "to make sure" they 

were pregnant. The fact that some women seemed to have a 

higher tolerance for uncertainty and therefore varied in 

their need to eliminate doubt reflects the uniqueness of the 

experience for each woman. 

Even when pregnancy was diagnosed Lumley (1982) found 

pregnancy was not perceived as a reality among primigravidas 

in the first trimester. Women had no concept of fetal 

development, perceived the fetus as a "blob" and 

overestimated the size of the fetus. Only one woman used 

the word "baby" to describe uterine contents. 

In summary, diagnosing pregnancy and perceiving 

pregnancy as a reality appear to be significant first 

trimester events. The process of diagnosing pregnancy 

generated uncertainty in woman participating in one study, 

but not all subjects were experiencing a first pregnancy. 

Characteristics of uncertainty unique to the nullipara 

diagnosing a first pregnancy could not be differentiated 

from characteristics of uncertainty for all women. 
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Symptoms and Body Image in Pregnancy 

Leifer (1980) found the presence of physical symptoms 

affected the woman's perception of her pregnancy, even 

though women did not view themselves as "sick." During the 

first trimester women expressed ambivalence about changes 

that were anticipated. They expressed anxiety about 

appearing dumpy or dowdy, a finding supported by Fawcett 

(1978), but looked forward to the changes as confirmation of 

the pregnancy. Because of the sense of unreality in early 

pregnancy, women focused on their bodies to detect any 

changes that would confirm the pregnancy. The first three 

months were difficult primarily due to nausea or vomiting 

and fatigue which required women to curtail their social 

activities. Some had headaches and loss of appetite. Women 

viewed this positively, however, when there were few other 

indications of pregnancy and they still had doubts about its 

reality. As the pregnancy progressed these symptoms were 

regarded as a nuisance (Leifer, 1980). 

Positive feelings about one's pregnant appearance were 

at their height during the second trimester (Drake et al., 

1988; Leifer, 1980). Simultaneously women had a growing 

sense of anxiety that their bodies would not return to 

normal after the pregnancy. Women felt considerable 

pressure to remain slender from both doctors and nurses 

(Entwisle & Doering, 1981; Leifer, 1980). Some were 
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concerned about damage to internal organs and feared 

intrusive procedures such as enemas or a catheter, but 

concerns about the effects of weight gain, stretch marks, 

prominent veins and the dreaded episiotomy evoked fears of 

permanent damage (Leifer, 1980). 

During the seventh month of pregnancy women perceived 

themselves as increasing vulnerable. Rubin (1984) reported 

fetal growth and strengthening fetal movements became less 

pleasurable and more threatening. Women felt they needed to 

protect their infants al; all costs, and their growing bodies 

made them physically less capable of doing so (Auvenshine & 

Enriquez, 1985; Colman & Colman, 1971). 

Childbearing folklore is filled with dangers to the 

unseen child (Kay, 1982; Rubin, 1976). Protective avoidance 

behaviors include not reaching too high, not lifting 

anything too heavy, or avoiding falling. Intercourse and 

vaginal examinations are viewed as threatening. Mexican 

Americans, for example, believe the evil eye, forms of 

spoiling, marking or damaging, or bad luck can affect their 

unborn children (Kay, 1978). 

Lederman's (1984) mothers reported while weight gain 

was an important confirming indicator of the growing fetus 

in early pregnancy, by the third trimester weight was 

associated with difficulty at delivery, a perception of 

being less sexually attractive and increasingly lowered 
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self-esteem. Leifer's (1980) and Rubin's (1984) mothers 

were also preoccupied with weight during the final 

trimester. Persistence of symptoms evoked feelings of 

helplessness, decreased tolerance of physical distress and 

increasing desire for the pregnancy to be over. Although 

Drake et al. (1988) found women's body attitude scores were 

lowest during the ninth month of pregnancy, statistically 

scores were in the neutral range. These researchers suggest 

qualitative methods be used to examine the nature of body 

image phenomena in pregnancy prior to pursuing further 

quantitative research. 

In summary, qualitative studies consistently refer to 

the ambivalence and vulnerability experienced by pregnant 

women as their bodies expand, but quantitative support for 

constructs has not been strong. It may be that the 

significance of increased weight gain, perceived changes in 

a woman's ability to protect her fetus and the effects of 

anticipated permanent body changes are characteristics of 

uncertainty within a normal pregnancy. The fact that social 

and cultural values influence women's perceptions of their 

body image is well documented. Whether or not these values 

influence uncertainty appraisal is not known. 
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Incorporating Pregnancy 

Early in the fourth month "quickening," or fetal 

movement, brings great relief. Until that point the mother 

is not certain the baby is alive. Quickening begins a 

process of "binding-in" or incorporating the child into body 

image, self-image and ideal image and is accomplished in 

fantasy (Rubin, 1967a; 1976). 

More pronounced in the primipara than multipara, Rubin 

(1967a; 1972) found the mother's second trimester fantasies 

focused on the child and oriented the mother to the 

possibilities surrounding this baby, its sex, appearance and 

personality. Fantasies tended to be of either sex initially 

but involved a girl child by the third trimester. In 

contrast, Moran and von Bargen (1982) found the closer a 

woman was to her due date, the greater her desire for a male 

infant. 

Knowing whether the fetus is male or female may be 

important in the process of attachment or incorporation. 

Prince and Adams (1987) suggest sexual identity is so 

central to personality, that knowing the sex of the baby 

before it is born may increase the boredom of pregnancy. 

Auvenshine and Enriquez (1985) suggest not knowing the sex 

generates ambiguity. 

Modern medical technology, through the use of 

ultrasound scanning, has provided an opportunity for women 
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to identify characteristics of their infants, including 

their sex, often before quickening occurs. Kohn, Nelson and 

Weiner (1980) found ultrasound enhanced fetal attachment, as 

women were able to confirm the reality of the baby, but also 

resulted in increased anxiety if clear explanations did not 

accompany the scans. 

Reading and Cox (1982) compared the effects of 

ultrasound on anxiety levels and the degree of attitude 

change in two groups of women, one with high feed-back and 

one with low feed-back. Women in both groups showed more 

positive attitudes toward their fetus and the pregnancy 

following the scan. Although variation in anxiety scores 

between groups was not demonstrated, subjective reports of 

anxiety differed significantly. 

Sandelowski (1988) suggests the use of ultrasound has 

resulted in a "technological voyeurism" rather than a 

private experience for the pregnant woman. Caregivers may 

no longer view the pregnant woman as a reliable or valuable 

informant and, more significantly, women themselves may have 

lost confidence in the subjective, ambiguous information 

their bodies can provide preferring instead the objectivity 

and certainty of the machine. Furthermore, rather than 

quickening being a stimulus for prenatal attachment, 

incorporation may begin with disengagement as the fetus is 

first seen rather than felt. 
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Leifer (1980) theorized mothers who form an emotional 

attachment to the child were more likely to express anxiety 

during pregnancy. She interprets this as an important 

psychological activity when incorporating the child into the 

mother's self-image. Using Cranley's (1981) Maternal-Fetal 

Attachment Scale, Gaffney (1986) correlated maternal-fetal 

attachment to self-concept and anxiety. Results did not 

demonstrate a strong association and conflicted with 

Leifer's (1980) theory. While Mercer and Ferketich (1988) 

found negative life events, self-esteem and mastery affect 

anxiety in low-risk women more than in high-risk women, 

Mercer et al. (1988) found responses of anxiety and 

depression were only minimal predictors of fetal attachment 

in low-risk women. Perceived support was a predictor of 

anxiety among low-risk women, but the size of the support 

network and the support received was not (Mercer & 

Ferketich, 1988). 

In summary, the process of incorporation is a 

significant second trimester event, but characteristics of 

the phenomenon are not well-defined. Some researchers have 

suggested events surrounding the attachment process, such as 

the use of ultrasound scanning, may generate worries, 

concern and anxiety. Others suggest anxiety is a healthy 

response to incorporation. Gaffney (1986, 1988) suggests an 

instrument should be developed that differentiates anxiety 
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directed toward the self from anxiety directed toward the 

fetus. The significance of new technologies to the 

attachment process and how these technologies affect a 

woman's uncertainty appraisal can be examined only after the 

process of fetal attachment is clarified. Mercer et al. 

(1988) suggest qualitative studies explore the concept of 

maternal and paternal fetal attachment. 

Changing Social Roles 

Acceptance of the child by other family members means 

acceptance of the pregnant woman for they are one and the 

same (Rubin, 1976). The mother's perceived responsibility 

is to facilitate the necessary social and physical 

adjustments within the family. Her changing social role 

results in emotional vulnerability expressed by limiting 

social contacts (Mercer, 1986), increasing protective 

demands made of family members, and attempting to maintain 

physical and emotional control (Auvenshine and Enriquez, 

1985; Rubin, 1976). 

Leifer (1980) found that entering into the social role 

of the pregnant woman was felt to be too constricting by 

most women and paralleled the results of Rubin's (1967a, 

1976) research. While women valued the enthusiasm and 

support offered by friends and family, they resisted being 

placed in a sick role and became annoyed when they were 
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overprotected. By the second trimester the woman had become 

emotionally invested. She demonstrated this by actively 

reading about pregnancy and child care and spending more 

time with friends who had small children. By the third 

trimester, women expressed, for the first time, a sense of 

readiness, an impatience for the pregnancy to be over 

(Rubin, 1976, 1984; Leifer, 1980). 

Richardson (1981) inductively studied the changes in 

women's perceptions of their social relationships during 

each of the trimesters of pregnancy and found that every 

meaningful relationship experienced major change at some 

point during pregnancy. As behaviors reflected deviations 

from the mother's expectations, she became more concerned. 

Worry and doubt emerged when the mother perceived others 

were demanding or rejecting. 

Women's attitudes toward their physicians changed 

radically from positive attitudes in early pregnancy to 

negative or ambivalent feelings by the second trimester 

(Leifer, 1980) which conflicts with Rubin's (1984) 

description of the physician as a vigilant, competent source 

of strength for the pregnant woman. Although Leifer's 

(1980) mothers maintained confidence in the physician's 

medical skills, they were critical about the lack of 

information provided and the impersonal way they were 

treated. 
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In summary, the most significant factor in the mother's 

social relationships may be her ability to clearly define 

expectations for those relationships. Lack of clarity in 

defining both her role and the roles of significant others 

may generate uncertainty within the experience. Whether 

uncertainty is viewed as an opportunity for personal growth 

or as a threat to self-esteem may relate to a woman's 

assertiveness with caregivers and family members. 

Anticipating Labor and Delivery 

"Binding-out" or separating from the pregnancy occurs 

because the mother has become physically and emotionally 

exhausted and is ready for the pregnancy to be over, but 

labor and delivery pose new threats to the welfare of both 

mother and infant (Rubin, 1967a, 1967b). Auvenshine and 

Enriquez (1985) suggest the spurts of energy observed by 

others in preparation for labor and delivery, such as 

cooking meals in advance and obsessive cleaning, reflect 

fears that she will not survive. 

In contrast to their perception of pregnancy as a 

healthy event, Leifer's (1980) women viewed the birth 

experience as a medical rather than a natural process. As 

pregnancy progressed women invested tremendous psychological 

energy in learning about birth. Anxiety became more intense 

and focused on specific aspects of labor and delivery. Some 
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used their anxiety as a stimulus to become actively involved 

in childbirth preparation to master their uncertainty 

(Leifer, 1980). 

When retrospectively exploring factors affecting the 

mother's self-esteem during the last six weeks of pregnancy, 

Turrini's (1980) mothers reported anxieties related to which 

doctor and hospital would provide the safest care, how they 

would recognize the onset of labor, whether or not they 

should have accepted medication during labor, and how they 

handled the pain of childbearing. Fears for the baby 

increased if pregnancy extended beyond the expected due 

date. The delay seemed to suggest a defect or that 

"something is wrong." An instrument entitled The Post Natal 

Questionnaire was administered but was not described. 

Light and Fenster (1974) administered a Concerns 

Questionnaire to 202 postpartum patients and asked mothers 

to identify their concerns from a list of ten categories. 

The baby's health was the primary concern for 87% of the 

women. No details were given about the instrument. 

Modifying Light and Fenster's (1974) tool by adding 

concerns identified from the literature Glazer (1980) found 

the greatest number of concerns were reported in the third 

trimester and related to self, childbirth, finances, and 

subsequent pregnancies. In all three trimesters mothers 

were most concerned about the baby and childbirth. 



Imle (1983) inductively generated concerns of ten third 

trimester parents in transition to first-time parenthood who 

were members of a childbirth education class. The Imle 

Transition to Parenthood Concerns Scale (ITPC) was 

constructed based upon the inductively generated data. A 

concern was defined as a "perceived attitude, thought, idea, 

problem or potential problem that occupies the mind of the 

expectant parent and that may create feelings of uneasiness 

or uncertainty" (p. 164). Although the most frequent 

concerns expressed by expectant parents related to the baby, 

additional concerns included preparation for labor, changing 

social relationships, planning for future children and body 

space changes. 

Stolte (1987) explored women's expectations of labor 

with the actual event by conducting semi-structured 

interviews postpartum. Primiparas had no past experience 

and based their expectations on prepared childbirth classes 

and information from friends and family. Those who attended 

childbirth classes reported more unexpected events and had 

to cope with the unexpected while they were trying to cope 

with contractions. 

Reading and Cox (1985) investigated relationships 

between labor pain and prenatal anxiety levels in 129 

primiparae, 44 of whom were participating in preparatory 

classes. Anxiety scores did not correlate positively with 



pain scores, and researchers note the low predictability of 

prenatal measures to the perception of labor pain. 

Even if a woman had a positive sense of self Lederman 

(1984) found mothers expressed their vulnerability as doubts 

about bodily endurance, ability to endure pain and maintain 

emotional stability in labor. What seemed most significant 

was the inability of the gravida to predict whether or not 

her behavior would deviate from expectations. Leifer's 

(1980) women were concerned that they would appear foolish 

or childish in front of husbands or physicians and would act 

like the typical woman who screams uncontrollably. 

In addition, Leifer's (1980) women feared losing 

control would require anesthesia. This generated additional 

concerns about the effects of these drugs on both themselves 

and the baby. Although worried about experiencing pain, 

women believed an absence of preparation would result in 

total control of the birth by the medical staff. 

When interviewing postpartum women to assess their 

perceptions of the labor experience, Butani and Hodnett 

(1980) found if caregivers failed to assess the woman's 

expectations and failed to provide psychological support, no 

single factor, such as prenatal education, had a 

significantly positive effect on the woman's perception of 

her experience. Findings support the writings of Rubin 

(1967) related to relationships between maintenance of 
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control, realization of expectations and maintenance of 

self-esteem. 

Fridh et al. (1988) prospectively studied the 

relationship between expectations, emotional feelings, and 

background factors on the pain experience of both primiparas 

and multiparas and constructed a profile of women likely to 

experience more emotional feelings toward their pregnancy 

and more in-labor pain. Primiparas had more affective 

responses than multiparas and, therefore, had more affective 

and sensory pain. Rather than the traditional approach to 

childbirth preparation which often minimizes the intensity 

of the pain experience, these researchers recommend 

preparing women more realistically and providing emotional 

support during pregnancy. 

In summary, a number of studies report third trimester 

events that generate uncertainty in women anticipating labor 

and delivery, but the meaning of uncertainty to third 

trimester women is not clear. With the exception of Imle's 

(1983) Transition to Parenthood Concerns Scale, indices used 

to measure concerns of third trimester women have not been 

described. As a result, research reflects inconsistency in 

the effectiveness of childbirth education classes preparing 

women to manage the events surrounding labor and delivery. 
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Summary 

While the dimensions of uncertainty within the illness 

experience have been defined and described, only one 

research report explores the phenomenon of uncertainty 

related to pregnancy diagnosis (Patterson et al., 1986). As 

the psychological tasks of pregnancy unfold, uncertainty and 

ambiguity appear to be significant variables in normal 

pregnancy (Lederman, 1984; Leifer, 1980; Mercer, 1986; 

Rubin, 1976). When psychological variables within pregnancy 

have been studied quantitatively (Gaffney, 1986; Glazer, 

1980; Lederman et al., 1979; Mercer & Ferketich, 1988; 

Mercer et al., 1988; Reading & Cox, 1985), results are 

conflicting or constructs cannot be supported. Qualitative 

methods have been recommended to describe phenomena of 

interest. When the phenomenon of uncertainty within the 

trimesters of a first uncomplicated pregnancy is clearly 

defined and the significance of the variable to the pregnant 

woman is explained, relevant childbirth education can be 

planned and the role of the clinical practitioner clarified. 
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CHAPTER 3 

METHODOLOGY 

This chapter describes the methodology and design of 

the study. The sample, setting and human subjects 

considerations also are summarized. 

A growing body of literature associates the concept of 

uncertainty to illness related events. One exploratory 

study identified uncertainty as a variable in pregnancy 

diagnosis. Studies of women's concerns in normal pregnancy 

suggest uncertainty may be a variable of importance. No 

research defines and describes the phenomenon of uncertainty 

within the three trimesters of a first uncomplicated 

pregnancy. 

Stern (1980) suggests when little is known about a 

concept or variable under investigation or when a new look 

is desired in a familiar situation, use of a qualitative 

methodology is the most logical approach to answering the 

research questions. Generating data inductively from the 

client point of view is useful in clarifying thoughts and 

feelings of a particular population, in specifying or in 

ordering categories, in developing instruments and in 

generating formal theory (Swanson & Chenitz, 1982). A 

conceptual orientation further dictates use of an 
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exploratory design (Hinshaw, 1979). For these reasons 

qualitative methodology was selected to answer the following 

research questions: 

1. What uncertainties exist within each of the 

pregnancy trimesters? 

2. What is the meaning of uncertainty to mothers 

experiencing a first normal pregnancy? 

3. How is uncertainty appraised during the trimesters 

of a first normal pregnancy? 

4. How do pregnant women describe their uncertain 

feelings within each of the pregnancy trimesters? 

Research Design 

Grounded theory, a specific, theory generating 

qualitative methodology was selected to explore women's 

perceptions of uncertainty in the three trimesters of a 

first pregnancy uncomplicated by acute or chronic illness in 

either mother or fetus. Grounded theory seeks to discover a 

basic social process through a method of constant 

comparative analysis and has both inductive and deductive 

components (Glaser & Strauss, 1967). 

In the grounded theory process data collection is 

initiated with a general or grand tour question followed by 

substantive coding and categorizing of data, focusing on 

categories of importance to the subject. As data are 



continuously gathered, categories are reduced or collapsed, 

and properties of categories are identified (Stern, 1980). 

Clusters of categories are compared or linked (Schatzman & 

Strauss, 1973) which results in the emergence of a core 

variable or basic social process (Glazer & Strauss, 1967). 

Characteristics of the Sample 

The sample was derived from a population of primiparous 

women who regularly attended scheduled prenatal visits at 

the offices of two obstetricians in a southwestern city. 

Ten women were interviewed, three representing each of the 

first and second pregnancy trimesters and four representing 

the third pregnancy trimester. First trimester subjects 

were defined as those between 8 and 12 weeks gestation; 

second trimester subjects were between 13 and 26 weeks 

gestation, and third trimester women were between 27 and 40 

weeks gestation or term. 

All women were Anglo, married and spoke English. They 

were between the ages of 19 and 35 and were experiencing a 

first normal pregnancy. A normal pregnancy was defined as 

one uncomplicated by acute or chronic illness in either 

mother or fetus. 
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The Setting 

Interviews were conducted in a setting of the subject's 

choice. Eight of the 10 subjects selected their own homes. 

Two subjects preferred the researcher's office. Privacy was 

assured in both settings. 

Data Collection Protocol 

Data collection began with the selection of the first 

subject in each trimester of pregnancy who had read the 

disclaimer (see Appendix A), agreed to participate by 

completing the demographic data form (see Appendix B) and 

met the established criteria. Subjects were contacted by 

telephone to arrange an interview. Questions about the 

study were encouraged prior to data collection and 

throughout the course of the investigation. Interviews were 

tape recorded and transcribed using a computer to assist 

with data analysis and storage. Confidentiality was 

assured, as interviews were number coded. No names were 

used during the taping of interviews. 

The interview with each subject originated with the 

Grand Tour Question, "Tell me about events or circumstances 

that seem vague, unclear or uncertain to you at this point 

in your pregnancy?" The question was specific enough to 

focus on the uncertainty experience within the subject's 

pregnancy trimester but was not leading or evaluating. The 
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question suggested the researcher wanted to learn about the 

subject's experience from her point of view. Additional 

open-ended questions, narrower in scope, were formulated 

based upon client responses. Open-ended questions 

encouraged the subject to elaborate in answering and 

provided rich data for analysis. 

Data Analysis 

Each initial transcribed interview was examined through 

a process of substantive or pattern coding by underscoring 

words or phrases that most accurately reflected the pregnant 

woman's feelings and intent. Using language from the women 

themselves, words or phrases were labeled or coded according 

to similarity of content and affect (Corbin, 1986; Swanson, 

1986). The labels or codes permitted the researcher to 

group items that fit together into clusters of data or 

categories (Corbin, 1986; Stern, 1980). The process of 

constant comparative analysis (Glazer & Strauss, 1967) began 

immediately, as every piece of data was compared with every 

other piece within each initial interview in each pregnancy 

trimester (Stern, 1980). 

Following pattern coding and labeling of categories 

from each initial interview, attempts to saturate categories 

or variables of particular interest within each pregnancy 

trimester dictated the selection of each succeeding pregnant 
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subject and the direction of the researcher's questions in 

each succeeding interview (Corbin, 1986; Sandelowski, 1986; 

Stern, 1980). Saturation refers to the density of data 

supporting the category structure and is the process by 

which categories are built (Stern, 1980). 

Succeeding subjects were encouraged to elaborate on 

focused questions to expand upon or clarify categories 

labeled from the initial interview. Focused questions with 

each succeeding subject in each trimester permitted the 

researcher to generate categories specific to each 

trimester. As data were continuously gathered, categories 

were reduced or collapsed, and properties of categories 

identified (Stern, 1980). Constant comparison of data 

between and across categories resulted in recoding of 

initial categories, the development of new clusters or 

categories and the saturation of existing categories. 

Following the development of a category structure for 

each trimester, the process of constant comparative analysis 

continued (Glazer & Strauss, 1967) as clusters of categories 

within all three trimesters were compared or linked 

(Schatzman & Strauss, 1973). The process of comparing and 

linking categories resulted in further collapsing and 

saturating categories by expanding their properties (Glazer 

& Strauss, 1967; Stern, 1980). 



Clustering and linking categories resulted in an 

emerging social processes specific to each pregnancy 

trimester (Glazer & Strauss, 1967). Uncertainty was 

identified as the core variable within a process of role 

change as women became mothers for the first time. 

Dated memos were written following the coding of each 

interview and were stored in a computer. Memos consisted of 

both substantive and methodological notes. Substantive 

memos reflected the coding and development of the category 

structure by providing examples of words or phrases which 

supported the labels. Methodological memos reflected the 

researcher's thoughts and feelings during the analytical 

process. 

Just as codes were relabeled, clustered into categories 

and recorded in substantive memos following each interview, 

the methodological memos reflected how categories were 

formed, linked, concepts generated and modified, themes 

compared and decisions made during the analytical process 

(Corbin, 1986). 

As relationships emerged in the step by step analysis 

of concepts and process, diagrams were used as a visual 

representation of the category structure. Diagrams were 

especially useful when the researcher was overwhelmed with 

memos and needed an overview of the analytical scheme 

(Corbin, 1986). 
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Reliability and Validity 

The most rigorous test of validity is the grounded 

theory process itself. The process of constant comparison 

across categories and their properties in coding, recoding 

and category building and the analysis of category 

relationships established the validity of generated data 

(Sandelowski, 1986; Stern, 1980). Comparison of data 

generated categories and their properties within each 

pregnancy trimester. Categories and their properties were 

then compared, contrasted and linked between and across 

trimesters. Processes specific to each trimester emerged 

followed by processes common to pregnancy as a whole. 

The truth value or credibility of this qualitative 

research was established when the subjects themselves 

recognized the concepts generated as valid representations 

of their experiences (Guba, 1981). Subjects demonstrated 

recognition of categories by verbalizations, giving further 

examples or by using category labels in discussions. For 

example, the fourth third trimester subject was read 

statements by preceding third trimester subjects. She 

recognized experiences of prior subjects and used the same 

language as previous subjects when describing her 

experience. The subject then continued to provide 

additional examples from her experience. 
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Credibility was further established when experts in the 

field recognized the experience from the faithful 

descriptions presented (Sandelowski, 1986). Two nurses 

prepared at the master's level in maternal-newborn nursing 

who actively practice clinical nursing and the thesis 

chairman examined emerging categories and their properties 

to establish face validity (Atwood & Hinds, 1986). The 

maternal-newborn nurse experts were given a packet of 

categorized data and asked to review the category 

structures. From their clinical experiences, each nurse 

expert supported the category labels and added comments from 

their clinical experiences in the margins of the document. 

Applicability refers to the generalizability of 

concepts and process. While there was no attempt to 

generalize data to the population as a whole, concepts and 

process transferred within similar groups (Guba, 1981). 

Women in each of the pregnancy trimesters reflected similar 

responses as they explained their perceptions of 

uncertainty. For example, each subject within the second 

pregnancy trimester expressed identical concerns about the 

health of the baby and what the sonogram and blood work 

would show. When third trimester subjects were asked to 

recall their feelings about blood work and sonograms, each 

subject stated they no longer had concerns about the baby 
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being perfectly formed but could recall their second 

trimester concerns when anticipating test results. 

Consistency in qualitative research was maintained when 

others were able to track the generation of concepts and 

process through a clear decision trail (Guba, 1981). A 

decision trail began with a clear statement of purpose and 

description of the setting and subject matter of the study 

(Sandelowski, 1986). Accurate memos, both substantive and 

methodological, reflected the process of constant 

comparative analysis and were maintained beginning with the 

initial interview (Guba, 1981). Beginning with the first 

coded and categorized data, substantive memos reflected 

emerging categories and their properties. Methodological 

memos reflected the researcher's thoughts and feelings as 

categories were labeled, defined and relationships between 

and across categories were established. Methodological 

memos became the basis for the diagrams that reflected 

relationships between categories and their properties. 

Because the memos reflected the researcher maintained 

credibility, consistency and applicability, freedom from 

researcher bias or neutrality was confirmed (Guba, 1981). 

Protection of Human Rights 

The project was approved by the University of Arizona 

College of Nursing Human Subjects Ethical Review 
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Subcommittee of the Research Committee and the Director of 

Research (see Appendix C). Each informant received a 

disclaimer describing the project. Subjects interested in 

participating completed the data form. Confidentiality was 

assured, and subjects were informed they could withdraw from 

the study at any time. 

Summary 

Qualitative research, specifically grounded theory, was 

selected as the most appropriate methodology to explore the 

meaning of uncertainty to English-speaking, Anglo, married 

women during the three trimesters of a first pregnancy 

uncomplicated by acute or chronic illness. Constant 

comparative analysis described by Glaser and Strauss (1967) 

and implemented by Corbin (1986), Sandelowski (1986) and 

Stern (1980) was used to elicit concepts and relationships 

from the interviews of ten primiparous women who were 

attended by private physicians in a southwestern city. 
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CHAPTER 4 

ANALYSIS OF DATA 
AND PRESENTATION OF FINDINGS 

This chapter presents an analysis of the data and 

describes the emerging concepts and processes. Categories 

and properties of each are also described. 

Characteristics of the Saaple 

The sample was derived from a population of ten English 

speaking, married, Anglo women who regularly attended 

scheduled prenatal visits at the offices of two 

obstetricians in a southwestern city. All ten women were 

experiencing a first pregnancy without complications to 

either mother or fetus. Of the ten women who comprised the 

sample, three were in the first trimester of pregnancy, 

three in the second trimester and four in the third 

trimester of pregnancy (see Tables 1 and 2). 

Subjects ranged in age between 19 and 32 years with a 

mean age of 25.19 years. While none of the first or second 

trimester subjects were over the age of 30 years, two of the 

third trimester subjects ranged between 30 and 35 years of 

age. 
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Table 1 

Subject Profile by Trimester 

Characteristics First 
8-12 weeks 

n=3 

Second 
13-26 weeks 

n=3 

Third 
27-40 weeks 

n=4 

Age 
19 to 24 
25 to 29 
30 to 35 

Length of Marriage 
< 1 year 
1 to 3 years 
4 to 6 years 
7 to 9 years 
10 to 12 years 

Education 
High School 
Trade School 
College, no degree 
College with degree 
Graduate degree 

Family Income 
50,000-100,000 
25,000-50,000 
15,000-25,000 
10,000-15,000 

Employment Status 
Employed 
Unemployed 

Return to Employment 
Yes 
No 

Plans for Delivery 
Delivery Room 
Birthing Room 

2 
1 

1 
2 

2 
2 
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Table 2 

Profile All Subjects (n=10) 

Characteristics 

Age 
19 to 24 5 
25 to 29 3 
30 to 35 2 

Length of Marriage 
< 1 year 1 
1 to 3 years 5 
4 to 6 years 3 
7 to 9 years 
10 to 12 years 1 

Education 
High School 3 
Trade School 1 
College, no degree 3 
College with degree 2 
Graduate degree 1 

Family Income 
50,000-100,000 2 
25,000-50,000 5 
15,000-25,000 2 
10,000-15,000 1 

Employment Status 
Employed 7 
Unemployed 3 

Return to Employment 
Yes 7 
No 3 

Plans for Delivery 
Delivery Room 
Birthing Room 

6 
4 
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First trimester subjects had been married the shortest 

time, while third trimester subjects were married the 

longest. One third trimester subject was married 12 years 

prior to pregnancy. 

All ten women completed high school with seven 

continuing on for degrees or certificates beyond high 

school. Two first trimester subjects attended college but 

did not complete the degree requirements. No second 

trimester subjects attended college and second trimester 

subjects reported the lowest family income. In contrast, 

all third trimester subjects attended college, one received 

a graduate degree and two reported family incomes between 

$50,000 and $100,000. 

Seven of the ten women were employed outside the home 

during the pregnancy and planned to return to work following 

delivery. All four third trimester women were employed, and 

all four planned to return to work following delivery. 

Unlike third trimester subjects, two of the three second 

trimester subjects did not work and did not plan to seek 

employment following delivery. Both first trimester 

subjects who were employed prior to delivery planned to 

return to work. 

Six women planned to deliver their babies in a 

traditional delivery room; the remaining four women 
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preferred a birthing room. All three second trimester 

subjects wanted to deliver in a hospital delivery room. 

Initial Interviews 

Subjects who met the established criteria were 

contacted by telephone to arrange an interview in a setting 

of the subject's choice. Initial interviews were conducted 

with one subject from each pregnancy trimester who agreed to 

be tape recorded. Confidentiality was assured, as 

interviews were number coded. No names were used during the 

taping of interviews. Questions about the study were 

encouraged prior to data collection and throughout the 

course of the investigation. 

The initial tape recorded interview with each subject 

originated with the Grand Tour Question, "Tell me about 

events or circumstances that seem vague, unclear or 

uncertain to you at this point in your pregnancy?" The 

question suggested the researcher wanted to learn about the 

subject's experience from her point of view. Additional 

open-ended questions, narrower in scope, were formulated 

based upon client responses. 

Coding, Analysis and Categorization 

Using a computer to assist with data analysis and 

storage, each initial transcribed interview was examined 



through a process of substantive or pattern coding by 

underscoring words or phrases that most accurately reflected 

the pregnant woman's feelings and intent. Using language 

from the women themselves, words or phrases were labeled or 

coded according to similarity of content and affect (Corbin, 

1986; Swanson, 1986). Labels or codes permitted the 

researcher to group items which fit together into clusters 

of data or categories (Corbin, 1986; Stern, 1980). The 

process of constant comparative analysis (Glazer and 

Strauss, 1967) began immediately, as every piece of data was 

compared with every other piece within each initial 

interview in each pregnancy trimester (Stern, 1980). 

The first trimester subject reflected uncertainty about 

events or circumstances during the entire pregnancy. Using 

language from the data, the category was labeled, Knowing 

What to Expect. She stated she was "unfamiliar with the 

pregnancy concept," "nervous about everything" and "worried 

about labor and delivery." She expressed uncertainty when 

she suspected she was pregnant but was not sure. After the 

physician confirmed a diagnosis of pregnancy, she stated she 

"had a hard time believing I'm pregnant." This category was 

coded Diagnosing Pregnancy with properties labeled 

Suspecting I'm Pregnant, Confirming Pregnancy and Believing 

I'm Pregnant. 



The initial interview also revealed concerns about 

symptoms, labeled Tolerating Changes in My Body, which 

resulted in a search for information to determine if her 

symptoms were normal, Learning About Pregnancy, with a 

property of Reading Books. Symptoms had to be verified with 

family, friends and the doctor which resulted in categories 

of Depending on Family Support, Depending on Friends' 

Support and Depending on Professional Support. 

The first trimester subject was very uncertain about 

Having a Healthy Baby which involved expressing her fears 

about Losing the Baby. She knew she needed to eat 

nutritious foods and not lift "heavy things;" this category 

was coded Taking Care of Myself. She depended on her 

husband for emotional support, labeled Depending on Husband 

Support. Depending On Husband Support also included data 

that reflected the husband's concerns as he considered 

becoming a father. The first trimester subject wanted to 

know whether the baby would be a boy or a girl, coded 

Wanting to Know Baby's Sex, but the meaning of this category 

to the subject was not clear. 

Data from the initial interview with the second 

trimester subject reflected uncertainty about whether or not 

she was really pregnant, labeled Believing I'm Pregnant. 

She had a positive pregnancy diagnosis and saw the baby on a 

sonogram, but she "needed to feel something." She was not 
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certain the bab.y was alive, because she could not feel 

movement, labeled Losing the Baby. She was terrified that 

the baby would not be perfectly formed, labeled Having a 

Healthy Baby. 

The second trimester subject searched for information 

about the symptoms of pregnancy and about how to take care 

of herself by Reading About Pregnancy. She expressed 

uncertainty about Taking Care of Myself to "have a healthy 

baby." She was "gaining weight," felt like her "bottom was 

going to fall out" and was "emotional for everything." This 

category was labeled Tolerating Symptoms. She was concerned 

about "overeating," because she would "gain more weight" and 

it would be "harder to lose," labeled Having a Normal Body 

Again. 

She depended on family and friends "to tell her 

symptoms were normal" and "how to take care of herself" and 

her husband for "emotional support to tolerate her moods." 

These categories were labeled Depending on Family Support, 

Depending on Friends' Support and Depending on Husband 

Support. 

When the second trimester subject had "little worries" 

or got "really scared," she searched for information from 

the doctor, because he was "competent" and from the nurse, 

because the subject felt "comfortable" with her. The nurse 
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"explained things" and "answered questions" coded Depending 

On Professional Support. 

The second trimester subject expressed uncertainty 

about "quitting work," "needing to stay busy" and "wanting 

to have a happy pregnancy." She was concerned also that she 

and her husband "not stop doing the things we have done." 

Data bits were coded Changing My Lifestyle. She mentioned 

asking others if "labor and delivery hurts" and stated "I'm 

thinking about it and thinking about it" coded Worrying 

About Labor and Delivery. 

The initial third trimester subject expressed 

uncertainty about labor and delivery, coded Knowing What to 

Expect. She was not sure she could identify "when labor 

begins" or "when to go to the hospital." She did not want 

to go to the hospital, because she could not control the 

situation, labeled Losing Control. She was Anticipating 

Pain but had trouble Defining Pain. She worried about 

Taking Medication, because it "might affect the baby," but 

she knew "there's still life" as long as she "feels the baby 

moving" labeled Having a Healthy Baby. This subject learned 

that medication could affect the baby through Lamaze classes 

coded Learning About Childbirth. 

She was uncertain about whether her doctor would be 

present for delivery and whether he was "competent." She 

believed she should "talk more to the doctor," but did not 
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feel comfortable initiating a conversation. Data bits 

involving the physician were coded Depending on Physician 

Support. 

Emotional support during the third trimester and the 

expectation that family or husband would be present at 

delivery resulted in labeling categories Depending On Family 

Support and Depending on Husband Support. This third 

trimester subject was "anxious to get back into my old 

clothes" and "anxious to have my body back to myself" coded 

Having a Normal Body Again. 

Theoretical Sampling of Subjects 

Following pattern coding and labeling of categories 

from each initial interview, two additional subjects from 

the first and second trimester and three from the third 

trimester were selectively sampled to compare and contrast 

emerging data within and across trimesters in an attempt to 

saturate categories or variables of particular interest to 

the pregnant women in explaining their experience (Corbin, 

1986; Sandelowski, 1986; Stern, 1980). Subjects were 

encouraged to expand upon or clarify categories labeled from 

the initial interviews. Focused interviews with each 

succeeding subject in each trimester permitted the 

researcher to generate categories specific to each 

trimester. Constant comparison of data between and across 
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categories resulted in recoding of initial categories, 

developing new clusters or categories and reducing or 

collapsing categories to identify their properties (Stern, 

1980 ) . 

First trimester subjects were asked to differentiate 

between the properties of Diagnosing Pregnancy. For the 

first time a new category coded Incorporating the Pregnancy 

emerged. Data in this category were clearly different from 

data previously coded Believing I'm Pregnant. 

Subjects were asked to differentiate between Losing the 

Baby, Having a Healthy Baby and what generated their 

feelings about an imperfect baby. A new category was coded, 

Worrying About Test Results. This category included women's 

concerns about the AFP test and other blood tests that could 

indicate an imperfect baby. The category also included 

uncertainty about the second trimester sonogram which would 

reveal the physical development of the baby. Women were 

asked to clarify the meaning of Knowing the Baby's Sex. 

Focused interviews revealed uncertainty was related to 

knowing whether the baby was completely formed. Knowing the 

sex permitted them to purchase appropriate clothing and 

decorate the nursery in "either blue or pink." 

Woman expressed concerns about losing their 

independence and the baby "being dependent" upon them coded 

Changing My Lifestyle. One subject stated the baby "takes 



control of your life," because she had to "watch what she 

ate" and she "couldn't ride horseback anymore." She might 

"lose the baby," and she didn't want to feel "at fault," if 

something happened to the pregnancy. 

Second trimester subjects were asked to explain the 

difference between Believing I'm Pregnant and Incorporating 

the Pregnancy. Their responses supported the data collected 

from first trimester subjects and further saturated the 

category Diagnosing Pregnancy. 

Subjects were asked to differentiate between symptoms 

experienced in the first and second trimesters, to 

differentiate between their fears about losing the baby and 

having an imperfect baby and to explain the importance of 

Knowing the Baby's Sex. Subjects expanded upon the changing 

relationship with their husbands, Changing My Lifestyle, 

which resulted in feelings of uncertainty, because the baby 

"could come between us." 

Third trimester subjects were asked specifically about 

the labor and delivery experience. Previously coded 

categories Knowing What to Expect and Anticipating Labor and 

Delivery were combined and labeled Anticipating Labor and 

Delivery. Knowing When Labor Begins, Knowing When to Go to 

the Hospital, Anticipating Pain and Defining Pain became 

properties of Anticipating Labor and Delivery. 
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A new category Coping with Labor and Delivery was 

formed. Properties included Thinking Positively and 

Compromising on Medication. 

Category Refinement 

Following the development of a category structure for 

each trimester, the process of constant comparative analysis 

continued (Glazer and Strauss, 1967). Clusters of 

categories were compared or linked (Schatzman & Strauss, 

1973) resulting in category structures that reflected major 

uncertainties within each trimester. Uncertainties occurred 

during the trimesters of pregnancy, because primiparous 

women were Anticipating an Unfamiliar Event. Anticipating 

an Unfamiliar Event is defined as a woman's inability to 

predict events or circumstances associated with a first 

pregnancy. 

First Trimester Uncertainties 

Events generating uncertainty during the first 

trimester included Tolerating Symptoms, Diagnosing 

Pregnancy, Having a Healthy Baby and Anticipating Labor and 

Delivery (see Figure 1; see Appendix D). The primipara is 

without a frame of reference to compare pregnancy to a 

previous life experience. 
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ANTICIPATING AN UNFAMILIAR EVENT 

TOLERATING SYMPTOMS 

DIAGNOSING PREGNANCY 

elf-Diagnosing Pregnancy 
onfirming the Diagnosis 
elieving I'm Pregnant 

ANTICIPATING LABOR AND DELIVERY 
Anticipating Pain 
Compromising on Medication 

HAVING A HEALTHY BABY 
Losing the Baby 
Worrying About Test Results 
Wanting to Know What Baby Looks Like 

Figure 1. First Trimester Uncertainties. 
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Tolerating Symptoms is defined as the pregnant woman 

putting up with the emotional and physical changes that 

occur in her body as a direct result of pregnancy and refers 

to the cues used by the pregnant woman to define an 

unfamiliar event. During the first trimester women were 

concerned about weight gain, morning sickness, headaches, 

abdominal "twinges," breast tenderness and fatigue. 

Some things that I am feeling now, some pains that I 
was having... Like a lot of twinging pain in my 
abdomen and they said that is the uterus stretching and 
little things. I am always exhausted and very tired. 
I generally sleep about three hours during the day on 
top of still going to bed at 9:30 which is totally off 
of my regular routine. (1,6,1,17-27) 

Uncertainty and ambiguity about symptoms occurred, because 

women were not certain whether symptoms were normal 

indicators of pregnancy or signs of illness. 

I don't know if I want symptoms to happen, but I do 
want them to happen. I want some symptoms so I know 
everything is going right, I guess. I haven't had many 
symptoms. People always ask me if I'm feeling sick. I 
always expect it. I haven't been sick yet. I'm still 
waiting for them or...if they don't happen I don't 
think I'll worry. I'll probably think of myself as 
lucky. (1,9,15,1-33) 

Diagnosing Pregnancy is defined as the process by which 

a woman in her first pregnancy accepts the biological fact 

that she is pregnant. Diagnosing Pregnancy includes 

properties of Self-Diagnosing Pregnancy, Confirming the 

Diagnosis and Believing I'm Pregnant. 
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Self-Diagnosing Pregnancy is defined as the subject's 

uncertainty about whether or not she is pregnant. 

Confirming the Diagnosis is defined as a diagnosis of 

pregnancy by the physician's office. Believing I'm Pregnant 

is defined as the turning point at which the woman's 

concedes that she is pregnant. 

The process of Diagnosing Pregnancy was initiated when 

the woman suspected she was pregnant, because she missed a 

menstrual period or felt differences in herself. These 

events persuaded her to take one or more home pregnancy 

tests. When the tests were positive, she made a doctor's 

appointment to confirm her diagnosis. Following 

confirmation, the first prenatal visit was scheduled. First 

trimester subjects remained ambivalent or uncertain about 

the pregnancy diagnosis throughout the first 12 weeks even 

though they had a positive diagnosis, saw the baby on an 

ultrasound scan and heard the heartbeat. During the first 

trimester all subjects were unable to differentiate or 

separate the baby from themselves. 

Having a Healthy Baby is defined as the woman's ability 

to sustain a pregnancy and produce a perfect child. The 

category includes Losing the Baby, Worrying About Test 

Results and Wanting to Know What Baby Looks Like. 

Losing the Baby is defined as the woman's fear she will 

miscarry. Worrying About Test Results is defined as the 
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woman's concern she will have an imperfect baby. Wanting, to 

Know What Baby Looks Like is defined as creating a mental 

picture of the baby. 

Having a Healthy Baby is a concept that originated when 

pregnancy was first diagnosed. The woman became aware of 

Losing the Baby when friends or relatives suggested she 

delay purchasing anything for the baby. 

We've been out buying things already and we already 
have names picked out. Maybe we're rushing it just a 
little bit because we've heard don't go out and don't 
get carried away because you may jinx it. (1,5,5,33-38) 

Waiting for the results of blood tests and/or a 

sonogram to confirm the baby's growth, progress and health 

generated uncertainty in all subjects, Worrying About Test 

Results. Because both the AFP test and sonograms are 

performed at approximately 16 to 18 weeks gestation, first 

trimester women worried about growth and development of the 

baby throughout the remainder of the first trimester and 

well into the second trimester. 

Right now I'm really nervous about that blood test. 
I'm real nervous about that. I want the baby to be 
healthy. If it's not, that's a big dilemma whether or 
not to carry it to full term or have it aborted. I try 
not to think about it. It's too late. It's kind of 
hard not to. I have to know if it's O.K. (2,5,11, 
30-37) 

Wanting to Know What Baby Looks Like meant creating a 

mental picture of the baby and included speculating about 

the baby's sex. When subjects visualized body parts and 
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confirmed normal development during a sonogram, they also 

learned the baby's sex. Knowing what the baby looked like 

was significant because knowing the baby was healthy reduced 

uncertainty. 

I know I will be better in a few weeks after I find out 
if the baby's okay or if it's a boy or a girl. I want 
to know how big the baby is going to be, what it looks 
like, if it's going to have hair or not. Believe it or 
not that's one of my biggest concerns, I want a baby 
with a head full of hair. If it turns out bald, I know 
I won't be disappointed but I just want a baby with a 
head full of hair. (2,5,10,32-42) 

Anticipating Labor and Delivery is defined as a woman's 

inability to predict events or circumstances associated with 

labor and delivery and includes properties of Anticipating 

Pain and Compromising on Medication. Anticipating Pain is 

defined as the woman's prediction that there will be pain 

during labor and delivery. Compromising on Medication is 

defined as the woman's ability to reconcile the need for 

medication. All first trimester women were uncertain about 

the amount and kind of pain and whether pain medication 

would have an effect on the baby. 

The only thing I've ever worried about is pain. My 
tolerance for pain is really low. I think I was 
probably 15 years old I said I was going to adopt 
because I didn't want to go through labor. That was 
going to be my thing, I was going to adopt kids I 
wasn't going to go through labor and have all that 
pain. I didn't know about it from personal experience 
or anything, just from TV and seeing how people scream 
on TV and go all crazy. (1,9,17,24-39) 
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...just hearing the reality of it from other people. 
The reality of how difficult labor is, that labor is 
painful, and that to make it easier on yourself and for 
the delivery itself you may have something. (1,6,14, 
1-4) 

Second Trimester Uncertainties 

During the second trimester categories reflecting 

uncertainty included Diagnosing Pregnancy, Incorporating 

Pregnancy, Having a Healthy Baby, Tolerating Symptoms, 

Having a Normal Body Again and Anticipating Labor and 

Delivery (see Figure 2; see Appendix E). Incorporating the 

Pregnancy was the major second trimester event and completed 

the process of Diagnosing Pregnancy initiated during the 

first trimester. 

Incorporating Pregnancy is defined as the woman's 

ability to differentiate the baby from herself. The woman's 

ability to separate the baby from herself was accomplished 

when she was certain the baby moved. For some women feeling 

a flutter was sufficient. For others feeling the baby kick 

was a prerequisite to certainty. 

Seeing the ultrasound, it's hard to explain, of course 
that's your baby you're looking at but it's like on TV 
and that doesn't really sink in sometimes. But when 
you feel it, that's when you know. Just seeing it 
wasn't enough for me, it took a little bit more than 
just seeing it to believe it. I had to feel it. 
(1,10,14,31-39) 
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ANTICIPATING AN UNFAMILIAR EVENT 

TOLERATING SYMPTOMS 

HAVING A NORMAL 
BODY AGAIN 

ANTICIPATING LABOR AND DELIVERY 
Anticipating Pain 

DIAGNOSING PREGNANCY 
Self-Diagnosing Pregnancy 
Confirming the Diagnosis 
Believing I'm Pregnant 

INCORPORATING PREGNANCY 

HAVING A HEALTHY BABY 
Losing the Baby 
Worrying About Test Results 
Wanting to Know V/hat Baby Looks Like 

Figure 2. Second Trimester Uncertainties. 



86 

Although the second trimester woman was defined as one 

between 13 and 26 weeks gestation, not all second trimester 

subjects had incorporated the pregnancy at the time of 

interview. Figure 2 reflects the process of diagnosis and 

incorporation for all second trimester subjects. 

Incorporation was the difference between thinking and 

knowing, between assuming and comprehending, between 

speculating and perceiving. Integration was tha difference 

between uncertainty and certainty. 

During the second trimester Tolerating Symptoms was 

characterized by the woman's concerns about body aches and 

pains, ankle swelling, stretch marks, cravings and mood 

swings. As the gravida began to grow physically larger, she 

felt vulnerable and uncomfortable. 

I used to get really bad headaches at first, which I 
haven't gotten lately but now my bottom feels like it 
is going to come out. But they say going on your sixth 
month that you will feel that. They say in the book 
that they gave me at the doctor and it says on your 
sixth month it says don't be surprised if you think 
your bottom is going to come out. So I know that is 
normal. (1,7,3,3-12) 

When women experienced changes in their body shape and size 

and were unable to feel the baby move, ambivalence and 

uncertainty resulted. 

Just a couple weeks ago I went in for another 
ultrasound so I was further along and I hadn't felt the 
baby moving. I really hadn't felt anything. I just 
felt like a big blimp being bigger. I went in, I knew 
I was pregnant but.... (1,10,11,43-48) 
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As subjects grew physically larger concerns about their 

bodies returning to normal began to appear. Having a Normal 

Again is defined as the woman's desire to regain her pre­

pregnancy shape following delivery. 

When I first got pregnant I didn't know I was pregnant, 
and I tried a dress on and bought it. Two weeks later I 
tried the dress on and it didn't fit and I threw the 

• biggest fit, like the biggest baby. I was all excited 
because I bought it. Everything matched to the bone, 
down to the earrings, the dress, the shoes. I was in 
love with this outfit. That's going to be my goal now 
to get back into this dress after I have this baby. 
(1,10,8,41-46; 9,1-7) 

Having a Healthy Baby continued to generate uncertainty 

for all subjects during the second trimester. When women 

felt the baby move and received results of either a sonogram 

or blood tests, their uncertainty about having a perfect 

baby was eliminated, but their uncertainty about Losing the 

Baby continued to term. 

The blood work was done before the ultrasound, because 
I was really worried about seeing and making sure the 
baby had everything on him. That night when I looked 
at the video I was looking for toes, all the fingers 
and everything I could see... looking for a knee, 
everything I could find to assure myself that nothing 
was wrong. The blood work came back and everything was 
fine, everything was normal. I felt really good. 
(1,10,13,30-41) 

Women who were beyond 13 weeks gestation and by definition 

were in the second trimester of pregnancy but had not 

incorporated the pregnancy exhibited concerns of first 

trimester women. 
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Second trimester women Anticipating Labor and Delivery 

described their uncertain feelings about labor and delivery 

in the same manner as first trimester women. Their primary 

concern was pain. In contrast to first and third trimester 

women who were concerned about the effects of medication on 

the baby, no second trimester subject discussed the use of 

medication for pain relief. By the second trimester 

subjects had read and talked with others. The following 

statement by a second trimester woman reflects her 

understanding about additional sources of pain. 

The video really looked so real. She was screaming, 
and she said I'm ripping and it burns and she is 
yelling really loud and I'm.... I just quiver. I 
could feel the pain. There are ways to avoid the pain, 
different positions like squatting. I thought about 
doing that, but I guess when you do it that way your 
contractions are stronger and more intense. (1,10,19, 
32-47) 

Third Trimester Uncertainties 

Anticipating Labor and Delivery was the major third 

trimester event that generated uncertainty. Anticipating 

Labor and Delivery includes properties of Knowing When Labor 

Begins, Knowing When to go to the Hospital, Anticipating 

Pain and Defining Pain (see Figure 3; see Appendix F). 

Knowing When Labor Begins is defined as the woman's 

concern about her ability to identify the onset of true 

labor contractions. Unfamiliarity with the event and 
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ANTICIPATING AN UNFAMILIAR EVENT 

HAVING A HEALTHY BABY 
Losing the Baby 

ANTICIPATING LABOR AND DELIVERY 
Knowing When Labor Begins 
Knowing When to Go to the Hospital 
Anticipating Pain 
Defining Pain\ 

TOLERATING SYMPTOMS 

HAVING A NORMAL BODY AGAIN 

Figure 3. Third Trimester Uncertainties. 
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inability to recognize cues to labor onset made accurate 

identification of true labor difficult for the woman 

laboring for the first time. 

I'm concerned about going into labor....if I'm going to 
know I'm in labor or.... How can I say it....I hope I 
don't go too far into labor before I get to the 
hospital or anything but I'm not sure I'll be 
understanding what labor is going to be like...when it 
starts. ...when it's false ...and they send you back 
home.... I don't want to get out there until labor is 
progressing. (1,1,4,30-40; 5,4-14) 

Inability to confidently predict labor onset resulted in the 

woman's uncertainty about her ability to predict the 

progress of labor and when she should go to the hospital. 

Knowing When to go to the Hospital is defined as the woman's 

ability to decide when she needs to go to the hospital. 

You know what my biggest fear is, getting there too 
late. I am the type of person that will probably 
unknowingly wait to the last minute, because either I 
won't believe it or I won't notice it. I don't know, I 
have never been there, but maybe I'll be too mentally 
prepared and think oh, its nothing, its nothing. 
Nothing is wrong and all of a sudden here is this baby 
in the middle of my living room floor. I don't think 
I'll know that until I am actually there. Everybody 
that I have talked to has a different answer...for when 
it is time to go into the hospital. (1,4,13,30-45) 

Women who were anticipating an unfamiliar event wanted 

to postpone the decision to go to the hospital. Postponing 

the decision permitted women to remain in a familiar and 

safe environment as long as possible. 
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I'm always in control at home. In the hospital it's a 
different story. There are so many things that are 
happening and it's a different setting. Where you feel 
the safest is where you would like to be. I only have 
a 10 minute drive, and you know there's not going to be 
a snow storm or anything to stop us. (1,3,18,1-6; 
16-19) 

The third trimester woman's feelings about pain 

intensified as labor and delivery approached. Anticipating 

Pain is defined as the pregnant woman's prediction that 

there will be pain during the process of labor and delivery. 

I'm thinking about the pain I'm going to go through. 
That's the biggest thing in my mind. I don't want to 
die in there. From the pain... because I know...I'm 
sure there is going to be pain. I'm expecting pain but 
I'm curious about how bad it's going to be. (1,1,1,8; 
21-25; 2,11) 

Predicting characteristics of pain was difficult for 

all women, because the event was unlike anything they had 

previously experienced. Defining Pain is the woman's 

attempt to compare labor and delivery pain with a known pain 

from her personal experience. 

Everybody can tell you what pain is like but pain to 
each person is different. Everybody has their own 
threshold. You can't explain going to the dentist 
unless you've done it. (1,3,4,19-24) 

I just have a hard time imagining what the pain will be 
like. I try to get people to compare it to something, 
but they really can't so that is such an unknown. 
(1,2,1-2,43-44; 1-3) 

Having a Healthy Baby was a category of continuing 

concern for the third trimester woman. Feeling the baby 
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move was the primary indicator that the baby remained 

healthy. 

...even though I've made it this far there are still no 
guarantees. For awhile I would look at the clock and 
chart the movement. Which is another reason I try to 
suspend my expectations. It's superstition. I'm kind 
of afraid to buy the crib, the clothes, in case 
something happens. (1,2,10,21-23; 33-36) 

I know my body has been able to sustain this' baby for 
eight and a half months. But, I don't know if the baby 
will be able to sustain life without my body. If it is 
normal and healthy it will, if it isn't.... (1,2,12,5-
10 ) 

Tolerating Symptoms during the third trimester 

generated concerns about Having a Normal Body Again. 

Although the woman was willing to "share" her body during 

the first two trimesters of pregnancy, she was ready to 

"have it back to myself" by the third trimester. 

At the beginning of the pregnancy every day I would 
look in the mirror to see if I could tell I was 
pregnant yet. Now I look in the mirror and I'm 
thinking I can't wait for it to be gone and get back to 
my regular shape. And, my body is deformed in a 
way....it looks deformed. It's not that bad. I'm 
anxious to have it back to normal. I'm anxious to have 
my body back to myself. I'm sharing right now. 
(1,1,28,13-20; 29-38) 

I work out and it is important to me that my body looks 
very fit. This belly up here and knowing its going to 
be sagging down to the middle of my thighs when the 
baby comes. It will never be quite the same like it 
was. (1,2,19,13-14; 20-24) 
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Emerged Concepts or Basic Social Process 

Experiencing a first uncomplicated pregnancy is a 

process of permanent role change. Uncertainty was generated 

during pregnancy as the event was experienced for the first 

time. While the uncertainties associated with pregnancy 

itself were acute and self-limiting, the lifestyle change 

for the woman becoming a mother was permanent and 

irreversible. As women experienced uncertainties in each 

trimester of pregnancy, they depended on a social support 

system to explain unexpected events. Women simultaneously 

sought information about pregnancy symptoms through reading, 

videotapes and Childbirth Education classes. As women 

learned about the trimesters of pregnancy, they gradually 

realized their lifestyles were changing and would never be 

the same again (see Figure 4). 

Anticipating an Unfamiliar Event 

Anticipating an Unfamiliar event is a process of 

evolving uncertainties in which a woman pregnant for the 

first time is without a frame of reference to compare 

pregnancy with any previous life experience. The first 

trimester woman was excited and happy to be pregnant but 

frightened about the unexpected or unknown. 
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Preparing for Childbirth 

Figure 4. Uncertainty and Role Change in Normal Pregnancy. 
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With me I'm not too familiar with the pregnancy concept 
and to me this is my first time. It's hard to put into 
words. I'd know if you come back when I have my second 
one. I've never been this happy before, except on our 
wedding day. But no, there is nothing like it. 
(1,5,8,10-23) 

Each trimester generated new uncertainties. The second 

trimester mystique included a appraisal of the first 

trimester events and a retrospective review of events past. 

In the first trimester I was really more concerned 
about all of a sudden I'm pregnant. All these things 
spinning through my head, and I don't know what to do. 
I worried about so many things. Is the baby okay? Now 
that I'm more sure about the baby's health, I'm more in 
a hurry to get it out. (1,10,18,21-28) 

Uncertainty emerged during the third trimester, as the 

woman was preoccupied with feelings about labor and 

delivery. She was uncertain about what to expect. She 

wanted to feel a sense of accomplishment after birth, that 

she was able to "do it well." 

This may be strange but three or four years ago I ran 
this marathon, and I never did anything like that 
before, and there was a point I hadn't run a ten mile 
run and there was a lot of uncertainty, could I do it, 
how will my body feel, how would it respond. And the 
same sense of doubt, what's it going to be like, what's 
it going to be like when it's over, will I be able to 
do it, will I be able to do it well? There is that 
kind of athletic competitor in me with the labor and 
delivery too, to rise to the occasion. I want to do it 
well. Because to an extent it's an athletic ability to 
have a baby. (1,2,15,38-50; 16,9-14) 
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Changing My Lifestyle 

Changing My Lifestyle is a process of role change for 

the woman who is pregnant for the first time in which she 

exchanges a known self in a known world for an unknown self 

in an uncertain world (Rubin, 1984). The process of role 

change involved both physical and emotional changes within 

the woman. As the woman's body changed physically 

throughout the pregnancy, every significant social 

relationship also changed. The characteristics and meaning 

of uncertainty associated with role change differed by 

trimester. The first trimester woman was most concerned 

about losing her independence and the acquired 

responsibility associated with being pregnant. 

I know once the baby is born, well even now it's 
depending on me for everything. Once it's born it's 
going to really depend on me. Because right now I 
really don't have to worry about diapers or clothes or 
babysitters or doctor bills, just for myself and I've 
always been able to afford for myself. (1,9,3,38-46) 

Second and third trimester women were not only 

concerned about loss of independence but also the effect of 

a baby on their relationships with their husbands. Changes 

in social relationships were of more concern to subjects in 

this study than their concerns about their ability to parent 

successfully. 

There is another concern.... I guess that is just in 
terms of our relationship, of a baby and us. If two 
can still have fun and like each other when the third 
is crying all the time? That seems off in the 
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distance. I am a one at a time person. Let's have the 
baby first before we start worrying about how it is 
going to affect us. (1,2,17,17-31) 

To facilitate the change process the pregnant woman 

assumed responsibility for Taking Care of Myself. Taking 

Care of Myself is defined as the pregnant woman's 

recognition of the need to take care of herself mentally and 

physically to sustain the pregnancy. 

Taking care of myself... knowing what I know science 
wise or what doctors have told us, I'm not going to 
drink alcohol. I'm not going to smoke, because I know 
it is going to affect the baby. No one really knows if 
there is a tie in between if you have caffeine. I don't 
know, too much caffeine or what that garbage is that's 
out there now that can affect the baby. I think that 
could possibly be a factor in having a healthy baby. 
Not knowing exactly, I'm going to stay away from those 
things. (2,6,7,23-35) 

If I keep myself busy, I'm okay. I want to keep myself 
happy, not emotional. I feel if I'm happy the baby's 
happy then we are all happier. I keep myself busy when 
my husband's on nights. I come home and try to clean 
house and sometimes I will take a nap or go out to the 
stores, read a book. (1,7,20,45-48; 21,1-4) 

During the third trimester Taking Care of Myself was an 

illusion constructed by the pregnant woman to manage her 

uncertainty when anticipating labor and delivery. She 

accomplished Taking Care of Myself by Thinking Positively. 

Thinking Positively is defined as the woman's belief that an 

optimistic approach to labor pain will permit her to 

tolerate the ambiguity and uncertainty associated with an 

unfamiliar event. Although the pregnant woman stated she 

perceived uncertainty negatively and reflected ambivalence 
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in her approach to labor and delivery, she was able to 

creatively construct fantasies which permitted an optimistic 

view of the outcome. 

I still believe in the power of positive thinking and I 
know it sounds really strange but if I expect the 
worst, hope for the best, I'll be fine. It's walking 
into something that is unknown that creates fear and 
pain. It's when I don't expect something, that makes me 
freak out. (1,4,10,9-15) 

Although women who were anticipating labor and delivery 

would rather not have medication, they planned to accept 

medication if the pain became too intense. Compromising on 

Medication is defined as the woman's ability to reconcile 

the need for medication. Compromising on Medication 

required the woman to bargain with herself, between her need 

to reduce her pain and her need to protect the baby from the 

effects of medication. 

I just really want to see if I can do it [labor] on my 
own. I just want to see if I can do it, having more of 
a challenge. Women centuries back had no medication, 
nothing. I really would like to know that I can do it 
without anything. If it is too bad [pain] I may change 
my mind. (1,3,6,19-20; 25-36) 

Permanent change created uncertainty and ambiguity for 

all women. The perception of uncertainty or the amount of 

uncertainty and ambiguity generated by the change process 

varied with each individual. While feelings of uncertainty 

were perceived as threatening, uncertain feelings acted as a 

motivator for change. 



I would probably tend to have a negative feeling about 
the word uncertainty, and then I would check into it. 
That's when I tend to check into things and find out 
what it is. I think uncertainty probably scares most 
people. They're a few people who probably would be 
thinking all right but I want to have an idea of what 
is coming. Like I said, you feel uncertain or out of 
control. (1,3,15,13-21) 

Feeling uncertain is an uncomfortable feeling. Its not 
a comfortable feeling. It's positive because it makes 
you think about it, but its negative because it does 
create a negative feeling. If I don't have the answer, 
it causes fear. Then if I do have an answer for it I'm 
okay. Its, its, its not knowing.... (1,4,22,29-36) 

Structure Providers 

Women provided structure in their lives by educating 

themselves formally through Childbirth Education classes and 

informally through reading and watching videotapes. When 

the meaning of events in each trimester were clarified, 

uncertainty was generally reduced. A social support network 

consisting of both family and professional support persons 

provided expertise about the unexpected or unknown. During 

the third trimester, women were unable to reduce their 

uncertain feelings. The more information they received 

about labor and delivery and the pain associated with 

childbirth, the more uncertainties were generated. 

Preparing for Childbirth. Preparing for Childbirth is 

a process that provides structure and meaning to an 

unfamiliar event. Preparing for Childbirth includes Reading 
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About Childbirth and Taking Childbirth Classes and is 

defined as the woman's search for information to better 

prepare herself for an unfamiliar event. Reading About 

Childbirth is defined as information obtained from pregnancy 

literature, videotapes or movies. Taking Childbirth Classes 

is defined as information obtained through a Childbirth 

Education Class and is primarily a third trimester event. 

Little interest was generated in classes during the first 

two trimesters, because labor and delivery was still too far 

in the future. 

During the first trimester the woman searched for 

information about the meaning of physical symptoms. Women 

reduced uncertainty by confirming that symptoms were a 

normal part of pregnancy. Searching for information 

permitted a woman to predict what she could expect 

throughout the pregnancy. 

I am vague, unclear, uncertain. If I wasn't I wouldn't 
be doing all this reading. It is positive because it 
has forced me to educate myself about what is happening 
to my body. But then again, on the other hand it is 
negative that I had to do this because I feel that this 
should be part of my medical care. (1,4,22,3-12) 

The search for information during the second trimester 

continued and included information about fetal development 

and the circumstances surrounding labor and delivery. With 

information the pregnant woman was better able to predict or 

anticipate events for the remainder of the pregnancy. While 
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information about the baby was fascinating, information 

about the delivery was disturbing, creating new uncertainty. 

Because labor and delivery was perceived as the most 

frightening event of the third trimester, the woman searched 

for information about this event in an attempt to predict 

the kind and amount of pain and the medical techniques 

related to delivery. Some information increased her ability 

to manage events which allowed her to prepare in advance and 

reduced uncertainty, but new information obtained from the 

Childbirth Classes made her aware of events she had not 

previously considered, shattering her illusions and 

increasing uncertainty. 

After the second Lamaze class, I was wondering maybe if 
it was a mistake to take the Lamaze classes. I had 
been a real advocate along the way and couldn't wait 
till we got started and I liked the idea of preparing 
for childbirth. The more information the better. And 
yet for some reason I came out of the second class more 
frightened than I had ever been. (1,2,8,13-26) 

I'm glad I know what to expect. I think I did know, in 
the back of my mind, there was going to be pain. I'm 
sure I probably knew that. But I had myself convinced 
it wasn't going to bother me. Which now, I'm back to 
the point that I think it's going to bother me. We'll 
see how that goes.... (1,1,39,14-24) 

Depending on Social Support. Depending On Social 

Support, a category common to all three trimesters, is 

defined as the trust placed in significant others during a 

new and unpredictable experience, a first pregnancy. Social 
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support persons included family members, friends and the 

pregnant woman's husband. 

Depending On Family Support is defined as the social 

support provided by immediate family members other than the 

husband. Depending On Friends' Support is defined as the 

social support provided by individuals other than the 

immediate family. Depending On Husband Support is defined 

as the social support provided by the pregnant woman's 

husband. Family members provided support by reassuring the 

pregnant woman her symptoms were normal in the first 

trimester. 

The book gives you the information but I think I needed 
that reassurance that it was okay that women do 
experience things like this. My mom is a voice and she 
tells me. Now I can sit there and read the book and 
the book can tell me everything but it's just knowing 
that my mom is a person. I don't have to read she just 
tells me hey, that is normal. Then I can reassure 
myself with this book. (1,5,18-19, 46-49;5-12) 

During the second trimester family members encouraged the 

pregnant woman to take care of herself and referred her to 

the doctor. Medical expertise was not expected from family 

members. 

Although friends recalled "horror stories" which 

increased the woman's uncertainty, friends provided a 

positive support system by encouraging the woman to care for 

herself and by inquiring about the baby's health. 



This is my ninth week. Everything still new is but I 
have close friends all around me who have either just 
had a baby or are pregnant. I have been picking up 
some things from them, understanding what is going to 
be happening, starting to do some reading. (1,6,1,7-13) 

The pregnant woman looked for information about third 

trimester events, including labor and delivery, from more 

experienced women. She wanted to know in advance what she 

could expect. If family members were available and 

knowledgeable, she preferred their support. If family were 

not available or knowledgeable, she depended on friends or 

professional support persons to provide reliable 

information. 

Some people told me labor was just nothing, to them it 
was just so easy. My cousin said she just puffed her 
out on the table and I said when's the next one? And 
then you hear these horror stories like my 
sister-in-law who slapped my poor brother's face; she 
was like don't ever do this to me again. (1,3,4,27-35) 

During the first trimester the husband demonstrated his 

support by expressing concern about her health. In the 

second trimester he tolerated her mood swings and was 

interested in attending doctor's appointments. The husband 

provided third trimester support by attending prenatal 

classes and by stating that he planned to be present during 

labor and delivery. The woman expected her husband to 

intercede with professional support persons during labor and 

delivery, if she was unable to do so. 
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My husband will be there. I will have some one in the 
room with me, who loves me and cares about me and who 
knows me inside and out; he'll make up for the doctors. 
I'll yell back if he's too mean to me. (1,2,7,31-37) 

Depending on Professional Support. Depending on 

Professional Support reflected the gravida's need to have 

trustworthy specialists, both doctors and nurses, available 

to provide reliable medical information and support during 

pregnancy. This category includes Depending on the Doctor 

and Depending on the Nurse. 

Depending on the Doctor is defined as the pregnant 

woman's expectation that the doctor will provide competent 

medical care during pregnancy. In the third trimester 

Depending on the Doctor expanded to include properties of 

Being Competent and Providing Information. Being Competent 

is defined as the gravida's expectation that doctor will be 

available during labor and delivery to use his or her 

medical expertise. Providing Information is defined as the 

pregnant woman's expectation that the doctor will explain 

the events and circumstances surrounding pregnancy, labor 

and delivery. 

The doctor was perceived as the head of the medical 

team who would make the critical decisions about the woman's 

health care needs. Initial contact with the physician's 

office was made following a friend or family member's 
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recommendation. Selection of a physician was based upon his 

or her reputation for competence and on the woman's feelings 

of "comfort" during the office visit. 

I think my physician is competent, because before I 
chose him, I talked to a lot of the nurses trying to 
feel for what kind of doctor he is, is he good or bad. 
I thought that was more reliable to get information 
from the nurses that I knew were competent because I 
worked with them so I kind of went on their judgement. 
(1,3,9-10,49-52 & 1-7) 

During the first trimester the function of professional 

support persons was to confirm the woman's self-diagnosis, 

to provide pregnancy information and to establish a trusting 

relationship. The second trimester woman expected the 

doctor to provide information and medical expertise not 

available through friends and family. When the doctor gave 

the pregnant woman the impression her questions were 

important, the doctor was saying, "You are important." When 

the doctor was impatient or did not anticipate her needs by 

providing medical information, the pregnant woman lost 

confidence in the doctor's expertise. 

One thing doctors have a tendency to do to you when 
you're pregnant. They say "Congratulations. Next." 
Wait a minute. Time out. Back up. What kind of 
changes am I going to expect? I am not a number. I AM 
NOT a number, sit down and explain this to me. 
Ignorance is not bliss. I don't know the right 
questions to ask. (1,4,1,12-20) 

During the third trimester the pregnant woman expected 

the doctor to anticipate her questions, be encouraging 

rather than intimidating and be competent in managing the 



106 

events of labor and delivery. The third trimester woman was 

concerned that labor and delivery would become an event that 

belonged to the caregiver rather than to the woman. 

They say I've seen so and so, but so and so delivered 
the baby. That makes a lot of sense; here comes 
someone strange you've never seen before. There was 
nothing about you they knew except from looking at your 
chart for a few seconds... I'll probably be asking 
where is my doctor and here comes this other doctor. 
But, I do know there's that chance. I think I feel the 
whole health care system is kind of disappointing. 
(1,3,11,3-10; 23-33) 

A bigger unknown is what my doctor will be like. Will 
he be demanding or will he be yelling at me? Will he be 
a good coach? I don't know. (1,2,1,31-35) 

You just feel you are not in control, even though it is 
happening to you. This is your baby. It's like things 
are happening where they [caregivers] are taking 
charge; it's their baby for a while. You get this 
feeling of losing control. (1.-3,12,21-28) 

The nurse was perceived as a teacher and empathetic, 

caring professional. Pregnant women trusted the nurse to be 

a reliable source of information. Women asked the nurse 

questions, because they felt more comfortable and less 

intimidated by the nurse than by the doctor. Depending on 

the Nurse is defined as the pregnant woman's expectation 

that the nurse will be available and provide reliable 

information about healthy pregnancy behaviors. 

I called the nurse when I was really curious about 
breastfeeding. I also called her about medications I 
could take when I was sick. I sometimes wish she was 
my doctor. She is so easy to talk to. I feel 
comfortable with her. Even if she is in a hurry, she 
makes you feel like she wants to hear what you have to 
say. It makes me feel comfortable. I told the nurse I 
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wanted to talk to the doctor, but he seemed so busy. 
She just nodded and told me to call her if I had any 
questions. But she isn't going to be the one who helps 
to deliver the baby. I would like to have a 
relationship with him to feel comfortable, if he is 
going to deliver the baby. (2,10,2,1-18) 

Summary 

This chapter describes characteristics of the sample 

and explains how data was coded and categorized. 

Theoretical sampling of subjects from each pregnancy 

trimester and constant comparative analysis of data within 

and across trimesters explains uncertainties that exist 

within each trimester. Women's descriptions of their 

uncertainties are presented to explain the meaning of 

uncertainty to women experiencing the process of permanent 

role change resulting from a first uncomplicated pregnancy. 
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CHAPTER 5 

CONCLUSIONS 

This chapter presents conclusions related to the study 

findings, the conceptual orientation and previous studies. 

Limitations of the research, recommendations for future 

research, and implications for nursing complete the chapter. 

Findings Related to the Literature 

and Conceptual Orientation 

Ten English-speaking, Anglo, married women between the 

ages of 19 and 35 were interviewed to explore the phenomenon 

of uncertainty within the three trimesters of a first 

uncomplicated pregnancy. Three subjects represented each of 

the first two pregnancy trimesters and four subjects 

represented the third trimester. 

Three first trimester women between 8 and 12 weeks 

gestation expressed uncertainty about the pregnancy 

diagnosis, symptoms associated with the first trimester, 

having a healthy baby, anticipating labor and delivery and 

the constant change required in their lifestyles. In the 

category labeled Tolerating Symptoms all three women 

expressed concerns about one or more of the following 

symptoms: weight gain, morning sickness, aches, pains, 
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fatigue, loss of appetite or cravings, headaches and 

crankiness. Uncertainty resulted from women's lack of 

experience with the symptom pattern. Because they were 

experiencing an unfamiliar event, they could not attach 

meaning to symptoms and did not know whether symptoms were 

normal or a sign of illness. 

Inability to recognize a symptom pattern was initiated 

during the process of Diagnosing Pregnancy. Women suspected 

they could be pregnant, because they felt differences in 

themselves or missed a menstrual period, but they were not 

sure about their self-diagnosis. Women who were not 

actively trying to become pregnant did not perceive cues or 

symptoms and were unaware they were pregnant until the 

diagnosis was confirmed by the doctor's office. 

The diagnosis of pregnancy was confirmed through a 

physical and ultrasound examination which resulted in women 

accepting the diagnosis without integrating it. As the 

first trimester progressed and physical symptoms intensified 

or women grew physically larger without feeling fetal 

movement, they became more uncertain about the meaning of 

symptoms. 

Having a Healthy Baby became a major concern for all 

three women, as each woman read about dangers to the baby 

during the first trimester and were offered the option of 

having an AFP test. Friends and relatives told women about 



110 

the possibility of miscarriage, and one subject "spotted" 

which reinforced her fears about losing the baby or having 

an imperfect baby. Subjects expressed interest in knowing 

the sex of the baby, because they could plan ahead and 

decorate the nursery appropriately. One subject suggested 

the significance of an ultrasound examination was related to 

learning that the baby was perfectly formed rather than 

knowing the baby's sex. 

All first trimester subjects were concerned about pain 

when Anticipating Labor and Delivery. They knew there would 

be pain, but they had difficulty describing the 

characteristics of pain. Subjects were aware that 

medication was available and that medication could affect 

the baby. Although pain was a concern, subjects were "not 

totally concentrating on it," because other issues took 

priority during the first trimester. 

Changing My Lifestyle meant uncertainty for first 

trimester women. One subject described the change process 

as an "evolution of becoming a mom." They acknowledged 

change in their bodies, but were most concerned about 

changes in their social relationships. All women confirmed 

symptoms with their mothers, because they were "experts" and 

knew what was normal. Women became aware that they related 

to other women who had children with a "keener interest." 



Ill 

Women expressed ambivalence about changing 

relationships with their husbands. Husbands who acted more 

responsibly by spending less money or monitoring how well 

women cared for themselves were perceived favorably by some 

women. Others felt constrained by the constant supervision. 

Subjects wanted to make sure they "did everything right," 

because they did not want to feel "at fault if something 

went wrong." 

First trimester women were most concerned about their 

loss of freedom and independence. They accepted 

responsibility for taking care of themselves to compensate 

for the growing baby, but watching their diets became 

"tedious." One subject expressed inability to do what she 

wanted as "aggravating." All women realized they were 

involved in a change process that was permanent and 

irreversible, but not all women perceived the ramifications 

of the change. One subject expressed this best when she 

said: 

I'm already cautious of what I eat, what I do and 
things like that. Not being out in the heat but making 
sure I don't get overheated, dehydrated. People say 
the minute you have your baby you can have a glass of 
wine or you can celebrate and have a glass of champagne 
but I'm going to breastfeed so there is at least 
another 3,4 or 5 months that you still have to watch 
what you eat and what you do. (1,6,17,12-24) 

First trimester women described their uncertain 

feelings as worries or concerns. They stated they felt 
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vague, unsure, bothered, fearful or scared and anxious. 

While women repeatedly expressed that they did not know what 

to expect, because everything was so new, they stated they 

were both nervous and excited at the same time. They 

expressed happiness with the diagnosis, described pregnancy 

as a "miracle" and were impatient with nine months of 

"waiting." 

Three second trimester women between 13 and 26 weeks 

gestation remained uncertain about the pregnancy diagnosis 

until the pregnancy was incorporated. Normalcy of their 

symptoms rem-ained a source of uncertainty as did their 

anticipation of labor and delivery. The most significant 

sources of uncertainty during the second trimester were the 

events of pregnancy incorporation and having a healthy baby. 

Incorporating Pregnancy became a process of emotional 

investment in the pregnancy based upon an event, fetal 

movement, rather than upon the number of weeks of gestation. 

Two of the three subjects interviewed were between 20 and 26 

weeks gestation and had completed the process of 

incorporation. One second trimester woman, interviewed at 

16 weeks gestation, had not incorporated the pregnancy and 

had the same uncertainties as first trimester women who were 

Diagnosing Pregnancy. She was not certain she was really 

pregnant. 
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Tolerating Symptoms became a source of ambivalence and 

uncertainty, as women's bodies expanded without confirmation 

of fetal movement. Women described initial feelings of 

quickening as "weird, like gas" or a "flutter," but they 

were not able to invest themselves emotionally in the 

pregnancy until they felt a "kick." One subject expressed 

her perception of incorporation when she said, "Someone 

tells you that you are pregnant, but it's hard to come to 

terms with the idea." Fetal movement helped women come to 

terms with reality. Another subject explained how she 

expected to feel when the baby kicked, "I think I will feel 

like a mom instead of a woman who is pregnant." 

As women invested in the pregnancy emotionally, losing 

the baby, having an imperfect baby and creating a mental 

picture of the baby became more significant. Uncertainties 

about Having a Healthy Baby persisted from the first 

trimester until women received results of blood tests to 

determine normalcy of the baby and had a second sonogram to 

monitor the baby's growth and development. 

The meaning of uncertainty to second trimester women 

intensified, as they experienced fetal movement without 

knowing if the baby was perfectly formed. During the second 

trimester ultrasound women were able to visualize the baby's 

size and identify fingers, toes, a knee, an elbow and the 

head. Fetal activity and the baby's wholeness confirmed 
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health. One subject expressed her relief at seeing "the 

baby growing normally, gaining weight and everything moving 

and working." 

As soon as second trimester women were certain their 

baby was healthy, their concern with symptoms shifted from 

body aches and pains, cravings, ankle swelling and gaining 

weight to symptoms related to Having a Normal Body Again. 

Women became concerned about stretch marks which would never 

go away and which were perceived as changing their body 

image and therefore affecting the relationship with their 

husbands. 

Incorporating Pregnancy resulted in a second trimester 

lifestyle change that had its greatest effect on the couple 

becoming a family. Subjects worried about the baby "getting 

between us." Being a family meant "worrying about the cost 

of things," "staying home more" and "being more responsible" 

because there was "a whole other person." Even subjects who 

viewed change positively acknowledged uncertainty associated 

with becoming a family: 

There will be a lot more responsibility that I will 
have to take on. I still can be irresponsible 
sometimes; I can't do that anymore. Even being 
married sometimes I feel irresponsible a lot of times. 
My husband worries about everything. I don't worry 
about it. I can't do that anymore, being 
irresponsible. You have someone else to think about 
instead of yourself now. It's not just me, it's not 
just my husband now, it's a whole other person too. 
(1,10,5,1-13) 
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Pain continued to generate uncertainty in all three 

second trimester women Anticipating Labor and Delivery, but 

pain management and alternate methods of delivery were added 

to the list of uncertainties. Women contemplated 

"squatting" to deliver, cesarean delivery and an the 

benefits of "natural" birth. 

Second trimester woman described their uncertain 

feelings in much the same manner as first trimester women. 

They recalled threatening aspects of uncertainty by 

referring to events or circumstances during the second 

trimester as vague, unfamiliar and unpredictable. They 

recalled "weird thoughts" that were "scary" and stated they 

had "fears" that made them feel "anxious." Once quickening 

occurred, subjects were more optimistic about the outcome. 

They were "impatient" to get on with the pregnancy and were 

"excited" and "happy." 

The major uncertainties expressed by four subjects 

between 27 and 40 weeks gestation were generated by labor 

and delivery. Anticipating Labor and Delivery meant 

anticipating an unfamiliar experience. They were without a 

frame of reference to compare this experience with any 

previous life experience. Women anticipated pain, but they 

could not define pain and were ambivalent about their 

ability to manage pain. Movies, videotapes and stories of 

other women's experiences terrified them destroying any 
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illusions they created. Taking medication for pain required 

a compromise, because they were uncertain about the effect 

of medication and the delivery process on the baby's health. 

Women were uncertain about the symptoms of labor onset 

and when they should go to the hospital. They were not 

certain they would be able to differentiate Braxton-Hicks 

contractions from contractions that signal the onset of true 

labor. 

In addition to Braxton-Hicks contractions, Tolerating 

Symptoms for third trimester women meant backaches, a 

"wabble walk," "rolling over" to get up, ankle swelling, 

weight gain and a protruding abdomen. One third trimester 

subject expressed feelings of vulnerability when she 

described an abdomen that protruded "close to the sink" when 

doing dishes and was "an inch away from the wheel of the 

car" when driving. 

Having a Healthy Baby meant protecting the baby 

throughout the third trimester and through labor and 

delivery. Women who felt exposed and unprotected, did not 

feel they could protect their unborn children and were not 

certain the baby could live independent of their bodies. 

Third trimester women worried about damage to their 

bodies during labor and delivery. Having a Normal Body 

Again referred to women's uncertainty about the effects of 

pregnancy on their body images. Women were not certain 
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their bodies would return to normal, after pregnancy, labor 

and delivery. While all four third trimester women were 

concerned about becoming mothers, subjects in this study 

were more concerned about the effect of a new baby on other 

social roles. 

I figure internally everything will get back together. 
I worry about the external. I want to feel sexy, I 
want to wear clingy clothes, and I don't want to wear 
sweat suits. Even if nobody sees me but me... just to 
know that I'm not going to be a breast feeder but to 
still fit into slinky nighties. It's been so many 
years I have been perfecting certain roles, I don't 
want to give that up. (1,2,19,29-44) 

All four third trimester women had strong feelings 

about labor and delivery that clearly overshadowed any 

uncertainty women felt about Changing My Lifestyle and 

becoming a mother. By the end of the third trimester women 

were ready to have the pregnancy end. They were tired of 

waiting, tired of having their bodies stretched to the 

limit, eager to get back into their "jeans" and anxious to 

see and touch the baby at delivery. 

Women in the third trimester clearly expressed 

threatening aspects of uncertainty. They referred to 

uncertain feelings as "bad," or "negative" feelings that 

were "nerve-racking" and "uncomfortable." Women referred to 

events or circumstances as "unpredictable," "vague," 

"ambiguous," and "unclear." While women were curious about 

the unknown, uncertainty made them feel "out of control." 
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Uncertain feelings were positive because "not knowing" was 

an intolerable state and forced women to search for 

information to reduce their uncertainty. 

Feeling uncertain is an uncomfortable feeling. Its not 
a comfortable feeling. It's positive because it makes 
you think about it, but its negative because it does 
create a negative feeling. If I don't have the answer, 
it causes fear. Then if I do have an answer for it I'm 
okay. It's not knowing.... (1,4,22,29-36) 

Mishel (1988) suggests uncertainty within the illness 

experience is generated, when an event is unfamiliar. The 

patient is unable to draw from previous experience, and 

therefore does not know what to expect. In this study all 

ten subjects experienced ambiguity and uncertainty during 

each pregnancy trimester, when anticipating an unfamiliar 

event. Unlike the ill patient, however, uncertainties 

evolved by trimester and were resolved by trimester as the 

pregnancy progressed. When compared with the uncertainty 

experienced by patients with chronic, long-term illnesses, 

such as King and Mishel's lupus patients (1986), uncertainty 

in pregnancy is short-term, acute and self-limiting. 

Rubin (1984) reports each pregnancy and each 

childbearing experience is different for the same woman. 

The contributions of one partner to the other in this shared 

experience are asymmetrical. The woman is placed in the 

role of giver and the child in the role of recipient. 

Pleasure is produced only if there is an appreciative and 
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receptive partner in the act. Without feedback from the 

child, maternal behaviors are uncertain. 

Women first experience uncertainty with the pregnancy 

diagnosis as described by Patterson, Freeze and Goldenberg 

(1986). A process of self-diagnosing, confirming and 

accepting the pregnancy diagnosis occurred with all 

subjects, as they attempted to resolve uncertainty 

associated with the major first trimester event. 

When second trimester women in this study incorporated 

pregnancy, they progressed on their own time table. Of the 

six subjects who represented the first two trimesters, two 

did not perceive pregnancy as a reality (Lumley, 1982) until 

well into the second trimester. One subject clearly 

described the process of incorporation as she imagined it 

would be, when she was only 10 weeks pregnant. Dividing 

normal gestation into trimesters by weeks clearly is not as 

relevant as indexing a pregnancy by pivotal events. 

Movement of the fetus or "quickening" confirmed the reality 

of pregnancy for all subjects and is well documented in the 

literature (Lederman, 1984; Leifer, 1980; Mercer, 1986; 

Rubin, 1984; Sandelowski, 1988). 

When Light and Fenster (1974) and Leifer (1980) asked 

women to list their pregnancy concerns, health of the baby 

was a primary concern for all women. No subject reflected 

"disengagement," or failure to incorporate the pregnancy, as 
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a result of the use of ultrasound reported by Sandelowski 

(1988). Ultrasound technology enhanced fetal attachment in 

all subjects, as Kohn, Nelson and Weiner (1980) found but 

did not generate anxiety. To the contrary, all subjects 

looked forward to the ultrasound during the second trimester 

(Reading and Cox, 1985), as it confirmed the baby's health. 

Throughout the trimesters of pregnancy the physical 

symptoms characteristic of each trimester (Leifer, 1980; 

Lederman, 1984; Rubin, 1984) were confirmed repeatedly by 

subjects in this study. Uncertainty was generated in all 

ten subjects as new symptoms appeared. Because the symptoms 

of pregnancy were being experienced for the first time, 

women were unable to perceive a symptom pattern. Inability 

to form a cognitive structure and attach meaning to their 

symptoms resulted in uncertainty. As the symptom pattern 

became clear or was confirmed as normal, a cognitive 

structure was formed and uncertainty decreased. 

Mishel (1988) suggests doctors and nurses reduce 

perceived uncertainty directly by interpreting ambiguous 

events or indirectly by clarifying a symptom pattern. Rubin 

(1984) suggests the vigilant, competent, knowledgeable 

doctor is the major source of help in ensuring safe passage 

for the pregnant woman and her child. When the professional 

staff does not know her or her situation, threats to 

survival and intactness are increased. 
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Results of this investigation suggest the nurse is the 

caregiver directly responsible for reducing the pregnant 

woman's uncertainty both directly and indirectly. Each 

third trimester subject worried that her physician would be 

"out-of-town" and unavailable for the delivery. These 

concerns generated fears that a new doctor who "does not 

know me" would deliver the baby. Women conceded their 

physicians were "competent," but lacked the interpersonal 

skills expected of professional support persons, a finding 

noted by Leifer (1980). By their omissions physicians 

generated uncertainty rather than reduced it. 

Rubin (1984) suggests because there is a danger or 

threat to body integrity when the pregnant woman is "seeking 

safe passage," personal reports of other women do increase 

uncertainty and anxiety. Women regulate the level of 

anxiety by reducing input from books, magazines, or other 

women (Rubin, 1984). Mishel (1988) suggests patients search 

for information to provide structure and meaning for an 

unfamiliar event. 

Every woman in the study purchased books in addition to 

those provided by some office nurses. The search for 

information began early in the first trimester and continued 

into the third trimester. All four third trimester subjects 

either attended or planned to attend Childbirth Education 

Classes to prepare for the unpredictable events of labor and 
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delivery as did Leifer's (1980) and Stolte's (1987) 

subjects. 

First and second trimester subjects regulated their 

uncertainty (Rubin, 1984) by selectively eliminating "old 

wives tales" repeated by friends and relatives. However, 

three of the four subjects who attended Childbirth Education 

classes were unable to reduce the uncertainty generated as a 

result of information obtained from movies and lectures. As 

the films demonstrated laboring women, the reality of the 

pain experience became clear, shattering any illusions women 

may have held. Although childbirth educators included pain 

relief information in the class content, women were so 

emotionally involved in trying to define and describe 

anticipated pain, they were unable to focus on methods to 

relieve pain. 

All four third trimester women in the study described 

their uncertain feelings as "bad." Yet, three of the four 

women said "thinking positively," a problem-focused coping 

strategy (Folkman et al., 1986), was their most effective 

coping strategy as they anticipated labor and delivery. 

Two of the four third trimester subjects used the words 

"having a challenge" and "doing it well" to describe how 

they wanted to manage their labor and delivery experience. 

Because the uncertainty associated with pregnancy may be 

described as low level (Mishel & Sorenson, 1991) when 
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compared with uncertainty generated in chronic and long-term 

illness, it is quite possible that the coping strategy, 

"Focusing on the Positive," is effective in reducing, 

distress for third trimester women anticipating labor and 

delivery. 

One woman described her plans to cope by "letting go" 

during labor and delivery, so that she would be free to 

respond to her body creatively which would support Mishel's 

(1990) work describing the optimistic view of uncertainty. 

Lederman (1984) and Breen (1975) suggests childbearing is a 

creative act, and creativity implies active participation, a 

willingness to explore the unknown, to withdraw, to brood, 

to be introspective, to be alone. The creating person 

tolerates ambiguity. Rubin (1984) reports starting and 

stopping of labor demonstrates the conflict between holding 

on and "letting-go" in the last trimester. The double 

jeopardy results in feelings of uncertainty and ambiguity. 

The transition to parenthood is a psychological process 

of unfolding (Lederman, 1984) or restructuring (Mercer, 

1986) that requires a change in perception of self, of 

relationships and of the world. Rubin (1984) reports 

acceptance of the pregnancy requires an awareness of 

personal sacrifices and a willingness to let go of personal 

pleasures. It is in the reordering of priorities that a 

mutual acceptance occurs. Mercer (1986) suggests 
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restructuring of the woman's relationship with her own 

mother allows her to accept the infant's dependency needs. 

Subjects in this study clearly reflected ambivalence 

and uncertainty, as they transitioned from an independent 

lifestyle to one that included a baby. As subjects 

acknowledged the dependency needs of the fetus, they 

gradually realized their relationship with the growing baby 

affected all other social relationships including the 

relationship with their spouse. Subjects recognized their 

world had changed and would never be the same again 

supporting Rubin's (1984) finding that a woman occupies a 

different space with a different self-system with each new 

experience. 

Limitations of the Study 

Results of this investigation cannot be generalized to 

populations other than middle to high income, Anglo women 

experiencing a first pregnancy without complications within 

the geographic area in which the study was conducted. 

Although all subjects met the established criteria for 

inclusion in the study, the sample is not representative of 

the population in which the subjects live. All subjects 

live and work in a community that is largely Mexican-

American. Because the rate of acculturation has increased 
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in recent years, it is unlikely that any sample from this 

geographic area is culturally pure. 

The small sample size also limits generalizability. 

Although small samples are usually found with qualitative 

studies, additional saturation of major categories in each 

trimester would further clarify the meaning of uncertainty 

to healthy subjects. 

A third limitation involves the availability of health 

care facilities in this geographic area. While there are a 

number of obstetricians from which women can choose, there 

is only one hospital in which women can deliver. 

Ambivalence expressed by subjects may reflect women's 

frustrations with the absence of a choice rather than with 

the pregnancy experience. 

A related issue is the limited availability of 

Childbirth Education Classes. Although classes are offered 

on a regular schedule, they are offered only through the 

health care facility. The philosophy and content of classes 

may reflect what is permitted by the institution rather than 

what would be possible, if independent locations were an 

option. 

Recommendations for Future Research 

Of particular importance during the second trimester 

were self reports of increasing uncertainty among all six 
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first and second trimester subjects, as they became aware of 

the recommended diagnostic blood work and its implications. 

Not only did subjects in this study manifest uncertainty 

related to testing, but also their uncertainty persisted 

until approximately 20 weeks gestation, when the tests were 

actually performed and results confirmed the baby's health. 

No research examines the significance of blood tests, such 

as the AFP, glucose tolerance, toxoplasmosis and others to 

the pregnant woman, and whether or not nursing support 

during the antepartal period mediates the uncertainty 

resulting from the tests. 

Sandelowski (1988) suggests a "technological voyeurism" 

has resulted from the use of ultrasound scans resulting in 

fetal disengagement rather than attachment, a finding not 

supported by this study. The fact that women may rely on 

the certainty of machine rather than the subjective 

information provided by their own bodies merits further 

investigation as does the concept of fetal attachment 

(Mercer et al., 1988). 

Women's perceptions of physicians changed radically 

from positive attitudes in early pregnancy to negative 

feelings by the third trimester and mirrors Leifer's (1980) 

findings. Leifer (1980) subjects were critical about the 

lack of information provided by the physician and the 
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impersonal way they were treated, identical feelings 

expressed by subjects in this study. 

Unlike subjects' perceptions of the physician, the 

office nurse was perceived as caring and compassionate by 

eight of the ten subjects in this study. The nurse "spent 

time," "returned telephone calls," "listened" and made 

herself available for questions during and between 

appointments. Subjects felt "comfortable" with the nurse. 

One subject referred to the nurse as a "professional" and 

another used the term "qualified," when describing 

characteristics of the office nurse. Future research needs 

to differentiate between the significance of perceived and 

received support to the pregnant woman. 

Mishel (1988) suggests individuals appraise uncertainty 

through inference or illusion. From the interviews with 

subjects in this study it is not clear whether their 

appraisal process is one of illusion generation which would 

maintain uncertainty or the result of probabilistic thinking 

which results in an optimistic perception of uncertainty. 

Perhaps the appraisal process is unique to each woman 

depending upon her cultural orientation. Further 

investigation of uncertainty appraisal would benefit nurses 

in defining the type of support most important to the 

pregnant woman. 
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A tool to index uncertainty within a normal first 

pregnancy needs to be developed. However, in view of the 

number of variables within each trimester affecting 

uncertainty appraisal and the difficulty in describing the 

characteristics of these variables, further qualitative 

research is recommended before quantitative methods are 

initiated. 

Nursing Implications 

Because women in a first, uncomplicated pregnancy view 

themselves as healthy rather than ill, a finding supported 

by numerous researchers (Breen, 1975; Lederman, 1984; 

Leifer, 1980; Mercer, 1986; Rubin, 1984), the clinical 

practitioner's primary role is to support that view of 

pregnancy within each of the trimesters. By encouraging 

women to make independent decisions throughout pregnancy, 

the nurse encourages the primigravida to retain control of 

her experience, a major concern of women in this study. 

Results of this study reflect third trimester 

uncertainties related to anticipated hospital procedures and 

the client physician relationship. Nurses may need to 

provide support by functioning as a mediator between 

physicians and their patients. A change in hospital 

staffing patterns may reduce women's concerns by providing 

greater continuity of care. Self-contained maternity units, 
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where women are admitted and discharged from the same unit 

and where care is provided by the same nurse throughout the 

woman's experience, would provide that continuity of care. 

As a childbirth educator, the nurse is responsible for 

providing information and support based on validated 

concerns of pregnant women. Based on the findings from this 

study, nurses need to re-evaluate either the audiovisual 

materials used in third trimester childbirth classes or 

provide explanations and support at the time films are 

shown. Rather than reducing uncertainty by educating women 

about what to expect during labor and delivery, uncertainty 

increased as a result of the information provided and was 

seldom mediated prior to hospital admission. 

First and second trimester women in this study 

perceived the office nurses as their major source of 

information and support within the health care system. 

Women called the office nurses frequently between 

appointments to confirm information they read from books or 

to solicit information about how to take care of themselves. 

This suggests women either needed the structure and support 

provided by the office nurses or would benefit from 

childbirth classes designed to meet the needs of first and 

second trimester women. Perhaps some of the uncertainties 

surrounding both the unexpected blood work and ultrasound 
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scans could be anticipated and addressed, if classes were 

offered by trimester. 

Of particular interest to the nurse researcher is the 

identification of uncertainties by trimester and the meaning 

of uncertainty to women in each trimester of a normal event. 

Data obtained from this study labels "concerns" or 

"worries" identified by other researchers as uncertainties, 

and further suggests that characteristics of uncertainty 

within a first, uncomplicated pregnancy are similar to 

characteristics of uncertainty within the illness 

experience. Lastly, in addition to education, the data 

identifies professional support and social support as the 

structure providers for the woman experiencing a first 

uncomplicated pregnancy. 

Summary 

Conclusions related to the study findings are based 

upon a conceptual orientation that views pregnancy as a 

normal, challenging developmental process of rapid role 

change. Results of this research are compared to prior 

studies and selected elements of Rubin's (1967a, 1967b, 

1984) theory of maternal role attainment and to Mishel's 

(1988, 1990) Uncertainty in Illness Theory. Limitations of 

the research and recommendations for future research are 

presented. Implications for nursing highlight the need to 



provide continuity of care from office to hospital and 

within the hospital environment itself. Providing support 

by functioning as a mediator between the physician and the 

patient, nurses could contribute to the pregnant woman's 

positive perception of her experience. In addition to 

traditional third trimester childbirth education, classes 

for first and second trimester women are recommended. 
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APPENDIX A 

SUBJECT DISCLAIMER 

Project: Exploring Uncertainty in First Pregnancy 

Investigator: Esther C. Howe, R.N., M.A. 
Graduate Student in Nursing 

The purpose of this project is to explore events or 
circumstances that seem vague, unclear or uncertain to you 
at this point in your pregnancy. This research is part of 
the requirements for the master's degree in nursing at The 
University of Arizona. 

To participate, you must be 19-35 years of age, Anglo 
(white), married, speak English, and be experiencing a 
normal first pregnancy without complications to either you 
or your baby. 

If you meet the criteria for the study, I will contact 
you by telephone to schedule an interview with you. The 
interview will be approximately 1 hour in length and may be 
held at a place you choose. An interview of 1/2 or less may 
be required at a later date to clarify or verify any 
information you and others have given me. Otherwise there 
will be no other requirements of you. 

The interview will be tape recorded and will be 
transcribed later. Your name will not be used either on the 
tape or in any written material at any time during this 
project. The tape recordings and written material will be 
used by the investigator and her thesis committee. The 
results of the investigation may be used at a later date for 
further research or for publication. 

There are no known risks or discomforts from 
participating. You may benefit from thinking over your 
experience of becoming a first-time mother and sharing your 
feelings with me, but there are no other benefits to you. 

It is expected that by sharing your feelings about 
pregnancy during this particular trimester, a hospital nurse 
or childbirth educator will be better able to provide you 
with the kind of care you want. 
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You will be asked to complete a demographic information 
sheet by the office nurse. When you complete this form, you 
are giving your consent to participate in the study. 

You may withdraw from the project at any time without 
fear of ill will from the investigator. You may contact me 
at either of the Yuma numbers listed below if you have 
questions concerning the study. This research is approved 
by the University of Arizona College of Nursing Human 
Subjects Ethical Review Subcommittee of the Research 
Committee and the Director of Research. 

Thank you, 

Esther C. Howe, R.N., M.A. 
Graduate Student 
College of Nursing 
The University of Arizona 
Tucson, Arizona 85721 

1148 Hereford Avenue 
Yuma, Arizona 85364 
782-9136 

Arizona Western College 
Division of Human Services 
P. 0. Box 929 
Yuma, Arizona 85364 
726-1000, Ext. 559 

EH:9/88 
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APPENDIX B 

DEMOGRAPHIC INFORMATION SHEET 

Exploring Uncertainty in First Pregnancy 

Subject # 

Date 

Telephone # 

1. Name 

2. Age 

3. How long married? 

4. Date the baby is due? 

5. Which trimester are you in? (Check one) 

8-12 weeks 13-26 weeks 27-40 weeks 

6. Has the pregnancy been normal? yes 

no 

If no, please explain: 

7. Have you had a previous pregnancy? yes 

no 

8. Where do you plan to deliver? (Check one) 

YRMC (delivery room). 

YRMC (birthing room). 
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9. What was your highest grade level finished? 
(Check one) 

Elementary (6th grade). 

Junior High School (6th-8th grade). 

High School (12th grade). 

Trade, vocational or business school. 

College degree (4 years). 

College attended but no degree. 

Graduate degree (master's or doctorate). 

10. What is your employment status? (Check one) 

I am employed now. 

I am on maternity leave now. 

I am not employed outside the home. 

11. Do you plan to return to work after the baby is born? 

yes no 

12. What is your family income in dollars? (Check one) 

Over 100,000. 

50,000 - 100,000. 

25,000 - 50,000. 

15,000 - 25,000. 

10,000 - 15,000. 

5,000 - 10,000. 

5,000 and below. 

EH:9/88 
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APPENDIX C 

HUMAN SUBJECTS APPROVAL 

T H E  U N I V E R S I T Y  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

O F  A R I Z O N A  

COLLEGE OF NURSING 

MEMORANDUM 

TO: Esther C. Howe, R.N., M.ft. 

FROM: Linda R. Phillips, PhD, RN, 
Director of Research 

DATE: September 6, 1988 

RE: Human Subjects Review: "Exploring Uncertainty in First Pregnancy" 

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 of Research if 
you need access to it. 

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

LRP/ms 
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APPENDIX D 

FIRST TRIMESTER LABELED CONCEPTS AND CATEGORIES 

KEY: 
1st # - Interview 
2nd # - Subject 
3rd # - page 
4th # - line 

Examples of data reflecting categories and their properties 
are listed below. 

ANTICIPATING AN UNFAMILIAR EVENT 

Anticipating an Unfamiliar Event is defined as a woman's 
inability to predict events or circumstances associated with 
a first pregnancy. She is without a frame of reference to 
compare pregnancy to any previous life experience. She 
manifests ambivalence by expressing simultaneously doubt, 
nervousness, and happiness. 

Right now I think my biggest problem is I don't know what to 
expect. My family lives back in Kentucky so I don't have my 
mom with me and the phone bill has gotten kind of outrageous 
because if I feel vague, "Mom what should I do". I just 
don't know what to expect. In terms of the whole pregnancy. 
In terms of how it's going to feel. What labor and delivery 
are going to be like. I'm real nervous. (1,5,1,19-35) 

Most people don't really know about the first trimester, 
they don't know if they are pregnant and they do whatever 
they do. Here I find out so early and being sick I'm 
worried about taking the wrong medicines or not doing the 
right thing. (1,6,3,3-9) 

I don't know, I still don't know how to feel, how I'm going 
to feel, how my body is going to react. (1,9,12,10-12) 
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Diagnosing Pregnancy 

Diagnosing Pregnancy is defined as the process by which a 
woman in her first pregnancy accepts the biological fact 
that she is pregnant. Diagnosing Pregnancy includes Self-
Diagnosing Pregnancy, Confirming the Diagnosis and Believing 
I'm Pregnant. 

Self-Diagnosing Pregnancy is defined as the subject's 
uncertainty about whether or not she is pregnant. She 
suspects she may be pregnant because she has missed a 
menstrual period or feels differences in herself. This 
leads her to take one or more home pregnancy tests. When 
these are positive, she makes a doctor's appointment to 
confirm her diagnosis. 

I took 2 home pregnancy tests before I went to the doctor. 
Then I called the doctor and told them I took 2 home 
pregnancy tests and they were both positive and the 
receptionist said you need to come in and take a test for us 
and so I did. The whole test took about 30 minutes which 
seemed like an eternity and deep down I didn't really think 
I was pregnant. Certainly when I took the test I didn't 
know... well, I missed one period. They told me that I was 
and then I had to schedule my first appointment. (1,5,2,32-
45) 

I generally don't have a real good cycle. I was off and 
felt some differences in myself and 2 days after my period 
was due I found out I was 3 weeks pregnant. (1,6,2,1-5) 

We took a home pregnancy test... two of them as a matter of 
fact.... there's not believing it again. We had the 
microwave timer set and the test was in the bathroom and he 
was just sitting on the toilet watching it and I was running 
back and forth between peeking in the bathroom saying okay 
only two minutes left, and it came out positive and I was 
crying, happy, tears of joy and then the next thing I knew I 
feared maybe he would be mad. Are you mad, I didn't do this 
on purpose. He said, no I'm happy, we just need to go to the 
doctor and make sure. (1,9,8,28-30; 40-49; 9,1-4) 
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Confirming the Diagnosis is defined as a diagnosis of 
pregnancy by the physician's office. Following 
confirmation, the first prenatal visit is scheduled. 

I think I was afraid that the test was going to come back 
negative, because I had the whole weekend since the home 
pregnancy test came back positive to think about the baby. 
I was so afraid that they were going to tell me "I'm sorry, 
but you're not pregnant, just keep trying" or something like 
that. When she called me up to the desk she had this look 
on her face and I just knew that the test came out negative. 
And then she said "Well, it's very positive". And I jumped. 
She said are you okay, I said I'm fine. I had all the 
ladies in the office laughing at me because I was so 
excited. (1,5,4,1-17) 

I think what did it for both of us, more my husband, he 
laughs about it. They did do a sonogram. So my husband 
finally believes me, finally saw a picture of the baby and 
you just thought I was lying before. So it has really been 
interesting because we saw the baby and I am still a little 
worried. (1,6,4,16-27) 

I had the doctors appointment and then I went to the doctor 
and told him well, I was originally coming to be put on 
birth control but I think I'm pregnant and I said, well I 
know I'm pregnant but I want you to tell me and that's when 
I thought I'd feel I would believe it too. When I saw the 
test that they took it is basically a test that looks like 
off the shelf and I thought, well, I didn't even need to 
know that. (1,9,9,17-31) 
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Believing I'm Pregnant is defined as the turning point at 
which the woman's concedes that she is pregnant. She 
reflects uncertainty with the diagnosis, because she has not 
yet incorporated the pregnancy; that is she is not yet able 
to differentiate or separate the baby within her from 
herself. 

I think for me the turning point is so different taking a 
home pregnancy test and then taking a test at the doctors 
office. That's one thing having the test already taken care 
of and knowing you are pregnant. But it is another thing 
going to the doctors office and seeing the baby on the 
monitor. That to me was the greatest thing ever. 
(1,5,20,34-45) 

I think it actually was the pregnancy, the realization of 
being pregnant. You are so excited to be pregnant. Okay, 
great I'm pregnant. But obviously I didn't feel any 
different. I didn't look any different. Like I said, nothing 
is showing, nothing is going on. (2,6,1,4-10) 

Because the internal sonogram ...it was too early. I just 
heard the heartbeat last week. Just the initial sight of 
the heart beating, seeing the body on the sonogram. The 
doctor told me that was the heart beat and I saw the baby. I 
got to hear the heart beat. I'd say it was a true 
realization. It's an evolution I think more and more of 
becoming a mom and realizing a baby is growing inside of me. 
(2,6,3,1-11) 

I don't know because I thought there would be more 
happening. I think that's it, not being able to see 
something and know or feel anything. That's when I thought, 
well maybe because I'm not feeling anything, maybe it's not 
alive. I knew I was pregnant and I was having those kinds 
of thoughts. (1,9,2,8-9; 22-24;33-36) 

I think more than a flutter I want to feel a kick! You could 
almost see the baby because of its kick. Oh, that's the leg 
or hand. And then you think there's a body in there. It's 
big enough to be a person and actually kick. I think the 
feeling of fluttering you wouldn't be able to see it. A kick 
you can see. I think I will think of myself as a mommy then, 
rather than a person that is pregnant. (1,9,27,27-36) 
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Tolerating Symptoms 

Tolerating Symptoms is defined as the pregnant woman putting 
up with the emotional and physical changes that occur in her 
body as a direct result of pregnancy. 

Right now it's the weight factor and already I can't wear 
half of my clothes right now. All my clothes are a size 7 
and I had to go out and buy some size 9 shorts to wear. I 
think it's because my stomach is too tight. (1,5,2,1-6) 

The morning sickness has really gotten to me already. It 
will last morning, noon and night. I feel okay but the 
morning sickness is really bad. Between having a headache 
and getting nauseous is just the two worst things in the 
world to me. (1,5,8,23-34) 

Some things that I am feeling now, some pains that I was 
having... Like a lot of twinging pain in my abdomen and 
they said that is the uterus stretching and little things. 
I am always exhausted and very tired. I generally sleep 
about 3 hours during the day on top of still going to bed at 
9:30 which is totally off of my regular routine. (1,6,1,17-
27) 

When I first found out I was pregnant I was eating, eating, 
eating. I just felt like I was always hungry. I'm not a 
breakfast eater and I found I had to have a breakfast, 
lunch. I was hungry all day. (1,6,3,45-49) 

Like the big thing everybody was asking me when I first said 
I was pregnant is "Are your breasts sore"? And they were 
sore as anything and it seemed like forever. I read that 
usually after the first trimester they are not as tender 
anymore and won't hurt as bad. Now they're not anymore, but 
it's only been 10 weeks. (1,9,15,9-19) 

I don't know if I want symptoms to happen, but I do want 
them to happen. I want some symptoms so I know everything is 
going right, I guess. I haven't had many symptoms. People 
always ask me if I'm feeling sick. I always expect it. I 
haven't been sick yet. I'm still waiting for them or...if 
they don't happen I don't think I'll worry. I'll probably 
think of myself as lucky. (1,9,15,1-33) 
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Having a Health Baby 

Having a Healthy Baby is defined as the woman's ability to 
sustain a pregnancy and produce a perfect child. The 
category includes Losing the Baby, Worrying About Test 
Results, and Wanting to Know What Baby Looks Like 

Losing the Baby is defined as the woman's fear she will 
miscarry. Fears are manifested by the woman's ambivalence 
about buying anything for the baby, especially furniture. 
Becoming aware that she could lose the baby is precipitated 
by comments from friends or family members. 

We've been out buying things already and we already have 
names picked out. Maybe we're rushing it just a little bit 
because we've heard don't go out and don't get carried away 
because you may jinx it. (1,5,5,33-38) 

Well, what they told me is if you go out and buy something, 
if you go out and start buying things for the baby right now 
that you may miscarry. This lady that I use to work with, 
she was pregnant and she went out and started buying things 
for the baby just like we did and she miscarried. So, that 
bothered me. It really did. Because I thought it was just 
like jumping the gun. 
(1,5,6,1-9) 

I haven't felt like buying yet, I kind of feel like it's too 
early. Buying baby things, baby accessories. I don't know 
somehow I have that feeling like it is too early. 
(1,6,15,13-17) 

My co-workers said something to me like don't go too fast. 
They said to wait for a little while. You never know what 
can happen. I decided not to consider that. Never have I 
had the thought that I would lose the baby and that was a 
reality. Like I said not taking my pregnancy seriously for 
the first couple weeks... (1,6,16,13-20) 

I was looking at beds and that was one thing I wanted to 
buy. And my mother-in-law said, "Just wait, the best time to 
start buying things is when you're about 5 months pregnant." 
I said yeah, well I guess in case something goes wrong and I 
have a miscarriage or something, right? She goes "Well 
hopefully that won't happen." It wasn't in my mind probably 
until that moment... that it could happen. (1,9,24,9-27) 
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Worrying About Test Results is defined as the wonan's fear 
the baby will be imperfect. Waiting increases the woman's 
uncertainty, because the outcomes are unpredictable. The 
earlier the diagnosis of pregnancy, the longer the wait. 

Right now I'm going through a stage where the doctor told me 
about this one test that they recommend, it's a blood test 
and you don't have to have it done, and it tells if the baby 
has anything wrong with it. That scares me. It gives me a 
lot to think about with all these tests and how I'm going to 
react if something is wrong with it and what I am going to 
do if something is wrong with it. I don't think I could 
bring a baby into this world if he or she was going to be 
severely mentally retarded. To me that wouldn't be fair to 
the baby having to live its life like that. I think it's at 
16 weeks. It's not that far away, but it's a thought that's 
in the back of my mind. I have to know if it's going to be 
healthy or not. (1,5,12,10-36) 

There was one small chance when my sister was pregnant, I 
guess there was a false positive with her blood. This is 
the first time with someone close that we had experienced 
something like this. Something was in the blood test that 
they found wrong with my sisters pregnancy. It turned out 
to be a false positive but it was the first time that my 
family was confronted with the idea that what if this baby 
doesn't come back perfect .... I tie that in with the loss 
of the baby, with imperfection. (1,6,19-20,42-48; 3-7; 14-
15) 

One thing I would like for them to check for is I think it's 
called toxoplasmosis, because I have a cat. Someone told me 
whatever you do don't change your litter box. But I still 
have that little fear, cause I use to get ready in the 
bathroom, I use to do my hair and everything in the bathroom 
where her litter box was. I asked the nurse and she said it 
shouldn't be any problem because I wasn't handling but I 
think for verification I want them to take the blood test to 
make sure. (1,9,19,33-49) 
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Wanting to Know What Baby Looks Like is defined as creating 
a mental picture of the baby. Creating a mental picture of 
the baby includes speculating about the baby's sex. Women 
express their concern over the sex; their actual concern is 
the baby's health. Knowing is significant because it helps 
to reduce uncertainty about the baby's health and allows the 
couple an opportunity to prepare in advance. 

I know I will be better in a few weeks after I find out the 
baby's okay or if it's a boy or a girl. I want to know how 
big the baby is going to be, what it looks like, if it's 
going to have hair or not. Believe it or not that's one of 
my biggest concerns, I want a baby with a head full of hair. 
If it turns out bald, I know I won't be disappointed but I 
just want a baby with a head full of hair. (2,5,10,32-42) 

The importance of knowing the baby's sex is just 
materialistic planning. Like I told you on one hand I have 
friends are "if you're going to wait 9 months and go through 
all that, I want a surprise when the baby comes out", 
something to that effect, people have that impression. The 
significance, just in planning, personal, we want to know... 
the names. (2,6,9,35-43) 

Well, I don't really care whether it is a body or a girl. 
As long as it has fingers and toes that is what is most 
important.... just as long as it is healthy. If we find out 
the sex that helps us to be prepared, to know what to buy. 
(2,9,3,1-7) 
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Anticipating Labor and Delivery 

Anticipating Labor and Delivery is defined as the woaan's 
inability to predict the events or circuastances associated 
with labor and delivery. Properties include Anticipating 
Pain and Compromising on Medication. When the first 
trimester woman thinks about labor and delivery, the first 
concern that comes to mind is pain. Because she cannot 
predict the degree and characteristics of pain, she cannot 
predict the need for pain medication. 

Anticipating Pain is defined as the woaan's prediction that 
there will be pain during labor and delivery. 

I've heard people say the labor and delivery wasn't as bad 
as people let on it to be. But I'm afraid that if it is 
that bad that all the pain that I'm going to be going 
through it is going to make me not want to hold the baby 
because it was the baby's fault for making me go through all 
this. I know it is selfish on my part it's just the ideas 
that people have said. (1,5,11,36-45) 

I tend to tease myself or say that I have a low threshold 
for pain but I'm not totally concentrating on that pain. I 
don't see it as something to worry about right now. However 
you go about making that happen or how easy you make it for 
yourself is something you deal with later on. (1,6,15,5-11) 

The only thing I've ever worried about is pain. My tolerance 
for pain is really low. I think I was probably 15 years old 
I said I was going to adopt because I didn't want to go 
through labor. That was going to be my thing, I was going to 
adopt kids I wasn't going to go through labor and have all 
that pain. I didn't know about it from personal or anything 
just from TV and seeing how people scream on TV and go all 
crazy (1,9,17,24-39) 
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Compromising on Medication is defined as the woman's ability 
to reconcile the need for medication. 

I had always felt that growing up I would want to have a 
drug free delivery. It's best for the baby, it's more 
natural, you're not drugged out. (1,6,13,41-45) 

...just hearing the reality of it from other people. The 
reality of how difficult labor, that labor is painful, and 
that to make it easier on yourself and for the delivery 
itself you may have something. (1,6,14,1-4) 

I want to be consciously and physically involved in this. I 
want to be conscious of what's going on. I want to see my 
baby born. I don't want to be unconscious and not be as 
physically aware of what's going on, remember it, be a part 
of it, involve my husband with it. Just totally be aware. 
(1,6,14,32-44) 

My husband said "Why do you not want drugs" and I guess like 
I said I don't want to be drugged out, but I am hearing from 
family and close friends that an epidural or that something 
is needed because there is some extreme pain involved and it 
makes it more comfortable for you and even the baby that you 
would want to do something like that. (1,6,14,19-27) 
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CHANGING MY LIFESTYLE 

Changing My Lifestyle is defined as a process of role change 
in which the pregnant woman exchanges a known self in a 
known world for an unknown self in an uncertain world. 
During the first trimester the woman gradually realizes her 
life will change permanently as a result of this pregnancy. 
For some women recognition occurs as she learns how to take 
care of herself. Others become aware of changes in the 
relationship with their husband or in.the activities they 
share. 

Oh yes! We talked about that. Our freedom is gone. We are 
not going to have the freedom we used to. We've never been 
on a honeymoon. We were planning a cruise to anywhere. Now 
that is out of the question. (2,5,13,10-15) 

Someone told me that before you even have this baby it 
totally takes control of your life. A close friend said see 
they [babies] even take control of your life even before 
they are born. That was the comment and it's true because 
you can't go horseback riding. (1,6,16,36-46) 

We bought the motorcycle, we love to go riding. We found out 
I was pregnant and just forget it. I'm kind of worried 
about it. I'm like I'm not even showing and I'm fine. I'm 
only 3 weeks along. I could ride for a couple months. He 
looked at me and said, "That's not a risk you need to take." 
That was his only comment, and I knew I couldn't fight it 
anymore. I did try but he said, "No, we are not riding." 
He considered selling it. I'm like don't do this, we can 
use it later. (2,6,4,4-17) 

Immediately when you find out you're pregnant you're like 
anticipating changes for the next year and one half...that 
baby is dependent on you. It's just when your pregnant food 
is a big focal point. Getting away from all those things 
that are bad for the baby, yet I still want some of those 
things. I say a year and a half because when we are done 
having the baby you can't have those things when you are 
breast feeding. (2,6,11,32-43) 

I know once the baby is born, well even now it's depending 
on me for everything. Once it's born it's going to really 
depend on me. Because right now I really don't have to worry 
about diapers or clothes or babysitters or doctor bills, 
just for myself and I've always been able to afford for 
myself. (1,9,3,38-46) 
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Taking Care of Myself 

Taking Care of Myself is defined as the process by which the 
pregnant woman manages the events of pregnancy, labor and 
delivery. Information about healthy pregnancy behaviors is 
obtained from the office nurse and reinforced by friends and 
family members. The woman may even feel guilty, if she 
discovers she is not doing everything she could do to have a 
healthy baby. 

I'm more your tea and soda person. I got into some orange 
juice and I've actually started drinking water. I find that 
if I drink some water and stay away from the sodas and teas 
I feel so much better. Before I would get up and have a coke 
first thing in the morning and that would make me feel real 
sluggish all day but now that I've gotten into this routine 
with the water and orange juice and fresh fruits and taking 
walks, I feel better. I'm more alive. (2,5,9,30-42) 

I was treating the pregnancy real lackadaisical. My husband 
was upset with me saying that I wasn't taking care of myself 
and instantly it sunk in and really petrified me with things 
like no, no you can't take that and it's like I took the 
wrong medicine for my baby. I could have hurt something. 
(1,6,2,40-47) 

I have been real susceptible when I was younger to a lot of 
things. I just seemed to be the one in the family that got 
sick. My body has strengthened as I have gotten older but I 
am just curious to how the little one inside is going to 
affect everything. Like I said, along with eating how much 
more do I have to do to compensate for the baby and myself. 
To make sure I'm getting what I need as well as what the 
baby needs. (1,6,12,6-18) 

I had a couple scares with some spotting three times and one 
time was barely nothing. That scared me and I thought maybe 
I'm not as good as I think I am, maybe I could have 
problems. 
We had just gone swimming and I had been jumping around in 
the pool and I think that might be it. I was a little too 
active in the pool jumping around and wrestling. Which I 
felt since there was water supporting me I'm not going to 
hurt anything this way. I guess maybe it did or maybe 
coincidence but now I know I am going to be a lot more 
careful in the pool. I think I'll just swim around a little 
bit, I'm never going to jump in again. (1,9,24,34-45; 25,3-
13) 
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Preparing for Childbirth 

Preparing for Childbirth is defined as the woman's search 
for information to better prepare herself for an unfamiliar 
event. This category includes Reading About Childbirth and 
Taking Childbirth Classes. During the first trimester the 
woman searches for information about symptoms she is 
experiencing. She reduces uncertainty by confirming that her 
symptoms are a normal part of pregnancy. Searching for 
information allows her to predict what she can expect 
throughout the pregnancy. Although women are aware of the 
Childbirth Classes during the first trimester, the woman's 
primary information resource is pregnancy literature. The 
office nurse gives her a book, but most women purchase 
additional reading material. 

Reading About Childbirth is defined as information obtained 
from pregnancy literature, videotapes or movies. She is 
able to confirm symptoms as normal when they appear. 
Information both reduces and increases uncertainty. 

Having the pregnancy test confirmed for almost a month I had 
to wait for my doctors appointment. Just knowing I am 
pregnant. At that time I didn't have any information on 
pregnancy, I didn't have the book. I went out and bought a 
book. (1,5,21,6-12) 

Woman generally, I'm suppose to know all these things and 
when you're not too sure about it I started reading her book 
and that's what I picked up last weekend. Then it turned 
out Monday my husband came home with another book. So I am 
going to be well read pretty soon. Just reading up on a lot 
of information. Why my breasts are sore and the twinging 
pain and why I'm so tired, what I should be eating. 
(1,6,5,12-22) 

I think I felt symptoms first. Then I read in one book that 
told me, it had kind of a chart laid out. A friend gave it 
to me. When she knew I was pregnant she said well I have 
some books I can give you and she gave me the book. It 
confirmed it reading the book. It was like Okay, then it's 
right when people did say this and it is happening you 
know... that it was a symptom of being pregnant. 
(1,9,15,27-32; 16,1-4) 
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Taking Childbirth Classes is defined as information obtained 
through a Childbirth Education Class. 

I'm nervous about the childbirth classes, because I really 
do want to participate in them and the paper that the nurse 
gave me had dates on there and I don't think I'm going to be 
able to go. (1,5,10,5-10) 
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Depending on Professional Support 

Depending on Professional Support is defined as the 
gravida's need to have trustworthy specialists, both doctors 
and nurses, available to provide reliable medical 
information and support during pregnancy. 

The initial contact with the physician's office is made 
following a friend or family member's recommendation. 
Selection of a physician's office is based upon his or her 
reputation for competence and on the woman's feelings of 
"comfort" during the office visit. During the first 
trimester, the function of professional support persons is 
to confirm the woman's self-diagnosis, to provide pregnancy 
information and to establish a trusting relationship. This 
category includes Depending on the Doctor and Depending on 
the Nurse. 

Depending on the Doctor is defined as the pregnant woman's 
expectation that the doctor will provide competent medical 
care during the pregnancy. 

I was supposed to meet the lady doctor. I was real impressed 
with the male doctor. I had a decision to make whether I 
wanted him to be my doctor or her. She leaves next month 
for her own practice. So I had to decide. Without knowing 
who she was, what personality she had, I couldn't make that 
decision. It was to settle my mind. I'm the type of person 
who has to know the person before hand before I jump in 
especially something this major. I want to be in the best 
possible hands that I can be in. (2,5,5,35-42; 6,6-11) 

I wanted a woman, I feel they would be more able to 
understand your problems and have the outlook. The man 
would be like yeah it will be okay, do this. The woman 
would understand more where you are coming from. 
(1,6,23,20-27) 

I asked the ladies at work what doctor they would recommend. 
One of them is my supervisor. I was having trouble with the 
birth control pills and needed to make an appointment for 
anyway. They go to different ones. So my supervisor told 
me who she went to and said, "Why don't you check with the 
other girl." I discovered afterwards my sister-in-law goes 
to the same doctor I do. (2,9,1,21-30) 
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Depending on the Nurse is defined as the pregnant woman's 
expectation that the nurse will be available and provide 
reliable information about healthy pregnancy behaviors. The 
nurse's role is a teacher. She anticipates questions and 
provides both literature and verbal information for the 
pregnant woman. There is a direct relationship between the 
information provided by the nurse and the woman's certainty 
that she can take care of herself. 

The nurse sat down both us down and she gave us all this 
paperwork to read over, different pamphlets. She answered a 
lot of the questions we had. She was just real helpful. 
She told me if I needed anything, if I experienced anything 
out of the ordinary to give her a call. It was like a 
friendly atmosphere. (1,5,17,10-17) 

I have only had two visits, one when I thought I was 
pregnant and the first visit. I have another one in a 
couple of weeks. I just asked about the tests they would 
take. The nurse asked if I had any questions. She really 
told me what to expect and answered most of my questions 
before I asked them. I did call once to ask if I could use 
Turns, because I had heartburn. She said I could because it 
wouldn't hurt the baby and they had calcium in them. 
(2,9,2,1-12) 

The nurse gave us a lot of information before we even had to 
ask it. And then when I had a question I called and I asked 
the nurse. Initially when I didn't feel good and said what 
do you think I should do. Why don't you think about taking 
this or this and using a humidifier. So, they say if you 
really have an emergency or questions call the doctor. But, 
this is a qualified RN so I just take advise from her. I 
called her last night and said "Well this really hurts 
tonight, what should I be doing"? She recommended some of 
the exercises, which again are in the book, and maybe do 
this and then maybe be a little more comfortable. 
(1,6,8,14-30) 

The nurse says I can safely gain 30 pounds, that's allowed 
and most of it will go away right afterwards. But. even then 
if I only gain 30 pounds then go back to 135, I'll just 
still be feeling fat... maybe not feeling as fat because 
after being at 165 then maybe I'll think I'm skinny and then 
I'll say oh well, I'm not fat, I was fat at 165. (1,9,13,36-
45) 
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Depending On Social Support 

Depending On Social Support is defined as the trust placed 
in significant others during a new and unpredictable 
experience, a first pregnancy. This category includes Family 
Support, Friends Support and Husband Support. 

Depending On Family Support is defined as the social support 
provided by immediate family members other than the husband. 

Family members provide support by reassuring the pregnant 
woman her symptoms are normal. 

My mom has been through it so she knows what to expect, 
what's going to happen to you. With each one of her kids we 
were all different. (1,5,7,13-15;25-26) 

The book gives you the information but I think I needed that 
reassurance that it was okay that women do experience things 
like this. My mom is a voice and she tells me. Now I can 
sit there and read the book and the book can tell me 
everything but it's just knowing that my mom is a person. I 
don't have to read she just tells me hey, that is normal. 
Then I can reassure myself with this book. (1,5,18-19, 46-
49;5-12) 

My sisters laugh with me and tell me a few things about 
putting on the weight and the heartburn. Everybody, my 
sister, sister-in-law, my two best friends who are also back 
home. One just gave birth 3 weeks ago and one is due in 
August. Everyone I know is pregnant. My circle of 
friends... because my sister gave birth in March, my 
girlfriend gave birth in the middle of May, another one due 
in August. That's all back home. Then I just had 2 give 
birth in April and beginning of March here. They are co­
workers. So a whole circle of group of people that I knew 
are pregnant or giving birth or just had one. Just wait 
you'll get heartburn or get this. They are telling me how it 
gets worse. (1,6,9,24-33; 10,4-6) 

There really isn't anybody besides my mom. I call her when 
I do have something serious, something that worries me. 
When I spotted, I called her. We talked about losing the 
baby. I said, "Does it sound morbid?" She said, "No, other 
people feel the same way." You know when you are not feeling 
anything moving, you don't know whether it is alive or not. 
Living with my mother-in-law, I thought it would be easy, 
but I hold back. I just feel more comfortable with my mom. 
(2,9,2,26-38) 



154 

Depending On Friends' Support is defined as the social 
support provided by individuals other than the immediate 
family. Information is compared with that obtained from 
family and the literature in an effort to determine what is 
normal and what can be expected. Friends have a tendency to 
recall "horror stories" which increases the woman's 
uncertainty. 

I talk to her [friend] a couple times a week and she just 
tells me horror stories. She was sick her whole pregnancy 
and so that bothers me. My mom was sick with me throughout 
the pregnancy with me and I couldn't stand to be sick. 
(1,5,11,8-18) 

There is a lady here in town that lived next door to me too 
who has been like a second mom. If it wasn't for her just 
being here every time I needed somebody to talk to, I would 
have been on a plane back home a long time ago. I'm thankful 
I have somebody. She is like my mom-away-from-mom. That's 
what I call her. (1,5,14,41-46; 15,1-3) 

This is my ninth week. Everything still new is but I have 
close friends all around me who have either just had a baby 
or are pregnant. I have been picking up some things from 
them, understanding what is going to be happening, starting 
to do some reading. (1,6,1,7-13) 

I've heard so many people say oh, you'll be depressed or 
have cravings. I haven't had any cravings. I haven't had 
any.... well I cried a few times but you know some people 
say your emotions will be up and down. I've been tired a 
lot. I didn't relate that to pregnancy until I started 
reading the book and they said during your first trimester 
you will probably be very tired and I could sleep for 12 
hours and it doesn't bother me at all. (1,9,2,10-20) 



155 

Depending On Husband Support is defined as the social 
support provided by the pregnant woman's husband. The 
husband's support is demonstrated by his concern about her 
health. It also reflects the husband's changing role as he 
becomes a father. 

My husband is there for emotional support. He thinks I kind 
of get carried away as far as if I ask him to carry the 
vacuum cleaner upstairs or downstairs, he thinks I can still 
do it. The doctors told him no she can't lift anything 
heavy right now so he has to do it. ( }., 5, 7, 26-33 ) 

I know my husband and he'll be there with me. Right next to 
me to make me feel better. When we went to our first 
doctors appointment last week I was so glad he was there 
with me. I've never been to a male doctor before. Just 
knowing that my husband was right there with me, holding my 
hand through the whole thing, everything felt much better. 
I felt more comfortable. (1,5,16,10-20) 

The minute you are pregnant he [husband] said okay that's 
it, no alcohol, no this, no that. I said well, don't go 
psychotic on me but I understand why you are doing this so I 
will let you get away with it. (1,6,17,34-39) 

My husband is more concerned at this time about my health. 
Maybe right now I figured he didn't know how else to be 
involved in the pregnancy, what else can he be doing except 
trying to take care of me. (1,6,19,9-13) 

The day we found out I was pregnant he instantly started 
saying you have to be careful here, don't overdo it. I told 
him I'm pregnant not handicapped. (1,6,21,29-37) 

He tells me I'm not fat, I'm pregnant. He listens, calms me 
down when I pout or have headaches. He is always there. 
(2,9,3,28-30) 
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SECOND TRIMESTER LABELED CONCEPTS AND CATEGORIES 

KEY: 
1st # - Interview 
2nd # - Subject 
3rd # - page 
4th # - line 

Examples of data reflecting categories and their properties 
are listed below. 

ANTICIPATING AN UNFAMILIAR EVENT 

Anticipating an Unfamiliar Event is defined as a woman's 
inability to predict events or circumstances associated with 
a first pregnancy. Because the woman in her first pregnancy 
is without previous experience, she feels ambivalent about 
the whole pregnancy. She is excited and happy to be 
pregnant but frightened about the unexpected or unknown. 
The second trimester mystique includes a appraisal of the 
first trimester events and a prediction of third trimester 
events. 

I'm not uncomfortable with the word uncertainty, it's just 
that I haven't had any...I haven't had to worry about 
anything yet. I've had a normal pregnancy. (1,8,4,4-7) 

Vague, unclear, unpredictable... Very, very unpredictable, 
because I didn't know anything about pregnancy, about 
babies. You take care of babies and other people's babies, 
but not your own. So, I found out I was pregnant. I was 
like,"What do I do?" All these questions go through my head. 
I never had it happen to me. I never planned on having it 
happen to me, not for a long time. I didn't know what body 
changes, your stomach gets big, you get morning sickness 
when you get pregnant. That was about as far as I had 
really thought about it. There's so much more. (1,10,1,19-
34) 

For me pregnancy is a very unfamiliar event. It is so 
overwhelming, so unfamiliar. All these body changes. I 
would look at other pregnant women before and I would just 
see a big stomach. I didn't think about any further, it was 
a big stomach and that's it. That's how I thought for a long 
time. (1,10,24,1-9) 



Diagnosing Pregnancy 

Diagnosing Pregnancy is defined as the process by which a 
woman in her first pregnancy accepts the biological fact 
that she is pregnant. Diagnosing Pregnancy includes Self-
Diagnosing Pregnancy, Confirming the Diagnosis and Believing 
I'm Pregnant] 

Self-Diagnosing Pregnancy is defined as the woman's 
uncertainty about whether or not she is pregnant. She 
suspects she may be pregnant because she has missed a 
menstrual period or feels differences in herself. This 
leads her to take one or more home pregnancy tests. When 
these are positive, she makes a doctor's appointment to 
confirm her diagnosis. 

I didn't have a period. I wasn't worried. I took my time. My 
husband was really excited. He kept on, go to the doctor, go 
to the doctor. So I was about 1/2 to 2 weeks pregnant. I 
went in and said I wanted a pregnancy test, they said you 
think you might be pregnant? I said no, but my husband 
thinks so I'm going to humor him. We just did it and got it 
over with. So it came out negative. (1,10,9,25-33) 

After I went to the GYN and their test came out negative and 
I was like how come I'm so late on my period? I waited 
another week and I hadn't started yet. I said okay, I'm 
always like a week late. Now I'm two weeks late. In the back 
of my head I'm thinking I think I'm pregnant. (1,10,10,2-8) 
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Confirming the Diagnosis is defined as a diagnosis of 
pregnancy by the physician's office. Following 
confirmation, the first prenatal visit is scheduled. 

Well actually I had made an appointment to go get a pap 
smear because my periods weren't regulated and I have always 
wanted kids. I have been married 6 years and I have always 
wanted kids. I have never been on any birth control. I 
made an appointment to get the check-up so I could get my 
periods regulated and come to find out I was pregnant. So 
that was neat. I never got to get my check-up. (1,7,2,27-37) 

I was two months pregnant when I found out. I had several 
doctors tell me that I couldn't get pregnant. My cervix is 
microscopic, the year before they did a biopsy. I just left 
it at that. I didn't think anything after that. So we were 
shocked. (1,8,2,1-6) 

I had a blood test. I had to wait all weekend. Monday I 
waited and waited. Right when they opened I called. She 
comes back and says,"You're definitely pregnant." I said 
,"Are you sure?" And she goes, "Yeah, you're pregnant and 
your due date is November 22." I like lost my breath. I got 
very light headed all of a sudden. I got a weird feeling all 
over my body, I can't catch my breath. (1,10,10,22-23; 35-
43) 
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Believing I'm Pregnant is defined as the turning point at 
which the woman's concedes that she is pregnant. She 
reflects uncertainty with the diagnosis, because she has not 
yet incorporated the pregnancy; that is she is not yet able 
to differentiate or separate the baby within her from 
herself. 

You heat the heartbeat, so you know there is something in 
there. The first time I heard the heartbeat I started to 
cry, I was so excited. I've heard it every time I go. In 
fact, we heard it today again. So I know there is something 
in there but I'm waiting for that kick. (1,7,2,15-19; 41-44) 

I had two sonograms. I got to see the baby when I first 
found out I was pregnant and then I had one a couple weeks 
later and I got to watch the heart beat. (1,8,6,27-31) 

All these thoughts went through my head, I'm pregnant, now 
what. What are you going to do? I heard someone tell me I 
was, but I still kind of...it's hard to come to terms with. 
I had an ultrasound and I saw the baby inside. I'm still 
thinking I'm not pregnant. Even though the blood test came 
out positive, and people telling me, and I see what's inside 
me, it doesn't click. (1,10,11,20-22; 32-39) 

Just a couple weeks ago. I went in for another ultrasound so 
I was further along and I hadn't felt the baby moving. I 
really hadn't felt anything. I just felt like a big blimp 
being bigger. I went in, I knew I was pregnant but.... 
(1, 10, 11,43-48) 
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Incorporating the Pregnancy 

Incorporating the Pregnancy is defined as the woman's 
ability to differentiate the baby from herself. Integrating 
the pregnancy is the major second trimester event. The 
woman's ability to separate the baby from herself is 
accomplished when she is certain the baby moves. For some 
women feeling a flutter is sufficient. For others feeling 
the baby kick is a prerequisite to certainty. Integration 
is the difference between thinking and knowing, between 
assuming and comprehending, between speculating and 
perceiving. Integration is the difference between 
uncertainty and certainty. 

I'll really say wow, I'll be excited. Lot's of people say 
that's how they talk, wait until the baby kicks. I feel 
little flutters, like a butterfly. The doctor said that was 
fine. I'm happy. (1,7,15,46-48; 17,7-9) 

I think when he started to move is what made it real. At 
that time when they did the ultrasound I would feel him move 
but it wasn't very strong and my husband could never feel 
him move. He's never really got to feel him move until I 
came back from vacation. (1,8,7,1-7) 

Seeing the ultrasound, it's hard to explain, of course 
that's your baby you're looking at but it's like on TV and 
that doesn't really sink in sometimes. But when you feel 
it, that's when you know. Just seeing it wasn't enough for 
me, it took a little bit more than just seeing it to believe 
it. I had to feel it. (1,10,14,31-39) 

Sometimes I try to picture what position it's in, I can 
picture toes, all the right parts in all the right places 
and that's a comfort. When the baby moves I try to like 
picture the baby right there, his elbow, that's what makes 
it real. (1,10,15,2-8) 
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Tolerating Symptoms 

Tolerating Symptoms is defined as the pregnant woman putting 
up with the emotional and physical changes that occur in her 
body as a direct result of pregnancy. 

I used to get really bad headaches at first, which I haven't 
gotten lately but now my bottom feels like it is going to 
come out. But they say going on your sixth month that you 
will feel that. They say in the book that they gave me at 
the doctor and it says on your sixth month it says don't be 
surprised if you think your bottom is going to come out. So 
I know that is normal. (1,7,3,3-12) 

My feelings get really hurt. In fact, when I didn't even 
know I was pregnant, my husband told me I was acting pretty 
weird. I don't know, it's not you he said. I was just 
emotional for anything. He would come home from work and 
say what's wrong now. I was just crying just because. I 
don't know why. (1,7,10,21-28) 

I've heard a lot of women complain when they are pregnant. 
Pains and stuff. I don't have any of those. I don't take 
naps. There have been a lot of times I get irritated easier, 
other than that.. (1,8,19,18-29) 

As I start going along so many things change in my body, 
stretch marks, OH MY GOD! I cried and cried and cried, where 
did these come from? Stretch marks I didn't have before. To 
begin with I was really skinny, I've put on a lot of weight. 
I was about 115 pounds. I am used to wearing nice clothes 
that fit good and look cute and I got pregnant. It's just 
stretch marks I got on my hips and cried and cried. 
(1,10,2,34-37; 3, 1-8) 

I get really moody. I don't want to be messed with. I 
don't want anyone to see me. I just want to be left alone. 
Let me do my own thing. (1,10,3,19-23) 

All of a sudden I want hamburgers. I don't know if it's 
craving. It's hard to understand, because I look at them as 
if they are kind of ridiculous. You hear all these stories 
about my wife wanted to have corn on the cob at 12:00 at 
night and I had to go look for it for her, or she wanted to 
have whipped cream and carrots. I haven't really felt things 
like that. Everyone is different. (1,10,16,12-26) 
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Having a Normal Body Again 

Having a Normal Body Again is defined as the woman's desire 
to regain her pre-pregnancy shape following delivery. As 
the woman increases in size and gains weight, she becomes 
more concerned about her shape. She recognizes she must eat 
to have a healthy baby, but she is concerned about the 
effect of weight gain on her appearance after delivery. 

We went to a friends house and we were having a Bar-B-Q and 
they said "She's eating for two". I don't see it that way. 
I think if I think I'm eating for two then I will double eat 
and gain more weight and it will be harder for me to lose 
all that weight. I'm concerned about myself but I've always 
wanted a baby and I can't wait. (1,7,7,37-44) 

I would like to go back to the weight I was before I got 
pregnant. I want to go back to my normal weight. A lot of 
them you see they don't. (1,8,11,1-3) 

I'm real anxious to get this baby out for one thing. I 
really do want to get back into shape. I'll feel better 
about myself. I'm really excited. I want to get out and be 
active, do aerobics and I can't wait. (1,10,17,31-32; 38-
42 ) 
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Having a Healthy Baby 

Having a Healthy Baby is defined as the woman's ability to 
sustain a pregnancy and produce a perfect child. The woman 
is first made aware that she could lose the pregnancy by 
friends or relatives. They suggest she delay purchasing 
anything for the baby. The woman is confronted with 
additional uncertainty, when the office nurse suggests she 
can take blood work to predict congenital anomalies. She 
plans to do everything physically possible to sustain the 
pregnancy and produce a healthy baby by taking care of 
herself. Women who have incorporated the pregnancy have 
replaced ambivalence about the pregnancy with concerns about 
the baby's health and their ability to carry to term. This 
category includes Losing the Baby, Worrying About Test 
Results and Wanting to Know What Baby Looks Like. 

Losing the Baby is defined as the woman's fear she will 
miscarry. Fears are manifested by the woman's ambivalence 
about buying anything for the baby until she is certain the 
pregnancy can safely be carried to term. 

If I was home I know that I would be wondering... wondering 
if there was really a baby in there? Yeah, there is a baby 
in there. What if something happens? What if I lose my 
baby. What would I do? (1,7,17,44-49) 

I didn't get excited until I got out of my first trimester. 
I really didn't think anything about it. I just wanted to 
make it through the first three months.... I just didn't 
want a miscarriage or something. (1,8,2,14-29) 

I waited just a little while [to buy things] until we heard 
the heart beat. They could never find his heart beat. We 
just sat through the first trimester because so many people 
miscarry in the first trimester. That was my main concern. 
(1,8,7,32-34; 45-49) 

I haven't bought anything for the baby. I haven't bought 
anything myself. We really don't have a lot. A couple 
sleepers, a lot of blankets. There was a day I went to the 
store and I looked at baby things, but I don't know how I to 
explain how I felt about it. I was worried about losing the 
baby at first. I worry about other things now. What do I 
buy? I wouldn't know what size to buy. Because it's my 
first pregnancy, I really don't know. I never looked at the 
cost of diapers. (1,10,23,1-7; 13-37) 
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Worrying About Test Results is defined as the woman's fear 
the baby will be imperfect. Knowing is significant because 
it helps to reduce uncertainty about the baby's health and 
allows the couple an opportunity to prepare in advance. 

When I took my first ultrasound he tells me are you sure 
that was your last menstrual period? Yeah, isn't there a 
baby in there? Is there something wrong? No, no, no. 
Just the baby looked a little bit smaller than what they 
thought. So, they did change my due date. But that got me 
scared. (1,7,6,25-32) 

I just pray every night that it's healthy. That goes 
through my mind a lot. Wondering. Sometimes I even get 
weird thoughts in my head. I went to the doctor and they 
said do you want to take this test it was your choice. I 
don't even know the name of the test. I'm not good at 
remembering things like that. That got me all scared. I get 
all panicky right away and asked does everybody take this 
test. Do you need it? Is my baby okay? (1,7,6,5-25) 

...the AFP test. I was very nervous. I would want to be 
prepared. Babies that are not normal, that don't have a 
brain, normally don't live very long. I would want to know. 
So I had it done. My sister-in-law didn't have it done. I 
would rather know. They never told me if it was negative or 
positive. I think they would be very concerned if it came 
back positive. So I didn't worry about it. (1,8,13,24-45) 

The blood work was done before the ultrasound, because I was 
really worried about seeing and making sure the baby had 
everything on him. That night when I looked at the baby I 
looking for toes, all the fingers and everything I could 
see... looking for a knee, everything I could find to assure 
myself that nothing was wrong. The blood work came back and 
everything was fine, everything was normal. I felt really 
good. (1,10,13,30-41) 
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Wanting to Know What Baby Looks Like is defined as creating 
a mental picture of the baby. Creating a mental picture 
incudes speculating about the baby's physical 
characteristics, including the sex. 

He has a lot of hair. He's going to be dark. My husband is 
not really dark. I just wonder if he's going to have 
straight hair, I know he's going to have a lot of hair 
because I had a lot of hair. I know the kidneys are intact, 
from the ultrasound you can see. On the ultrasound you can 
really tell. Everything moves and works and his skull, his 
brain and everything. He just needs to gain some weight! 
(1,8,9,13-18; 27-32) 

They are going to do an ultrasound tomorrow to see if the 
baby is growing normally, see if he's healthy. They may 
move my due date up. We may also get to find out about the 
sex. (2,8,1,23-27) 
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Anticipating Labor and Delivery 

Anticipating Labor and Delivery is defined as the woman's 
inability to predict the events or circumstances associated 
with labor and delivery. A properties of this category 
includes Anticipating Pain. Even the woman who believes she 
knows what to expect reflects uncertainty. One gets the 
feeling the woman's uncertainty is increasing as term 
approaches. A sense of urgency is present now that was not 
present during the first trimester. Pain and its' control 
remains a primary concern. 

Anticipating Pain is defined as the woman's prediction that 
there will be pain during labor and delivery. 

It is getting scary towards the end. The people I do talk 
to and they have kids I ask them if it hurts. Delivery and 
labor. I think I'm almost there, 6 months, almost there. 
Does it hurt? Some say not that much and some say don't 
think about it. If I'm thinking about it and thinking about 
it, I won't be able to fall asleep. That's how I am. I'll 
just stay up with my eyes wide open. I'll try to close them 
and then there they are again. If I just go on I feel a lot 
better if I'm showered and out doing things. It helps me 
better instead of staying home and thinking about it and 
thinking about it. I start worrying and start crying. 
(1,7,19,44-46; 20,3-21) 

I've read a lot. I'm sure it's going to be painful. Like my 
mom says it's going to hurt, there's nothing anybody can do, 
nobody can take part of the pain away. (1,8,22,31-38) 

I just think in a way I know what to expect. It's 
interesting to know what to expect. I know it's not going to 
be a picnic. Some people said it was nothing for them it 
came so fast, and then others were in labor for like 24 
hours. I'm just wondering if I'm going to be one of those or 
not. I'm hoping it's not going to be that bad because I 
haven't had any problems so far. (1,8,23,9-18) 

The video really looked so real. She was screaming, and she 
said I'm ripping and it burns and she is yelling really loud 
and I'm look UHH, I just quiver. I could feel the pain. 
There are ways to avoid the pain, different positions like 
squatting. I thought about doing that, but I guess when you 
do it that way your contractions are stronger and more 
intense. (1,10,19,32-47) 
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CHANGING MY LIFESTYLE 

Changing My Lifestyle is defined as a process of role change 
in which the pregnant woman exchanges a known self in a 
known world for an unknown self in an uncertain world. 

She needs to change her lifestyle to include a new family 
member but is uncertain how this change will affect her 
relationship with her husband. During the first trimester 
the woman was most concerned about how the baby would affect 
her independence. 

My husband and I haven't stopped doing what we did before 
just because of that. It is getting a lot hotter out there 
so we do stay in a little bit more. We go to the movies. 
(1,7, 17,35-39) 

I think the only thing I've thought about is that we are 
always together, and I always get to do the things I want to 
do. There's going to be three of us instead of two of us 
now. I told my husband I don't want to give up our life so 
much that if the kid... I don't think it will get in between 
us. We don't go out anywhere we are always home. It's not 
an issue of going out for the night. We don't do that. We 
take vacations. That's the only thing. I don't really think 
it will affect our relationship, if anything. We get along 
fine, but as far as it affecting our lives I don't think it 
will. (1,8,25,1-5; 12-19; 25-28) 

There will be a lot more responsibility that I will have to 
take on. I still can be irresponsible sometimes; I can't do 
that anymore. Even being married sometimes I feel 
irresponsible a lot of times. My husband worries about 
everything. I don't worry about it. I can't do that anymore, 
being irresponsible. You have someone else to think about 
instead of yourself now. It's not just me, it's not just my 
husband now, it's a whole other person too. (1,10,5,1-13) 

I'm the type of person that when I want to go, I don't say, 
"Can I go here, can I go there?" I just tell my husband, 
"I'm going to go, I'll be back in a little bit." Things 
like that have to change about me. I can't just have a baby 
and walk out and say, "I'll be back." (1,10,5,22-32) 
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Taking Care of Myself 

Taking Care of Myself is defined as the process by which the 
pregnant woman manages the events of pregnancy, labor and 
delivery. 
During the second trimester the office nurse remains a 
primary source of reliable information. The pregnant woman 
has developed some self-confidence in her ability to manage 
the pregnancy and is less likely to call the nurse as 
frequently. Mental health is as important as physical 
health during the second trimester. The ability to keep 
busy is significant contributor to mental health. 

I hope that everything turns out good. I hope that my baby 
is okay. I hope that I'm doing the right thing, taking my 
vitamins. For the baby too. For me, I'm just trying not to 
gain that much weight. I try not to eat too much. Everyone 
says you are eating for two now and I don't see it that way. 
(1,7,7,16-17; 27-33) 

My husband's friend asked if I was going to quit work and I 
said I think it's better if I don't. I'm going to quit 
probably next month. Because if I would have stayed home I 
would have been probably crying all the time. Going out to 
work I feel happy. It's a different feeling to get out. 
Sure, I get tired, I don't work hard at all. My body is 
going through a lot. (1,7,17,25-31) 

I'm concerned about what I feed him. How many grams of 
protein I eat and fat and calcium and stuff. But I don't go 
overboard and eat half a chicken and a gallon of ice cream. 
I check grams of fat because fat makes you fat. If I watch 
how many grams of fat I eat, I can watch my weight. If I 
want something I'll eat it but I'll eat one and not any 
more. (1,8,10,25-3) 

I realize how important it is for the baby to get nutrients. 
When I do eat I make sure I eat good food, like peanut 
butter and jelly sandwich with water or milk. I buy a lot 
of fruit so sometimes when I'm not drinking a lot, I get 
peaches and eat on those. They have vitamins as well in it. 
I haven't eaten that much meat. I guess there is a lot of 
iron in meat. Whatever I eat the baby is going to get. I 
don't have a big appetite and then I do. Every once in a 
while I go without and then I eat a lot at night. 
(1,10,16,2-12; 45-48) 
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Preparing for Childbirth 

Preparing for Childbirth is defined as the woman's search 
for information to better prepare herself for an unfamiliar 
event. The search for information during the second 
trimester broadens to include information about fetal 
development and the circumstances surrounding labor and 
delivery. With information the pregnant woman is better 
able to predict or anticipate events for the remainder of 
the pregnancy. While information about the baby is 
fascinating, information about the delivery is disturbing, 
creating new uncertainty. This category includes Reading 
About Childbirth and Taking Childbirth Classes. 

Reading About Childbirth is defined as information obtained 
from pregnancy literature, videotapes or movies. She is 
able to anticipate what to expect, confirm symptoms as 
normal when they appear or learn about the development of 
her baby. The more graphic the information, the more 
uncertainty is created. 

I have that book out all the time. I've read it a lot. It 
says the baby will have this and when the baby will start 
growing eyebrows. I have read it a bunch of times. I pull 
it out all the time. I really have enjoyed that book. 
(1,7,5,44-49) 

I bought a book, also got one at the doctors office. Most 
of it is basically the same but there is a lot of different 
things. (1,8,19,40-43; 20, 1-2) 

I've seen one or two [movies]. At that time I wasn't really 
concentrating. I wasn't pregnant. But I figure now I better 
watch and see. (1,8,23,40-43) 

In my doctors office, you sit there in a little room and 
v/atch videos. As a matter of fact I just went there 
yesterday. I was concerned about quite a lot of things. I 
didn't know how to ask about it, like breastfeeding. That 
was a very big concern for me, because I was really worried 
about the size of breasts. I have stretch marks, but they 
are not big in size or anything but they are not lacking, I 
guess. I was really concerned about whether I could breast 
feed or not. The books I have say about six months or so 
something will come out, and I haven't really noticed 
anything. (1,10,19,1-20) 


