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ABSTRACT 

This qualitative descriptive study investigated the unique and specific impact of being 

pregnant while one’s husband was deployed to a combat zone. Three specific aims were used to 

address the study objectives: 1) describe the experience of being pregnant while one’s husband is 

deployed; 2) describe the women’s experiences with health care providers; and 3) describe the 

types of support women sought or had access to during pregnancy. Participants were 16 women 

who had been pregnant while their husbands were deployed for greater than 30 days from 2004-

2014, with no prior personal history of being deployed. Participants completed demographic 

questionnaires on their pregnancy course, and their husband’s military and deployment history. 

Semi-structured telephone interviews were conducted with each participant individually. Content 

and matrix analysis were utilized to explore the study aims. The Stress and Coping Model by 

Lazarus and Folkman (1984) provided the theoretical framework for this study. The findings 

from this study could be used to increase empathy among health care providers by educating 

them on the particular struggles pregnant women with husbands deployed encountered. 

Additionally, the findings could be adapted to create a screening tool that would alert providers 

to those pregnant women who might need specific resources or social support. 
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CHAPTER 1: INTRODUCTION 

“[T]he sound of a doorbell. It was like PTSD ‘cause, uh, a doorbell ringing would 

throw me over the edge. A car door slamming outside. I - I remember one time I 

had just finished feeding her and a door shut outside of a car, and I just, I knew … 

I had convinced myself that somebody was coming to my door in uniform to tell 

me my husband was dead.” (Part 6) 

“And then you just have so many more [emotions] flutter through you knowing 

this. I hang this phone up might be the last time I see him. Might be the last time I 

talk to him...” (Part 8) 

Statement of the Research Problem 

Pregnancy is a major milestone in the lives of women and support from a partner is 

necessary for the transition to motherhood, including maternal acceptance of pregnancy and 

maternal role attainment (Lederman, 1996; Rubin, 1984; Weis, Lederman, Lilly, & Schaffer, 

2008). The absence of the spouse often leads to uncertainty regarding the many changes that 

occur during pregnancy, as well as the well-being of the spouse. The mother’s uncertainty may 

then manifest in a stress response that affects the mother’s mental, emotional, and physiological 

states. 

Within the context of the military, spousal deployments are stressful and result in many 

more mental health problems and somatization of symptoms than the general population (Burton, 

Farley, & Rhea, 2009; Mansfield et al., 2011). As more than half of all service members are 

married (54.7%), a deployment to a zone of active combat is a stressful experience for the family 

unit (Darwin, 2009; Eaton et al., 2008). In fact, 85% of spouses surveyed stated that spousal 

deployment had been the most stressful event in the last five years (Dimiceli, Steinhardt, & 

Smith, 2010). The stress and strain of deployment affects all aspects of the family unit from 

increased stress and anxiety levels in wives, to marital satisfaction and children’s behavior 
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(Allen, Rhoades, Stanley & Markman, 2011; Van Winkle & Lipari, 2013; White, de Burgh, Fear 

& Iversen, 2011). 

Pregnant military spouses are especially vulnerable as the developing fetus is sensitive to 

the physiological effects of stress, depression, and anxiety, such as increased cortisol levels that 

may impact its growth and development (Beydoun & Saftlas, 2008; Grote et al., 2010; Tarney, 

Berry-Caban, Berryman, & Whitecar, 2013). 

Statement of the Research Purpose 

The purpose of this study was to understand the experiences of pregnant women whose 

spouses were deployed to an area of active combat during pregnancy. A qualitative descriptive 

methodology was adopted, to share the experiences of women in their own words. A pregnant 

woman whose husband is deployed faces uncertainty on two fronts: Her own pregnancy course 

and the safety of her husband. There is quantitative research that supports the supposition that 

spousal deployments during pregnancy are stressful, lead to depressive symptomology, and 

affect perinatal health. However, the research does not acknowledge the spectrum of experiences 

and social support that may influence the perception of stress and depression. This study aims to 

bridge the knowledge gap in the current research literature surrounding this phenomenon and 

offer insight as to what aspects of the perinatal experience contribute to coping, stress, or 

depression.  

Spousal Deployment During Pregnancy 

The Global War on Terrorism (GWOT) is defined as ongoing military actions targeted at 

stopping terrorist activity and has been fought since 2001. Over two million soldiers, sailors, 

airmen, and marines have been deployed to either Iraq or Afghanistan, with almost one million 
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serving more than one tour, and 300,000 serving more than two tours (Baiocchi, 2013). Pregnant 

women whose spouses are deployed during pregnancy report more stressful feelings as well as 

anxiety and depressive symptoms (Haas, Pazdernik & Olsen, 2005; Haas and Pazdernik, 2006, 

Haas and Pazdernik, 2007; Robrecht, Millegan, Leventis, Crescitelli, & McLay 2008; Smith, 

Munroe, Foglia, Nielsen, & Deering, 2010; Weis, et al., 2008). In pregnancy the physiological 

impact of a stressful event such as the deployment of the spouse has been associated with greater 

than twice the incidence of preterm delivery as compared with pregnant women whose husbands 

were not deployed (Tarney et al., 2013). The burden of perinatal morbidities such as preterm 

birth merits further research, as it impacts the resources of the military medical system. 

Military Medical Utilization 

Mansfield et al. (2010) reviewed mental health medical records in the military medical 

system and showed that there was a significantly higher incidence of major depressive symptoms 

(i.e., 27.4 excess cases per 1000) in women with deployed spouses as compared to women whose 

spouses were not deployed. Smith et al. (2010) reviewed Edinburgh Postnatal Depression Scores 

(EPDS) of nearly 4,000 pregnant or postpartum women at initial entry to prenatal care, 28-32 

weeks, and 6-8 weeks postpartum and found that women whose husbands were deployed had 

nearly double the risk of depression as women whose husbands were not deployed. Survey 

results in other women whose husbands were deployed showed significantly higher levels of 

stress during their pregnancies as compared to women with non-deployed husbands (Haas, et al., 

2005; Hass & Pazdernik, 2006). Women with the highest stress levels often had higher caregiver 

burden with more children to care for at home, and they were more likely to gain excess weight 

in pregnancy (Haas & Pazdernik, 2006). Burton et al. (2009) studied family practice medical 
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care facilities that were utilized by non-pregnant military spouses. The authors found that the 

women whose spouses were deployed had almost twice the level of stress and somatization 

scores when presenting for care than women with non-deployed spouses (Burton et al., 2009). 

Blount, Curry, & Lubin (1992) reviewed studies of military medical facility utilization and 

demonstrated that while the acuity or severity of patients’ complaints and illnesses may not 

increase during their spouse’s deployment, the patient’s ability to cope may be diminished as a 

result of the increased stress they experience because of the deployment, resulting in more 

frequent primary care usage. SteelFisher, Zaslavsky, & Blendon (2008) assessed women whose 

spouses were deployed and found that they endorsed high levels of anxiety and depression, 52% 

and 43% respectively. Researchers have demonstrated that women, and in particular pregnant 

women, endorse anxiety, stress, and depressive symptoms. However, there is a gap between 

endorsement of symptoms and seeking help for addressing those symptoms. A convenience 

sample of women (20%) whose husbands were about to deploy stated that obtaining mental 

health treatment would be embarrassing and viewed it as being weak (Eaton et al., 2008). More 

than 40% of the women surveyed also stated that it would be difficult getting the time off work, 

and 26% stated it was difficult to get an appointment (Eaton et al., 2008).  

There is a defined need of mental health and support services for women whose husbands 

are deployed as evidenced by multiple studies of military spouses endorsing stress, anxiety and 

depressive symptoms. As pregnancy is a time of vulnerability to the effects of stress, anxiety and 

depression and there is a demonstrated risk of preterm delivery for wives of deployed soldiers, 

this is an important area of research to understand how to improve birth outcomes and enhance 

the services provided by military medicine. 
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Maternal Developmental Perspective 

The husband has an integral role in the woman accepting her role as mother, it can be 

conceptualized as, “a supportive relationship [which] has been shown to be the most important 

predictor of the women’s state anxiety, and to lead to greater confidence and satisfaction in the 

motherhood role” (Weiss et al., 2008, p. 197). When the military husband is absent during part or 

all of a pregnancy, the woman must find support from other resources and try to develop coping 

mechanisms to deal with the changes and uncertainties in pregnancy. Smith et al. (2010) found 

that the highest rates of depressive symptoms in women occurred when the husband came back 

during the pregnancy as the couple might also then be dealing with reintegration in their 

relationship, which may be a source of conflict. Weiss et al. (2008) discussed that pregnant 

women with deployed husbands showed more conflict in accepting their pregnancies and more 

anxiety than pregnant women whose husbands were not deployed  

Biological Effects of Stress and Depression During Pregnancy 

There are multiple effects of prenatal stress, depression and anxiety on perinatal 

outcomes including preterm labor and birth, and premature rupture of membranes, which are 

most likely mediated by a diminished immune system response (Beydoun & Saftlas, 2008; 

Goldenberg, Culhane, Iams, & Romero, 2008; Grote et al., 2010; Hobel, Goldstein, & Barrett, 

2008; Kramer et al., 2009; Tarney et al., 2013; Wadhwa, Entringer, Buss, & Lu, 2011). Glover, 

O’Connor, & O’Donnell (2009) suggest that stress in pregnancy may also persist in children 

causing learning difficulties, anxiety, and attention problems. Wadhwa et al. (2011) found a 

range of a 25-60% increase in preterm birth among pregnant women reporting high levels of 

psychosocial stress, in comparison to women reporting low levels of psychosocial stress. Tarney 
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et al. (2013) surveyed military spouses who were pregnant while their husbands were deployed 

and found that there was a greater than double incidence of preterm birth and depression, as 

compared with pregnant spouses whose husbands were not deployed.  

Previous research in the area of the maternal immune system focused on the concept that 

the fetus was an allograft and that the hormone of pregnancy, progesterone, acted as an immune 

suppressant. The act of immunosuppression was viewed as necessary so the body would not 

mount an immune response to the developing fetal tissue. Current research posits that the 

maternal immune system changes throughout pregnancy from initially pro-inflammatory in the 

first and early second trimesters, to anti-inflammatory in the second and third trimesters. 

However, there is a clear association between the type or degree of inflammatory response in the 

mother and the concurrent inflammatory response in the fetus (Mor & Cardenas, 2010). Children 

born to women who had placental infections have higher levels of inflammatory markers such as 

Interleuken (IL)-1, IL-6, IL-8 and Tumor Necrosis Factor (TNF)-alpha and may exhibit 

behavioral and neurological sequelae as well as having a blunted immune system in adulthood 

(Mor & Cardenas, 2010).  

Stress. Stress is subjective to the individual and therefore difficult to define, and there 

may be individual and community level factors that influence an individual’s stress response. As 

well, stress for some individuals is cumulative as opposed to a specific event or events, making 

the effects of stress even more difficult to ascertain. Beydoun and Safltas (2008) define stress 

within the context of pregnancy as a, multi-dimensional concept, resulting from an intolerance 

between environmental demands (acute and chronic stressors) and individual resources (socio-

economic conditions, lifestyle, personality, social support), leading to heightened stress 
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perception and increased risk of maladaptive emotional responses (e. g., anxiety and depression). 

Antepartum stress can eventually lead to behavioral changes and increased risks of adverse 

health outcomes (p. 438).  

Stress in pregnancy causes an increase in corticosterone response as both 

mineralocorticoid and glucorticoid receptors in the hippocampus are reduced in number, which 

then limits the feedback inhibition (Glover et al., 2009). Preterm birth has been hypothesized as 

the body’s response to an exposure of hormones of the hypothalamic-pituitary-adrenal axis 

(HPA). During a stressful event, corticotropin-releasing hormone (CRH) is secreted by the 

hypothalamus, which then stimulates the production of adrenocorticotropin hormone from the 

pituitary gland, which then stimulates the adrenal cortex to release cortisol (Beydoun & Saftlas, 

2008). During chronic stress, the increased levels of cortisol lead to fatigue in the mother and 

crossover to the placenta impacting the HPA axis of the fetus (Hobel et al., 2008). In normal 

pregnancy, the placenta prevents excessive cortisol from entering fetal circulation, and secretes 

11ß-Hydroxysteroid dehydrogenase, which converts glucorticoids to harmless metabolites 

(Hobel et al., 2008). However, when maternal stress levels are high this triggers more maternal 

CRH to be released and leads to a rise in placental CRH and estrogens (Hobel et al., 2008). 

There is conflicting research regarding CRH as a moderator of the fetal stress response, though 

there is evidence that labor is partly mediated by a surge of CRH and estrogens, which supports 

the hypothesis that excess CRH may lead to preterm birth (McGregor et al., 1995). 

Researchers who investigate the effects of stress in pregnancy have identified a strong 

association between the timing of the stressor, and the women’s perception of that stressor, as a 

contributor to preterm birth (Hobel et al., 2008). Several studies have demonstrated that stressful 
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life events in the first trimester such as natural disasters or terrorist attacks result in shorter 

gestational length as compared with exposed pregnant women in the second or third trimesters 

(Lederman et al., 2004). A study by Hedegaard, Henriksen, Secher, Hatch, and Sabroe (1996) 

supports the construct that the pregnant women’s appraisal of how stressful a life event is, 

predicts preterm birth more that the number or type of life event. The hypothesis that the 

perception of stress in pregnant women mediates the body’s physiological response merits 

further research, particularly with regard to spousal deployment and how much danger the 

woman perceives her husband will encounter. 

Depression. Clinical depression in pregnant women in the United States is estimated at 

16%, with 35% endorsing clinical symptoms (Goldenberg et al., 2008). Goldenberg et al. (2008) 

discuss depression in pregnancy as a possible mediator of perinatal morbidity via its contribution 

to an increased systemic inflammatory response. There is evidence to show that depressed mood 

decreases cytotoxic killer cell activity, and contributes to higher concentrations of pro-

inflammatory cytokines and their respective receptors (Goldenberg et al., 2008). Depression is 

often accompanied by a feeling of anxiety that up to 15% of pregnant women with depression 

symptoms will endorse (Goldenberg et al., 2008). As the body’s immune defenses are taxed, the 

ability to fight off infectious pathogens is diminished leading to the potential for increased 

perinatal morbidity. 

Social and Provider Support 

The impact of a spousal deployment on the emotional, psychological, and physical state 

of a military wife may deplete her available internal and external resources. Support from the 
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military community and/or health care providers may be a key component to ameliorating the 

effects of stress and anxiety. 

Social support. Life in the military includes frequent movement, typically every three 

years as the soldier moves through his career progression. Being physically separated from 

family and friends may compound the feelings of loneliness and uncertainty of a spouse being 

deployed, as he may serve as the only familiar link in an otherwise unfamiliar area (Wright, 

Burrell, Schroeder, & Thomas, 2006). Burton et al. (2009) states that when a spouse is deployed 

it puts greater levels of responsibilities on the woman to not only take care of the home but also 

to adjust to a new social network in a new community. Studies of military wives have indicated 

that junior enlisted and “first term” wives feel an increased sense of isolation, and have a more 

difficult time establishing social support systems that would serve to assist them in coping with 

the absence of a spouse (Rosen & Moghadam, 1988; Rosen & Moghadam, 1989). Military wives 

who live on-base versus off-base tend to have stronger social networks, greater acceptance of 

pregnancy and lower stress scores (Weis et al., 2008). Increased social support for military 

spouses has been correlated with decreased perceptions of stress and an increased sense of 

personal well-being and personal self-efficacy (Balaji et al., 2007). Conversely, smaller social 

networks and inadequate social support is associated with depression (Balaji et al., 2007).  

Provider support. Researchers studying perceptions of maternity care at military 

facilities found that aspects of care such as maternal inclusion in decision-making, and trust in 

providers were associated with greater satisfaction with their care (Harriott, Williams, & 

Peterson, 2005). However, less than 50% of military wives who had maternity care through the 

military medical system would recommend it to others (Harriott, et al., 2005). The authors 
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suggest that military facilities providing maternity care should endeavor to practice more patient-

centered care to foster increased trust in providers and greater satisfaction with care (Harriott, et 

al., 2005). One such study examined the impact of group prenatal care versus individual prenatal 

care and found that women in group prenatal care stated that they did not “feel alone”, and that 

they enjoyed the sense of camaraderie with other pregnant women, and the inclusion of fathers in 

the prenatal care experience (Kennedy et al., 2009). Women enrolled in individual prenatal care 

often complained about the difficulty of obtaining appointments, short length of time with the 

provider, and lack of continuity and choice in provider (Kennedy et al., 2009). While the authors 

did not analyze the data based on deployment status of the husband, 41% of the sample stated 

that their husband was gone for at least some of the pregnancy or postpartum period.  

A study by Tarney et al. (2013) demonstrated more than twice the rate of preterm birth 

among military wives whose husbands were deployed during pregnancy. Further analysis of his 

data set yielded that only 32.9% of pregnant military wives in traditional prenatal care stated that 

their providers “felt concerned” about their social situation. The author specifically excluded 

participants from the study who had utilized group prenatal care, as there was evidence to 

suggest that it reduced the risk of preterm birth significantly (Tarney et al., 2013).  

Significance of the Study to Nursing 

Findings from this study will inform nursing practice and increase empathy for pregnant 

women going through the challenge of having a husband deployed to an active combat zone. The 

nurse, and particularly the advanced practice nurse, is uniquely situated to assess the social and 

emotional needs of the pregnant women whose husband is deployed, and make recommendations 

for further resources or evaluation of stress or depression. 
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Nursing embraces whole-person care of the individual as a tenet of our clinical practice. 

The Reciprocal Worldview Model by Fawcett (1993) is a paradigmatic perspective that posits 

that human beings are holistic and active, and that interactions between humans and their 

environments are reciprocal. Yet, the dominant paradigm of providers who take care of women 

whose husbands are deployed, appears to stem from an objective view of the patient, often 

reducing her to measures of blood pressure, weight, or laboratory values. Nursing research that 

integrates the Reciprocal Interaction Worldview values more than one perspective for knowledge 

generation, and acknowledges that individuals are more than their component parts (Fawcett, 

1993). We must acknowledge that illness is not always physical, and that there is a synergy and 

interaction that exists between the mind and the body (Thorne, Canam, Dahinten, Hall, 

Henderson, & Kirkham, 1998).  

The absence of a husband during pregnancy to an active combat zone is different than 

being a single mother, or having a husband who works long hours. The threat of harm to a 

husband who is deployed is ever-present. The reminders of that danger and uncertainty are 

almost constantly presented in the news, in speaking with other spouses, and sometimes in 

hearing mortar fire over the phone when communicating with one’s husband. Caring and 

supportive nursing care has the potential to be transformative in the lives of pregnant women 

whose husbands are deployed. A pregnant woman needs educational support for her changing 

body, and she needs emotional support to feel as though she can also adapt and cope with the 

uncertainty she faces. 
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Theoretical Perspective 

The theoretical perspective that informed this study was the Stress and Coping Model by 

Lazarus and Folkman (1984). The model provided a framework for how individuals coped with 

stressors within their environment by conceptualizing the relationships as a dynamic process. 

Folkman, Lazarus, Gruen, and DeLongis (1986a) define stress as, “…a relationship between the 

person and the environment that is appraised by the person as taxing or exceeding his or her 

resources and as endangering well-being” (p. 572), and propose that coping is a process rather 

than an individual personality trait. The concept of coping encompasses the individual’s efforts 

to manage “…the internal and external demands of the person-environment transaction that is 

appraised as taxing or exceeding the person’s resources” (Folkman et al., 1986a, p. 572). There 

are two major functions of coping that can be categorized as either “dealing with the problem” 

which is problem-based coping; or regulation of one’s own emotion response which is emotion-

focused coping (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986b). Problem-

based coping occurs when the individual feels a sense of control over the experience and can 

think about coping strategies that help to manage the stress, and the negative emotions associated 

with the event (Lazarus & Folkman, 1984). By contrast, emotion-based coping occurs when an 

individual feels little control over the situation and tries to actively diminish the impact of the 

negative emotional state by avoidance, distancing, acceptance, seeking emotional support from 

another, and selective attention (Lazarus & Folkman, 1984). When individuals feel little control 

over a situation, they often manifest helpless behaviors and exhibit passive coping efforts, which 

translate to demoralization and depression (Folkman et al., 1986a). Folkman et al. (1986a) 

demonstrated that there is a relationship between stressful events, health, and psychological 
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symptoms that is mediated by an individual’s coping processes. In a sample of adults who 

recalled stressful encounters and how they coped with those encounters, individuals who 

appraised that they had more at stake (individual’s internal state) and coped more frequently with 

stress, demonstrated poorer health outcomes (Folkman et al., 1986a). Lazarus & Folkman (1984) 

postulate that coping may influence health status in several ways including: Neurochemical 

responses, predilection to high-risk potentially life-threatening activities, and denial that might 

impede seeking external resources. However, the impact of coping and psychological symptoms 

is at least partially ameliorated by planful problem-solving, as opposed to confrontive coping. 

With planful problem-solving individuals may not be able to resolve a situation but he or she can 

at least focus on what can be done to manage a given stressful situation, which results in higher 

scores on happiness and confidence scales (Folkman & Lazarus, 1988). A part of planful 

problem-solving is seeking social support, which is also positively associated with a Confidence 

scale. Confrontive coping is positively associated with the Disgusted/Angry scale and negatively 

associated with the Confident and Pleased/Happy scale (Folkman & Lazarus, 1988). 

The main stressors for pregnant women whose husbands are deployed are the threat of 

harm to their spouse from the deployment, and facing the changes of pregnancy alone. 

Additional stressors such as caregiver burden or geographic isolation may also contribute to her 

stress response. The primary appraisal of the stress will be related to whether she perceives the 

deployment as causing definite or potential harm to her husband, or alternatively that the 

deployment will be a source of personal growth. The secondary appraisal involves reevaluation 

of the situation, which may occur later in the deployment. She will cognitively reappraise the 

situation internally utilizing her resources of individual resiliency and personal control. External 



 25

reappraisal of the event occurs by incorporating personal resources and information such as 

communication with her husband, or contact with other spouses or support groups. Her ability to 

cope with the event of the pregnancy during spousal deployment is also mediated by whether she 

uses a problem-focused or emotion-focused coping method. Should she use a problem-focused 

coping style she will feel control over the experience and will cope by obtaining resources such 

as further information about the deployment, or external help in conquering problems on her 

own. Conversely, with emotion-based coping the wife feels little control over the situation and 

utilizes avoidance, distancing, or passive coping behaviors. The behaviors of avoidance and 

distancing may manifest as the woman not participating in social support events sponsored by 

the military unit, or not talking about or cognitively processing the feelings surrounding the 

physical separation of her spouse or his risk of danger. Passive coping behaviors are exhibited by 

the individual seeking attention from health care providers in the form of seeking treatment for 

otherwise innocuous health care concerns.  

The utility of the stress coping model is that it provides a framework whereby the 

researcher can attempt to understand the phenomenon of spousal deployment during pregnancy 

and its relationship to the woman’s emotional and physical response. The information garnered 

from such an understanding may prove helpful in establishing the best means to address the 

aspects of deployment that might contribute to perinatal morbidity.  

Specific Aims and Research Questions 

Specific aims and research questions: 

1. Describe the experience of being pregnant while one’s husband is deployed. 

a. What types of experiences did women have during their pregnancies? 
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b. Are there differences in the nature of their coping styles regarding their husband’s 

absence based on: Communication frequency, complications with their 

pregnancies, or perceived danger their husbands experienced? 

2. Describe the women’s experiences with health care providers. 

a. What are the experiences pregnant women had with health care providers?  

b. Are there differences in experience based on: Type of health care provider or 

parity? 

3. Describe the types of support women whose husbands were deployed sought or 

accessed during pregnancy. 

a. What types of support did women whose husbands were deployed seek or access 

during pregnancy? 

b. Are there differences in support based on: Rank of husband, age or 

spirituality/religious belief or affiliation? 

Chapter Summary 

Pregnancy can be a time of vulnerability due to the myriad changes one experiences both 

internally and externally. When the spouse is not physically present and may be in danger due to 

a combat deployment, the stress of the experience may manifest as emotional pain and tax a 

pregnant woman’s physiological and psychological resources. Evidence from the research 

literature supports the supposition that spousal deployments result in psychological morbidity, as 

well as contributing to a decreased immune response and susceptibility to illness. Social support 

has the potential to decrease the perception of the stress of spousal deployment, though the types 

and quantity have not been explored fully in the research literature. 
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This study is significant to nursing in that the nursing model is centered on whole-person 

care of individuals, and an acknowledgment of the sociocultural, spiritual, and emotional factors 

that contribute to physical well-being.  

The Stress and Coping Model by Lazarus and Folkman (1984) provided the theoretical 

framework for this study, and provided a means to understand the impact of coping styles on 

stressful events. Lazarus and Folkman (1984) posit that reaction to stress is not necessarily an 

individual-level trait, but rather a combination of internal and external factors.  
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CHAPTER 2: REVIEW OF THE LITERATURE 

Purpose 

This chapter will review the current research literature on pregnancy during spousal 

deployment. There are three broad areas that researchers have explored with regard to the impact 

of spousal deployment during pregnancy: Stress, depression, and provider and social support 

interventions. The literature was analyzed to understand the research gaps regarding the perinatal 

experiences of spouses of deployed service members. The databases that were used to conduct 

the literature search were PubMed, CINAHL, Web of Science, and PsycInfo. Keywords relating 

to the experiences of pregnant women with spouses deployed to an area of active combat were 

used including: pregnancy, mothers, maternal, postpartum, military personnel, war, and 

deployment. Articles were further hand-searched to find additional articles that had different key 

words or had yet to be indexed. The search was limited in scope to the years 2003-2015 as 2003 

marked the United States invasion into Iraq, the operational tempo of military deployments was 

high, and it limited the search to approximately 10 years. English language and the United States 

military spouse population further limited the search. Although several articles did not 

specifically measure the impact of deployment on pregnancy outcomes or maternal adaptation to 

pregnancy, the authors did state that the operational tempo at the time of the article was high at 

the military bases used for the studies, and thus an additional two articles were added. As well, 

several of the articles dealt with the immediate postpartum period or had an additional time point 

extending to the 6-week postpartum visit and were included in the literature search, bringing the 

total to 11 articles. The articles were reviewed, and based on key words and themes divided into 

the concepts of: Social and provider support (4), stress (3), and depression (4). 
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Rationale for Review Topics 

Starting in World War II researchers studying the impact of wartime deployment on 

military wives anecdotally noted that the women reported increased feelings of stress and 

depression. Continued research on military medical utilization has validated those initial findings 

and wives continue to report stress and depression because of the absence and uncertainty of the 

safety of their husbands. Within the military culture, social support was cultivated through 

wives’ clubs that eventually evolved into the Family Readiness Groups (FRGs) of today.  

The current research on the phenomenon of spousal deployment during pregnancy is 

quantitative in nature, and there are well-validated tools that researchers have used to evaluate 

stress, depression and the impact of social support interventions. 

Stress 

A spousal military deployment to a combat zone is a stressful situation due to both the 

physical separation and the potential for harm. In a survey of military wives who had 

experienced spousal deployment, perceived stress accounted for more than half of the variance in 

mental well-being and over 25% of the variance in physical well-being (Padden, Connors, & 

Agazio, 2011). The variance increased by 2-4% if the participant used emotion-based coping 

(Padden et al., 2011). The research literature that described stress in pregnant military wives was 

sparse, though one research team led by David Haas, MD, explored and associated stress with 

physiological outcomes, environmental factors, and social support in pregnant wives of deployed 

soldiers. 

Haas et al. (2005) completed a cross-sectional survey of pregnant military spouses and 

analyzed stress scores and maternal and neonatal outcomes across the deployment status of the 
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husband. The authors found that among pregnant women reporting higher stress levels, the 

majority had a spouse who was deployed for all or part of the pregnancy (Haas et al., 2005). The 

impact on the physiological state of the pregnancy was evidenced by approximately one-third of 

the women in the higher stress group reporting that their spouses’ deployment impacted their 

eating habits in a way that caused them to eat more (Haas et al., 2005). The authors hypothesized 

that one of the coping mechanisms by the participants who gained weight was “stress-eating.” In 

a follow-up study, Haas and Pazdernik (2006) investigated the impact of increased eating when 

the husband was deployed, and found that pregnant women whose husbands were deployed 

delivered significantly higher birth weight babies and gained more weight in their pregnancies 

(Haas & Pazdernik, 2006). Furthermore, the authors found that pregnant women in the deployed 

group reported more stress overall than pregnant women whose husbands were not deployed 

(Haas & Pazdernik, 2006). A third study conducted by Haas and Pazdernik (2007) on stress in 

pregnancy and spousal deployment further supported the supposition that women whose partners 

were deployed had higher stress levels and explored the impact of the environment on perceived 

stress. The environmental factors the authors investigated were media coverage of the war and 

social support. Participants indicated that media coverage of the war heightened their stressful 

experience. The authors also built upon the previous study by incorporating a question on social 

support and found that women with at least one support person at home reported less stress (Haas 

& Pazdernik, 2007).  

While stress on spouses and families during the GWOT has been widely studied, the 

specific impact on pregnancy has only been explored by the one team of researchers. In addition, 

several problems exist with the methodology used in their research, the most problematic of 
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which is that the stress scale used in their research was not a validated research instrument. The 

authors created a novel scale asking pregnant or postpartum women to rate their stress level on a 

Likert-type scale from one to five. There are multiple validated stress scales available such as the 

Perceived Stress Scale by Cohen, Kamarck, and Mermelstein (1983). While the researchers did 

have representative sample sizes, there were no demographic comparisons of age, racial/ethnic 

background, or rank of husband. As well, the surveys were anonymous and there was no way to 

retrospectively review the medical charts of participants for confirmation of information, or other 

known impacts of stress on maternal health, such as perinatal infections or complications. 

Further research should focus on obtaining demographic information relating to the spouse’s 

rank, as well as investigating the impact of stress at each trimester in the pregnancy, and its 

influence on perinatal health measures relating to stress. 

Depression 

Depression in pregnancy or the postpartum period is a significant health risk for mothers 

and their children, with impacts on both maternal and infant health (Grote et al., 2010). Risk 

factors for depression in the perinatal period include: Lack of social support, life stressors, and 

conflict with spouse (Beck, 2001; Robertson, Grace, Wallington, & Stewart, 2004). The 

incidence of depression in military spouse populations has been widely studied as major 

perinatal and neonatal provider associations such as the American College of Obstetrics and 

Gynecologists (ACOG), the Association of Women’s Health, Obstetric, and Neonatal Nurses 

(AWHONN), and the American Pediatric Association have all endorsed the use of depression 

screening tools in the pregnancy and postpartum periods (ACOG, 2010; AWHONN, 2008; Earls, 

2010). 
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There are multiple validated tools in use for depression screening in pregnant women, 

and several of the studies on pregnant military wives utilize the EPDS that has been validated for 

use in either the prenatal or postpartum period. The EPDS is a self-administered 10-item scale 

that assesses the intensity of postpartum depressive symptoms during the past week based on the 

three factors of: Depression, anxiety and suicidal ideation (Cox & Holden, 2003). It uses a 

Likert-type scale with four responses possible (0 = “as much as ever” to 3 = “no, never”); and 

includes a single question to assess for suicidal ideation. Seven of the items are reversed before 

summing the scores with a total possible score of 30, and an affirmative response on the single 

question regarding suicidal ideation requiring an immediate referral. There has been some debate 

as to what the cutoff score should be for the EPDS as it is a screening tool and not diagnostic for 

depression, with ranges of 10-15 for referral to a mental health provider (Cox & Holden, 2003). 

Robrecht et al. (2008) conducted a retrospective chart review of the EPDS scores of 415 

postpartum military wives and found that the average score for women with a husband deployed 

was 7.36 versus 4.81 for women whose partners were not deployed. Additionally, the percentage 

of positive screens for depression that merited a psychological referral (cut-off set at 12) was 

25.27% for women whose husbands were deployed, versus 10.94% for women with non-

deployed husbands (Robrecht et al., 2008).  

While the Robrecht et al. (2008) study investigated only one time point, two other large 

studies of perinatal depression at military medical centers representing Army, Navy and Marine 

Corps wives were able to use multiple times points extending from the initial prenatal care visit 

to 6-weeks postpartum. Smith et al. (2010) reviewed 3,956 EPDS surveys representing the three 

time points of the initial obstetric visit, the 28-32 week obstetric visit and the 6-week postpartum 
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visit, with a cutoff score of 14 for referral for clinical depression evaluation. The study also 

associated three phases of the husband’s deployment (preparing to deploy, deployed, and 

returning from deployment) with EPDS scores, and had a control group of women whose 

husbands were not deployed (Smith et al., 2010). During the initial obstetric visit the EPDS 

scores for women whose spouses were returning from deployment was more than double the 

baseline rate for the control group, but was not significantly greater for women whose spouses 

were currently deployed. However at the 28-32 week visit women whose husbands were 

deployed or returning from a deployment screened positive at a rate of 13.1% versus 4.3% for 

the control spouses, and at the postpartum visit that number increased to 16.1% versus 8.1% 

respectively (Smith et al., 2010). A similar study with 3,882 surveys conducted at a Navy 

military medical facility that also cared for Marine spouses, found that at the initial obstetric visit 

women whose husbands were deployed screened positive at a rate of 8.6% versus 4.3% for non-

deployed spouses (Spooner, Rastle, & Elmore, 2012). At the 28-32 week visit, the preparing to 

deploy group screened positive at a rate of 5.7% versus the control group of 4.1% and the 

deployed group at 4.8% (Spooner et al., 2012). At the 6-week postpartum screen, the deployed 

group screened positive at 8% and the preparing to deploy group at 6.9% versus the non-deploy 

group of 3.5% (Spooner et al., 2012). These findings suggest that overall pregnant military wives 

endorse more depressive symptoms in all stages of spousal deployment. However, none of these 

authors did follow-up with any of the participants to see if the positive depression screen resulted 

in a clinical diagnosis of depression. Additionally only the Robrecht et al. (2008) study reported 

the actual EPDS scores of the participants, whereas the Smith et al. (2010) and Spooner et al. 

(2012) studies reported only percentages of participants who scored above the cut-off.  
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One limitation of the Robrecht et al. (2008) study is that it was a cross-sectional 

retrospective chart review, with no association between deployment length and timing. The 

Smith et al. (2010) and Spooner et al. (2012) studies had multiple time points extending into the 

postpartum period and were able to associate EPDS scores with deployment cycle, but not 

length. None of the studies incorporated any demographic information regarding the ages, 

ethnic/racial backgrounds of participants or their spouses’ military rank. Though the Smith et al. 

(2010) and Spooner et al. (2012) studies were similar, the authors noted that there was a 

difference between the EPDS scores particularly at the six-week postpartum visit. Spooner et al. 

(2012) suggested that one reason for the relatively low rate of referrals at the 6-week postpartum 

visit at the Navy versus the Army facility might have been due to the large social support 

program that was active at the Navy and Marine Corps base at that time. The program was called 

the Maternal Infant Support Team, and provided specific support and referral services for new 

mothers. Another aspect that was not assessed in either study was how threatening the pregnant 

wives perceived the deployed environment to be for their husbands. It is possible that the Navy 

and Marine husbands were assigned to a ship and were sent to an area that was not in imminent 

danger, versus Army spouses who would be assigned to combat patrols. Neither study assessed 

social support directly, though it was a possible factor in decreased depression rates, particularly 

at the Navy and Marine Corps base. 

The idea that social support has an attenuating effect on depression in military wives in 

the postpartum period is supported by findings from Schachman and Lindsey (2013). The 

authors investigated the relationship between postpartum depression symptomatology as 

measured by the Postpartum Depression Screening Scale, and social support utilization in 
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military wives with the Family Index of Regenerativity and Adaptation-Military (FIRA-M). 

Among a cohort of 71 postpartum military spouses, 50.7% of the participants scored above the 

cutoff for symptoms indicative of postpartum depression, and those experiencing depressive 

symptoms scored higher on the FIRA-M for more family changes and strains, lower self-

reliance, and lower social support than those without depressive symptoms (Schachman & 

Lindsey, 2013). One issue with this study is that while it was conducted on a military base with a 

high operational tempo and the FIRA-M asked specific questions about functioning in the 

absence of a spouse, specific information about spousal deployment was not collected or 

analyzed. 

Stress, Anxiety, Depression, Provider Support and Preterm Birth 

The research literature contains one example of a study that attempted to incorporate 

multiple aspects of the experience of being pregnant while one’s husband was deployed. Tarney 

et al. (2013) utilized a cross-sectional retrospective survey to ascertain the incidence of preterm 

birth, stress, anxiety, depression and provider support in a convenience sample of 308 military 

wives presenting at a military medical center obstetrics and gynecology clinic. Participants were 

asked to complete a demographic survey and comment on their stress and anxiety levels, 

antenatal or postpartum depression, and pregnancy complications such as preterm birth (Tarney 

et al., 2013). Participants were also asked a question regarding how the obstetrical provider had 

been concerned with, or addressed her social situation. The significant findings from the study 

included that women whose husbands were deployed during pregnancy reported more preterm 

delivery than women whose husbands were not deployed (21.4% versus 8.9%), and had nearly 

twice the reports of antenatal depression and postpartum depression (16.4% versus 9.0%) 
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(Tarney et al., 2013). Participants who were pregnant when their husbands were deployed also 

endorsed more feelings of their providers not caring about (39.2%), or addressing (51.4%) their 

social situation during antepartum care (Tarney et al., 2013).  

One issue with the Tarney et al. (2013) study is that it relied on retrospective recall of 

stress, anxiety, and depression for participants. Participants were given a 15-question survey and 

asked to state whether they had “none” “mild” or “moderate to severe” stress and anxiety while 

they were pregnant, and whether they had antepartum or postpartum depression. The study 

article did not specify which instruments were used to assess the concepts of stress, anxiety, or 

depression in participants. Correspondence with the study author revealed that, “stress was a 

subjective measure, and depression was measured by the Edinburgh” (C. Tarney, personal 

communication, May 25, 2014). Subsequent communication with the author to elucidate the 

above statement revealed that, “We evaluated depression based on patient self-report of being 

diagnosed with postpartum depression by their obstetric provider” (C. Tarney, personal 

communication, December 15, 2014). One methodological issue with this study is that the 

surveys were anonymous, so there was no way to access the participant’s medical records and 

find out whether she indeed had a history of clinical depression, or a preterm delivery.  

As the main finding of the study is that women whose husbands were deployed during 

pregnancy had a much higher rate of preterm birth, participants should have been asked their 

gestational age at delivery, or given consent to have their medical records accessed for the most 

accurate information. 
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A necessary step is to have a further clarification of the definitions of preterm birth and 

depression in this study for the study findings to be generalizable to the larger community of 

pregnant women whose husbands are deployed. 

Social Support 

Social support can range from face-to-face emotional and psychological support by a 

community of those experiencing similar circumstances, to online forums and social media 

outlets that connect individuals digitally (Lapp et al., 2010). Social support for the pregnant 

military spouse has been measured in several ways including validated tools that assess social 

support, coping, and acceptance and adaptation to pregnancy. In a study of 421 pregnant military 

spouses, Weis et al. (2008) found that pregnant women whose husbands were deployed 

expressed greater conflict with their pregnancies than women who experienced no spousal 

deployment. However, the impact of the acceptance of their pregnancies was attenuated by the 

emotional support the women received from their communities, with more perceived social 

support contributing to greater acceptance of their pregnancies across all trimesters (Weis et al., 

2008). The findings by Weiss et al. (2008) are consistent with the developmental literature on 

maternal acceptance of pregnancy and the importance of emotional support as benefiting the 

mother-to-be in the absence of the paternal presence. One limitation of the study by Weis et al. 

(2008) was that it did not ask women about the types of social support that they sought or 

accessed during their pregnancies. There are multiple avenues on military bases for FRGs or 

online communities or forums, but the impact of those social support groups was not investigated 

in the study.  
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While the Weis et al. (2008) study did not address the types of social support sought by 

pregnant women, a subsequent study by Weis and Ryan (2012) designed an intervention that 

assessed the peer mentoring aspect of social support during pregnancy. The intervention was 

aimed at supporting mothers-to-be whose husbands may be deployed during the pregnancy 

through peer mentoring. The study investigated the impact of weekly support sessions facilitated 

by mothers who had been through the process of having a spouse deployed, and offered insight 

as to the unique feelings and experiences of military spouses. The study was constructed with a 

control group and the authors found that there was no significant difference between the two 

groups among the social support variables of acceptance of pregnancy, attitudes towards 

pregnancy and labor, or relationships with spouse or family. The only significant finding from 

the study was that wives in either the intervention or the control group who had the most contact 

by phone or email with their spouse while deployed, had the highest scores for self-esteem, and 

lowest scores for anxiety regarding their relationships with their husbands. One issue with this 

study was that it investigated only Air Force spouses and the sample size was low at only 65 

participants. Additionally, no information was obtained regarding the lengths of the deployments 

or to where the spouse was deployed. The study does represent an attempt to take research 

findings relating to social support, and design an intervention to test certain aspects of social 

support such as peer support. The authors also validated the concept that paternal emotional 

support helps maternal self-esteem and decreases anxiety.  

Another social support strategy is engaging with other individuals who share a similar 

experience such as spousal deployment and pregnancy, and actively learning coping skills and 

how to access resources. Schachman, Lee, and Lederman (2004) sought to create an intervention 
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aimed at facilitating role transition for military mothers-to-be by creating a “Baby Boot Camp” 

(BBC) whereby women could share with each other resources they had accessed, as well as 

learning to focus internally on their own personal resources. Compared to the control group, 

women who attended the BBC exhibited greater maternal role adaptation both before and after 

birth (Schachman et al., 2004). While the BBC attendees were able to access more resources 

immediately after the intervention, the difference in mothers being able to obtain resources 

between the two groups diminished by 6 weeks postpartum (Schachman et al., 2004). The 

authors acknowledge that a limitation to the study was that there was no direct comparison made 

between participants whose partners had been deployed during pregnancy with those who had 

not been deployed. However, the operational tempo at the military base was high and the 

likelihood of having a spouse deployed during pregnancy was great. 

Military-sponsored support groups such as the FRGs that are funded by the government 

are part of the military family covenant. The military family covenant is a concept that the war 

fighter must feel as though his spouse and family are taken care of, in order to focus solely on the 

mission with which he is tasked. Di Nola (2008) details the history of military spousal support 

groups and traces it to its start during the Revolutionary War. Martha Reed, the wife of one of 

General Washington’s aides, recruited 39 wives into what was then known as “the Association” 

which performed functions as disparate as cooking, nursing and even carrying equipment for the 

troops. In World War II “the Association” changed to the “waiting wives’ club” and then 

changed again to the FRG after the first Gulf War (Di Nola, 2008). The military mandates that 

all units have an FRG, and usually the company commander’s spouse is put in charge of 

implementing the program (Parcell & Maguire, 2014). The FRG is a potential source of support 
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for military families and particularly the spouses of deployed soldiers (Orthner & Rose, 2007). 

However, the FRG groups can also be sources of stress as Pincus and Nam (1999) recount the 

experiences of deployment during the Bosnian conflict where the FRG became a place of rumor, 

instead of a haven of support for military wives. Parcell and Maguire (2014) discuss the paradox 

of formalized support groups in the military being sources of frustration instead of their intended 

use as a means to disseminate accurate information and provide support for spouses. One issue 

with the FRGs is that they are best characterized as peer-to-peer support groups and the leaders 

do not have formal training in facilitating support groups (Parcell & Maguire, 2014). The authors 

interviewed military wives who participated in the FRGs and found that many FRG leaders 

whose husbands were the senior officers did not disseminate information to the lower enlisted 

wives in a timely manner, believing it may be too much information, or that the information 

might be too distressing (Parcell & Maguire, 2014). The participants who assumed leadership 

roles in the FRG recounted incidents in which other wives in the unit would call them frequently 

to get car rides to the grocery store, or for advice on how to handle writing a check for more 

funds than they had in their bank account (Parcell & Maguire, 2014). The FRG leaders assumed 

the role of counselor for these women and found the role to be exhausting and stressful (Parcell 

& Maguire, 2014). The type of behavior in other military spouses described by the FRG leaders 

is most consistent with helplessness, and is a sign of emotion-based coping that is not an 

effective long-term coping strategy for the stress of a spousal deployment. As the FRG leaders 

are not formally trained in counseling, they do not recognize the emotion-based coping strategies 

of some of the other wives, and therefore cannot suggest more effective coping strategies. Thus, 

the FRGs that were formalized to provide peer support only, function well for individuals who 
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already have effective coping skills such as problem-based coping, whereby individuals seek out 

solutions from support groups such as the FRGs.  

The stress-coping model of Lazarus and Folkman (1984) and the constructs of primary 

appraisal, secondary appraisal, and problem-based or emotion-based coping provide a basis for 

understanding how wives manage the stress of a spousal deployment. Primary appraisal is 

composed of how one initially conceptualizes the importance of the experience such as the harm 

it will cause, the potential harm, and the challenge of the experience such as what one learns 

(Lazarus & Folkman, 1984). Secondary appraisal is composed of reevaluating the situation or 

experience, either internally by garnering the individual’s own personal strength, and/or 

externally through health care providers, friends or relatives (Lazarus & Folkman, 1984). 

Problem-based coping occurs when the individual feels a sense of control over the experience 

and can think about coping strategies that help to manage the stress and negative emotions 

associated with the event (Lazarus & Folkman, 1984). By contrast, emotion-based coping occurs 

when an individual feels little control over the situation and tries to actively diminish the impact 

of the negative emotional state by avoidance, distancing, acceptance, seeking emotional support 

from another, and selective attention (Lazarus & Folkman, 1984). The wives who may need the 

FRG the most are most likely using distancing or avoidance as part of their coping style and 

when they do eventually reach out, their behavior is met with frustration and a lack of empathy 

on the part of the FRG leaders. Researchers interested in understanding how to support women 

whose husbands are deployed need to recognize the support structures available within the 

military and seek out ways to leverage those structures in the most effective manner. Perhaps 

helping FRG leaders to have an awareness of how a poor quality coping strategy manifests, and 
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where to refer those spouses, would be an appropriate step in making the FRG a reliable and 

effective source of support. 

The military lifestyle may tax the availability of internal and external resources to assist 

the psychological transition to motherhood pregnant women encounter. Interventions that have 

attempted to help women identify resources to ease the transition to motherhood within the 

military paradigm have shown variable short-term success. Research should assess the specific 

needs of pregnant women whose husbands are deployed, and lay the foundation for creating 

interventions that will have a positive impact on maternal health and well-being.  

Stress Coping Model and Perception 

Evidence from multiple research teams investigating the impact of spousal deployment 

during pregnancy demonstrates that most women find the experience stressful and that women 

who perceive the most stress are more likely to have complications such as depression or preterm 

birth (Robrecht et al., 2008; Smith et al., 2009; Spooner et al., 2011; Tarney et al., 2013). The 

availability and use of social support resources may ameliorate some of the perceived stress and 

result in decreased morbidity for both mother and fetus (Haas & Pazdernik, 2006; Haas & 

Pazdernik, 2007; Tarney et al., 2013). How the individual woman perceives the quality, quantity 

and availability of support may have an influence on her own personal self-efficacy in dealing 

with the spousal absence and adjusting to her role as mother (Weis et al., 2008). Even with 

women who have been mothers before there is a period of adjustment to having a new baby, and 

pregnant women with deployed spouses report higher levels of stress when they have other 

children to care for at home (Haas et al., 2006). Tarney et al. (2013) surveyed pregnant women 

whose spouses were deployed and showed that 51.4% of participants stated that their provider 
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did not address their social situation, and only 32.9% stated that they felt as though their provider 

cared about their social situation. Studies by Spooner et al. (2012) and Smith et al. (2010) that 

assessed perinatal depression in military spouses suggested that the reason depression scores 

were lower among Marine spouses was due to a postpartum support group that was active on the 

Navy and Marine Corps base.  

Another aspect of perception is how threatening the particular stressor is to the 

individual. Lazarus and Folkman (1986) call this aspect of perception an interpretation, and 

divide it into a primary and secondary appraisal of the stressor. Within the primary appraisal the 

spouses asks herself, “how threatening is the absence of my husband to a combat zone while I 

am pregnant” and this is likely mediated by the length of the deployment, how much danger she 

perceives her husband will encounter, and how much contact she has with him through phone 

calls, email and mail. The other half of the interpretation is secondary appraisal where the spouse 

asks the question of herself, “Can I cope with the stressor of my husband being deployed during 

my pregnancy?” The answer to which is mediated by her coping responses that are influenced by 

resources, social support, personal qualities, and other stressors.  

Several research studies have addressed some of the different aspects of perception or 

interpretation, though none has done so comprehensively. Smith et al. (2010) and Spooner et al. 

(2012) investigated timing of deployment on perinatal depression and found inconclusive results, 

while Weis and Ryan (2012) assessed quantity of contact with spouse on maternal acceptance of 

pregnancy and found that increased contact led to greater acceptance and self-efficacy. Perhaps 

because the increased communication resulted in a feeling of control and stability in being able 

to regularly communicate and involve the husband in her pregnancy experience. There has been 
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no research to date on the impact of threat of harm to the deployed spouse on the perinatal 

experiences of pregnant women.  

The research that has been done on secondary appraisal has assessed more concepts, 

though the results are inconclusive. Schachman et al. (2004) assessed resources, personal 

qualities, and social support and found that only external resource utilization increased 

immediately after birth when pregnant spouses were educated regarding their use and efficacy.  

As perception or interpretation is an important aspect of the stress response to spousal 

deployments, it merits further research attention and investigation. A qualitative approach based 

on the Stress Coping Model framework was one way to address different aspects of the coping 

process as opposed to quantitative methods that are not as comprehensive. An important piece of 

the perception or interpretation of the spousal deployment is the level of danger the woman 

believes her spouse will encounter, and there is no quantitative way to assess that concept. 

Qualitative methodology allows space for the women to reflect on how she perceived the threat 

of her spouses’ deployment and offer insight into what aspects of the spousal deployment 

contributed to beliefs surrounding the potential for harm. 

Chapter Summary 

The research literature regarding spousal deployment during pregnancy detailed the 

impact of stress, depression, anxiety, and the mitigating factor of provider or social support. 

Stress is a subjective feeling and is not easily described or quantified. Researchers have shown 

though, that pregnant women with deployed husbands have reported more stress, and that stress 

increased with more exposure to images of war and increased caregiver burden. However, the 

best attempt to quantify stress in a sample of pregnant or postpartum women with deployed 
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husbands was done with an instrument that was not validated, thus limiting the validity of the 

findings. Depression is a state in which individuals experience anhedonia, and may have feelings 

of helplessness and hopelessness. While pregnant women whose husbands were deployed 

reported more depressive symptoms, there was no follow-up to confirm whether the depressive 

symptoms resulted in a diagnosis of depression. One study author noted an association between 

an increase in preterm birth and spousal deployment during pregnancy, though he did not detail 

the exact gestational age, making it more difficult to compare the findings across multiple 

definitions of prematurity.  

With regard to social support the research literature on spousal deployment during 

pregnancy showed that it had an attenuating effect on the perception of stress, and the 

endorsement of depressive symptoms. As well, from a maternal developmental perspective, 

social support was associated with greater maternal acceptance of pregnancy, and self-esteem. 

With regard to support from providers, pregnant women whose husbands were deployed 

perceived that their providers did not care about them, or address their specific social situation. 

The research literature on support during pregnancy while the husband was deployed does not 

address the types of support, how much, or if a difference exists in support based on 

demographic variables. The research literature addressed various aspects of the impact of a 

spousal deployment on pregnancy, though there are still many questions that remain that a 

qualitative study will help to answer.  
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CHAPTER 3: METHODOLOGY 

Introduction to Qualitative Methodology 

Qualitative research is emancipatory in that it allows for the insights, beliefs, and 

experiences of individuals regarding a certain phenomenon to be uncovered and elucidated. 

Munhall (2012) in describing qualitative researchers states that, “we use our different ways of 

seeing to uncover and discover meaning through understanding, which is the essential core, from 

my perspective, to authentic compassion and caring” (p. xiv). The purpose of this research study 

was to allow women to have a voice and share their experiences, feelings and beliefs regarding 

being pregnant while a spouse was deployed to an area of active combat. While there has been 

abundant quantitative research to support the supposition that the experience of having a spouse 

deployed is stressful, and that stress can result in a physiological response that is detrimental to 

mother and fetus; there has been no voice for the actual women being studied. The quantitative 

research literature has described many aspects of the individual, environmental and life situations 

that might contribute to an understanding of the experiences of pregnant women whose husbands 

were deployed, though there are many research questions left unanswered regarding the specifics 

of social support groups or how women whose husbands were deployed coped with their stress. 

The research questions that I asked in this study were open-ended and informed by the 

gaps in the current quantitative research literature. Please see Table 1 for a listing of the specific 

aims and research questions. 
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TABLE 1. Specific Aims and Research Questions. 

Specific Aim Research Question 

1. Describe the experience of being pregnant while 
one’s husband is deployed 

a. What types of experiences did women have 
during their pregnancies? 

b. Are there differences in the nature of their coping 
styles regarding their husband’s absence based on: 
Communication frequency, complications with their 
pregnancies, or perceived danger their husbands 
experienced? 
 

2. Describe the women’s experiences with health 
care providers 

a. What are the experiences pregnant women had 
with health care providers?  

b. Are there differences in experience based on: 
Type of health care provider or parity? 
 

3. Describe the types of support women sought or 
had access to during pregnancy 

a. What types of support did women whose 
husbands were deployed seek or access during 
pregnancy? 

b. Are there differences in support based on: Rank 
of husband, age, or spirituality/religious affiliation? 

Rationale for Choosing Qualitative Descriptive Methodology 

The qualitative research tradition I chose was qualitative description as defined by 

Sandelowski (2000). Qualitative description allows for the presentation of experiences with a 

low-level of interpretation and permits the researcher to share the authentic experiences of 

participants. Qualitative description draws from naturalistic inquiry and seeks to observe a 

phenomenon in its natural state free from pre-determined conceptual frameworks (Sandelowski, 

2000). Distinct from other qualitative designs that rely on interpretation of events surrounding a 

phenomenon, the qualitative researcher who uses a descriptive design seeks to find 

commonalities in the recounting of events by participants. One pragmatic aspect of this research 

method is that it is accessible to a wide range of health care providers who may have varying 

levels of understanding regarding qualitative methods. As well, there is an authenticity to the 

data as it is presented in common language that is readily interpretable by the health care 
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provider consumer. Qualitative research has the potential to pave the way for a deeper 

understanding of the impact of having a spouse deployed during pregnancy and offer insights not 

possible from quantitative methods. 

History and Use of Qualitative Description in Nursing 

Qualitative description in nursing has been utilized for many years by nursing 

researchers, but oftentimes erroneously named as another qualitative tradition (Crotty, 1998; 

Sandelowski, 2000). The central concept of qualitative description is to create a low-level of 

inference on the qualitative data that are obtained from participants. The use of qualitative 

description in nursing is oftentimes used as a first step for nursing researchers to understand a 

phenomenon from the patient’s perspective. The researcher does not need to create a theory or 

use another type of qualitative framework to otherwise interpret the phenomenon of interest. 

Nurses may have a gestalt feeling regarding a particular clinical phenomenon that drives their 

inquiry, and qualitative descriptive provides the bridge for attempting to understand the patient 

experience from the perspective of the patient. The intent of qualitative description is to stay as 

close to the data as possible, the researcher will indeed make interpretations from the data 

garnered, but endeavors to let the data be self-evident.  

Overview of Information Needed 

In qualitative research there are three main areas of information that illuminate a 

particular research question: Contextual, demographic, and perceptual, please see Table 2.  
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TABLE 2. Table of Overview of Information Needed. 

Type of Information What the Researcher Requires Method 

Contextual Organizational background, history and structure; 
mission, values, services; organizational culture; 
leadership 

Document review 

Demographic Descriptive information regarding participants such as: 
Age, race, ethnicity, obstetric course, perceived danger 
husband encountered, husband’s military rank and 
branch of service 

Questionnaire 

Perceptual Participants’ descriptions and explanations of their 
experiences of being pregnant during spousal 
deployment, perceived threat to her husband while 
deployed 

Interviews 

Specific Aim 1 Types of experiences, differences in feelings with 
regard to: Communication frequency, complications 
with the pregnancy, potential for danger 

Interviews, 
Demographics 

Specific Aim 2 What are the experiences, differences based on: type 
of provider or parity  

Interviews, 
Demographics 

Specific Aim 3 Types of support accessed, differences in support 
sought or accessed based on: Rank of husband, age, or 
spirituality/religious affiliation 

Interviews, 
Demographics 
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Contextual 

Contextual information refers to the location in which the subjects are situated, including 

cultural and environmental influences. The cultural influences for this study were the military 

branches of the Army or Navy, and the environmental influence was the military community 

itself. Participants shared experiences regarding both the military culture and community 

including traditions surrounding the deployment, and resources accessed from both the physical 

base community as well as online-based support groups. While there were no participants in this 

study whose husbands served in the Marine Corps or Air Force, there are many similarities 

between the military branches in terms of the cultural and environmental structures that spouses 

may be surrounded by or access. 

Cultural 

The military culture is characterized by, “duty, honor, and country” and the core belief 

that the individual is subordinate to the group and the mission (Hsu, 2010). This mindset of 

“putting the mission first” is a large part of the predominant cultural mindset in the military, and 

thus filters through the military member of the household to the spouse who must then maintain 

the mantle of subordination to the greater good of the country. Hsu (2010) details further 

elements of military culture including discipline, ceremony and etiquette, and cohesion. These in 

turn also influence the ways in which supportive groups (e.g., FRGs, Morale Welfare and 

Recreation, & Army Community Service) and institutional structures (Army Medical 

Department, Chaplain’s Office) work to serve and support military families. For instance, the 

concept of supporting the mission of the warfighter is reflected in the mission statement of the 

Army Medical Department (AMEDD), “Army Medicine provides responsive and reliable health 
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services and influences Health to improve readiness, save lives, and advance wellness in support 

of the Force, Military Families, and all those entrusted to our care (Army Medicine, 2014). The 

concept is that the purpose of AMEDD is to take care of all aspects of the warfighter from his 

battlefield injuries to his newborn baby so he can focus on the broader military mission. This 

sentiment is echoed in other aspects of military life where the ultimate goal is readiness of the 

warfighter to meet the mission goals. 

In this study, the military culture was evident in the coping efforts the participants 

utilized when interacting with their deployed husbands. Specifically, “Coping: Mission First” 

was a coping mechanism that participants used whereby they would selectively withhold 

potentially distressing information or news from their deployed husbands. The justification for 

withholding such news was that the women believed that it was important for their husbands to 

focus on the mission, and that potentially distressing information might distract their husbands 

from supporting the goals of the military mission. Several participants felt as though the act of 

withholding information was a necessity and part of their duty, and this concept was expressed to 

them through pre-deployment classes sponsored by the military. Other participants felt as though 

not sharing such information was stressful, and a difficult aspect of communicating with their 

husbands. 

Environmental 

The military community can be a physical location such as an on-base community or a 

virtual space such as social media or an Internet website. There is also a broader feeling of 

military community across groups that are invested in Veteran issues. The concept of a military 

community as a physical location has been more widely studied in the research literature, 
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particularly within the discussion of how military spouses experience support on-base versus off-

base (Weis et al., 2008). Within the physical confines of the base, there is a sense of community 

as all of one’s neighbors are also active duty and everything from shopping to the post office is 

within a short distance. On-base communities also sponsor events to promote cohesion by 

bringing military families together, and promoting the social services the base offers. While off-

base families can participate, it is more convenient and accessible to on-base families. Weis et al. 

(2008) found that the pregnant military wives surveyed who lived on-base had greater 

acceptance of their pregnancies and were more likely to have stronger social networks and less 

stress than pregnant women who lived off-base.  

Participants in this study who lived on-base were more likely to participate in the 

military-sponsored support groups such as the FRG. Off-base participants still sometimes had 

contact with the FRG, though it was usually limited to speaking on the phone with a leader, or 

receiving information through emails. One participant also utilized an online-based support 

group for and by military wives.  

Perceptual 

Perceptual information relates to how the participant may experience a particular 

phenomenon. For this research project I asked: (a) how the participant perceived the experience 

of being pregnant while her spouse was deployed; (b) the type of support she sought and/or 

accessed; (c) her experiences with health care providers; and (d) the threat she believed her 

husband encountered while deployed.  

Each individual participant shared a different perspective of the experience of being 

pregnant while her husband was deployed. Although there were commonalities and differences 
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with regard to: Frequency of communication, pregnancy complications experienced, perceived 

danger of husband, type of provider seen during prenatal care, parity, rank of husband, and 

spiritual/religious affiliation or belief. 

Demographic Information 

One goal of this research project was to represent a variety of voices of women who were 

pregnant while their husbands were deployed. The sampling strategy attempted to incorporate 

diversity of age, race/ethnicity, spousal rank, and perceived risk of spousal harm. The study 

succeeded in getting a representative sample of officer versus enlisted wives, and having 

diversity in perceived danger of husband. However, the study was not able to recruit many 

participants of diverse race/ethnicity. 

Sampling Methodology 

I utilized purposive sampling which Thorne (2008) describes as, “a somewhat more 

representative sampling technique…in which the settings and specific individuals within them 

are recruited by virtue of some angle of the experience that they might help us better understand” 

(p. 90). One of the aims of this study was to hear from a variety of perspectives and voices of 

women who were pregnant while their spouses were deployed. Quantitative studies have not 

examined aspects of the phenomenon such as racial/ethnic background, rank of husband, and 

perceived danger of the deployed husband. Purposive sampling enabled this study to ensure that 

there was some diversity in the points of view represented. One aspect of purposive sampling 

that began with ethnographers was the idea of identifying “key informants” who are individuals 

with social capital within the community. Within the context of the military, the “key 

informants” for this study were wives who were involved with any of the social support aspects 
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of the deployment such as the FRGs or even a virtual social support group online. Part of the 

Inclusion and Exclusion and Key Demographic Questionnaire (Appendix A) was a question, 

“were you involved in a leadership position in the Family Readiness Group or another support 

group for families or wives online or in-person?” An affirmative answer to that question 

provided a different viewpoint regarding the leadership aspect of social support groups within 

the military. Ideally the study population should have reflected the military’s demographics 

racial/ethnic demographics, though the study population was predominantly White, please see 

Table 3 for a breakdown of the military demographics by race/ethnicity and rank. 

TABLE 3. Racial/Ethnic and Officer/Enlisted Demographics. 

 Racial/Ethnic  

 White 71.5%   Native American or Alaskan Native 1.2% 
African-American 16.5%   Pacific Islander or Native Hawaiian 0.9% 
Asian 3.6%   Hispanic 11.6% 
Multi-racial 2.3%                                                    Other or Unknown 4.0% 

Officer/Enlisted  

Officers 16.6%                                           Enlisted 83.4% 

Sample and Sampling 

Sample Size 

Sample size estimation is a subject of debate within researchers describing qualitative 

methodologies (Miles & Huberman, 1994; Sandelowski, 1995; Thorne, 2008). The conventional 

thinking in qualitative research is that data collection will cease once theoretical saturation has 

occurred, meaning that no new themes are emerging from the data. The numbers of participants 

that are required for a qualitative study range widely from as little as 10, to as many as 50 

depending on the type of study, and the phenomenon the researcher is investigating 

(Sandelowski, 1995). However, Sandelowski (1995) posits that a better way to obtain sample 
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size is by judging the quality of the data, rather than the absolute sample quantity. I had 

originally planned to enroll 25 participants: 10 White, 4 African-Americans, 4 Hispanics, 2 

Asian, 2 American Indian or Alaskan Native, Native Hawaiian or other Pacific Islander, and 3 

Multi-racial participants. I also wanted to have a representative ratio of officer to enlisted wives, 

perceived danger levels, and several participants who were involved in leadership positions in 

the FRG. However, after 16 participants there were no new themes emerging and there were 

similarities across the data. As well, I was able to achieve my other sampling goals of having the 

approximate ratio of enlisted to officer’s wives, an approximately even distribution of perceived 

danger of the husband, and I had several participants who were in leadership positions within the 

FRG. 

Description of the Sample 

The study population consisted of women who were pregnant at the time their husbands 

were deployed to an area of active combat since the onset of the GWOT after 2001. The women 

were mostly White, college-educated and between the ages of 22 and 35, and the Army was the 

highest represented military branch.  

Sampling and recruitment. Sampling did not occur face-to-face in this study, but 

instead was done online through the Qualtrics Survey Software (Qualtrics, Provo, UT). The 

participant completed a demographic questionnaire on the Qualtrics web page (Appendix B) and 

as the participant answered each question, the software on the web page identified those 

participants who met the inclusion criteria needed for this research study. Once the software 

program made the determination that the participant was eligible, she was allowed to enter her 

demographic information related to her pregnancy and her spouse’s deployment, and then 
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contact information. 

Recruitment commenced as soon as IRB approval had been obtained, and was done 

primarily through Facebook posts and ads with an attached recruitment flyer that detailed the 

study, its research purpose, and how participants would be compensated (Appendix C). 

Participants were given a $25 gift card to Amazon.com for completing all study related 

procedures.  

Originally I had intended to utilize an option within the Qualtrics Survey software to 

establish quotas for different racial/ethnic groups, however, potential participants were 

disqualified in such numbers from taking the survey that the quotas were lifted in favor of having 

more participants. 

Data Collection 

Study Procedures 

1) Potential subjects were directed via recruitment media to the Qualtrics Survey software 

(Qualtrics, Provo, UT) website to read a study information sheet (Appendix D), and complete the 

questions from the Inclusion and Exclusion and Key Demographic Worksheet (Appendix A), 

which functioned as a screening worksheet. The software had built-in capabilities such that if a 

participant answered a question in a way that would exclude her from the study she was 

redirected to a screen that thanked her for her time, but did not let her proceed.  

2) If the participant met the eligibility requirements for the study based on the first 

questionnaire (Inclusion and Exclusion and Key Demographic Questionnaire), she was allowed 

to continue to complete the study. This was a seamless process within the software system, and 

the participant was automatically redirected to the next questionnaire. 
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3) As the responses to the second questionnaire were retained, the participant had to first 

sign a disclaimer form (Appendix E), which appeared on her computer screen immediately after 

completing the screening questionnaire. At the bottom of the disclaimer was a statement, “By 

clicking the ‘I agree’ button and proceeding to the survey, I provide my consent to participate in 

the study.” There were also directions on how the participant could print out the disclaimer form 

and save it for her records. The disclaimers were stored online and were available to the PI in the 

download of the data from the Qualtrics website, and stored on a password-locked computer in a 

password-locked file. The disclaimer form was tested at a Flesch-Kincaid reading level of eighth 

grade. 

4) At the completion of the second questionnaire, the participant was presented with an 

interview guide (Appendix F) with sample questions to review. The participant was asked if after 

reading the sample questions she would like to proceed with scheduling an interview. If she 

indicated, “Yes” she filled in data fields regarding her name and email address and was contacted 

within 72 hours to set an interview time. However, if she indicated, “No” that the interview 

questions might bring about uncomfortable feelings she was redirected to a page that thanked her 

for her time. 

5) Participants were provided with a resource sheet of phone numbers and web page 

addresses relating to mental health and counseling specifically tailored to the military spouse 

(Appendix G). The document was displayed at the end of the survey and the participant was 

given instructions on how to print out the resource sheet. 
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Questionnaires 

There were two questionnaires that participants completed as part of the study to 

determine eligibility, and for demographic purposes in data analysis. It is important to note that 

for the participant there was no distinction between the two questionnaires, and they blended 

seamlessly on the Qualtrics webpage for this study. The rationale for dividing the questionnaires 

was to streamline the process of determining participant eligibility and for ease of data analysis. 

The first questionnaire was the Inclusion and Exclusion and Key Demographic 

Questionnaire (Appendix A), which determined the eligibility of the participant and whether or 

not she met the key demographics needed for variability. The questionnaire had six questions 

that determined her eligibility.  

The first question was, “Were you pregnant while your husband was deployed to a 

combat zone since 2001?” an affirmative response yielded another query of, “if YES, was he 

deployed over 30 days during your pregnancy?” an affirmative response was a necessity to 

remain eligible for the study, as 30 days is the minimum time in the Army to receive a combat 

patch, and a less than 30 day absence may not have had as great of an impact on the pregnancy. 

The second question, “are you over 18 years of age?” was to establish ineligibility for the study 

in that minors cannot consent without a parent’s approval. The third question was, “Have you 

ever been in the military?” an affirmative response did not necessarily mean exclusion from the 

study. However, if the participant answered affirmatively she was prompted to answer a follow-

up question, “Did you deploy?” and if she answered affirmatively she was excluded from the 

study. Military wives who have deployed may perceive their husband’s deployment risk of harm 

differently as they have been through a similar experience. The last question was, “Are you 
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currently pregnant?” and an affirmative response was a reason for exclusion from the study, as 

recounting the stressful events of a prior pregnancy could cause stress which has the potential for 

harm on the developing fetus. 

The “Key Demographics” aspect of the survey was composed of three questions 

regarding the participant’s: Race and ethnicity, rank of husband at the time of deployment 

(officer, or enlisted), and perceived threat to her husband. The question, “How much danger do 

you think your husband experienced while he was deployed during your pregnancy? What was 

you own personal perception of his danger level” was presented as a series of three scenarios that 

the participant chose from: “not too much he was on the base or ship most of the time,” “ a 

moderate amount he went on patrol occasionally,” and “a significant amount of danger as he left 

the base or ship frequently on patrol or was involved in military actions that I thought were 

dangerous.” The rationale for including scenarios is that they helped the participant focus on 

what her husband was doing while deployed, and provided a basis for the perceived danger the 

husband experienced. There was also a space for the participant to mark “other” on the 

questionnaire and explain her response, though no participant those that option. This 

questionnaire was not intended to be a validated tool for dissemination to the wider research 

community, but rather was a guide to screen participants efficiently for this particular study. This 

questionnaire was given to two reviewers familiar both with the nursing research process and 

with personal experiences of spousal deployment for review of the appropriateness of the 

questions. Both reviewers expressed that the scenarios presented reflected the danger level 

during deployment and were appropriate for the scope of this research project.  
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The Participant Demographic and Spousal Deployment Questionnaire (Appendix B) 

contained three aspects of demographic information: Age, highest degree received, and number 

of children at home at the time of the pregnancy when their husband was deployed. The second 

part of the questionnaire concerned the participant’s pregnancy including specific complications, 

and the type of provider she saw most often during her pregnancy. The third part of the 

questionnaire was the deployment history of her husband and was composed of questions 

relating to her husband’s rank and branch of service during deployment, when and how long he 

was deployed (in total and during the pregnancy), frequency of communication, and how much 

danger the participant believed her husband experienced during deployment.  

Interviews 

Setting of interviews. The interviews for this study were all conducted by phone, though 

participants were given the option of having face-to-face (Southeastern Arizona only), by phone, 

or Skype. The rationale for conducting interviews via phone or Voice over Internet Protocol 

(VoIP) such as Skype, is that oftentimes participants are more likely to disclose aspects of their 

experiences when they feel anonymity. This is particularly important within the military 

population as spouses may feel as though responses to interview questions may be able to be 

reported back to their husband’s commander, affecting his career progression or advancement. 

As such, having a familiar setting such as the participant’s own home provides a guarantee of 

privacy, not afforded by a face-to-face interview. Cachia and Millward (2011) found that 

participants more favorably viewed qualitative interviews by phone, as they are more convenient 

than physically going to a face-to-face interview. The ability to choose a phone interview as a 

potential option is important with a sample population of mothers, as finding the time to come 
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for a face-to-face interview may be thought of as difficult. Deakin and Wakefield (2013) 

discussed the use of VoIP, specifically within the scope of qualitative interviews and found that 

the technology greatly expanded the reach of their studies and provided the more traditional 

aspects of face-to-face interviews such as the researcher noting facial expressions or subtle body 

language. The participants were all mothers and having the availability of different options for 

interviews was helpful, though all participants chose to use their telephones.  

One interesting finding relating to telephones for this study was that several participants 

were not accustomed to receiving many phone calls, and instead relied almost exclusively on text 

messaging. Participant interviews had to be rescheduled twice due to the participant forgetting 

that her phone was supposed to ring at a particular time. Sending a text message 30-60 minutes 

before a scheduled interview, as well as an email the day before was an effective strategy in 

subsequent participant interactions to ensure that interviews were completed in a timely manner. 

Protection of Human Subjects 

It was important to acknowledge that the nature of the interviews might have brought 

about difficult feelings for some participants (Thorne, 2008). Remembering how one felt while 

her husband was deployed to an area of active combat might have brought back emotions of 

being frightened, alone, upset, and/or frustrated (Lapp et al., 2010). In order to avoid a stressful 

interview situation for participants, they were provided with a guide that outlined the types of 

questions that would be asked in the interviews (Appendix F). I also stated on the Qualtrics 

website questionnaire, the disclaimer form, and at the beginning of the interview, that at any time 

the participant could stop the interview or not answer a question she felt might be upsetting or 

too personal, without any loss of the Amazon.com gift card. Ensuring confidentiality is also an 
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important aspect of human subject’s protections and participants were ensured that their 

responses would not be shared with anyone except the dissertation committee. Participants were 

given an alias for the interview so that their anonymity was maintained during transcription and 

data analysis. 

It is imperative that the needs and rights of the participant are at the fore of any research 

involving human subjects. Communication that is straightforward and helps to manage the 

expectations of the participant is one step towards ensuring a positive research experience for 

both participant and researcher. 

Data Management 

Transcriptions 

All recordings were uploaded to a professional transcription service via the company’s 

secure socket link website. The transcription service was National Institutes of Health certified, 

and all transcriptionists had signed non-disclosure agreements. The verbatim transcriptions were 

typed into Microsoft (MS) Word files, and I verified the fidelity of the transcriptions by listening 

to the recordings while reading the transcriptions and noting any deviations.  

Qualitative Content Analysis  

Qualitative content analysis was used to analyze the data, as it is the method most often 

associated with qualitative descriptive studies (Sandelowski, 2000). Conventional content 

analysis is a method where the codes are defined at the time of data analysis, and emerge from 

the data. As the goal of the study is to share the authentic experiences of women, this method 

represented an effective way to ensure a rich description of the data (Hsieh and Shannon, 2005). 
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Specific Aim 1B, Specific Aim 2B, and Specific Aim 3B were all subject to qualitative content 

analysis.  

Coding began as soon as transcripts were available to be reviewed, and the PI read and 

re-read the whole transcript and then wrote reflective memos based on her first impressions of 

the data (Hsieh & Shannon, 2005). The resultant reflective memos were entered into an Atlas.ti 

document and were available to share with the members of the dissertation committee. This 

study utilized both an inductive and deductive coding approach. Deductive coding was guided by 

a coding scheme developed from the theoretical framework of the study, as well as current 

literature regarding the phenomenon of interest. Inductive coding was accomplished through the 

PI reviewing the transcript line-by-line deriving key concepts for the codes that emerged as 

“other” codes, and adding to the initial coding scheme (Hsieh & Shannon, 2005). Miles & 

Huberman (1994) state that coding schemes greatly enhance the ability of the researcher to code 

efficiently and effectively. The utility of also having an inductive method of coding is that it 

allowed space for other perspectives to be investigated that may not have been described in the 

research literature, or otherwise fit into the coding scheme derived from the theoretical 

framework. Please see Appendix H for all of the codes and definitions. 

Another aspect of content analysis is reporting frequencies, means, and ranges of certain 

characteristics of the data. Frequencies can be used to assess the counts of different aspects of the 

data including how often certain: Ideas, commonalities or themes are coded, types of pregnancy 

complications, race and ethnicity, military branch, and type of obstetric provider. Means and 

ranges can be used to analyze data such as age, rank of husband, number of children at home, 

and communication frequency with the spouse. The data for all of the demographic information 
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entered by the participants on the Qualtrics website was available in the form of a MS Excel 

document that I downloaded, and on which I performed descriptive statistical analysis. The 

frequencies of the coded ideas, commonalities, or themes were available as a function on the 

Atlas.ti qualitative data analysis system. Please see tables 4-6 for definitions and/or exemplar 

quotations for each of the specific aims. 

TABLE 4. Feelings and Definitions for Specific Aim 1 Research Question B. 

Feelings Definition 
Emotion-Based Coping 

Acceptance: 

“It is arguable that acceptance is a functional coping response, in that a person who 
accepts the reality of a stressful situation would seem to be a person who is 
engaged in the attempt to deal with the situation (Carver et al., 1989, p. 270).” 

Emotion-based Coping: 

Avoidance or Denial 

The individual is, “...vulnerable to disconfirmations by evidence to the contrary 
and is therefore forced to narrow his or her attention to only confirmatory 
experiences (Lazarus & Folkman, 1984, p.134).” 

Emotion-based Coping: 

Blaming 

The act of externalizing control of an event to an outside entity, organization or 
institution. 

Emotion-based Coping: 

Distancing 

A cognitive process aimed at regulat[ing] feeling, that can, “create a dissociation 
between thoughts and feelings...[and]...help the person evade the emotional 
implications of an event (Lazarus & Folkman, 1984, p.275).” 

Emotion-based coping: 

Seeking Emotional 

Support 

Seeking support from another individual in the form of positive words, feelings, or 
exchanges of dialogue. May be a maladaptive coping strategy if used as a means to 
vent one’s feelings as the individual is focused on his or her own distress. 

Emotion-based coping: 

Venting Emotions 

“The tendency to focus on whatever distress or upset one is experiencing and to 
ventilate those feelings. There is reason to suspect that focusing on these emotions, 
particularly for long periods, can impede adjustment...[and] may exacerbate the 
distress. Focusing on the distress may also distract people from active coping 
efforts and movement beyond the distress (Carver et al., 1989, p.269).” 

Problem-based Coping: 

Distraction 

The physical or mental act of “keeping busy”, to avoid dwelling on the issue of 
harm that might befall one’s husband 

Problem-based Coping: 

Engaging Husband in 

Prenatal Care 

Feeling as though one needs to incorporate her partner into the prenatal experience 

Problem-based Coping: 

Health and Energy 

The concept that individuals who are healthy and robust will be able to “endur[e] 
problems in stressful transactions demanding extreme mobilization (Lazarus & 
Folkman, 1984, p.159).” 

Coping: Mission First The act of keeping information from one’s deployed husband with the belief that 
such information might be distressing and distract from his military mission 

Problem-based Coping: 

Moving Forward 

Carrying on with life despite threats to one’s emotional or physical well-being, 
including continuing with household tasks, interacting with the community, 
maintaining a job, pursuing more education, and/or maintaining contact with 
family and friends 
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TABLE 4 - Continued 

Feelings Definition 
Problem-based Coping: 

Positive Beliefs 

“…general and specific beliefs that serve as a basis for hope and that sustain 
coping efforts in the face of the most adverse conditions…hope can be encouraged 
by the generalized belief that outcomes are controllable, that one has the power to 
affect such outcomes, that a particular person or program is efficacious, or by 
positive beliefs about justice, free will, or God (Lazarus and Folkman, 1984, p. 
159). 

Primary Appraisal Part of the interpretation of the stressor whereby the individual cognitively 
processes the threat of the stressor. 

Secondary Appraisal Part of the interpretation of the stressor whereby the individual cognitively 
processes how she might cope with the stressor 

Emotional Support from 

Husband 

The subjective feeling that one’s husband is engaged in the emotional and mental 
well-being of his wife as evidenced by supportive communication  

Lack of Emotional 

Support from Husband 

The subjective feeling that one’s husband is not supportive of the unique trials that 
deployment separation puts on the spouse, especially during the physical, 
emotional, and psychological changes of pregnancy 

Event Uncertainty The degree to which the individual can’t predict the outcome of an event. “not 
knowing the whether an event is going to occur can lead to a long, drawn-out 
process of appraisal and reappraisal generating conflicting thoughts, feelings and 
behaviors which in turn create feelings of helplessness and eventual confusion 
(Lazarus and Folkman, 1984, p.92)”. 

Feeling of Being Alone The act of cognitively processing that one will need to proceed with coping with a 
particular stressor on his or her own 

Feelings of Distress Internal or external conflicts resulting from actual or perceived stressors, that cause 
psychological or emotional pain 
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TABLE 5. Definitions and Exemplar Quotations for Specific Aim 2 Research Question A. 

Differences in 

Experiences 

with Health 

Care Provider 

Definition Exemplar Quotation 

Positive 

Experiences 

Empathy-A belief or feeling that 
one’s obstetric provider showed 
caring behaviors including active 
listening, incorporation of the 
patient’s preferences in care 
decisions, or pragmatic solutions 
to medical concerns or needs 

 

 

 

 

Support-Physical, emotional, or 
psychological support in the face 
of changes from the pregnancy or 
dealing with the uncertainties of 
her husband’s deployment 

“...it was a pretty seamless transition [to a civilian 
provider] because my [military] midwife was very 
willing to print every record and do everything that I 
needed to hand carry with me. And down to sending me 
-- sending letters to the airlines since it was going to be 
a pretty long flight to make sure that I was getting the 
extra care that I needed. Like during that flight just I 
needed access to extra water, I needed to be able to get 
up and move on a more regular basis and that sort of 
thing.” (Part. 5) 
 
“[They] spoke about identifying other sources that I 
might have, resources and who to talk to and that sort of 
thing.” (Part. 5) 

Negative 

Experiences 

Lack of Empathy-The 
perception that one’s provider 
was not attentive to the unique 
challenges of being pregnant 
while one’s husband was 
deployed. 

 

 

 

 

 

Lack of Support-A subjective 
feeling that one’s provider does 
not care about their physical, 
emotional, or psychological 
transition to motherhood or to 
coping with the absence of her 
husband 

 

Lack of Trust-Actual or 
perceived belief that the provider 
or medical system will not meet 
the individual’s needs for health 
and well-being. 

“Unfortunately...we were assigned to be [in] an OB 
clinic, and I did not see a consistent person. It was kind 
of always who was ever on the last shift. And they - 
their appointments stopped at 3:40. And I taught until 
3:25. So, every time I was literally running out of 
school early and hurrying to get there. And so they 
would always be about my blood pressure. ‘Oh, your 
blood pressure is too high.’ Well, yeah, because I just 
had to run here because you stay open any later.” (Part. 
15) 
 
“I don't remember her - him - the multiple people ever - 
ever asking, you know, ‘How are you doing? You 
know, emotionally, physically, you know, since your 
husband is deployed.’ There just - there wasn't that 
support. (Part. 16)” 
 
“I had several people—several friends had a very 
variable experience with labor and delivery there, 
giving birth there... and with their prenatal care... I just, 
um, wasn't confident in the care that I was going to 
be—you know, that I might receive and it was my first 
pregnancy and I just wanted to have more options. So I 
switched to a different Tricare that allows me to see 
civilian providers, pick my hospital, etc. And I just had 
to pay a little bit more out of pocket.”(Part 11)” 
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TABLE 5 - Continued 

Differences in 

Experiences 

with Health 

Care Provider 

Definition Exemplar Quotation 

Mixed 

Experiences 

An interaction with a health care 
provider that has aspects of both 
positive and negative experiences. 

“...they didn’t really get it, like yeah ‘boo hoo your 
husbands deployed, thank you for his service, we 
appreciate it I know this must be hard on you.’ I mean I 
heard that all the time but it was really I don’t think they 
really understood what I was going through. My OB 
would ask about [my husband] and how I was doing 
without him here and do I have the proper support [but] 
I think he was just checking boxes, I don’t think he 
genuinely was um that concerned. The nurses were 
better, the nurses at my OB, I mean they were they 
wanted to see pictures and know when was the last time 
I heard from him and they asked real meaningful details 
as opposed to just well you know we appreciate what 
he’s doing over there. That was more meaningful to 
me.” (Part 10) 

 

TABLE 6. Feelings and Definitions for Specific Aim 3 Research Question B. 

Feelings Definition 
Personal Resources: Social Skills “They refer to the ability to communicate and behave 

with other in ways that are socially appropriate and 
effective. Social skills facilitate problem-solving in 
conjunction with other people, increase the likelihood 
of being able to enlist their cooperation or support, and 
in general give the individual greater control over 
social interactions (Lazarus and Folkman, 1984, p.163). 

Support from FRG Assistance in the form of a military-sponsored 
formalized peer-to-peer support group that provides 
material and educational resources for spouses and 
family members of uniformed service members 

Reasons for not associating with the FRG Lack of Knowledge-The failure by the FRG to 
disseminate information or attempt to contact potential 
beneficiaries 
Nothing in Common-The subjective feeling by a wife 
in this study that she does not feel a sense of belonging 
to the other wives that compose the FRG  
Poor Resource-The subjective feeling by individuals 
that the FRG is not a place of support or solace, but 
rather one of rumor and gossip 
Inconvenience-The timing of FRG meetings or events 
was not accommodating to the schedules of individuals 
who worked, and/or potential individuals had little 
interest in participation 
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TABLE 6 - Continued 

Feelings Definition 
Support from Family Physical, emotional, psychological, or monetary 

assistance from relatives either blood-related or related 
by marriage 

Support from Friends/Co-Workers Assistance usually in the form or physical, or emotional 
help or resources from other people in one’s life who 
are not relatives, or members of a formalized support 
group 

Cultural Resources Shared beliefs, values, and orientations among a group 
of people. These may be along such lines as ethnic, 
racial, or religious; but may also include political or 
organizational. 

Existential Beliefs “faith in God, fate, or some natural order in the 
universe are general beliefs that enable people to create 
meaning out of life, even out of damaging experiences, 
and to maintain hope (Lazarus & Folkman, 1984, p. 
77)” 

Data Storage 

There were six sources of data for this project: Inclusion and Exclusion and Key 

Demographic Questionnaire (Appendix A); Participant Demographic Information and Spousal 

Deployment Questionnaire (Appendix B); Interview (audio recording, typed transcription, and 

Atlas.ti qualitative data processing output), Disclaimer Form (Appendix E); Master Enrollment 

List of participant name, number, and contact information (Appendix I); and the Subject 

Screening Log which is a list of participants screened versus enrolled (Appendix J) and reflective 

memos (part of the Atlas.ti software system). Researchers must take precautions to protect the 

confidentiality of research records with regard to physical, electronic, and unique identifiers. 

Please see Appendix K for a detail of the precautions to protect the confidentiality of research 

records, and Table 7 for the plan for destruction of research records. 
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TABLE 7. Destruction Plan for Research Records. 

Document, Data Files, or 

Master Code 

When How 

Inclusion and Exclusion and 
Key Demographic 
Questionnaire 

Screening Questionnaire only, 
no documents will be 
conserved 

Deletion from computer 

 
Questionnaire regarding 
participant demographic 
information and spousal 
deployment 

 
After six years from the end of 
data collection 

 
Deletion from computer 

 
Interview audio recording 

 
a) Transcription service will 
maintain the audio files for 30 
days after transcription, at 
which point they will be 
destroyed 
b) PI will maintain audio files 
for 6 years from the end of 
data collection 

 
Deletion from computer and 
erasure from digital recording 
device 

 
Interview typed transcription 

 
a) Transcription service will 
maintain the typed MS Word 
files for 30 days after 
transcription, at which point 
they will be destroyed 
b) PI will maintain MS Word 
files for six years from the end 
of data collection 

 
Deletion from computer 

 
Interview Atlas.ti qualitative 
data-  
processing system 

 
PI will maintain Atlas.ti files 
for six years from the end of 
data collection 

 
Deletion from computer 

 
Master list of participant name, 
number, and contact 
information 

 
PI will maintain document 
until data analysis has 
concluded 

 
Deletion from computer 

 
List of Participants Approached 
versus Enrolled 

 
PI will maintain documents for 
six years from the end of data 
collection 

 
Deletion from computer 

 
Consent Documents 

 
PI will maintain documents for 
six years from the end of data 
collection 
 

 
Deletion from computer 
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Data Analysis 

Thorne (2000) writes of qualitative data analysis that, “…qualitative researchers are often 

more concerned about uncovering knowledge about how people think and feel about the 

circumstances in which they find themselves than they are in making judgments about whether 

those thoughts and feelings are valid” (p. 68). The goal of qualitative data analysis is to be open 

to the experiences of the participants and the phenomenon they are describing. The analysis 

comes from reviewing the data and finding ways to interpret the data that will illuminate patterns 

and ways to represent the data that reflect the authentic perspectives of the participants. In this 

study, I used qualitative content analysis and matrix analyses. I set up the content analysis such 

that I divided the feelings of the participants into emotion-based coping and problem-based 

coping generally, and then took percentages for each of those aspects of coping for each different 

group that was compared in the matrices. I grouped “Coping: Mission First” under problem-

based coping. For feelings that did not fall under emotion-based or problem-based coping, I took 

the total number of those experiences and extrapolated a percentage for each different group that 

was compared in the matrices. 

Matrix Analysis 

Matrix analysis was used to address Specific Aim 1B, Specific Aim 2B, and Specific 

Aim 3B. Matrix analysis is a method that allows the researcher to see complex relationships 

among categories of data, and can be arranged by demographic factors (Averill, 2002). In this 

type of analysis, demographic aspects of the participants were compared with the specific aims 

of the research questions. The utility of a matrix is that it allows a visual way to compare data 

across different demographic characteristics, enabling a richer understanding of the data from 
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various participant perspectives, please see Table 8. This type of analysis can be run in the 

Atlas.ti qualitative data analysis software program. 

TABLE 8. Matrices for Data Analysis. 

Specific Aim Demographic Factors Codes 
Specific Aim 1 Research 
Question B 
Participant 
communication 
frequency 

Daily 
2-3 times a week-weekly 
Every other week or less 

Emotion-based Coping: Acceptance, Seeking 
Emotional Support, Venting 
Problem-based Coping: Engaging Husband in Prenatal 
Care 
Coping: Mission First 
Emotional Support from Husband 
Feeling of Being Alone 
Feelings of Distress 
Lack of Emotional Support from Husband 

Specific Aim 1 Research 
Question B 
Participant pregnancy 
complications 

Yes, experienced pregnancy 
complications 
No, did not experience 
pregnancy complications 

Emotion-based Coping: Acceptance, Avoidance or 
Denial, Blaming, Venting 
Problem-based Coping: Engaging Husband in Prenatal 
Care, Health and Energy, Moving Forward, Positive 
Beliefs 
Coping: Mission First 
Primary Appraisal Secondary Appraisal 

Specific Aim 1 Research 
Question B 
Perceived danger of 
husband 

High 
Moderate 
Minimal 

Emotion-based Coping: Acceptance, Avoidance or 
Denial, Distancing 
Event Uncertainty 
Problem-based Coping: Moving Forward 

Specific Aim 2 Research 
Question B 
Experiences with Health 
Care Providers  
 

Type of provider: 
Obstetrician 
Midwife 

Positive Experiences 
-Empathy 
-Support 
Negative Experiences 
-Lack of Empathy  
-Lack of Support 
-Lack of Trust 
Mixed Experiences with providers 

Specific Aim 2 Research 
Question B 
Experiences with Health 
Care Providers  
 

Parity: 
Primiparous 
Multiparous 

Positive Experiences 
-Empathy 
-Support 
Negative Experiences 
-Lack of Empathy  
-Lack of Support 
-Lack of Trust 
Mixed Experiences with providers 
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TABLE 8 - Continued 

Specific Aim Demographic Factors Codes 
Specific Aim 3 Research Question 
B 
Support Sought or Accessed 

Age: 
Age ≤ 29 years 
Age ≥ 29 years 

Support from Family 
Support from Friends/ Co-worker 
Support from FRG 

Specific Aim 3 Research Question 
B 
Support Sought or Accessed 

Rank of Husband: 
Enlisted 
Officer 

Support from FRG 
Reasons for not associating with 
FRG 
-Lack of Knowledge 
-Nothing in Common 
-Poor Resource 
-Inconvenience 

Specific Aim 3 Research Question 
B 
Support Sought or Accessed 

Spiritual/Religious Belief or 
Affiliation 

Existential Beliefs 
Cultural Resources 

Establishing Rigor: Trustworthiness 

Credibility and Authenticity 

Milne and Oberle (2005) assert that the credibility and authenticity of a study are linked 

whereby, “the credibility of a qualitative study is a factor of strategies to promote authenticity, 

the ability to remain true to the phenomenon under study, while the integrity is a reflection of its 

criticality, or the attention paid to each and every research-related decision” (p. 414). Credibility 

is ensuring that the purpose of the study is met by the study design and methodology, and 

authenticity is accomplished by ensuring that the emic perspective of the participant is captured 

accurately. In this study, I ensured authenticity of the data through the ways in which I recruited 

participants so that a variety of voices were heard, and by the techniques I used to interview 

participants. I used purposive sampling whereby I was able to recruit both spouses of officer and 

enlisted ranks, a variety of perceived danger levels, and involvement in leadership roles within 

the FRG. 

It was as important to analyze the data accurately with attention to the fidelity of the 

transcription. Participants used many acronyms from the military, as well as specific medical 
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terms related to prenatal and intrapartum care. I was qualified to understand the terminology 

participants used as I had unique expertise within the perinatal and military domains. While the 

transcriptionists maintained high accuracy, there were still some errors that had to be corrected in 

almost every transcript. Data collection and analysis were done concurrently, and prompt review 

of the transcripts offered insight as to how to ask questions or probe deeper in subsequent 

interviews, and increased the likelihood for an accurate and rich representation of the data. 

Integrity and Criticality 

One aspect of data integrity in qualitative research is the concept of ensuring that the 

codes that are created by the researcher accurately represent the data. For this research study, 

10% of the transcripts were reviewed by a member of the dissertation committee and compared 

to my own coding. There was approximately 80% agreement between the senior researcher and 

the junior researcher, suggesting good integrity of the data. One reason for the relatively high 

rate of agreement is that a coding scheme was used and very specific definitions were given for 

each of the codes. 

An important aspect of accurately representing the data is the concept of criticality. 

Whittemore, Chase and Mandle (2001) state that criticality is an appraisal process that 

researchers perform to identify potential areas of bias that might lead to false data interpretation. 

The authors posit that integrity, as a function of critical reflection, is the sense of subjectivity the 

researcher may possess in relation to phenomenon under investigation. For this study, I kept a 

reflexive journal of how I interpreted the data in the analysis phase and recorded my thoughts 

and feelings regarding the process. After the initial interview I had a debriefing with a committee 

member with an extensive background in qualitative methods to ensure that the coding decisions 
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I made were not biased by my own experiences or beliefs. One potential source of bias I had is 

that I worked on an obstetric unit at a large military medical center, and heard women recount 

their stories of stress and anxiety regarding the absence of their spouse during pregnancy. I had 

an awareness of my potential bias and came to the data analysis phase with an attitude of 

“unknowing” so that I could represent the voices of the participants with the highest integrity 

(Munhall, 2012). I was helped in this regard by consulting with two more senior researchers on 

my committee, to ensure that I was indeed being impartial with my data interpretations. 

Transferability 

Transferability refers to the ability of the findings to be applicable to other settings 

(Graneheim & Lundman, 2004). Within the phenomenon of spousal deployment during 

pregnancy the transferability of the findings lies in the ability to find the widest breadth of voices 

that will reflect the broadest experiences. Tracy (2010) offers a similar definition, “transferability 

is achieved when readers feel as though the story of the research overlaps with their own 

situation and they intuitively transfer the research to their own action” (p. 845).  

One way I promoted transferability was to show direct quotations from participants that 

were rich and descriptive, and presented the most likely interpretations. Other consumers of the 

research will still be allowed to make their own alternative interpretations of the data and can 

decide if the interpretation is appropriate for their own population of interest.  

Confirmability 

Confirmability relies on the investigator acknowledging his or her own bias, a thorough 

description of the methodology, problems with the research method used, and triangulation 

(Shenton, 2004).  
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In this study, I was able to acknowledge and share my own bias with more senior 

researchers in a debriefing process, as well as taking reflective notes after participant interviews 

to record my thoughts and feelings. I provided a description of qualitative description as a 

methodology including its origin, history, and use in nursing research. Triangulation of data 

means to search out confirmatory information from several different data sources, which can be 

either quantitative, qualitative, or the opinions of experts in the field. Within the context of this 

study, many of my findings corroborated the available quantitative and qualitative literature. As 

well, I spoke with two nurse midwives and one obstetric physician working within the military 

medical system, all of whom believed my findings to be consistent with their experiences and 

knowledge of the research literature. One aspect of triangulation that I failed to do was member 

checking, which would have been helpful to confirm that my interpretations of the data were 

consistent with the views and feelings of the participants. 

Chapter Summary 

A qualitative research design affords the researcher a means to capture the essence of a 

phenomenon from the viewpoint of the participant. Qualitative description is a method that has 

its roots in naturalistic inquiry and utilizes a low-level of inference to represent the data gathered 

from participants. The method has been used by nursing researchers for many years to enhance 

the provision of nursing care by sharing the experiences of individuals experiencing a 

phenomenon of interest. This study used semi-structured interviews to assist participants in 

retelling their experiences of being pregnant while their husbands were deployed. The method 

for data analysis of the interviews was content analysis, which is the analysis method of choice 

for qualitative description. Data analysis began as soon as the first interview was transcribed and 
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both inductive and deductive methods were used for coding of the data. Matrix analysis was also 

used to analyze responses based on demographic characteristics. The integrity of the data was an 

essential part of the study and credibility and authenticity were achieved by ensuring that the 

purpose of the study was met by the qualitative description design, which allowed for the emic 

perspective of the participants to be captured. Integrity and criticality were assessed through 

having a more senior researcher review the initial coding decisions, and agreeing that the 

majority of codes and their definitions accurately reflected the thoughts, feelings, and emotions 

obtained from participant interviews. Transferability was demonstrated by choosing direct quotes 

of participants that were thick, rich and reflective of the data. Confirmability was partially 

achieved, though member checking was not done for confirmation of the study findings with the 

participants. 
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CHAPTER 4: FINDINGS/RESULTS 

The purpose of this qualitative descriptive study was to understand the experiences of 

pregnant women whose husbands were deployed. Three specific aims addressed the purpose of 

this study: 1) Describe the experience of being pregnant while one’s husband is deployed 2) 

Describe the participant's experiences with health care providers 3) Describe the types of support 

women sought or had access to during pregnancy. This chapter will begin with an overview of 

the description of the sample and then detail the participant's experiences based on the research 

questions. 

Description of the Sample 

Table 9 details the demographic characteristics of the sample. Participants were asked to 

complete a demographic questionnaire and a questionnaire regarding their obstetrical 

experiences at the time their husbands were deployed. Nineteen participants completed 

questionnaires and stated an interest in the study, and 16 participants were interviewed with age 

ranges at the time of pregnancy from 22-years-old to 35-years-old, the average age was 27.9 

years SD=4.13. The racial ethnic background of the sample was White (14) and Hispanic (2). All 

participants endorsed at least some college, the mean years of education were 15.2 years and the 

SD=1.91. More than half of participants (9) stated that they had a leadership role within the 

family readiness group and almost a third of those roles were as leaders or co-leaders of the 

organization. Most of the sample stated that it was their first pregnancy (11) and half of the 

sample had no children at home at the time their husbands were deployed. Obstetrical medical 

doctors provided the majority of prenatal care to participants (8), followed by certified nurse 

midwives (5), nurse practitioners (2), and a lay nurse midwife (1). The obstetrical complication 
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rate was evenly distributed in the sample, with even numbers of participants endorsing or 

denying complications. Among the participants who did endorse complications, preterm labor 

(PTL) was reported most (5), followed by gestational diabetes mellitus (GDM) (3). Participants 

also reported: Preterm birth, depression, anxiety, high blood pressure, small for gestational age 

baby, and macrosomia. All pregnancy complications were self-reported by the participants. 

The military information for the husband and his deployment history were also pertinent 

to this study, and participants were queried on their husband’s: Military branch, rank, length of 

deployment, perceived danger, and communication frequency. Enlisted Army wives were the 

predominant source of information for this study with only one Navy wife responding. Years of 

deployment ranged from 2005-2014, with the mode being 2009. The average length of a 

deployment was 9.63 months SD=3.47, and the average length of a deployment during 

pregnancy was 5.59 months SD=1.75. Participants were asked to think about how much danger 

they thought their husband experienced while he was deployed. Six participants stated that their 

husbands were in high danger, six in moderate danger, and four in minimal danger. All 

participants stated that they had communication with their husbands during deployment, with 

most participants (n=10, 63%) stating 2-3 times a week-weekly communication.  
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TABLE 9. Demographic Characteristics of the Sample. 

Category Total Percentage 
Race/ethnicity   
  White/Non-Hispanic 14 87.8 
   Hispanic 2 12.5 
Leadership Role   
  Yes 9 56.3 
  No 6 43.7 
Leadership Role Type   
  Leaders/Co-Leaders 5 56 
  Key callers/other support 4 44 
Times Previously Pregnant   
  0 11 68.8 
  1 4 25 
  2 1 6.3 
Children at home   
  0 8 18.8 
  1 3 18.8 
  2 3 18.8 
  ≥3 2 12.5 
Provider Type   
  Obstetrical MD 8 50 
  Certified Nurse Midwife 5 31.3 
  Nurse Practitioner 2 12.5 
  Lay Nurse Midwife 1 6.3 
Complications (Self-reported by Participants)   
  Yes 8 50 
  No 8 50 
Type Complications   
  Preterm Labor 5 31.3 
  Gestational Diabetes 3 18.8 
  Anxiety 1 6.3 
  Depression 1 6.3 
  High Blood Pressure 1 6.3 
  Macrosomia 1 6.3 
  Preterm Birth 1 6.3 
  Small for Gest Age Baby 1 6.3 
Military Branch   
  Army 15 93.8 
  Navy 1 6.3 
Rank   
  Enlisted 12 75 
  Officer 4 25 
Perceived Danger   
  Minimal 4 25 
  Moderate 6 38 
  High 6 38 
Communication Frequency   
  Daily 4 25 
  Weekly 5 31.3 
  2-3 times a week 5 31.3 
  Every other week 2 13 
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Findings 

Specific Aim 1: Experience of Pregnancy During Spousal Deployment 

The purpose of specific aim one was to discover the types of experiences women had 

during their pregnancies by: 

a. describing the types of experiences pregnant women had while their husbands 

were deployed. 

b. detailing how those experiences differed and influenced their coping    

mechanisms based on communication frequency, complications with their 

pregnancies, and the perceived amount of danger their husbands experienced 

while deployed. 

For Specific Aim 1A, the participant was asked to share her general experiences of being 

pregnant while her husband was deployed. Interview questions included describing: A typical 

day of being pregnant during her husband’s deployment, the feeling of being alone at prenatal 

appointments such as the ultrasound, the labor experience, labor and delivery triage, health 

concerns during pregnancy, her husband’s job while deployed, the danger her husband faced 

while deployed, reason(s) for participating or not participating in the FRG, communication with 

her husband regarding her health and how long after the birth she was able to communicate with 

him, and her advice to other women. Content analysis of the responses to these questions 

resulted in a description of feelings and experiences that participants reflected during their 

pregnancy (Table 10). 
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TABLE 10. Experiences and Participant Quotations for Specific Aim 1 Research Question A. 

General Experiences with Pregnancy While 

a Spouse was Deployed 

Participant Quotations 

Reality of an unplanned pregnancy while the 
participant’s husband was deployed 

“I was adamant when we got married that I was not 
going to get knocked up while he was deployed. I do not 
want to be pregnant. I do not want to have a baby while 
you are deployed. I’m not doing it. You know? We are 
not planning it this way and fate took its course and next 
thing I know it’s like hey, I’m pregnant. He is like what? 
I’m like yeah. So it was a lot - the first appointment after 
he left was a lot harder. He wasn’t there to hear the 
heartbeat the first time. Um, he wasn’t there for the 
ultrasound to find out what we were having. Um, he did 
go to one appointment and that was my very first 
appointment and that was it.” (Part 5.) 

Bittersweet emotions “...it’s interesting I think that the - there were 
some…there was some dark things that happened during 
that particular deployment. Um, some things that I’m 
sure that I won’t ever get over, but there were some 
really happy things too, and I think that - that she…the 
birth of my daughter was probably the redeeming quality 
of that overall deployment just having her and that 
pregnancy to focus on was a really, um - I’m trying to 
look for the right word - it’s just maybe almost just like 
a saving grace, like, uh, it - it really protected my 
sanity.” (Part. 6) 

Facing pregnancy alone “I had to go to [a]...specialty clinic up in the town north 
of us [for my ultrasound]; so major city. And I went to 
the -- and you know just having to put your -- your big 
girl panties on and you know, the driving and the tears 
and that excitable moment. And then knowing -- and 
then having them say ‘I’m sorry ma’am, we can’t take 
photos. We can’t have this recorded. We can’t do 
Skype.’ And realizing that, oh wow, I’m really all 
alone.” (Part. 1) 

Fear of husband’s death during deployment “It’s certainly not a fun part of it [being an FRG leader 
and comforting the wife of a soldier who died]. Um, uh, 
I think it’s the part of it that forces everyone - It’s 
difficult because everybody lives with that fear, and then 
you wrestle with the, well, it wasn't my husband. Oh, my 
gosh! It happened to her husband, but it wasn’t mine. 
Um, it’s a really, uh, it’s, uh…it’s a nasty sticky, messy, 
um, situation to be in because you’re emotions are all 
over the place, and I’m pretty sure that being just six 
weeks, eight weeks post-partum didn’t help me deal with 
things any better.” (Part. 6) 
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TABLE 10 – Continued 

General Experiences with Pregnancy While 

a Spouse was Deployed 

Participant Quotations 

Inability to communicate a problem  “that was the hardest part finding out something was 
wrong with my son and then not being able to tell his 
dad until he called... How do you tell your husband that 
over there? That he was just told the day before 
everything is perfect but today something is wrong” 
(Part. 8) 

Moving beyond the “fear and worry”  “...the few times there were [operations] and I should’ve 
been able to talk to him and I couldn’t. Um, and then, of 
course, you hear about how all these soldiers have died. 
Um, that certainly sparked fear and, you know, just 
worry. And so I could hear from him. But, you know, I 
mean it’s the life and it’s – it’s scary. But I couldn’t – I 
knew my job was to like, you know, be home. I – had 
responsibilities at home. And if I left the fear and worry 
[to] eat at me, I mean I knew that was going to be 
detrimental for the baby.” (Part. 4) 

The voices of the participants are powerful and reflect the varied experiences and 

perspectives of what occurred while they were pregnant during their husband’s deployment. For 

some being pregnant was not planned and an additional frustration (Participants, 2, 3, & 5). For 

other participants, their pregnancies were a source of happiness and pride in an otherwise 

uncertain and turbulent time in their lives (Participant 6). Participant 6 also reflected on the 

difficulties of being a leader and assuming the role of comforter for a widowed spouse, and then 

the realization that she too could be that widowed spouse at any time. She eloquently describes 

the juxtaposition of her feelings of sadness over someone else’s loss, while being relieved that 

her own husband is still alive. Participants 4 and 8 shared the experiences of uncertainty and not 

being able to communicate with their husbands, and the emotional toll those experiences exerted. 

Participant 4 coped by not focusing on the fear and worry, while Participant 8 was unsure of the 

future of her newborn child and the difficulty of sharing that burden with her husband. 

Participant 1 provided the description of going to her ultrasound, and the realization that she 
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would not be able to share that experience with her husband, and that she truly was alone in her 

prenatal experience.  

For Specific Aim 1B, level 2 matrices were constructed from coded data and the initial 

descriptive content analysis findings. Additional codes were created from data that originally did 

not fit into the inductive approach with regard to analyzing the transcripts. Percentages of the 

group of participants experiencing a particular feeling are noted in the last column. Please see 

Tables 11-13 for matrices relating to Specific Aim 1B. 

Communication Frequency 

TABLE 11. Matrix for Specific Aim 1: Communication Frequency. 

Communication 

Frequency 

Participant Quotation Feelings Regarding 

Communication 

Frequency 

%  

Daily “...I think the...one of the harder days was when I went into find 
out what the baby was, and he was not able to be there. It was kind 
of upsetting, because that’s something that I really thought that 
would be good to enjoy with my husband, [but] I just talked it out 
with him...I was able to call him, over Skype.” (Part. 12) 

Engaging husband in 
Prenatal Care 
 

11 

 “I just turned to other people, to...other friends that I had and I 
spoke to other people who...were deployed and I spoke to their 
spouses... and I don’t know. I just -- I just kinda -- I kept my mind 
um I think on the surrounding areas versus on his area.” (Part. 13) 

Distancing 50 

 [talking about the experience of being able to call her husband 
every day] “Some days it helped, and some days it was harder; 
just because it’s a reminder that he’s gone. But it was nice to be 
able to touch base and know that he’s safe, and that I can keep 
him updated with what’s going on back home. So I guess it just 
depends on the day.” (Part. 12) 

Feeling of Being 
Alone 

29 

 “So you know, he pretty much, for the most part, we face-timed 
or talked almost every day at the same time. If he missed our 
oldest during the day, he would get up during the night there and 
face-time before he went to bed. It was definitely a different 
experience, I think that in some ways it didn't even feel like he 
was deployed. We talked about that because we did get to talk to 
each other every day...it’s kind of like you...run out of things to 
talk about.” (Part. 2) 

Emotional Support 
from Husband 

38 
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TABLE 11 – Continued 

Communication 

Frequency 

Participant Quotation Feelings Regarding 

Communication 

Frequency 

%  

2-3 times a week 

–weekly 

“just be honest with everybody around you and don’t expect your 
husband to be able to call every time that you want him to, 
because there’s no way that's possible. ...[T]hey’re on a different 
time schedule and they’re trying to save their lives, and at any 
given point in time, so they obviously can’t call us all the time.” 
(Part. 16) 

Acceptance 12 

 “I would remind myself that it was temporary, that he would 
be...home soon. I would email him every time I left an 
appointment the first thing I did was go home and email him all 
the details of the appointment. It made me feel better to be able 
to at least get all my thoughts out and know that he would have 
some participation. So that was a big outlet for me really was 
email and then occasionally I’d get a phone call from him and be 
able to talk to him about it.” (Part. 10) 

Engaging husband in 
prenatal care 

27 

 “It was difficult in that I couldn’t hear his voice, but I felt like I 
was able to more clearly convey what happened at the 
appointment because I had time to sit there and type it out and 
think about it and not just like get so excited that the phone is 
ringing from Iraq. But emotional support from the emails, not 
really. I mean I really had to rely on - on my mom for that 
because there wasn’t a lot of emotional support through the 
email.” (Part. 15) 

Seeking Emotional 
Support 

6 

 “there was an old mantra that they used to tell family members 
all of the time, don’t share…don’t talk about the difficult things, 
don't talk about being tired. I didn’t want him to worry about me. 
I didn’t wanna tell him about, um, you know, if I was having 
bleeding. I - I didn’t want to, um…I didn’t want to concern him 
‘cause I wanted him to be focused on what he had, uh, to 
do…had to do. I wanted him to be safe, and I didn’t want him to 
be distracted worrying about his wife who was bleeding.” (Part. 
6) 

Mission First 23 

 “I remember one time we were sitting there Skyping and all of a 
sudden the all the alarming you know alarms started going off to 
signify that there was something going down and he said, ‘I got 
to go’ and he takes off, left the computer on. And for you know 
twenty/thirty minutes I’m just sitting there listening and looking 
at the alarms and wondering if everything’s alright. So yeah 
there’s definitely you know he was in some of the small camps, 
he wasn’t in...the big bases he was...way too much danger for 
me, I won’t let him go back to [that] unit.” (Part. 9) 

Feelings of Distress 58 

 “I mean he might have some concept but it’s just he told me 
when he came home, it just was not real to him, he’s reading 
these words on a screen and he intellectually knows what I’m 
saying but it just still was not real. He’s not feeling the baby 
kick, he’s not seeing me get bigger...every week. He just came 
home and there was a baby.” (Part. 10)  

Lack of Emotional 
Support from 
husband 

40 
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TABLE 11 – Continued 

Communication 

Frequency 

Participant Quotation Feelings Regarding 

Communication 

Frequency 

%  

Every other 

week or less 

“The hardest part was going to the ultrasound and finding out 
what I’m having and then not hearing from him for like a week. 
Not being able to see my belly you know, all that stuff people do, 
that was a little bit rough. But you know we would put the phone 
down to my belly and he would talk to it while he was on the 
phone, but you know the hardest part was not talking to him 
weekly. We would go two to three weeks without 
talking...sometimes.” (Part. 8) 

Feeling of Being 
Alone 
 

16 

 “It was just, I already have some emotions being pregnant 
already, and then you just have so many more flutter through you 
knowing this, I hang this phone up might be the last time I see 
him-might be the last time I talk to him, you know? So very 
emotional.” (Part. 8) 

Acceptance 14 

 “I just cried for hours and hours and hours - I think it was hours. I 
don’t know how long it really was, because I hadn’t heard from 
my husband in about two or three weeks. And I think it was right 
about the time I went into labor. I was also overdue, I was ten 
days late so it was somewhere around that time, I was exhausted.” 
(Part. 14) 

Venting 43 

 “...I was able to share - I actually. She taped a - the fetal heart 
tones and I was able to send them to my husband while he was 
deployed. Like as a little audio clip, which, I mean, it seems 
simple but it was - to me it was big.” (Part. 14) 

Engaging husband in 
prenatal care 

43 

The first matrix detailed the impact of communication frequency on feelings regarding 

the deployment. Those participants who had daily communication (n=4, 25%) with their 

husbands engaged them in prenatal care (11%) and received emotional support from them (38%). 

Although, they also felt as though they were alone (29%) and used distancing (50%) when 

expressing their feelings regarding communicating with their husbands. 

By contrast, participants who communicated 2-3 times per week-weekly (n= 10, 63%) 

were more likely to endorse feelings of distress (58%) and express feelings of seeking emotional 

support (6%), mission first (23%) and lack of emotional support from their husbands (40%). The 

participants also shared feelings of acceptance (12%) and engaging their husbands in prenatal 

care (27%).  



 86

Two participants (13%) had infrequent communication with their husbands as defined in 

this study as every other week or less. Participants expressed feelings of being alone (16%), 

acceptance (14%), venting (43%), and engaging their husbands in prenatal care (43%).   

Pregnancy Complications 

TABLE 12. Matrix for Specific Aim 1: Pregnancy Complications. 

Pregnancy 

Complications 

Participant Quotation Feelings %  

Yes “I mean almost throughout all of eight months and nine months I basically 
just had false labor I guess you could say, but even the doctors were 
confused because it looked like real labor...[I] think it was just due to a lot 
of the stress that I was under at the time with him being on with some of 
those incidents that we talked about. I mean it seemed like everything just 
crashed around me.” (Part. 9)  

Venting 
Emotions 

4 

 “And I usually avoided all media and everything while he was gone, try not 
to pay attention to any of the news and stuff.” (Part. 9) 

Avoidance 
or Denial 

19 

 “...it wasn’t the ideal pregnancy. You know, you don’t have-you don’t have 
your husband going with you to all the visits and-and you’re not-you lean 
on that-that ideal. You need the support and society has you-has this ideal of 
what pregnancy is, you know? You-you’re married and you’re in this 
serious relationship and-and this person is with you through the process 
from start to finish. You know and-and when there’s a hiccup in there that 
you know that disrupts the image you know, and-and then it takes...a ripple 
in that image just disrupted all throughout...your pregnancy.” (Part. 13) 

Blaming 6 

 [Interviewer asked: “Did you feel very stressed out while you were 

pregnant?”] “Yeah, I was just worried that everything that I was doing and 
thinking and feeling would've been-ah effect my baby. [Interviewer asked: 

“Did you share these concerns of-particularly your gestational diabetes, but 

also with perhaps how you felt about how...stressed you were. Did you 

share those with your husband?”] “Not really ‘cause I didn’t want him to 
worry about me...I kept everything positive when I talked to him about it. 
Though I never told him how bad I felt, I would just tell him, ‘oh I-the baby 
kicked me’ or something like that or ‘oh I have heartburn because 
apparently baby doesn't like this food.’ Or just silly things like that, you 
know, to keep it light, so he wouldn’t worry.” (Part. 16) 

Mission 
First 

9 

 “... I just…I can’t think about certain things. Um, I can’t dwell on them. It’s 
not that I’m in denial. I just can’t spend a long time dwelling on them 
because, um, the drama will take me into a dark place, and I can’t…it’s 
harder to cope, um, with everyday life, um, and the worry.” (Part. 6) 

Distancing 15 
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In this study, participants shared their experiences of prenatal care and the impact of their 

husband's deployment on their personal well-being and their prenatal and pregnancy courses. 

Eight participants (50%) experienced one or more pregnancy complication. The most 

frequent complication described was pre-term labor or pre-term birth (n=6). Participants with 

complications stated the feelings of putting the mission first (9%), distancing (15%), avoidance 

or denial (19%) blaming (6%) and venting their emotions (4%). 

TABLE 12 – Continued 

Pregnancy 

Complications 

Participant Quotation Feelings %  

No Pregnancy 
Complications 

“I needed to make sure that I was staying healthy and taking care of 
myself and not just solely focused on what if, what if, what if...I think 
you have to be strong, and you just have to share as much as you can 
with your spouse whether it’s your first baby. I think it’s important to, 
you know, bring the dad along for the ride, and in some situations you 
many not have a lot of communication with him...but just to, you know, 
document things so that you remember the special moments, and you 
can look back on them and share them maybe when they get back from 
deployment.” (Part. 4) 

Health and 
Energy  
 
Engaging 
Husband in 
Prenatal Care 

9 
 
 
 

26 

 “I kind of got myself to have the worst possible scenario and I was able 
to think,” Wait a second, I can make it through this. Other people have, I 
can handle this.” And I think it’s imagining the worst is almost worse 
than thinking through-I don’t know. Panic and not knowing is almost 
worse than imagining the worst case, for me anyway - imagining the 
worst case scenario and then working through it...” (Part 11) 

Primary 
Appraisal, 
Secondary 
Appraisal 

3.4 
 

17 

 “So I mean I mainly just told myself he’s gonna be fine, he’s gonna be 
fine, and that’s what you - I mean I feel like that’s what you have to do. 
You have-you cannot tell - you cannot think about something going 
wrong. You cannot let yourself think that. You cannot do it because you 
cannot survive a whole year or 18-months...I mean you know they’re in 
danger but you have to believe that they’re going to be okay. And so 
maybe the few times that I kind of lost that maybe or became really 
fearful-kind of like ‘fell off the horse’ those were the times where I 
thought something might happen...I just perceived less danger because 
he kept telling me oh they’re fine, they’re fine.” (Part. 14)  

Avoidance or 
Denial 
Positive 
Beliefs 

30 
 

38 

 “I think a lot of it was I firmly believed that the situation which you’re 
living in is what you make of it...I felt very strongly that in order for my 
husband to be successful in his deployment I needed to be successful at 
home. So I needed to make sure that I-I got everything taken care of, I 
kept the house up...even while I was working, even though it was just 
me at home. You know that I got out regularly, that I socialized, that I 
had friends, but just that I kept on living my life. I didn’t want to be 
stagnate just because he wasn't physically present.” (Part. 5)  

Moving 
Forward 
 
 
 
Mission First 

32 
 
 
 
 

40 
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Among participants with no pregnancy complications (50%), participants did have 

feelings of avoidance or denial (30%), though they experienced more feelings of health and 

energy (9%), engaging their husbands in prenatal care (26%), positive beliefs (38%) and relied 

on primary (3.4%) and secondary (17%) appraisal of their stressful situations.  

Perceived Danger of Husband 

TABLE 13. Matrix for Specific Aim 1: Perceived Danger of Husband. 

Perceived 

Danger of 

Husband During 

Deployment 

Participant Quotation Feelings 

Regarding 

Perceived 

Danger of 

Husband 

% 

High Danger “It was one of the more dangerous areas of Afghanistan, a very 
small outpost. I mean, there were times when - I mean, several 
times we were talking on the phone and I would hear, you know, 
explosions. And then he’d have to – he’d say, ‘I’ll call you back 
later.’ Or he would be out on patrol and, you know, they would be 
out longer than anticipated because of issues or weather, whatever. 
And, you know, I wouldn’t hear from him. So he - his job was 
pretty intense. Um, it was lots of hours. It was, um, very dangerous. 
And it was, I would say, fairly high stress.” (Part. 11) 

Event 
Uncertainty 

54 

“... it impacted me emotionally more than it did before I was 
pregnant because, I mean, I had the - you know, in a month I’ll 
have this child and, you know, I could have a child who doesn’t - 
you know, who doesn't know her father...So, yeah, that - that was a 
hard reality to, um, to deal with. Um, in some ways, I guess, you 
know - yeah, I guess in some ways I comforted myself by saying 
that would be better conceivably than, you know, losing your father 
when you’re five or six, or you’re older and able to know, um, you 
know, to experience the grief of that.” (Part. 11) 

Acceptance 6 

“So I think we -- I didn’t watch the news. I mean they were in 
Fallujah. Looking back I’m like ‘Why did I even believe he wasn’t 
in danger?’ He was in a lot of danger. Actually they’re -- on April 8 
they were out on convoy and their driver was killed along with 
several other people in the convoy they were in. So I think it was 
then that I kind of realized that you know, I’d been living in 
oblivion. I -- we created this. I mean I think if I would have stepped 
back and thought about it I think maybe we created that as some 
sort of coping mechanism... Clearly my husband was in Fallujah...it 
wasn’t until April 8 that it really -- that I allowed myself to-I don’t 
know, I guess more expect that it’s not -- he’s not safe, he’s not in a 
safe area, he could be killed any minute of any day.” (Part. 3) 

Avoidance or 
Denial 

39 
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TABLE 13 – Continued 

Perceived 

Danger of 

Husband During 

Deployment 

Participant Quotation Feelings 

Regarding 

Perceived 

Danger of 

Husband 

% 

Moderate Danger “I tried not to think about it [the danger he experienced]. No I think 
we’ve been through enough deployments, and I know enough about 
his career to know that he’s either fine or he’s not. So I just – I don’t 
think about it, and I was okay with it when we got married, so that’s 
just something I have come to terms with and it doesn’t really 
bother me anymore.” (Part. 16) 

Acceptance 9 

“I mean the FOBs took mortar fire... and that’s just bad because at 
any time you know some -- someone could have gotten lucky and 
lobbed a mortar where they were at any time. It -- you know and if 
you take down the walls they would have been overrun really 
quickly... And I -- and I just -- I just -- I didn’t want to like be -- I 
didn’t want to sit there and look at the clock and -- and -- or be 
awake all night long going ‘I know that they’re -- that they’re going 
to this location’ and like if they’re late all the things start to go 
through your mind. So I just would rather know when he made it 
back.” (Part. 13) 

Distancing 18 

Minimal Danger “During those deployments it was pretty minimal. He had deployed 
before we got married and so the first time he deployed after we got 
married was when I was pregnant. Um so I was an emotional wreck 
but I can’t say that it was the deployment it was probably the 
combination of everything, but I never really -- I never really 
worried about the safety during deployment -- it’s not something 
that I ever really given myself time to -- to consider.” (Part. 7) 

Distancing 33 

“...I hesitate to say he wasn’t in any danger, but compared to 
previous deployments when he was you know being shot at...I mean 
he didn't carry his weapon. For the most part, he was working in an 
office type environment...it definitely made me feel better knowing 
that he wasn’t getting shot at... we face timed or talked almost every 
day at the same time...So, it was definitely a different experience. I 
think that in some ways it didn’t even feel like he was deployed. We 
talked about that.” (Part. 2) 

Moving Forward 53 

Deployments to a combat zone are inherently fraught with danger, the degree to which is 

often difficult to quantify. Violence in a combat zone often occurs unexpectedly and that degree 

of uncertainty creates a stressful situation for both the combatant and the wife waiting for his 

return. Participants were asked about how much danger they perceived their husbands 

experienced while deployed.  
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Those whose husbands experienced high amounts of danger (n=6, 38%) expressed more 

feelings of event uncertainty (54%) and utilized the feelings of acceptance (6%) and avoidance 

or denial (39%) in cognitively processing the threats to their husbands. 

With regard to participants who perceived that their husbands experienced moderate 

danger (n=6, 38%), participants utilized acceptance (9%) but also used distancing (18%) 

frequently. 

Four participants (25%) reported that their husbands encountered minimal danger while 

deployed. These participants cited distancing more frequently (33%) and relied on moving 

forward (53%) in most of their recalled experiences with the perceived danger to their husbands. 

Specific Aim 2: Experiences with Health Care Providers 

Health Care providers have a specific role in the lives of women who are pregnant and 

are the experts to whom women turn to for advice and support. During times of stress or anxiety, 

pregnant women oftentimes need more social support and guidance. The military medical system 

provides no-cost health care to spouses for most military bases. Spouses may also be referred to 

civilian providers due to geographical distance from a military medical center or they may also 

choose to seek care in the civilian health care sector for an additional co-payment.  

The goal of Specific Aim 2 was to detail the experiences participants had engaging with 

health care providers during pregnancy while their husbands were deployed: 

a. describing the experiences pregnant women had with health care providers 

b. describing the differences in experiences with health care providers based on type 

of health care provider and parity. 
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To answer Specific Aim 2A, participant quotations regarding experiences with health 

care providers were chosen that exemplify the situations and feelings faced by many participants. 

A low-level of interpretation was applied to each quotation consistent with qualitative descriptive 

methodology (Table 14).  

TABLE 14. Participant Experiences with Health Care Providers and Quotations. 

Experiences with Health Care Providers Participant Quotations 
General good experience with provider “I had the same midwife the entire time. Nothing 

but love for her. I have nothing but incredible 
respect; she was great. Very helpful. I had even 
offered to take her and her husband on vacation. 
Um, she was just a true asset. So um, nothing but 
love for them.” (Part. 1) 

General good experience with providers “...my epidural didn't work. So, that part was 
definitely not what I wanted...Um... however, once 
it’s over you know it’s kind of like okay. Well that’s 
just how you came into the world...Um...you know 
it was fine I guess. [Laughing] ...Um...there was 
nothing traumatic or extremely stressful about it. 
My doctors were great. My nurses were great.” 
(Part. 2) 

Variable support from provider “I mean, yeah. She was very sweet and loving. And 
like when I was in appointments, I mean she was 
thorough and great. It was just kind of the in 
between appointment times that – you know, I – I’m 
not a huge worrier. And thankfully, I had a pretty 
mellow pregnancy. So I think that helps me not be 
so needy. And like I didn’t have to really call them. 
I mean, yes. I felt like they were there for what I 
needed them to be, to answer my questions. And I – 
I mean I felt my care was certainly adequate during 
all my prenatal visits.” (Part. 4) 

Difficulty in obtaining personalized care from 
providers 

“I saw a different provider every time I think; I 
don’t even know the person who delivered him...I 
was one of 100 you know...” (Part. 3) 

Difficulty in obtaining personalized care from 
providers 

“It's not like you go to a pink clinic that's all great 
and fuzzy, and you know, you want to, um, 
celebrate motherhood and babyhood. It's-it's-it's just 
about rolling the patients and making sure 
everybody is… ’Are you good? Okay. You're good. 
Let's go...’” (Part. 6) 

Participants reflected on their experiences with health care providers and indeed with the 

health care system in general. Several participants had generally positive birth experiences and 
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interactions with health care providers such as participants one and two. Though other 

participants such as three and six felt as though there were many patients in the prenatal care 

system, and the care was not personalized to the individual. Other participants (participants three 

and six) also expressed that they felt as though they were seen by a multitude of providers and 

did not have the sense of receiving personalized care. Several participants when asked about 

their communication with their providers replied that they did not communicate or ask many 

questions. Each participant had a different experience with her health care provider, though there 

were some commonalities in feelings of support, empathy, and trust in the military medical 

system.  

Level 2 matrices were then constructed from differentiating experiences of women whose 

husbands who were deployed and their experiences with health care providers. Three basic 

experiences (Positive, Negative & Mixed) were identified from this analysis. The positive and 

negative experiences were further explicated. Positive experiences could be described as 

empathetic or supportive. Negative experiences could be described as lack of empathy, lack of 

support and lack of trust. All of the participant experiences were explicitly defined based on 

analysis of exemplar statements. Additionally, for Table 15 there was a differentiation made 

between military obstetrical doctors and civilian obstetrical doctors. Please see Tables 15-16 for 

matrices relating to Specific Aim 2B. 

The majority (81%) of participants had prenatal care with either certified nurse midwives 

or obstetrical physicians. While two participants stated in their obstetrical history questionnaires 

that they had received most of their care from nurse practitioners, those participants chose to 

detail their experiences with physicians, and as such, nurse practitioners are not included in the 
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discussion or matrix. The one participant who had a lay nurse midwife was not included in the 

analysis of the data as the military medical system only employees or reimburses certified nurse 

midwives. 

The type of provider influenced type of experience for most participants. Experiences 

with midwives or civilian obstetrical providers were perceived as more positive, with supportive 

and empathetic behaviors. Participants described many experiences with military obstetrical 

providers as lacking support and empathy and reflecting an overall lack of trust in the military 

medical system. Please see Table 15 for the matrix of type of health care provider. 

Type of Provider 

TABLE 15. Matrix for Specific Aim 2: Type of Health Care Provider. 

Type of 

Health 

Care 

Provider 

Participant Quotation Care Interactions %  

Certified 
Nurse 

Midwife 

"It helped because I believe she [the military midwife] if I am 
remembering correctly because it was over eight years ago. I believe she 
was a military wife herself who had started as a nurse and transitioned 
and she had children. So I think she understood where I was coming 
from with this." (Part. 5) 

Positive Experience 
with CNM 
Providers: Empathy 

14 

"I was attached to a midwife on post and she was amazing. She was-well 
she would just always answered all my questions, she was always very 
nice. She always addressed my concerns realistically, like never tried to 
sugar coat anything, which I fully appreciate, and tried to work with me, 
even when I got gestational diabetes. I didn't want to take any pills, so 
she helped me with [the] diet and helped keep it under control." (Part. 
16) 

Positive Experience 
with CNM 
Provider: Support 

62 

"I mean did I have a great like relationship where my midwife really 
certainly know about me and know my husband was gone and kinda 
know my personal history? No. I mean they looked at the chart every 
time. And because it was gonna be whoever was on-call was gonna 
deliver my child. You know so it's much different in...a civilian hospital, 
or in a civilian kind of such care where you probably develop more of a 
relationship and can probably call them with questions a little bit easier. 
I-I didn't feel like I had that relationship." (Part. 4) 

Negative 
Experience with 
CNM Provider: 
Lack of Empathy 

5 
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TABLE 15 – Continued 

Type of 

Health Care 

Provider 

Participant Quotation Care Interactions %  

Obstetrical 
Doctor 

"Unfortunately our-we were assigned to be an OB clinic, and I did not 
see a consistent person. It was kind of always who was ever on the last 
shift. And they-their appointments stopped at 3:40, and I taught until 
3:25. So, every time I was literally running out of school early and 
hurrying to get there. And so they would always be about my blood 
pressure. "Oh your blood pressure is too high." Well, yeah, because I 
just had to run here because you stay open any later. And it just-there 
was not support-there were not questions like there are now. When I go 
the doctor now for, you know, a stubbed toe they ask you, 'Do you feel 
safe at home?' You know, there's a whole line of questions about 'is 
your soldier deployed?', blah, blah, blah....I don't remember her-him-the 
multiple people ever-ever asking, you know, 'How are you doing? You 
know, emotionally, physically, you know, since your husband is 
deployed.' there just-there wasn't that support...it would have been 
helpful...because maybe I could have gotten more support than-than 
what I had at the time." (Part. 15) 

Negative 
Experience with 
Military Provider: 
Lack of Support 

52 

"I think sometimes the civilian doctors are probably a little more 
sympathetic than the military doctors who deal you know all day every 
day with military spouses that are gone. You know, I think sometimes 
they get a little sterile because every person they see is like that. So, 
sometimes when you see a military physician you don't get the same 
level of sympathy I guess you could say." (Part. 2) 

Mixed Experience 
with military OB 
Provider 

4 

"[T]hey didn't really get it, like yeah 'boo hoo your husband's deployed, 
thank you for his service, we appreciate it I know this must be hard on 
you.' I mean I heard that all the time but it was really I don't think they 
really understood what I was going through. My OB would ask about 
[my husband] and how I was doing without him here and do I have the 
proper support [but] I think he was just checking boxes, I don't think he 
genuinely was that concerned. The nurses were better, the nurses at my 
OB I mean they...wanted to see pictures and know when was the last 
time I heard from him and they asked real meaningful details as 
opposed to just well you know 'we appreciate what he's doing over 
there.' That was more meaningful to me." (Part. 10) 

Mixed Experience 
with civilian OB 
Provider 

15 

"I got a lot of 'well you knew your husband was going to deploy' I don't 
know-not in these many words, 'why would you choose to have a baby 
now, that's kind of silly'; so I think that was more what I received if it 
was even considered [that] he was deployed. I saw different providers 
every time. Kind of crazy that they would cop that kind of attitude 
toward people who you know, I mean I was almost 30. It wasn't that I 
had a ton of time left...we didn't have a considerable amount of time to 
have children if we were going to do it so-kind of disheartening that 
there was not a lot of support from the medical community." (Part. 3) 

Negative 
Experience with 
Military Provider: 
Lack of Support 

52 
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TABLE 15 – Continued 

Type of 

Health 

Care 

Provider 

Participant Quotation Care Interactions %  

Obstetrical 
Doctor 

“Of course the whole division was deployed at the time, so there were 
thousands of people gone, um, but because I had a little bit of a 
relationship with my, uh, OB...At that ultrasound appointment the 
doctor did not tell me the sex, but he checked the block on my letter, 
and we sealed the letter and sent it to my husband, so my husband was 
able to tell me the sex of our baby, which was kind of a neat thing.” 
(Part. 6) 

Positive Experience 
with Military 
Obstetrical 
Provider: Empathy 

9 

“They put me in what they called the high-risk clinic...I was assigned to 
the same doctor, and I tended to see him instead of being just a general 
patient where you were kind of whatever...I saw the same doctor over 
and over, um, which was good. [My husband] went with me to the first 
ultrasound when they confirmed my pregnancy...and he did get to hear 
the heartbeat...so that was… nice...because I had a doctor that was 
aware of our situation.” (Part. 6) 

Positive Experience 
with Military 
Obstetrical 
Provider: Support 

4 

“[The obstetricians] were um friendly and understanding. They always 
seem to ask how things were going. And them um, actually when my 
husband came back home...the doctor was very, very nice, and offered 
to do an ultrasound when he got home...it really wasn’t supposed to be 
done but...he did it anyways...And I thought that was really supportive 
and very nice of them to, to do that. And go out of the way to do that for 
me, for him.” (Part. 12) 

Positive Experience 
with Civilian 
Obstetrical 
Provider: Support 

69 

The interactions with certified nurse midwives were most likely to be perceived as 

positive 77% (supportive 67% or empathetic 9%). A smaller percentage of care interactions were 

perceived as negative (19%) or mixed (5%).  

Participant responses to interactions with obstetrical medical providers were varied based 

on military versus civilian provider, and reflected both positive and negative aspects of care. 

Participants reported more negative interactions with military obstetricians (87%) than civilian 

obstetricians (8%). The lack of support (52%) was the largest reason given by participants for a 

negative experience with a military obstetrician, followed by lack of empathy (22%) and lack of 

trust (13%). By contrast, interactions with civilian obstetricians were mostly positive (77%) and 

mixed (15%), with only 8% of interactions perceived as negative by participants. 
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TABLE 16. Matrix for Specific Aim 2: Comparing Experience with Health Care Providers 

Based on Parity. 

Parity Participant Quotation Care Interactions %  
Primiparous "This is pretty typical of at least Army medicine, and 

I-I don't know how it is on the outside, but a lot of 
times if you ask routine questions, you get dismissed. 
Like, they looked like then-the staff will look at you 
like you're an idiot. 'How come you don't already 
know this-already?' So I tend to not ask questions 
then." (Part. 6) 

Negative experience with 
providers: Lack of 
Empathy 

3 

"I really ended up seeing quite a few different 
people...so I got really good at-because I would leave 
appointments and think...five minutes and I don't 
know about this, so I got really good at writing down 
questions prior to appointments...I thought that I 
really want them to take the time, you know, 
especially like my first pregnancy. I have no idea if 
this is normal or what about this. And so I mean I -
sort of, I guess, I felt like I could have called. Would 
it have been like a fabulous response? I mean no, 
probably not." (Part. 4) 

Negative Experience with 
Providers: Lack of Support 

24 

"...[E]ven thought it was not a military hospital that 
we were in, doctors and the nurses were very aware 
of the fact that I was a military wife, that my husband 
was deployed, and so things were going to be a little 
different and they tried to be very attuned to that. If 
they saw me talking on the phone a lot of times they 
would just kind of wave at me and then turn around 
and leave because they assumed that I was on the 
phone with my husband who was deployed and they 
weren't going to interrupt that time." (Part. 5) 

Positive Experience with 
Providers: Empathy 

16 

"I went straight to Tricare Standard just because I 
don't like the practice of having constant providers 
that constantly get changed." (Part. 9) 

Negative Experience with 
Providers: Lack of Trust 

8 

"I think it would be really important for OB providers 
to be aware of the stress and the different types of 
situations that military spouses have to deal with. And 
to offer, you know, resources. And I'm sure it's 
similar for, you know, single mothers. But to make 
sure that there are resources available for those 
spouses and that, you know, they at least can maybe 
connect them with a support network if the—you 
know, if the spouse indicates that we don't have 
that...But I think if the providers in military 
communities were aware of that, I think it could help. 
I feel like it would have made a difference. Maybe 
not made a difference, but I feel like at least an 
emotional one, knowing that my providers were 
aware and, you know, at least said—at least maybe 
asked about that—you know, do this, that would have 
gone a long way." (Part. 11) 

Negative Experience with 
Providers: Lack of Support 

24 
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TABLE 16 – Continued 

Parity Participant Quotation Care Interactions %  
Primiparous "The medical facility at the post where we were did 

not have a good reputation. They had, yeah, they had 
shared rooms. Um, I had several people—several 
friends had a very variable experience with labor and 
delivery there, giving birth there. Um, and with their 
prenatal care. And then my husband had been 
admitted as a patient as well and there were some 
things that I considered patient safety issues that, um, 
came up during his care. And then I later had a 
conversation with the Commander who oversaw the 
hospital, who basically acknowledged that they had, 
you know, they were having—they had nurses who 
just weren't as trained as they should be. And they 
were working on improving training. I just, um, 
wasn't confident in the care that I was going to be—
you know, that I might receive and it was my first 
pregnancy and I just wanted to have more options. So 
I switched to a different Tricare that allows me to see 
civilian providers, pick my hospital, etc. And I just 
had to pay a little bit more out of pocket." (Part. 11) 

Negative Experience with 
Provider: Lack of Trust 

8 

Multiparous "I think sometimes the civilian doctors are probably a 
little more sympathetic than the military doctors who 
deal you know all day every day with military 
spouses that are gone. You know, I think sometimes 
they get a little sterile because every person they see 
is like that. So, sometimes when you see a military 
physician you don't get the same level of sympathy I 
guess you could say." (Part. 2) 

Mixed Experience with OB 
Providers 

6 

"I saw a civilian doctor also with all three of my 
children, but before my oldest, when my husband was 
in Iraq, I was pregnant and lost the baby at 14 weeks. 
I was told by a military midwife that sending a Red 
Cross message to let my husband know that I had lost 
the baby would be a waste of time and resources...it 
didn't go over very well and so I never saw a military 
doctor again." (Part. 2) 

Negative Experience with 
Provider: Lack of Empathy 

28 

" the doctor[s] I had on post they weren’t – they were 
kind of rude... I had planned on having my child back 
home with my family it was a planned C-section 
because my first one was a C-section and with him 
not being there I figured it was just easier to have it 
with family and support around. So I let the doctors 
know and the doctor kind of got snotty with me about 
transferring my care to another doctor so late." (Part. 
8) 

Negative Experience with 
Provider: Lack of Support 

39 

“there was nothing traumatic or extremely stressful 
about it. My doctors were great. My nurses were 
great.” (Part. 2) 

Positive Experience with 
Providers: Support 

28 
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Parity 

The majority of participants (69%) were primiparous at the time their husbands were 

deployed. Parity may have played a role in determining one's need for resources from the health 

care provider, as a multiparous woman may not have had as many questions regarding her 

prenatal care. However, the multiparous woman may have had expectations of care from prior 

experience or additional stress from caregiver burden, which may have influenced her perception 

of the provision of care.  

Primiparous patients reported an overall high satisfaction rate with their health care 

providers (61%). However, having questions about what is normal or abnormal in pregnancy are 

common for first-time mothers, and not having enough time to ask questions, or to feel as though 

one's questions were trivial resulted in the perception of a negative experience for 39% of 

primiparous patient interactions. 

Multiparous participants stated that negative or mixed experiences constituted 

approximately 72% of their care interactions, with lack of support (38%) being the predominant 

source of the negative care interactions, followed by lack of empathy (28%). No multiparous 

patients cited a lack of trust in the military medical system specifically, as was expressed by 8% 

of the primiparous participants. Multiparous participants also desired more continuity of care, 

though length of time with their provider was not stated as an issue. 

Specific Aim 3: Support Systems Sought or Accessed 

The purpose of Specific Aim 3 was to describe the experience of seeking support during 

pregnancy while one's husband was deployed.   



 99

a. describing the types of support pregnant women whose husbands were deployed 

sought or accessed during pregnancy  

b. describing the differences in support based on: Rank of husband, age or 

spirituality/religious affiliation 

Specific Aim 3A was addressed by selecting quotations from the participant interviews 

that showed typical experiences with types of support that participants sought or accessed. A 

low-level of interpretation consistent with qualitative descriptive methodology was also used to 

describe the participant quotation. Please see Table 17. 

TABLE 17. Matrix for Specific Aim 2 Research Question A. 

Types of Support Sought or Accessed Participant Quotation 

Support from Family “My brother and sister-in-law were with me the whole -- 
my sister-in-law was with me the whole time. Um, what 
was it like? We were blessed that Tyler, well have auntie 
and uncle that can say ‘We were there the day that you 
were born.’ We wanted to make sure that there was 
somebody -- you know Heaven forbid Grandma passed 
or something happens to Mom we wanted to be able to 
say you know even when he gets older, ‘I was there the 
day that you were born’” (Part. 1) 

Support from Family “[My aunt] would stay with me the last month ...um... in 
case I went into labor. It’s like you know I know I can 
call an ambulance to drive me an hour to the hospital, 
but who is going to be here with my kids at two in the 
morning?” (Part. 3) 

Support from Friends/Co-Workers “[My friend] was one of the first people I told when I 
found out I was pregnancy. And so right away she said, 
‘You know I’ll be with you when you have the baby.’ 
That might have been the first thing out of her mouth 
after I told her. She was with me. She cut the cord.” 
(Part. 3) 

Support from FRG “It may have been more of a therapeutic ear but it was 
also—I would say it was pretty pragmatic. Do this, do 
this, stay busy, I think the main thing that she told me 
was to stay busy, um, have things going on, don’t like sit 
there and do nothing, um. So I guess kind of a 
combination pragmatic support but also that 
therapeutic—telling me. I mean just telling me he’s—
he’ll be fine, he’s gonna be okay, you know.” (Part. 14) 
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TABLE 17 – Continued 

Types of Support Sought or Accessed Participant Quotation 

Material/Educational Resources “...reach out as best you can and try and find those 
resources. You know I found them doing some of the 
classes and I found them on that online website and that 
chat group and I found them through you know, some of 
my fellow spouses and the FRG...” (Part. 5) 

Cultural Resources: Religious/Spiritual “I did a Bible study. Uh, actually, I did Wives of 
Warriors Bible Study. But this study for me, I was a new 
army wife and servicing a first deployment, to really just 
work those common fears and issues and everything, 
um, in a Christian way and like leaning, yeah, on god. 
And really, you’re – you’re praying. I mean and that’s 
one of the biggest things I could do when he was gone 
was just pray for his safety, you know. I couldn’t be 
there with him.” (Part. 4) 

Support comes in many forms from the emotional support of a family member, friend or 

co-worker, to material, educational and spiritual resources. Participants utilized a variety of types 

of support in dealing with the deployment of their husbands while pregnant. For participant four, 

support from her family was a key aspect in directly mitigating the difficulties of having her 

husband deployed, particularly with regard to securing childcare. Several multiparous 

participants shared that it was a difficult to find childcare and a motivating factor for relocating 

to be near to family while their husbands were deployed. Support from family was also important 

to participants to act as a surrogate for the father, as in the experience of participant one who 

wanted family members who could someday share the account of her child’s birth with her child. 

Friends and co-workers are also sources of support and are available for physical and emotional 

support as with participant three whose friend was there with her through labor and cut the 

umbilical cord. Other participants shared similar feelings regarding the support from friends/co-

workers and the important ways they demonstrated such support through helping with the birth, 

shopping for the new baby, or being available to share feelings of uncertainty and frustration. 
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While not all participants utilized the FRGs some participants such as participant fourteen, relied 

on individuals affiliated with the FRGs to listen and provide pragmatic advice. Material and 

educational resources are available on all military posts and participant five stated the 

importance of the different ways she found and accessed resources through the Internet, FRG 

and other spouses. Multiple participants relied on cultural resources from a church or Bible study 

to help with dealing with the absence of their husbands and the uncertainty they faced while 

deployed. Participant four was involved in a women’s Bible study and relied on her faith and the 

faith of the women around her to cope with being pregnant while her husband was deployed. 

For Specific Aim 3B, level 2 matrices were constructed from coded data and the initial 

descriptive content analysis. Three broad categories were formed: Military-sponsored support, 

Personal Social Network, and Spiritual/Religious. The Military-sponsored support was divided 

into codes of: FRG Support and Reasons for not associating with the FRG. Personal Social 

Network was divided into codes of: Support from Family, and Support from Friends/Co-workers. 

Spiritual/Religious support was divided into Cultural Resources (i.e. Bible studies, church social 

networks), and Existential Beliefs (power of prayer, external control of a deity). Please see 

Tables 18-19 for matrices for Specific Aim 3B. 
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Military-Sponsored Support Utilization by Husband’s Rank 

TABLE 18. Matrix for Specific Aim 3: Differences in Social Support Based on Rank. 

Enlisted 

or Officer 

Participant Quotation Feelings % 

Enlisted "I didn't know anything about the FRGs, so I was only there 
for I met one lady during a pre-deployment briefing and the 
basically was the one lady...that I was attached to the most for 
the deployment that helped me through it." (Part. 8) 

Reason for not 
associating with the 
FRG: Lack of 
Knowledge 

15 

"when you get involved in these big groups of wives or 
spouses and all of that there's a lot of...people who just don't 
know what they're talking about when they're talking about 
what their husbands are doing or going on, and it's...to explain 
it's like you're a part of a different line and it's almost like 
you're crossing a line...I'm a veteran I'm not a spouse 
technically I guess you could say." (Part. 9) 

Reason for not 
associating with the 
FRG: Nothing in 
Common 

15 

“We were both active duty. My husband's FRG, I don’t recall 
ever doing anything with them, probably more because I was 
in myself than I just didn’t want to participate. I was an active 
part of the FRG in my own unit...[his FRG] had a lot of things 
that were during the week, during the work day. It seems to be 
more geared toward people who stayed at home.” (Part. 3) 

Reason for not 
associating with the 
FRG: Inconvenience 

31 

"I didn't get too involved [with the FRG] just because he was 
enlisted and among most of the wives they were you know 
sometimes kind of catty and gossipy, so I kind of just [stayed] 
out of that." (Part. 10) 

Reason for not 
associating with the 
FRG: Poor resource 

38 

" I had a lot of support with the other wives. Um, and I felt 
like I was more kept in the loop of what was going on with the 
soldiers overseas... it was a nice feeling to know that I heard 
firsthand what was going on. But, still, was really nervous 
because there were some issues that had happened. And it was, 
um, it did make me nerve -- more nervous. Just because I 
knew that he was in more danger, I guess... I was very close 
with the women that were involved in the FRG. Um, we hung 
out. We had barbeques on the weekends. And um, you know 
they always brought their kids over. I always had it at my 
house. And, because I had the most kids. And um, we uh, we 
just all hung out and talked. And it was really nice to have that 
um, knowing that they’re going through the same thing. Even 
though, none of them were pregnant, I guess at the time. But 
they still, you know, understood what we were going 
through." (Part. 12) 

Support from FRG 
 

48 
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TABLE 18 – Continued 

Enlisted 

or Officer 

Participant Quotation Feelings % 

Officer "...this is what the military family is like, these are the people 
who step in and help take care of you when your biological 
family can't be there. It was very reassuring” (Part. 6) 

Support from FRG 69 

"I was one of the leads, yes. Yeah more of a responsibility 
with husband's rank, responsibility, my personality. I mean I 
was one of the leaders, helped out in a lot of the special 
events, went to all the coffees. So amazing support system." 
(Part. 1) 

Support from FRG 
 

69 

"I'm a person that really likes to be connected and really likes 
to be involved...So it was great to connect and meet people 
and for people to kind of, know what was going on with me. 
And you know, know that yes, I am pregnant. And you know, 
God forbid something would've happened, and you know, I 
think it was just a better avenue of support.” (Part. 4) 

Support from FRG 
 

69 

"...I tried to do like these...monthly...meetings, nobody would 
show up...we'd have like the same two people.” (Part.13) 

Reasons for not 
associating with 
FRG: Inconvenience 

31 
 

When comparing participant quotations from enlisted and officer ranks participants 

shared what aspects of the FRGs made it easy or difficult to attend meetings and be welcomed as 

part of the group. The wives of enlisted service personnel and officers had different perceptions 

and levels of engagement in the military-sponsored support groups such as the FRGs. This study 

showed much more engagement by officer’s wives than enlisted soldiers who were more likely 

to state that they did not feel as though they belonged in the group, or that the FRGs were 

sources of rumor and not supportive. 

Approximately 52% of wives of enlisted soldiers found difficulty participating with the 

military-sponsored support groups such as the FRG. Several enlisted participants were veterans 

or active duty themselves (n=2, 17%) and felt as though they had nothing in common (15%) with 

the other wives. Other enlisted wives felt as though they had a lack of knowledge of meeting 
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times or events (15%), the meetings were inconvenient (31%) or that the FRGs were a poor 

resource (38%). 

Officer's wives responded differently and were more likely to recall that they received 

support from the FRGs (69 %) and expressed more involvement and enthusiasm in the FRG 

support systems.  

Social Support Utilization by Age 

TABLE 19. Matrix for Specific Aim 3: Differences in Social Support Based on Age. 

Age Participant Quote Recalled 

Support 

Interactions 

% 

≤29 "I guess just take the help that people are trying to offer you. In 
my unit after I had [my son], people brought me dinners and stuff 
for weeks, you know people want to help you; just let them help 
you." (Part. 3) 

Support From 
Friends/Co-Workers 

33 

"It was easier I think for me to get support from the women who 
were living through it versus family because they just didn't quite 
understand it." (Part. 5) 

Support from FRG 28 

"My mom went with me to my appointments because my husband 
wasn't there. So I had the support of somebody going with me in 
place of him...my mom basically took on my husband's role while 
he was gone." (Part. 8) 

Support from Family 40 

"I had a lot of support with the other wives, and I felt like I was 
more kept in the loop of what was going on with the soldiers 
overseas...Even though none of them were pregnant...they still 
understood what we were going through." (Part. 12) 

Support from FRG 28 

≥30 years "Reaching out to other women, like they had great advice...a 
couple of them went with me to appointments." (Part. 1) 

Support from 
Friends/Co-Workers 

19 

"I have an aunt...[who came to] take care of my kids...It's liked 
you know I can call an ambulance to drive me an hour to the 
hospital, but who is going to be here with my kids at two in the 
morning?" (Part. 2)  

Support from Family 50 

“My mom ended up coming to stay with me for a while because I 
had two children already.” (Part. 6) 

Support from Family 50 

There were differences between the utilization of support by age for family and 

friends/co-workers. Prior review of the research literature suggested that younger wives would 

have a more difficult time adjusting to new social networks, and I hypothesized that those 

participants would not seek out the support of FRG groups as frequently. However, the findings 
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of this study show that both age groups sought out support from the FRG in approximately the 

same percentage (28% for ≤29-years old versus 31% for ≥30-years old). The biggest difference 

in support utilization was friends/co-workers, which was a 14% difference between the two age 

groups (33% for ≤29-years old versus 19% for ≥30-years old). There was also a 10% difference 

between the two groups in support utilization of family with the 29-year and older group 

recalling 40% of care interactions with family versus 50% for the 30-year and older group.  

Spiritual/Religious Affiliation or Belief 

One of the research questions for this study was investigating the impact of religious or 

spiritual support. I had thought that some participants who did not feel supported by the FRGs 

would then turn to their spiritual or religious affiliation or beliefs. However, the majority of 

participants who stated that they relied on their spiritual or religious beliefs (89%) also stated 

that they received support from the FRGs.  

Ten participants shared how their spiritual and religious beliefs influenced their coping, 

and only one participant cited that she did not rely on any type of religious or spiritual support. 

Therefore, for this sample, I could not even address this aim. However, there were some 

descriptive quotes in the text that reflected the experiences of participants regarding their 

existential beliefs and cultural resources, and how they affected their coping abilities.  

Participant Experiences with Existential Beliefs 

“I did a Bible study...this study [was] for me, I was a new Army wife and 

experiencing a first deployment, to really just work those common fears and 

issues and everything, in a Christian way and like leaning on God. And really, 

you're-you're just praying. I mean and that's one of the biggest things I could do 

when he was gone was just pray for his safety, you know. I couldn't be there with 

him.” (Part. 4) 
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“I am a Christian and I do think my beliefs played a part in that. I didn't have a 

home church at that point in time but I knew that I had people praying for me and 

that's always a benefit.” (Part. 5) 

“I would say that that was, um, a significant part of my, you know, being able to 

cope, um, because, um, I do believe in, um, eternity. I do believe that, you know, 

there is a heaven. And I felt very confident that, you know, if something happened 

to my husband, that I would see him again. And b) that God would give me the 

strength to get through that situation. Um, so perhaps that was part of the worst 

possible scenario. I don't know how I would get through it. But, you know, I know 

that there are physical supports, structures that I could depend on, and be - you 

know, I feel that, you know, through God's grace I would be able to, um, get 

through - get through it as well.” (Part. 11) 

Participant Experiences with Cultural Resources  

“We knew that this was out of our hands, God was in control. And that we just 

trusted and believed that you know, we've got to let His plan just work out and it's 

-He's been pretty awesome so far; we can't complain. Our spirituality, I mean-and 

just like everything else in life I mean our faith, our faith-we draw friends in that 

have like faith and we have that faith support system.” (Part. 1) 

“We would just get together and we would pray and just vent and we would take 

care of each other's kids. We would let them play and just be kids and we could be 

free about talking about what was going in without trying to maintain that 

politically correct façade that you often have to keep up in front of your FRGs 

and things like that.” (Part. 6) 

Participants used existential beliefs, such as the belief in prayer, to aid in their coping 

processes. Cultural resources such as Bible studies were also attended by participants as aspects 

of a wider social support network of like-minded believers.  

Chapter Summary 

The experience of being pregnant while one’s husband was deployed was unique to each 

participant in this study. However, there were many similarities in terms of feelings of loneliness 

and uncertainty, and the bittersweet nature of the happiness of a newborn tempered by the 

absence and danger of the deployed husband.  
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Communication frequency influenced types of feelings. Those with daily communication 

felt as though they received emotional support, but also experienced emotional distancing and 

feelings of being alone. The participants who had 2-3 times per week-weekly communication 

had more feelings of distress and cited a lack of emotional support from their husbands. The 

predominant emotions associated with the participants who communicated the least amount with 

their husbands were venting emotions and engaging their husbands in prenatal care. 

Participants with pregnancy-complications predominantly expressed more feelings of 

avoidance or denial, distancing, and putting the mission first. Participants with no pregnancy 

complications were more likely to engage their husbands in prenatal care, and have positive 

beliefs, though they also expressed more feelings of avoidance or denial.  

The threats to deployed service members were present in the minds of the women whose 

husbands were deployed. Participants who perceived that their husbands faced significant danger 

were more likely to have feelings of event uncertainty and use avoidance or denial when thinking 

about the perceived danger. Six participants perceived that their husbands were in moderate 

danger and stated feelings of acceptance and distancing. The participants who stated that their 

husbands were in minimal danger expressed the feeling of moving forward most frequently.  

Health Care providers were oftentimes sources of strength, support and empathy and 

were invaluable in coping with the absence of their husbands. However, some participants also 

felt marginalized by their health care providers and the medical system, and expressed frustration 

with the lack of personalized care. Pregnant women had different needs and expectations of care 

based on factors that include type of obstetrical provider and parity. Participants overall preferred 

midwifery care to obstetrical medical doctors, though that difference diminished when 
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comparing military to civilian obstetric physicians. Primiparous participants desired more time 

with their providers to answer questions, while multiparous participants were more likely to 

desire specifically civilian providers. In all cases, participants desired continuity of care, and for 

several it was an integral part of their decision to seek care outside of the military medical 

system. 

Participants utilized many different types of support from family members, friends/co-

workers and resources accessed from the base or the Internet. The ability to have a stable and 

wide base of support was an important factor for many participants, particularly if they had other 

children at home. Family was often used for childcare, as well as a surrogate for the father in the 

delivery room, or to recount the birth experience. Friends/Co-Workers and the FRG also 

provided emotional support and reassurance to the participant. Most participants were aware of 

the resources on the base as well as Internet-based and cultural resources such as Bible studies.  

The majority of participants coped by creating social support networks of family and 

friends, and many participants sought additional help from military-sponsored support groups 

such as FRGs. Several participants detailed that religious and/or spiritual beliefs and affiliations 

were integral to their coping efforts, and cultural resources such as Bible studies were places of 

support and understanding. 

The findings from this study represent the thoughts and feelings of sixteen women who 

lived the experience of being pregnant while their husbands were deployed. The women’s 

experiences highlight the difficulty of being pregnant, while also worrying about the safety and 

security of one’s husband. 
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CHAPTER 5: CONCLUSIONS/DISCUSSION 

The purpose of this study was to describe the aspects of the perinatal experience during 

spousal deployment that contributed to positive coping, stress, or depression. The findings of this 

study will be discussed by description of sample, specific aim, and then a discussion of the 

strengths and limitations and the implications for nursing practice. 

Description of the Sample 

The study sample was predominantly White (87%) and college-educated (69%) at the 

time their husbands were deployed. While the study sample does not match the demographics of 

the military spouse community in terms of race/ethnicity and education, it is consistent with 

other Internet-based qualitative nursing research studies. Im and Chee (2013) performed a review 

of Internet qualitative studies and found that ethnic minorities and individuals with less 

education were underrepresented in studies. The authors postulate that individuals with higher 

education may have more online experience and therefore would be more likely to see the 

recruitment flyer online and participate in the study. Im and Chee (2013) suggest that researchers 

try to reach diverse populations by recruiting in diverse communities and combining more 

traditional recruitment methods with online recruiting.  

Specific Aim 1 

Describe the types of experiences pregnant women had while their husbands were deployed: Are 

there differences in the nature of their coping styles regarding their husband’s absence based 

on: Communication frequency, complications with their pregnancies, or perceived danger their 

husbands experienced? 
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Types of Experiences 

Having a baby is oftentimes viewed as one of the best and most transformative 

experiences in the lives of both men and women. There was a bittersweet feeling that permeated 

the accounts of participants. Participants in this study shared the experiences of dealing with 

feeling the excitement of choosing items for a baby registry, or finding out the gender of the 

baby, with the realization that their husbands could not be there, and may not ever be there. One 

participant shared the difficulty of comforting a widowed spouse and the realization that while 

her spouse was alive that day, he might not be the next. Uncertainty and loneliness were common 

feelings and expressions for participants, though many maintained hope that their husbands 

would return safely and realized that dwelling on negative feelings would not be helpful to their 

mental well-being. 

Communication Frequency  

Daily communication (n=4, 25%) was associated with more problem-based coping (75%) 

and emotional support from the husband (38%). This finding is consistent with the research 

literature of Weis and Ryan (2012) who demonstrated that frequent communication from the 

husband aids in decreased feelings of anxiety and led to the highest scores for perceived self-

esteem.  

Participant 2 stated that daily communication resulted in a feeling that her husband was 

not actually deployed, and remarked that the communication was so frequent, “we ran out of 

things to say” (Part. 2). Participant 12 had mixed feelings about her communication frequency 

with her husband. She expressed disappointment in not being able to have her husband present 

for the ultrasound to know the gender of the baby, though the act of being able to speak with him 
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and discuss her feelings afterwards helped to ameliorate some of her feelings of distress. 

However, she stated that, “some days it helped, and some days it was harder; just because it’s a 

reminder that he's gone” (Part. 12), and continued by stating that knowing her husband was safe 

and being able to inform him of her daily life was a comfort. While participant twelve endorsed 

feelings of distress, or being alone, she was able to cope by leveraging the daily emotional 

support she received from her husband. 

By contrast, participants who communicated 2-3 times per week-weekly (n= 10, 63%) 

were more likely to endorse feelings of distress (58%) and utilize emotion-based coping (52%). 

Carver, Scheier, and Weintraub (1989) state that emotion-based coping may be a functional 

coping strategy in that the individual is accepting the reality of the stressful situation and is 

attempting to deal with the stress and uncertainty of that particular event. However, Lazarus and 

Folkman (1984) state that emotion-based coping in the long-term may result in more depression 

and demoralization, and indeed several participants in the 2-3 times per week-weekly group 

endorsed pregnancy complications such as anxiety. Participant 16 utilized acceptance which is a 

part of emotion-based coping to discuss her experience with less frequent communication from 

her husband, “don't expect your husband to be able to call every time that you want him to, 

because there’s no way that's possible...[T]hey’re on a different time schedule and they’re trying 

to save their lives...” (Part. 16). Some participants who communicated 2-3 times a week-weekly 

utilized coping that engaged their husbands into the prenatal care experience. 

“I would remind myself that it was temporary, that he would be...home soon. I 

would email him every time I left an appointment the first thing I did was go home 

and email him all the details of the appointment. It made me feel better to be able 

to at least get all my thoughts out and know that he would have some 

participation. So that was a big outlet for me really was email and then 
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occasionally I'd get a phone call from him and be able to talk to him about it.” 
(Part. 10) 

This is a code derived from several participant interviews whereby the participant felt as 

though she needed to incorporate her partner into her own experiences with prenatal care, 

thereby drawing her partner into her changing body, and mindset. 

Attempting to engage one’s husband into the prenatal experience is a form of problem-

based coping as the individual is actively managing or “dealing with” the stress of her husband’s 

absence during pregnancy. Participants engaged the husband in several ways including: Videos 

of the mother’s expanding abdomen, audio recordings of the baby’s heartbeat, and two 

participants had the ultrasonographer or physician write down the baby’s gender on a piece of 

paper and seal it in an envelope to be sent by mail to the deployed father. The sense of sharing an 

experience such as learning the baby’s gender is an important part of the prenatal experience. 

The act of being able to let the deployed husband share that key information helps him to feel 

more bonded with the child. Engaging the husband is consistent with the maternal attachment 

and developmental literature. The research of Rubin (1984) and later Lederman (1996) who 

specifically studied maternal attachment among military wives, found that maternal acceptance 

of pregnancy was greater when women felt that they had a paternal presence.  

Two participants (13%) had infrequent communication with their husbands as defined in 

this study as every other week or less. Emotion-based coping was used equally with problem-

based coping for this group. Both participants expressed using the emotion-based coping method 

of venting to cope with the loss of control over not being able to speak with their husbands. 

Participant eight also utilized acceptance, which is a type of emotion-based coping that may have 

served to allow her to manage the stress and uncertainty of her husband’s well-being while 
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deployed. Participant fourteen expressed the difficulty and emotional toll of not being able to 

communicate with her husband, 

“I just cried for hours and hours and hours-I think it was hours. I don’t know how 

long it really was, because I hadn’t heard from my husband in about two or three 

weeks. And I think it was right about the time I went into labor. I was also 

overdue, I was ten days late so it was somewhere around that time, I was 

exhausted.” (Part. 14) 

She expressed venting, which is associated with emotion-based coping and feelings of 

loss of control over not being able to communicate with her husband. The act of crying for hours 

was a passive coping mechanism associated with feelings of helplessness. Another participant 

expressed the difficulty with not knowing if it would be the last time she would speak with her 

husband, “...I already have some emotions being pregnant already, and then you just have so 

many more flutter through you knowing this, I hang this phone up, might be the last time I talk to 

him, you know? So very emotional” (Part. 8). The participant exhibited the coping mechanism of 

acceptance, which is a part of emotion-based coping, but may have served to help her deal with 

the stressful experience of uncertainty in the moment. She verbalized the impact of the stress of 

not knowing when she would be able to speak with her husband next, but related the experience 

in a manner in which it was factual and reflected the reality in which she lived while her husband 

was deployed.  

Communication frequency has been detailed in at least one study of pregnant military 

wives, with greater communication leading to increased maternal self-esteem scores and 

decreased anxiety. In this study, the 2-3 times per week-weekly group expressed more emotion-

based coping than the every other week or less group. One possible reason for the use of 

increased emotion-based coping with the 2-3 times a week-weekly group is that participants 
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know that they should be able to contact their husbands frequently, and that if they are not able 

to contact them there is usually something serious that has happened in the military unit, such as 

a death. The sense of uncertainty and fear in recalling events in which the participants were not 

able to have communication with their spouses resulted in more emotion-based coping and 

acknowledgment that the situation was out of their control. For the every other week or less 

group, participants relied on problem-based and emotion-based coping in equal numbers, 

perhaps due to the long periods of time between communication, and the need to develop more 

robust long-term coping methods such as problem-based coping. 

Pregnancy Complications 

There is an association between spousal deployment and pregnancy complications with 

regard to increased rates of stress, depressive symptoms, anxiety, and preterm labor (Haas et al., 

2005; Haas & Pazdernik, 2006, 2007; Robrecht et al., 2008; Smith et al., 2010; Tarney et al., 

2013; Weis et al., 2008). The perception of stress in pregnancy has been associated with preterm 

labor both theoretically and in retrospective reports from women whose husbands were deployed 

(Hedegaard et al., 1996; Tarney et al., 2013). Six participants stated a history of preterm labor or 

birth, and most of those participants used emotion-based coping predominantly (57%), but also 

relied on problem-based coping (43%). One participant shared her experience with preterm labor 

throughout her pregnancy, 

“I mean almost throughout all of eight months and nine months I basically just 

had false labor I guess you could say, but even the doctors were confused because 

it looked like real labor...[I] think it was just due to a lot of the stress that I was 

under at the time with him being on with some of those incidents that we talked 

about. I mean it seemed like everything just crashed around me.” (Part. 9). 
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Here the participant utilized venting, an aspect of emotion-based coping. She felt as 

though the stress of her husband's missions while deployed was too much for her available 

coping mechanisms, and she expressed that, “...everything just crashed around me” which was an 

expression of feeling helpless. Another participant who also experienced preterm labor utilized 

blaming as her emotion-based coping response to her husband's absence, which is defined as the 

act of externalizing control of an event to an outside entity, organization or institution,  

“...it wasn't the ideal pregnancy. You know, you don’t have-you don’t have your 

husband going with you to all the visits and-and you’re not-you lean on that-that 

ideal. You need the support and society has you-has this ideal of what pregnancy 

is, you know? You-you’re married and you’re in this serious relationship and-and 

this person is with you through the process from start to finish. You know and-and 

when there’s a hiccup in there that you know that disrupts the image you know, 

and-and then it takes...a ripple in that image just disrupted all throughout...your 

pregnancy...” (Part. 13). 

The metaphor of the ripple in the image of what an ideal pregnancy should be was an apt 

way to describe the lack of being able to have what society deems an “ideal pregnancy” with a 

mother and a father present. The participant is blaming society, and perhaps her husband for not 

being present and providing her support during her pregnancy course. Lazarus and Folkman 

(1984) investigated the role of repeated stress events and the impact of emotion-based coping 

and found a link with decreased wellness scores for individuals who utilized emotion-based 

coping. When the pregnant wife perceives a stressful event and repeatedly copes through 

emotion-based means, she is not trying to find ways to actively decrease her stress or anxiety and 

the resultant physiological response may be to increase the maturation of the baby by increasing 

cortisol levels. Two participants in this study expressly stated that they, or their provider, 

believed that their increased stress levels regarding the well-being of their husbands influenced 

their preterm labor.   
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Among participants with no pregnancy complications (50%), problem-based coping was 

used more frequently (63%), though emotion-based coping was still used (37%). Participant 

fourteen utilized emotion-based coping: avoidance or denial, as well as positive beliefs to 

manage her stress and anxiety, 

“So I mean I mainly just told myself he’s gonna be fine, he’s gonna be fine, and 

that’s what you- I mean I feel like that’s what you have to do. You have-you 

cannot tell-you cannot think about something going wrong. You cannot let 

yourself think that. You cannot do it because you cannot survive a whole year or 

18-months...I mean you know they’re in danger but you have to believe that 

they’re going to be okay. And so maybe the few times that I kind of lost that 

maybe or became really fearful-kind of like ‘fell off the horse’ those were the 

times where I thought something might happen...I just perceived less danger 

because he kept telling me oh they’re fine, they’re fine” (Part. 14). 

The participant utilized avoidance or denial in that she cognitively knew her husband was 

in danger, but she chose to focus on “confirmatory experiences,” those being the words of 

reassurance from her husband. She clearly expressed that her efforts to maintain such hope were 

not long lasting, but she also used positive beliefs to help herself maintain both her hope and her 

coping efforts. Other participants with no pregnancy complications utilized problem-based 

coping strategies such as: Primary and secondary appraisal, health and energy, moving forward, 

and mission first (may also have an emotion-based component). Participant 11 expressed how 

she used primary and secondary appraisal to mitigate the feelings of uncertainty brought on by 

her husband's deployment, 

“I kind of got myself to have the worst possible scenario and I was able to think, 

‘Wait a second, I can make it through this. Other people have, I can handle this.’ 

And I think it’s imagining the worst is almost worse than thinking through-I don’t 

know. Panic and not knowing is almost worse than imagining the worst-case, for 

me anyway-imagining the worst-case scenario and then working through it” (Part. 
11). 
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Participants with pregnancy complications shared experiences where they were more 

likely to utilize emotion-based coping strategies (57%) such as venting, or blaming. Participants 

without pregnancy complications were more likely to rely on problem-based coping strategies 

(63%), and verbalize the process of primary and secondary appraisal of their stressful situations. 

Lazarus and Folkman (1984) state that primary and secondary appraisal allow the individual 

space to cognitively reappraise the situation and find the mechanisms to utilize her own personal 

resources of resiliency and feelings of control over the situation. When one feels control over a 

situation and can cognitively process through the implications of a stressful event on his or her 

life, that individual will demonstrate more happiness and confidence (Folkman and Lazarus, 

1988).  

The code of “Coping: Mission First” refers to the idea that the participants in this sample 

would oftentimes withhold potentially disturbing information from their husbands with the 

thought that such information would divert his attention from the broader military mission,  

“I think a lot of it was I firmly believed that the situation which you’re living in is 

what you make of it...I felt very strongly that in order for my husband to be 

successful in his deployment I needed to be successful at home. So I needed to 

make sure that I-I got everything taken care of, I kept the house up...even while I 

was working, even though it was just me at home. You know that I got out 

regularly, that I socialized, that I had friends, but just that I kept on living my life. 

I didn’t want to be stagnate just because he wasn't physically present.” (Part. 5) 

“[T]here was an old mantra that they used to tell family members all of the time, 

don’t share…don’t talk about the difficult things, don’t talk about being tired. I 

didn’t want him to worry about me. I didn’t wanna tell him about, um, you know, 

if I was having bleeding. I-I didn’t want to, um…I didn’t want to concern him 

‘cause I wanted him to be focused on what he…had to do. I wanted him to be safe, 

and I didn’t want him to be distracted worrying about his wife who was 

bleeding.” (Part. 6) 
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The effect of this coping behavior ranged from a positive sense of duty to their husband’s 

mission as with participant five, to feelings of feelings of loneliness in not being able to share 

concerns regarding the pregnancy or other pressing issues, such as with participant 6. While I 

have named this coping style “Coping: Mission First” it was first described in a sample of wives 

of Canadian military service members who had been pregnant during spousal deployment 

(Patchell, 2015). I believe that this code may actually be a mixture of problem-based and 

emotion-based coping. The problem-based aspect is that it is a way for a woman to feel as 

though she has control over a situation, and is doing her duty to protect her husband from 

information that could distract from his mission. However, there is an emotion-based component 

to the code as well, because as with other emotion-based coping behaviors in the short term they 

make function well, but long-term reliance on the behavior may lead to feelings that are more 

negative. Several participants felt increased anxiety and stress from not telling their husbands 

everything that was happening in their lives, particularly if those concerns were centered on 

pregnancy complications. 

Perceived Danger of the Deployed Environment  

In all perceived danger environments, women who were pregnant with a husband 

deployed experienced event uncertainty and partially relied on emotion-based coping methods 

when cognitively processing the threat of danger to their husbands. The act of using emotion-

based coping may be because as participants were asked to recall how much danger their 

husbands experienced they immediately recalled a dangerous or stressful event. Emotion-based 

coping may have been helpful to participants in dealing with an immediate perceived threat to 

their husbands, particularly as they dealt with situations in which they had little to no control.  
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“...[I]t impacted me emotionally more than it did before I was pregnant because, 

I mean, I had the - you know, in a month I’ll have this child and, you know, I 

could have a child who doesn’t - you know, who doesn’t know her father...So, 

yeah, that - that was a hard reality to, um, to deal with. Um, in some ways, I 

guess, you know - yeah, I guess in some ways I comforted myself by saying that 

would be better conceivably than, you know, losing your father when you’re five 

or six, or you’re older and able to know, um, you know, to experience the grief of 

that.” (Part. 11) 

In the above quotation, the participant tried to cognitively process the immensity of 

potentially losing her spouse, and the impact that loss would have on her child. Here I believe the 

participant used emotion-based coping: acceptance. She rationalized the potential loss by stating 

that it would be easier for the child to not have an emotional attachment to the father in the event 

that he died in war. The participant acknowledged that she had no control over the situation, and 

tried to deal with the uncertainty of his role in the deployment missions in the most pragmatic 

way. Acceptance as a coping mechanism for a spouse in a high-danger area may be an effective 

coping mechanism in the short-term. Those whose husbands experienced high amounts of danger 

(n=6, 38%) expressed more feelings of event uncertainty (54%) and relied on emotion-based 

coping (56%) more frequently than participants whose husbands were exposed to minimal 

danger (25%) or moderate danger (50%). Another participant whose husband was in a high 

danger area used avoidance or denial to cope with her husband's perceived danger level, 

“So I think we -- I didn’t watch the news. I mean they were in Fallujah. Looking 

back I’m like “Why did I even believe he wasn’t in danger”? He was in a lot of 

danger. Actually they’re -- on April 8 they were out on convoy and their driver 

was killed along with several other people in the convoy they were in. So, I think 

it was then that I kind of realized that you know, I’d been living in oblivion. I -- 

we created this. I mean I think if I would have stepped back and thought about it I 

think maybe we created that as some sort of coping mechanism... Clearly my 

husband was in Fallujah...it wasn’t until April 8 that it really -- that I allowed 

myself to - I don’t know, I guess more expect that it’s not -- he’s not safe, he’s not 

in a safe area, he could be killed any minute of any day.” (Part. 3) 
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The uncertainty of her husband's mission placed her in a position where she tried to 

actively diminish the impact by not watching the news and not dwelling on his high potential for 

danger.  

With regard to participants who perceived that their husbands experienced moderate 

danger (n=6, 38%) emotion-based coping was equal to problem-based coping.  

One participant managed her fears by using acceptance and remarked, 

“I tried not to think about it [the danger he experienced]. No I think we’ve been 

through enough deployments, and I know enough about his career to know that 

he’s either fine or he’s not. So I just – I don’t think about it, and I was okay with it 

when we got married, so that’s just something I have come to terms with and it 

doesn’t really bother me anymore.” (Part. 16)  

The participant accepted that she had no control over the event and managed her feelings 

by reappraising her situation in terms of dealing with the reality of her situation, namely that her 

husband would deploy as that is an aspect of his job and the participant had always been aware 

of that fact. While she could not manage any aspect of her husband's deployment experience, she 

could control how she thought and felt about it, and that act of control gave her strength to deal 

with the potential danger her husband encountered. Participant 13 used emotion-based coping: 

distancing when her husband went on potentially dangerous missions, 

“I mean the FOBs took mortar fire... and that’s just bad because...someone could 

have gotten lucky and lobbed a mortar where they were at any time. It -- you 

know and if you take down the walls they would have been overrun really 

quickly... And...I didn’t want to sit there and look at the clock...or be awake all 

night long going 'I know that they're...going to this location' and like if they’re 

late all the things start to go through your mind. So I just would rather know 

when he made it back.” (Part. 13) 
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Distancing helped this participant not to focus on the potential for harm from this event. 

She purposely separated her thoughts from thinking about dangerous scenarios and instead 

focused on hearing from him when he returned to the base safely. 

Four participants in this study had husbands who faced minimal danger while deployed, 

and they used problem-based coping the majority of the time (65%). Although, emotion-based 

coping was still used more than a third of the time (35%). One participant relied on emotion-

based coping: distancing, to deal with the perceived threat to her husband, 

“During those deployments it was pretty minimal. He had deployed before we got 

married and so the first time he deployed after we got married was when I was 

pregnant. So I was an emotional wreck but I can’t say that it was the deployment 

it was probably the combination of everything, but I never really -- I never really 

worried about the safety during deployment -- it’s not something that I ever really 

given myself time to -- to consider.” (Part. 7) 

Participant 7 chose not to cognitively process the impact of the deployment and instead 

distanced herself from its emotional impact. By contrast, participant 2 coped by moving forward 

with her life and trying to keep a routine,  

“For the most part, he was working in an office type environment...it definitely 

made me feel better knowing that he wasn’t getting shot at...we face-timed or 

talked almost every day at the same time...so, it was definitely a different 

experience.” (Part. 2) 

Speaking with her husband each day was reassuring and helped participant two to feel 

more comfortable in his absence.  

In all perceived danger environments women who are pregnant with a husband deployed 

experienced event uncertainty and relied on emotion-based coping methods when cognitively 

processing the threat of danger to their husbands. Emotion-based coping may have been helpful 
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to participants in dealing with an immediate perceived threat to their husbands, particularly as 

they dealt with situations in which they had little to no control. 

Specific Aim 2 

Describe the experiences pregnant women had with health care providers? Are there differences 

in experience based on: Type of health care provider or parity? 

Experiences with Health Care Providers 

There were many different experiences with health care providers and indeed with the 

institutional structure of health care. Some participants had supportive and empathetic providers, 

while others felt as though they did not receive personalized care. In this study, there was a wide 

breadth to the experiences of participants with regard to health care providers, and it was 

important to explore the differences by type of provider and parity. 

Type of Health Care Provider 

Providers of prenatal care such as obstetricians and midwives are reliable resources for 

advice, support, and resources. Military spouses who feel included in their care decisions and 

trust their providers show greater satisfaction in their care, though half of military spouses 

receiving maternal care at military facilities would not recommend it to others (Harriott et al, 

2005). Additionally, military spouses seen for individual prenatal care often complain of short 

length of time with their providers, and lack of continuity in care (Kennedy, 2009). In one survey 

of spouses whose husbands were deployed during pregnancy nearly a third of respondents 

thought that their providers cared little about their social situation (Tarney et al., 2013).  

Participants in this study who received their prenatal care with midwives had more 

positive patient care experiences, specifically expressing feelings of empathy and support, “I 
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think she understood where I was coming from with this, which is why you got a little bit of that 

extra support to see what else we can do, what else he might need and that sort of thing” (Part. 

5). Participant 5 spoke favorably about her experience with a midwife and the care she received 

as her provider extended herself to accommodate the participant's requests. Another participant 

had a similar experience,  

“I was attached to a midwife on post and she was amazing. She was-well she 

would just always answered all my questions, she was always very nice. She 

always addressed my concerns realistically, like never tried to sugar coat 

anything, which I fully appreciate, and tried to work with me, even when I got 

gestational diabetes. I didn’t want to take any pills, so she helped me with diet 

and helped keep it under control.” (Part. 16). 

The participant felt as though she was supported and a part of making decisions about her 

own care, which have been identified in the research literature as contributing to positive patient 

care experiences. One participant expressed negative feelings about her midwifery care 

experience, 

“I mean did I have a great like relationship where my midwife really certainly 

knew about me and knew my husband was gone and kinda knew my personal 

history? No. I mean they looked at the chart every time. And because it was gonna 

be whoever was on-call was gonna deliver my child. You know so it’s much 

different in...a civilian hospital, or in a civilian kind of such care where you 

probably develop more of a relationship and can probably call them with 

questions a little bit easier. I-I didn't feel like I had that relationship.” (Part 4) 

The participant shared that she did not feel as though her midwife or midwives genuinely 

cared about her situation, as well the lack of continuity of providers made it difficult to feel as 

though she could have called with questions about her pregnancy course.  

Among participants who sought care from obstetricians, more participants reported 

negative or mixed experiences toward military obstetrical providers. Participants had experiences 

that were more positive with civilian physician providers. Several participants expressed their 
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dissatisfaction and lack of trust with the military medical system, citing specific incidents 

involving unsupportive providers or perceived inability to provide quality care due to a lack of 

continuity of care,  

“I think sometimes the civilian doctors are probably a little more sympathetic 

than the military doctors who deal you know all day every day with military 

spouses that are gone. You know, I think sometimes they get a little sterile 

because every person they see is like that. So, sometimes when you see a military 

physician you don't get the same level of sympathy I guess you could say.” (Part. 
2) 

Participant 2 felt as though civilian doctors were understanding of her experience, but she 

perceived less sympathy and support from military doctors. Another participant echoed the 

sentiment that military physicians had less empathy and support, 

“I got a lot of ‘well you knew your husband was going to deploy’ I don't know-not 

in these many words, ‘why would you choose to have a baby now, that’s kind of 

silly’; so I think that was more what I received if it was even considered [that] he 

was deployed. I saw different providers every time. Kind of crazy that they would 

cop that kind of attitude toward people who you know, I mean I was almost 30. It 

wasn't that I had a ton of time left...we didn’t have a considerable amount of time 

to have children if we were going to do it so-kind of disheartening that there was 

not a lot of support from the medical community.” (Part. 3) 

Participant 3 had a negative experience with her providers, little to no continuity with 

care and viewed them as unsupportive. One participant acknowledged that her provider asked 

about social situation with regard to her husband's deployment but she did not feel as though it 

was sincere, 

“I think because I moved away and I was not in a military community, they didn't 

really get it, like yeah ‘boo hoo your husband’s deployed, thank you for his 

service, we appreciate it I know this must be hard on you.’ I mean I heard that all 

the time but it was really I don’t think they really understood what I was going 

through. My OB would ask about [my husband] and how I was doing without him 

here and do I have the proper support [but] I think he was just checking boxes, I 

don't think he genuinely was that concerned. The nurses were better, the nurses at 
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my OB I mean they...wanted to see pictures and know when was the last time I 

heard from him and they asked real meaningful details...” (Part. 10) 

I coded this as a mixed experience with provider, as while the provider did express 

sympathy and support, the participant did not view the gesture as sincere. As well, the participant 

had a favorable view of the nurses in the office who were part of her prenatal care experience, 

because she perceived their interest in the well-being of her husband as genuine. 

The military medical system has responded to these concerns and taken steps to enhance 

continuity of care through team approaches to care where patients are put on a “team” of a nurse 

practitioner, midwife, and physician; or teams of midwives. There are still patient complaints 

though, and there has been an increasing interest in the concept of group prenatal care, which is 

now available at an increasing number of military medical centers. 
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Parity 

Most participants who participated in this study were primiparous at the time their 

husbands were deployed. Parity may have played a role in determining one’s need for resources 

from the health care provider. Primiparous women desired more support that was educational, 

and more time with their providers. Multiparous women may have had obstetrical knowledge 

from a prior pregnancy or pregnancies, but also had specific expectations of their prenatal care 

based on previous experiences with providers. Two primiparous participants perceived that their 

questions about pregnancy were not answered promptly, and that their providers did not take 

such questions seriously, which resulted in negative experiences and feelings of lack of support 

and empathy, 

“This is pretty typical of at least Army medicine, and I-I don’t know how it is on 

the outside, but a lot of times if you ask routine questions, you get dismissed. Like, 

they looked like then-the staff will look at you like you’re an idiot. ‘How come you 

don't already know this-already?’ So I tend to not ask questions then.” (Part. 6) 

“I really ended up seeing quite a few different people...so I got really good at-

because I would leave appointments and think...five minutes and I don't know 

about this, so I got really good at writing down questions prior to appointments...I 

thought that I really want them to take the time, you know, especially like my first 

pregnancy. I have no idea if this is normal or what about this. And so I mean I -

sort of, I guess, I felt like I could have called. Would it have been like a fabulous 

response? I mean no, probably not.” (Part. 4) 

Both participants expressed feelings of not being incorporated into care and not having 

their questions and concerns addressed to their satisfaction. Several primiparous participants 

cited a lack of trust in the military health care system, as well as a desire for continuity of care, 

and detailed the reasons for choosing to use a civilian health care provider,  

“The medical facility at the post where we were did not have a good reputation... I 

had several people - several friends had a very variable experience with labor 

and delivery there, giving birth there...and with their prenatal care. And then, my 
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husband had been admitted as a patient as well and there were some things that I 

considered patient safety issues that, came up during his care. And then, I later 

had a conversation with the Commander who oversaw the hospital, who basically 

acknowledged that they had, you know, they were having - they had nurses who 

just weren’t as trained as they should be. And they were working on improving 

training. I just, wasn’t confident in the care that I was going to be - you know, 

that I might receive and it was my first pregnancy and I just wanted to have more 

options. So I switched to a different Tricare that allows me to see civilian 

providers, pick my hospital, etc. And I just had to pay a little bit more out of 

pocket.” (Part. 11) 

“I went straight to Tricare Standard just because I don’t like the practice of 

having constant providers that constantly get changed.” (Part. 9) 

The lack of continuity in care was a factor for both participants, and for Participant 11 

lack of trust in the military health care system also factored into her decision to seek out a 

civilian provider. Continuity of care can influence outcomes for both mother and newborn, and 

women with greater continuity of care were more likely to attend education classes, need less 

newborn resuscitation, and be more satisfied with the care they received (Kennedy, 2009). 

Primiparous patients reported that 61% of all experiences with providers were positive, 

and one participant detailed the empathy she felt from them particularly during her intrapartum 

course, 

“[E]ven thought it was not a military hospital that we were in, doctors and the 

nurses were very aware of the fact that I was a military wife, that my husband was 

deployed, and so things were going to be a little different and they tried to be very 

attuned to that. If they saw me talking on the phone a lot of times they would just 

kind of wave at me and then turn around and leave because they assumed that I 

was on the phone with my husband who was deployed and they weren’t going to 

interrupt that time.” (Part. 5) 

Arranging a phone call across multiple time zones in a war zone where soldiers work 

long shifts each day is difficult, and the simple act of respecting the time with her husband on the 
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phone made the participant’s experience a positive one, and enhanced the relationships she had 

with her providers. 

Multiparous participants expressed more negative or mixed experiences with providers, 

particularly those in the military, citing lack of empathy and trust. Several participants stated that 

they were satisfied with the care from civilian providers, once they were able to change from 

military providers. Participant thirteen had a negative care experience and felt as though her 

providers were not empathetic to her situation, 

“I saw a civilian doctor also with all three of my children, but before my oldest, 

when my husband was in Iraq, I was pregnant and lost the baby at 14 weeks. I 

was told by a military midwife that sending a Red Cross message to let my 

husband know that I had lost the baby would be a waste of time and resources...it 

didn’t go over very well and so I never saw a military doctor again.” (Part. 2) 

“I think sometimes the civilian doctors are probably a little more sympathetic 

than the military doctors who deal you know all day every day with military 

spouses that are gone. You know, I think sometimes they get a little sterile 

because every person they see is like that. So, sometimes when you see a military 

physician you don't get the same level of sympathy I guess you could say.” (Part. 
2) 

“So I let the doctors know [that I was changing providers to be closer to my 

family] and the [military] doctor kind of got snotty with me about transferring my 

care to another doctor so late...once I got the civilian doctor it was great.” (Part. 
8) 

Both participants expressed dissatisfaction with their military care providers, but were 

ultimately happier once they were able to see civilian providers. 

Participant 13 felt somewhat disrespected by the choice of language of her providers and 

cited an overall dissatisfaction with her care experience,  

“I was very sensitive to the fact that like the providers were kind of like...I kind of 

felt like they were stereotyping me. You know if you were to have pregnant be like 

female you know, or ‘well you husband is not here’ and baby’s father is absent. 
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And I'd be like ‘No, the baby's father is not absent; the baby’s father is deployed’; 

so I felt like I was correcting that.” (Part. 13) 

Participant 13 perceived that her care providers were not supportive and lacked the 

empathy that she expected from her care interactions with them.  

The findings from this study support the research literature specifically with regard to 

dissatisfaction with the military medical system. However, participants cited more positive 

experiences with both civilian obstetrical providers and certified nurse midwives. Parity 

influences care experiences in that primiparous patients have different expectations and needs 

than multiparous patients, specifically with regard to continuity of care and access to information 

regarding their pregnancies. 

Specific Aim 3 

Describe the types of support women whose husbands were deployed sought or accessed during 

pregnancy? Are there differences in support based on: Rank of husband, age, or 

spirituality/religious affiliation? 

Types of Support 

Most participants sought or accessed support from their families, though many also took 

comfort in emotional or physical support from friends/co-workers. For some participants the 

FRG also had a role in providing individual level pragmatic advice and encouragement. 

Participants endorsed having knowledge of educational and material resources both on-base as 

well as through the Internet. Cultural resources such as Bible studies were also utilized to obtain 

support from other like-minded religious individuals, as well as a belief in a higher power. 
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Officer versus Enlisted 

There was a difference between the participation of officer and enlisted spouses of 

deployed soldiers with the military-sponsored support groups such as the FRG. The wives of 

enlisted soldiers were more likely to not participate or have an unfavorable view of the FRGs. 

Two participants who were veterans or active-duty at the time did not feel as though they 

belonged with the other wives,  

“When you get involved in these big groups of wives or spouses ... there are 

people who just don’t know what they’re talking about ... I’m a veteran I’m not a 

spouse technically I guess you could say.” (Part. 9)  

“We were both active duty. My husband's FRG, I don’t recall ever doing anything 

with them, probably more because I was in myself than I just didn’t want to 

participate. I was an active part of the FRG in my own unit ... [his FRG] had a lot 

of things that were during the week, during the work day. It seems to be more 

geared toward people who stayed at home.” (Part. 3) 

Participant 10 felt as though the FRGs were not helpful resources, but instead places of 

rumor and not very supportive. 

“I didn’t get too involved [with the FRG] just because he was enlisted and among 

most of the wives they were you know sometimes kind of catty and gossipy, so I 

just [stayed] out of that.” (Part. 10) 

Several participants felt as though the times of the FRG meetings were inconvenient, few 

individuals would attend the meetings, or the participant did not have as much knowledge about 

the meetings.  

“I didn’t know anything about the FRGs, so I was only there for I met one lady 

during a predeployment briefing and that basically was the one lady...that I was 

attached to the most for the deployment that helped me through it.” (Part. 8) 
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A smaller number of participants who were married to enlisted spouses did find support 

from the FRGs (48%) and utilized them as credible resources to know what was occurring in the 

deployed environment as well as for social and moral support. 

“I had a lot of support with the other wives, and I felt like I was more kept in the 

loop of what was going on with the soldiers overseas...Even though none of them 

were pregnant...they still understood what we were going through.” (Part. 12) 

The wives of officers were more likely to favorably view the FRGs (69%) and attend 

more events,  

“I was one of the leads, yes. Yeah more of a responsibility with my husband’s 

rank, responsibility, my personality. I mean I was one of the leaders, helped out in 

a lot of the special events, went to all the coffees. So amazing support system.” 
(Part. 1) 

Only one participant whose husband was an officer had a much more difficult time with 

the FRG, “...I tried to do like these...monthly meetings, nobody would show up...we’d have like 

the same two people.” (Part. 13).” 

One reason for the differences between the two groups is that traditionally, the wives of 

officers have led most of the FRGs. Many of the officer’s wives who participated in this study 

held leadership positions in the FRGs and were therefore involved in the various activities and 

well-informed.  

Age at Time of Pregnancy 

Age was a factor in discerning a difference in social support sought or accessed by the 

participants in this study for family and friends/co-workers. The difference for accessing support 

from the FRGs was much less significant. Many participants shared that seeking family support 

was helpful, while others felt as though being among peers with whom you shared a common 

experience was more meaningful.  
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“I have an aunt... [who came to] take care of my kids ... It’s like you know I can 

call an ambulance to drive me an hour to the hospital, but who is going to be here 

with my kids at two in the morning?” (Part. 2, ≥ 30 years) 

Some participants relied heavily on their families while others felt as though their 

families could not understand their struggles and the participants desired to be closer to a 

military base,  

“It was easier I think for me to get support from the women who were living 

through it versus family because they just didn’t quite understand it.” (Part. 5, ≤ 
29 years) 

The research literature described younger wives as oftentimes not seeking out support 

systems such as the FRGs (Rosen & Moghadam, 1988; Rosen & Moghadam, 1989). However, 

the evidence from this study supports that both younger and older wives sought and received 

support from the FRGs in about equal numbers. One difference was that older wives sought 

support more often from family members, likely due to the need for childcare. As well, younger 

wives tended to find more support from friends/co-workers, which may be due to them actively 

working versus older wives who stayed at home with children. 

Spirituality or Religious Affiliation 

Nine of ten participants indicated that they turned to spiritual or religious affiliations or 

beliefs for support when their husbands were deployed. Many participants cited existential 

beliefs, “faith in God, fate, or some natural order in the universe are general beliefs that enable 

people to create meaning out of life, even out of damaging experiences, and to maintain hope” 

(Lazarus and Folkman, 1984, p. 77) and relied on either praying themselves, or others praying 

for them, as a significant form of support,  

“We knew that this was out of our hands, God was in control. And that we just 

trusted and believed that you know, we've got to let his plan just work out and it’s 
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- He’s been pretty awesome so far; we can’t complain. Our spirituality, I mean -

and just like everything else in life I mean our faith, our faith - we draw friends in 

that have like faith and we have that faith support system.” (Part. 1) 

Participant one described how she relied on existential beliefs and used cultural resources 

to surround herself with a support system of other individuals who were of the same faith.  

“I am a Christian and I do think my beliefs played a part in that. I didn’t have a 

home church at that point in time but I knew that I had people praying for me and 

that's always a benefit.” (Part. 5) 

Participant 5 believed that other individuals were praying for her, and that gave her 

comfort and a feeling of support. 

Multiple participants also relied on cultural resources such as Bible studies and prayer 

groups, either associated with other military wives or a separate house of worship. 

“We would just get together and we would pray and just vent and we would take 

care of each other’s kids. We would let them play and just be kids and we could 

be free about talking about what was going in without trying to maintain that 

politically correct façade that you often have to keep up in front of your FRGs 

and things like that.” (Part. 6) 

Participant 6 participated in a Bible study with some of the wives and this was an 

example of a cultural resource as they were both Christians and military wives, and within the 

Bible study, they felt safe and supported. 

It was not possible to determine a difference between participants who did or did not state 

support from a spiritual/religious affiliation or belief. All of the participants who commented on 

their spiritual or religious beliefs found that it was integral to their coping abilities, and helpful to 

the adjustment to being pregnant while their husbands were deployed. 
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Strengths and Limitations 

Strengths 

Response rates for Internet-based qualitative research range between 18.3% and 84.6%, 

and this study had a response rate of 84% (Im & Chee, 2013). Effective recruitment methods 

contributed to the high response rate, as participants were given a monetary gift card incentive 

and were permitted to choose the time and means (telephone, VoIP, or in-person) of 

participation. As well, the Facebook advertising tools allowed for this researcher to enter postal 

zip codes around the United States that were within 25 miles of military bases, or within 50 miles 

of major metropolitan cities, as well as targeting mothers and individuals interested in the 

military. Participants also received email and/or text reminders from one hour to one day before 

interviews confirming both the date and time. At the end of interviews, many participants also 

expressed an altruistic desire to share their stories and experiences, in order to help the military 

medical community understand their struggles.  

Another strength of this study was that there was representation between both officer and 

enlisted wives that approximated the rates in the military as a whole. A nationwide recruitment 

method that targeted individuals with more education and access to technology likely resulted in 

more officer’s wives being recruited.  

I detailed “Coping: Mission First” and defined it in terms of multiple participant 

perspectives whereby it could be construed as both an emotion-based and problem-based coping 

behavior. As an emotion-based coping behavior, not communicating one’s true feelings can have 

a deleterious effect on stress and anxiety levels and lead to greater feelings of distress. Though 

some participants felt that withholding information was part of their duty, and acknowledged the 
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importance of their husband’s mission and his need to be able to perform his job without 

distractions. 

Limitations 

This study employed advertising on Facebook nationwide as the recruitment strategy to 

obtain a diverse sample of participants. The study sample did contain two Hispanic participants 

though White race was overrepresented. The majority of the sample was also college educated, 

primiparous, and their husbands were deployed for 7 months or more. Future studies should 

focus on utilizing recruitment strategies that would help to ensure more racial and ethnic 

diversity perhaps by reaching out to associations affiliated with those racial or ethnic groups. 

With regard to educational level, a future strategy might be to use a means other than social 

media, and perhaps recruit by flyer in a military medical clinic or use snowball sampling. To 

obtain more multiparous participants, strategies such as offering more of a monetary incentive to 

offset the cost of child care, or providing childcare and utilizing a one-time focus group might be 

helpful. Deployment length and military branch are likely related as most Army and Marine 

Corps units (with the exception of AMEDD) deploy for 12 months or longer. The Navy and Air 

Force are more likely to have 6 months or shorter deployments, though they often deploy more 

frequently. Recruitment efforts focused on either AMEDD personnel or around Navy or Air 

Force bases may help to increase both the diversity in military branch as well as targeting 

husbands who were deployed for six months or less. 

While this study had adequate diversity in rank of husband, and perceived amount of 

danger to husband, there were issues with obtaining a diverse sample with regards to 

race/ethnicity, parity, military branch, and length of deployment. Further studies should attempt 



 136

recruitment methods or techniques that acknowledge the difficulties in recruitment that this study 

encountered. 

The theory of Stress and Coping by Lazarus and Folkman (1983) may not have had the 

necessary explanatory power for the coping behaviors that participants used in this study. The 

original studies by Lazarus and Folkman (1983) were performed with a mixed sample of men 

and women, and it was difficult to utilize the theory to accurately understand the life struggles 

and complexities of a spousal deployment while simultaneously adapting to the changes of 

pregnancy. The coping mechanisms of pregnant military wives are different from the broader 

civilian population in that the stressors they encounter are a constant reminder of the absence of 

their husbands and his potential danger. The broadcast news about the war shows violent images 

every day and night, every prenatal visit and milestone is a reminder that their husband is not 

with them, communication with their husbands is usually unpredictable, and she wakes up alone. 

The theory of Stress and Coping may lack the generalizability to the population of pregnant 

women whose husbands are deployed. The theory does not accommodate the ways in which 

women adapt with relation to other factors such as: Time (deployment length, years married, past 

number of deployments), frequency of engagement with the husband (communication or 

incorporation in prenatal care), or personal belief of self-sacrifice to support their husband’s 

mission. This is a unique population and as such, further research should either consider using an 

alternative theory or attempt to create a novel theory for the phenomenon. One model that might 

work is an ecological model of health behavior that could accommodate the various spheres of 

influence from individual to the social, cultural, community, and organizational levels and their 

influences on coping processes and quality of life issues. 
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Six participants were not asked the specific question about their spiritual/religious 

support or affiliation due to this interviewer neglecting to ask the question. One way to remedy 

this situation in the future would be a self-audit of each transcript with a checklist after the 

interview has been transcribed to ensure that all questions were asked to all participants. 

With regard to the confirmability of the data process the reason I did not do member 

checking was that I felt as though it was an undo burden on my sample population of mothers to 

initiate further contact and ask for confirmation of my results or interpretations. There was 

language in the Institutional Review Board proposal that I would have contact only one time 

with my participants. Language in the disclaimer document should have been included asking 

permission to contact the participants again with the findings to ensure confirmability of the data. 

Participants would have had the option to state that they did not want to be contacted, allowing 

those participants who were interested to be able to contribute to the trustworthiness of the study 

data. Several participants stated an interest in the findings of the study, and would have been 

willing to give their opinions on the data analysis of the study findings. 

One participant sought prenatal care with a lay nurse midwife, and she reported positive 

supportive interactions with her midwife. However, Tricare does not reimburse lay nurse 

midwives, and I felt as though her interactions could not be combined with those of other 

licensed maternity care providers who provide typical maternity care. The participant’s 

experiences were excluded in the content analysis of patient interactions regarding type of 

provider. 
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Implications for Nursing 

Nursing Informatics 

Technology is a tool that providers can use to both gather quantitative data and inquire as 

to how a patient feels or perceives a certain health or wellness issue or event. Advances in 

nursing informatics hold the promise of being able to assess the stress and depressive symptoms 

of pregnant military spouses and help to determine which patients would benefit from further 

resources and support. Clinical decision support systems (CDSS) are defined as electronic 

systems that utilize patient specific information to help with clinical decision-making 

(Kawamoto, Houlihan, Balas, & Lobach, 2005). CDSS utilize evidence-based research to help 

providers make treatment plans that are consistent with established care guidelines or best 

practices in both ambulatory and inpatient settings (Bright et al., 2012). The impact of CDSS on 

health care has been effective at decreasing patient morbidity and mortality, and increasing 

providers’ adherence to clinical practice guidelines (Bright et al., 2012). Additionally, health care 

providers from several studies have indicated general satisfaction with the use and integration of 

CDSS systems in direct patient care (Bright et al., 2012; Clarke et al., 2005; O’Cathain, 

Sampson, Munro, Thomas, & Nicholl, 2004). Nurses have been utilizing CDSS since the 1970s 

when the Creighton Online Multiple Modular Expert System assisted nurses on hospital units to 

make informed decisions regarding patient care plans (Anderson and Wilson, 2008). 

For pregnant women whose spouses are deployed a CDSS could be established that 

would enable nurses and other health care providers to quickly and accurately assess which 

women were at-risk for complications from the stress of their husband’s deployment. The CDSS 

would integrate best evidence from the research literature and create an alert as to which women 
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would likely need further counseling or support. Elements of the CDSS for screening pregnant 

spouses of deployed soldiers would be deployment status of spouse, perceived stress level, 

depressive symptoms as measured by the EPDS, and social support. Each element would have a 

corresponding survey, scale or questionnaire, and the health care provider would be able to find 

further information about each element by clicking on the corresponding information icon. For 

example, if the provider needed to be refreshed regarding what an EPDS score of twelve means, 

he or she could click on the information icon next to the EPDS score displayed in the system. By 

clicking on the information button a new screen would open in the computer charting system 

with the latest information regarding the meaning of the score values and their relation to 

pregnant military spouses based on the research literature.  

Technology will never supplant the attention a provider needs to give to a patient, but 

may prompt him or her to consider other aspects of care outside of the usual quantitative domain 

of health care. 

Group Prenatal Care in the Military Medical System 

The military is invested in finding ways to care for not only the war-fighter but the war-

fighter’s family as well. The Military Family Covenant is a concept whereby the war-fighter can 

focus on his military duties when he knows his family is safe and well cared for on the home 

front. Multiple studies of military medical facilities indicate an issue with patient satisfaction 

with maternity care, as well as problems with increased pregnancy complications due to the 

deployed environment (Harriott et al., 2009; Tarney et al., 2013). Dependent spouses are 

permitted to seek care outside of the military medical system, which costs between 4-9% more 

than care obtained within the military hospitals and clinics (Kennedy et al., 2011). One potential 
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solution for the problems of patient cost and dissatisfaction is group prenatal care, which is being 

coordinated at approximately ten Army medical facilities (M. Munroe, personal communication, 

3 June 2015). Kennedy et al. (2009) found that most military wives involved in group prenatal 

care had a favorable view of the care provided and felt less alone. One of the issues cited by 

multiple participants in this study was lack of time with providers, and a lack of continuity of 

care. Group prenatal care differs from the standard care model in that participants have sessions 

of 30-90 minutes and have between 15-20 hours of contact time with their providers as opposed 

to the traditional 10-visit prenatal care consisting of 2.5 hours of contact time (Novick et al., 

2013). Kennedy et al. (2011) conducted a randomized clinical trial of group prenatal care in 

military hospitals and found that participants attended more care visits, were more satisfied with 

care, and were less likely to endorse negative feelings such as guilt or shame. Although, there 

were no significant differences in the Kennedy et al. (2011) study in reducing pregnancy 

complications such as preterm labor or birth, that other studies of group prenatal care had 

demonstrated (Ickovics et al., 2003; Ickovics et al., 2007). While the studies of the military 

medical facilities have not shown decreases in obstetrical complication rates, they do show 

promise in increasing perception of care quality and increasing trust through continuity of care 

and greater patient inclusion in decision-making. 

Conclusion 

The United States has been in a continuous conflict since 2003 and the Global War on 

Terror is still being fought. New uprisings continue throughout the world, and with great speed, 

military personnel may be deployed again anywhere and put in harm’s way. As deployments 

continue it is important that providers of care to military wives are sensitive to their needs and 
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the burden of having a husband deployed. Participants shared their experiences of the highs of 

anticipating a birth, and the lows of not being able to share that experience with one’s partner. 

Pregnant women are especially susceptible to stress and need support from family, friends, 

providers, and their spouses. Half of the study sample stated that they had pregnancy 

complications, and most stated that stress was integral in their development of such 

complications. The discussion from this paper illuminates the needs of women who were 

pregnant while their husbands were deployed, and suggests steps that can be taken by care 

providers to identify women who are at-risk for problems, as well as improving provider 

interactions, in the hopes of improving care outcomes. 
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APPENDIX A: 

INCLUSION, EXCLUSION, AND KEY DEMOGRAPHIC QUESTIONNAIRE 
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Inclusion/Exclusion Criteria 

Please review all questions and mark the appropriate boxes 

1) Were you pregnant while your husband was deployed to a combat zone? 

       _____Yes _____No 

 If YES, was your husband deployed to a combat zone for over 30 days  

 during your pregnancy?    _____Yes _____No 

2) Are you 18 years of age or older?   _____Yes _____No 

3) Have you ever served in the military?   _____Yes _____No 

 If YES, did you deploy to a combat zone? _____Yes _____No 

5) Are you currently pregnant    _____Yes _____No 

Key Demographics 

Please answer all questions 

1) What is your race and ethnicity? (White, Hispanic, African-American, Asian, American Indian or 

Alaskan Native, Native Hawaiian or Other Pacific Islander, Multi-racial, other please specify 

 

2) What rank was your husband when he was deployed during your pregnancy? (E1-E9, O1-O6 or WO1-

WO5, other please specify) 

 

3) How much danger did you think your husband experienced while he was deployed during your 

pregnancy? not too much he was on the base or ship most of the time, a moderate amount he went out 

on patrol occasionally or I think he was in harm’s way, a significant amount as he left the base 

frequently on patrol or was involved in military actions that I thought were dangerous, Other, please 

specify 

 

4) Were you involved in any leadership roles in the Family Readiness Group (FRG) or another support 

group either online (i.e. Facebook, other website) or in person (i.e. key caller, leader, facilitator, etc.)?  

Yes       No         Please circle your answer and write any additional comments below. 
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APPENDIX B: 

PARTICIPANT DEMOGRAPHIC AND SPOUSAL DEPLOYMENT QUESTIONNAIRE 
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The following questions are going to ask you to think back to the time when your 

husband was deployed. You will be asked about how old you were, your educational 

level, how many children you had when your husband was deployed, and your 

husband's deployment and military experience. 

1.  Participant Number:____________________ 
2.  Age:______ 
3. Highest degree received:  □ Some high school but did not graduate 
      □ High school graduate or GED 
      □ Some college but did not graduate 
      □ Associate degree (community college) 

 □ Bachelor degree     (college or university) 
      □ Masters degree (university) 

 □ PhD/MD/JD (university, med, law)  
      □ Other (please specify): __________________   
 

Reproductive History 

1.  How many times had you been pregnant when your husband was deployed? 
2.  How many children did you have at home while your husband was deployed?  
3. Did you have any complications during your pregnancy while your husband was 

deployed?   
□ No  
□ Yes (if yes, please specify i.e. high blood pressure, birth before 37 weeks, 
infection)________________________________________________________ 

4.  What type of obstetric provider did you visit most often for prenatal care? 
□CNM  □Ob/Gyn  □Family Practice  □NP 
□Other______________________________ 

           

Deployment History of Husband 

1. What was your husband’s military branch during deployment?_______________ 
2.  What was your husband’s rank during your pregnancy? ____________________ 
3.  When was your husband deployed?_____________________________________ 
4. How many months was your husband in total?____________________________ 
5. How many months was your husband deployed during your pregnancy?________ 
  

Communication with Spouse During Deployment 
1. During your spouse’s deployment, did you communicate with him? 

 □ Yes (if yes, please proceed to question #2) 
□ No (if no, please share any reasons why you had no communication with your 

spouse)___________________________________________________________ 

 
2.  During your spouse’s deployment, how often did you communicate with him? 
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 □ Daily 
 □ Weekly 
 □ 2-3 times per week 
 □ Every other week 
 □ Monthly 
 □ Other (please specify): ________________________________ 
 
3. When you communicated with your partner, what method of communication did you 

use? (Please check all that apply) 
 □ Telephone 
 □ Letter in the mail 
 □ Email 
 □ Twitter 
 □ Skype 
 □ Facebook 
 □ Other (please specify): ________________________________ 
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APPENDIX C: 

RECRUITMENT MATERIALS 
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Dear Potential Participant, 

My name is Susanna Didrickson and I am a registered nurse working on my PhD in nursing at 

the University of Arizona, College of Nursing. I would like to invite you to participate in my 

research study to understand the experiences of being pregnant while one's husband is deployed 

to an area of active combat.   

You MAY participate if you are: 

1) (or were) the wife of a United States Army, Navy, Marine Corps, or Air Force service member 

AND were pregnant at the time of his combat zone deployment from 2001 

2) your husband was deployed to a combat zone at least 30 days 

3) are at least 18 years old 

Please DO NOT participate if you are: 

1) less than 18 years of age 

2) currently pregnant 

3) have a personal history of being deployed to a combat zone 

For the purposes of this study you will be asked to complete a survey about your background, 

your pregnancy during your husband's deployment, and your husband's military branch, rank, 

length of deployment and the level of danger you felt your husband experienced while 

deployed. If you are eligible to participate in the study based on the answers you provide in the 

survey, I will schedule an interview with you at your convenience that will last from 30-90 

minutes in-person (Southeastern Arizona only), by phone or Skype. You will receive an 

interview guide with sample questions that you may be asked during the interview. You will 

receive a $25.00 gift card to Amazon.com for completing the questionnaires AND attempting the 

interview. There is no direct benefit to you. This study involves no cost to you.  

Participation in this research study is completely voluntary. You have the right to stop answering 

questions at anytime or refuse to participate entirely. If you desire to withdraw, please close your 

Internet browser now.     

The confidentiality of your responses will be maintained at all times and your name will never be 

used in any research findings. There will be no way to associate your responses during the 

interview to either you, or your husband.  
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If you have questions, please contact me at sdidrick@email.arizona.edu 

An Institutional Review Board responsible for human subject’s research at The University of 
Arizona reviewed this research project and found it to be acceptable, according to applicable 
state and federal regulations and University policies designed to protect the rights and welfare of 
participants in research. 
Below is the link to the screening survey: 
https://uarizona.co1.qualtrics.com/SE/?SID=SV_8ksJeykAKU3VTPD 

If you have questions, please contact me at sdidrick@email.arizona.edu 

Sincerely,  
Susanna Didrickson, RNC-OB, PhD(C), WHNP-BC 
PhD Candidate 
College of Nursing 
University of Arizona 
Email: sdidrick@email.arizona.edu 

 

Facebook Post 

Were you pregnant while your husband was deployed? 
Would you like to participate in a study to share your experiences? 
You could qualify for a $25 gift card to Amazon.com if you complete all study procedures. 
To see if you qualify click here: 
https://uarizona.co1.qualtrics.com/SE/?SID=SV_8ksJeykAKU3VTPD 
 

Recruitment Flyer 
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APPENDIX D: 

STUDY INFORMATION SHEET 
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Study Information Sheet 

 My name is Susanna Didrickson and I am a registered nurse working on my PhD in 

nursing at the University of Arizona, College of Nursing. I would like to invite you to participate 

in my research study to understand the experiences of being pregnant while one's husband is 

deployed to an area of active combat.   

You MAY participate if you are: 

1) (or were) the wife of a United States Army, Navy, Marine Corps, or Air Force service member 

AND were pregnant at the time of his combat zone deployment from 2001 

2) your husband was deployed to a combat zone at least 30 days 

3) are at least 18 years old 

Please DO NOT participate if you are: 

1) less than 18 years of age 

2) currently pregnant 

3) have a personal history of being deployed to a combat zone 

For the purposes of this study you will be asked to complete a survey about your background, 

your pregnancy during your husband's deployment, and your husband's military branch, rank, 

length of deployment and the level of danger you felt your husband experienced while 

deployed. If you are eligible to participate in the study based on the answers you provide in the 

survey, I will schedule an interview with you at your convenience that will last from 30-90 

minutes in-person (Southeastern Arizona only), by phone or Skype. You will receive an 

interview guide with sample questions that you may be asked during the interview. You will 

receive a $25.00 gift card to Amazon.com for completing the questionnaires AND attempting the 

interview. There is no direct benefit to you. This study involves no cost to you.  

Participation in this research study is completely voluntary. You have the right to stop answering 

questions at anytime or refuse to participate entirely. If you desire to withdraw, please close your 

Internet browser now.     

The confidentiality of your responses will be maintained at all times and your name will never be 

used in any research findings. There will be no way to associate your responses during the 

interview to either you, or your husband.  
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If you have questions, please contact me at sdidrick@email.arizona.edu 
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DISCLAIMER FORM 
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The University of Arizona Consent to Participate in Research 

Study Title: The Experiences of Military Wives Whose Husbands were Deployed During 
Pregnancy 

 

Principal Investigator: Susanna Didrickson RNC-OB, PhD(c), WHNP-BC 

Sponsor: Judith A. Berg, PhD, RN, WHNP-BC, FAAN, FAANP 

 
This is a consent form for research participation. It contains important information about this 
study and what to expect if you decide to participate. Please consider the information carefully. 
Feel free to discuss the study with your friends and family and to ask questions before making 
your decision whether or not to participate. 

You may or may not benefit as a result of participating in this study. Also, as explained 
below, your participation may result in unintended or harmful effects for you that may be minor 
or may be serious, depending on the nature of the research. 

1. Why is this study being done? This is a research study that attempts to collect information 
about the experiences of women who were pregnant while their spouses were deployed to an 
area of active combat in support of the Global War on Terrorism from 2001. 

2. How many people will take part in this study? 12-15 

3. What will happen if I take part in this study? You will read a study information sheet 
detailing the study and its purpose. Then, you will fill out a questionnaire about your 
background and your husband’s deployment, if you are eligible for the study you will be 
directed to a second questionnaire. After  completing the second questionnaire you will leave 
your name and email address for the researcher. Within 72 hours the researcher will contact 
you and set-up an interview time for you to share your experiences. After the interview, you 
will be emailed a $25 gift card to Amazon.com 

4. How long will I be in the study? This research study will involve completing two 
questionnaires of 5-15 minutes each, and participating in an interview of 30-90 minutes 
regarding your experiences of being pregnant while your spouse was deployed. 

5. Can I stop being in the study? Your participation is voluntary. You may refuse to participate 
in this study.  If you decide to take part in the study, you may leave the study at any time. No 
matter what decision you make, there will be no penalty to you and you will not lose any of 
your usual benefits.  Your decision will not affect your future relationship with The 
University of Arizona.  If you are a student or employee at the University of Arizona, your 
decision will not affect your grades or employment status. 

6. What risks, side effects or discomforts can I expect from being in the study? Risks are 
minimal for involvement in this study. However, you may feel emotionally uneasy when 
certain questions cause you to think about your husband’s absence or the danger he may have 
experienced. You will be given a list of resources should you need emotional support. 
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7. What benefits can I expect from being in the study? There are no direct benefits for 
participants. However, hopefully with your participation researchers will learn more about 
the experiences of women who were pregnant while their spouses were deployed. The 
information from your interview may help obstetric providers understand the unique needs of 
pregnant women whose husbands are deployed. 

8. What other choices do I have if I do not take part in the study? You may choose not to 
participate without penalty or loss of benefits to which you are otherwise entitled. 

9. Will my study-related information be kept confidential? All data obtained from 
participants will be kept confidential and will only be reported in an aggregate format (by 
reporting only combined results and never reporting individual ones). If quotes are used in 
published materials only aliases will be used. All questionnaires will be concealed, and no 
one other than then primary investigator will have access to them. The data collected will be 
stored in the HIPPA-compliant, Qualtrics-secure database until the primary investigator has 
deleted it. Your internet protocol (IP) address will not be attached to your questionnaire. 
Efforts will be made to keep your study-related information confidential. However, there 
may be circumstances where this information must be released. For example, personal 
information regarding your participation in this study may be disclosed if required by state 
law. 

Also, your records may be reviewed by the following groups (as applicable to the research): 

• Office for Human Research Protections or other federal, state, or international regulatory 
agencies 

• The University of Arizona Institutional Review Board or Office of Responsible Research 
Practices 

• The sponsor supporting the study, their agents or study monitors 

• The University of Arizona Health Network (UAHN) 
 

10. What are the costs of taking part in this study? There is no cost to participate in this 
study. 

11. Will I be paid for taking part in this study? You will be emailed a $25 Amazon.com gift 
card for completing the two questionnaires AND attempting the interview. If you attempt the 
interview but are unable to complete the interview due to emotional distress, you will still be 
given the gift card. 

12. What happens if I am injured because I took part in this study? If you suffer an injury 
from participating in this study, you should seek treatment. The University of Arizona has no 
funds set aside for the payment of treatment expenses for this study.  

13. What are my rights if I take part in this study? If you choose to participate in the study, 
you may discontinue participation at any time without penalty or loss of benefits. By signing 
this form, you do not give up any personal legal rights you may have as a participant in this 
study. 
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You will be provided with any new information that develops during the course of the research 
that may affect your decision whether or not to continue participation in the study. 
 
You may refuse to participate in this study without penalty or loss of benefits to which you are 
otherwise entitled. 
 
An Institutional Review Board responsible for human subjects research at The University of 
Arizona reviewed this research project and found it to be acceptable, according to applicable 
state and federal regulations and University policies designed to protect the rights and welfare of 
participants in research. 
 
14. Who can answer my questions about the study? For questions, concerns, or complaints 

about the study you may contact Susanna Didrickson, sdidrick@email.arizona.edu 

 

For questions about your rights as a participant in this study or to discuss other study-related 
concerns or complaints with someone who is not part of the research team, you may contact the 
Human Subjects Protection Program at 520-626-6721 or online at http://orcr.arizona.edu/hspp. 

Signing the Disclaimer form 

I have read this form, and I am aware that I am being asked to participate in a research study. I 
have had the opportunity to ask questions and have had them answered to my satisfaction. I 
voluntarily agree to participate in this study.  
 
I am not giving up any legal rights by signing this form.  

By clicking the “I agree” button and proceeding to the survey, I provide my consent to 
participate in the study. You may use your computer’s print function to print out a copy of this 
disclaimer and save it for your records. 
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APPENDIX F: 

INTERVIEW GUIDE 
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1) Tell me about one day that stands out in your mind that might describe your experience of 

being pregnant while your husband was deployed? 

2) How did your husband’s absence impact your obstetric care?  

3) Did you participate in the family readiness group (FRG)? If yes, was that participation 

helpful to you in your pregnancy while your husband was deployed? If yes, tell me about 

your FRG experience? If no, what aspects of the FRG made it difficult for you to participate? 

If no, what were the reasons that you chose not to participate? What does support during 

pregnancy mean to you? 

4) Describe your experience with going to prenatal care visits while your husband was 

deployed? 

5) How did it feel to get the ultrasound without your husband present? 

6) Did you ever seek care at the labor and delivery triage at the hospital? If yes, do you 

remember why you went and what happened? If no, were you able to call your provider with 

questions about your pregnancy? 

7) What were your health concerns while you were pregnant? Did you share these with your 

husband while he was deployed? Were you able to communicate with your husband about 

other aspects of your pregnancy such as: the baby moving, your prenatal visits etc.? 

8) Who was with you when you went into labor and had your baby, such as a relative, friend, or 

the labor and delivery nurse only? Tell me about that experience? 

9) How long after the birth were you able to communicate with your husband and what was his 

response to the news of the birth? What were you feeling when you were able to 

communicate with him? 
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10) Tell me about your husband’s job while deployed? How much danger did you think he 

experienced while deployed? 

11) What advice would you give to other women who were pregnant while their husbands were 

deployed? 
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RESOURCE SHEET 
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If you need assistance due to depression or maybe you have had thoughts of hurting 

yourself, please call someone for help.  

List of Resources for Military Wives  

1. http://www.militaryonesource.mil/ 
Military OneSource offers non-medical counseling services online, via telephone or face-to-
face. Eligible individuals may receive non-medical counseling addressing issues requiring 
short-term attention (800-342-9647) 

2. http://www.militaryhomefront.dod.mil/ 
DOD’s website for official Military Community and Family Policy (MC&FP) program 
information, policy and guidance designed to help troops and their families, leaders, and 
service providers. 

3. http://www.militaryfamily.org/ 
National Military Family Association. Provides education and information regarding rights, 
benefits, and services for military families. 

4. www.couragetocareforme.org/offline/ 
Courage To Care For Me. Provides fact sheets on timely health topics relevant to military 
life developed by military health experts at Uniformed Services University of the Health 
Sciences. 

5. http://www.mentalhealthamerica.net/reunions/info.cfm 
Mental Health America is proud to champion Operation Healthy Reunions, a first-of-its-
kind program that provides education and helps to bust the stigma of mental health issues 
among soldiers, their families, and medical staff to ensure that a greater number of military 
families receive the prompt and high-quality care they deserve. In partnership with the 
leading military organizations, Mental Health America distributes educational materials on 
such topics as reuniting with your spouse and children, adjusting after war, depression, and 
post-traumatic stress disorder (PTSD). 

6. Contact your local Military Treatment Facilities or your local Family Readiness Group 
(FRG) for any help or assistance. 

7. National Suicide Prevention Lifeline: 1-800-273-TALK (8255). 

8. For emergencies, call 911 or go to the nearest hospital emergency room. 
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CODING SCHEME AND DEFINITIONS 
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Code Definition 

Coping: Distraction The physical or mental act of “keeping 
busy”, to avoid dwelling on the issue of 
harm that might befall one’s husband 

Coping: Engaging Husband in Prenatal 
Care 

Feelings as though one needs to incorporate 
her partner into the prenatal experience. 

Coping: Mission First The act of keeping information from one’s 
deployed husband with the belief that such 
information might be distressing and 
distract from his military mission 

Coping: Moving Forward Carrying on with life despite threats to 
one’s emotional or physical well-being, 
including continuing with household tasks, 
interacting with the community, 
maintaining a job, pursuing more education, 
maintaining contact with family and friends  

Coping: Health and Energy The concept that individuals who are 
healthy and robust will be able to “endur[e] 
problems in stressful transactions 
demanding extreme mobilization (Lazarus 
& Folkman, 1984, p.159).” 

Primary Appraisal Part of the interpretation of the stressor 
whereby the individual cognitively 
processes the threat of the stressor 

Secondary Appraisal Part of the interpretation of the stressor 
whereby the individual cognitively 
processes how she might cope with the 
stressor 

Emotion-based Coping: Acceptance “It is arguable that acceptance is a 
functional coping response, in that a person 
who accepts the reality of a stressful 
situation would seem to be a person who is 
engaged in the attempt to deal with the 
situation (Carver et al., 1989, p. 270).” 

Emotion-based Coping: Avoidance or 
Denial 

The individual is, “...vulnerable to 
disconfirmations by evidence to the 
contrary and is therefore forced to narrow 
his or her attention to only confirmatory 
experiences (Lazarus & Folkman, 1984, 
p.134).” 

Emotion-based Coping: Blaming The act of externalizing control of an event 
to an outside entity, organization or 
institution. 
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Emotion-based Coping: Distancing A cognitive process aimed at regulation 
feeling, that can, “create a dissociation 
between thoughts and feelings...[and]...help 
the person evade the emotional implications 
of an event (Lazarus & Folkman, 1984, 
p.275).” 

Emotion-based coping: Seeking Emotional 
Support 

Seeking support from another individual in 
the form of positive words, feelings, or 
exchanges of dialogue. May be a 
maladaptive coping strategy if used as a 
means to vent one’s feelings as the 
individual is focused on his or her own 
distress. 

Emotion-based coping: Venting Emotions “The tendency to focus on whatever 
distress or upset one is experiencing and to 
ventilate those feelings. There is reason to 
suspect that focusing on these emotions, 
particularly for long periods, can impede 
adjustment...[and] may exacerbate the 
distress. Focusing on the distress may also 
distract people from active coping efforts 
and movement beyond the distress (Carver 
et al., 1989, p.269).” 

Emotional Support from Husband The subjective feeling that one’s husband is 
engaged in the emotional and mental well-
being of his wife as evidenced by 
supportive communication  

Lack of Emotional Support from Husband The subjective feeling that one’s husband is 
not supportive of the unique trials that 
deployment separation puts on the spouse, 
especially during the physical, emotional, 
and psychological changes of pregnancy 

Feelings of distress Internal or external conflicts resulting from 
actual or perceived stressors, that cause 
psychological or emotional pain 

Feeling of Being Alone The act of cognitively processing that one 
will need to proceed with coping with a 
particular stressor on his or her own 

Cultural resources Shared beliefs, values, and orientations 
among a group of people. These may be 
along such lines as ethnic, racial, or 
religious; but may also include political or 
organizational 
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Existential Beliefs “faith in God, fate, or some natural order in 
the universe are general beliefs that enable 
people to create meaning out of life, even 
out of damaging experiences, and to 
maintain hope (Lazarus and Folkman, 1984, 
p. 77)” 

Event Uncertainty The degree to which the individual can’t 
predict the outcome of an event. “not 
knowing the whether an event is going to 
occur can lead to a long, drawn-out process 
of appraisal and reappraisal generating 
conflicting thoughts, feelings and behaviors 
which in turn create feelings of helplessness 
and eventual confusion(Lazarus and 
Folkman, 1984, p.92)”.  

Positive Beliefs “…general and specific beliefs that serve as 
a basis for hope and that sustain coping 
efforts in the face of the most adverse 
conditions…hope can be encouraged by the 
generalized belief that outcomes are 
controllable, that one has the power to 
affect such outcomes, that a particular 
person or program is efficacious, or by 
positive beliefs about justice, free will, or 
God (Lazarus and Folkman, 1984, p. 159). 

Positive Experiences with Health Care 
Providers 

Empathy- A belief or feeling that one’s 
obstetric provider showed caring behaviors 
including active listening, 
acknowledgement, or pragmatic solutions 
to medical concerns 
Support-Physical, emotional, or 
psychological support in the face of 
changes from the pregnancy or dealing with 
the uncertainties of her husband’s 
deployment 

Negative Experiences with Health Care 
Providers 

Lack of Empathy-The perception that 
one’s provider was not attentive to the 
unique challenges of being pregnant while 
one’s husband was deployed. 
Lack of Support-A subjective feeling that 
one’s provider does not care about their 
physical, emotional, or psychological 
transition to motherhood or to coping with 
the absence of her husband 
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Lack of Trust-Actual or perceived belief 
that the provider or medical system will not 
meet the individual’s needs for health and 
well-being.  

Mixed Experience with Health Care 
Providers 

An interaction with a health care provider 
that has aspects of both positive and 
negative experiences. 

Support from FRG A military-sponsored formalized peer-to-
peer support group that provides material 
and educational resources for spouses and 
family members of deployed uniformed 
service members. 

Reasons for not associating with the FRG Lack of Knowledge-The failure by the 
FRG to disseminate information or attempt 
to contact potential beneficiaries 
Nothing in Common-The subjective 
feeling by individuals that she does not 
belong to the FRG, most often related to 
prior military status  
Poor Resource-The subjective feeling by 
individuals that the FRG is not a place of 
support or solace, but rather one of rumor 
and gossip 
Inconvenience-The timing of FRG 
meetings or events was not accommodating 
to the schedules of individuals who worked, 
and/or potential individuals had little 
interest in participation 
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Name Subject ID Alias Phone 

Number 

Email 

address 

Date 

Consent 

Signed 

Date of 

Study 

Interview 

If subject did 
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study please 
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Screened Enrolled If No, Reason for Exclusion 

of Ineligibility 
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PRECAUTIONS TO PROTECT THE CONFIDENTIALITY OF RESEARCH RECORDS 
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Document Physical Electronic Unique Identifiers 

1) Inclusion and Exclusion 

and Key Demographic 

Questionnaire 

a) The participant will fill out the 
questionnaire online in the privacy 
of her own home, there will be no 
paper printout 
b) The list of participants screened 
versus enrolled sheet will be entered 
onto a MS Excel spreadsheet that 
will be password-protected on a 
password-protected computer 

 

a) The Qualtrics (Provo, UT) 
website uses Secure Socket Link 
(SSL) technology and will conserve 
a file with all of the responses to the 
questionnaire, but without any 
identifying information  
b) The file downloaded from 
Qualtrics will be in a MS Excel file 
that is password-protected on a 
password-protected computer, with 
no identifiers 

a) There are no unique identifiers for this 
screening questionnaire 

2) Questionnaire regarding 

participant demographic 

information and spousal 

deployment 

a) The participant will fill out the 
questionnaire online in the privacy 
of her own home, there will be no 
paper printout 
b) The responses will not be printed 
out and retained physically 

a) Qualtrics (Provo, UT) will 
provide a file with all of the 
responses to the questionnaire  
b) I will be the only one who will be 
able to access the data off of the 
Qualtrics SSL password-protected 
website 
c) The file downloaded from 
Qualtrics will be in an MS Excel file 
that is password-protected on a 
password-protected computer 

a) The questionnaire will be numbered and 
the participant will be given an alias, 
b) The number and alias will be the only 
link to the master participant list.  

 

3a) Interview audio recording. 

The audio recordings from the 

interviews will be recorded 

via either Pamela for Skype, 

or a digital audio recording 

device. 

a) The PI’s computer will be the 
physical location of the audio file 
and it will be password-protected 
b) A back-up method for audio 
recording the interview will also be 
used via a digital audio recording 
device. The digital recording device 
will be physically kept in a locked 
file cabinet, in a locked home. 

a) The audio recordings of the 
interviews from the digital recording 
device will be transferred to the PI’s 
password-protected computer  
b) The resultant audio files will be 
securely uploaded to the 
transcription service via their SSL 
website 
c) The transcription service will 
maintain the electronic transcripts 
for 30 days 
 

 

Participants will only be referred to as 
participant 1, 2, 3, etc. and/or their alias, 
and no other identifiers will be used 
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3b) Interview typed 

transcription 

a) The typed transcriptions will not 
be physically printed. 
b) The resultant MS Word files will 
be password-protected on the PI’s 
computer  

The typed transcriptions will be held 
by the transcription service on their 
website for 30 days and afterwards 
will be destroyed, and will only be 
available to the PI via entering a 
user name and password to 
download the resultant transcripts 

Participants will only be referred to as 
participant 1, 2, 3, etc. and/or their alias, 
no other identifiers will be used. 

3c) Interview Atlas.ti 

qualitative data processing 

system with reflective memos 

a) The Atlas.ti qualitative data 
processing system files will not by 
physically printed 
b) The files will be located on the 
PI’s password-protected computer 

a) The resultant files will be 
password-protected on the PI’s 
password-protected computer 
b) When the files are transferred 
electronically to the PI’s committee 
members, the files will be password-
protected and the passwords will be 
sent in a separate email.  

Participants will only be referred to as 
participant 1, 2, 3, etc. and/or their alias, 
no other identifiers will be used. 

4) Master list of participant 

name, number, and contact 

information 

There will not be a physical list, it 
will be maintained in a MS Excel 
File 

Information for the master list will 
be entered into a MS Excel file that 
will be password-protected on a 
password-protected computer 

This is the only list that identifies the 
participant, her demographic and contact 
information, and her participant number 
and alias 

5) List of Participants 

Screened versus Enrolled 

There will not be a physical list, it 
will be maintained in a MS Excel 
File 
 

Information for the participants 
screened versus enrolled list will be 
entered into a MS Excel file that 
will be password-protected on a 
password-protected computer 

There will be no personal identifiers 
recorded on this document 

6) Consent Documents a) There will not be a physical 
consent document conserved by the 
PI  
b) The participant will be given the 
option to print the consent  

The consent documents will be 
electronically uploaded and stored 
on the PIs computer in a file that 
will be password-protected on a 
password-protected computer 

a) The consent documents will have the 
participants name and electronic signature 
but will not have the participant’s 
enrollment number 
b) The consents will be stored in a separate 
password-protected file from any other 
study documents on the PI’s computer 
c) PI will verify that the consent has been 
electronically signed by the participant 
prior to the interview, and will denote this 
on the master list in the “consent 
completed” column 
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