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The goals of this study were: (1) to determine the contribution of the stressors (at- 

risk pregnancy and antenatal hospitalization), the resources (conjugal adjustment and 

satisfaction From others) and the perception of the stressors (prùnary stress appraisal: 

threat, challenge, centrality; and secondary stress appraisal: controt-self, control-others, 

incontrollable) to first-t irne parent ing couples' global stress associated wit h at-risk 

pregnancy and antenatal hospitaiization, and (2) to assess congruence between the 

partners' perceptions of stress in terms of similarities. Three types of similarities are 

considered, produced From combinations of self-perceptions (a person's direct perception) 

and metaperceptions (a person's perception of another person): actual sirnilarity, 

perceived sirnilarity and understanding. The non-probabilistic sample of 109 coupIes was 

recmited frorn 12 perinatal units in the Montreal region. The couples completed four 

questionnaires: The Persona1 and Pregnancy Information Guide, the Dyadic Adjustment 

Scale, the Support Behaviors Inventory, and the Stress Appraisal Measure. Using Boss' 

mode1 (1988) The Contextual Model of Fami& Stress to study the first research goal, 

52% of the variance regarding the women's global stress was explained by prirnary stress 

appraisal (threat, challenge, centrality), while 60% of the variance regarding the men's 

global stress was explained by the stressors (gestation, prenatal classes, education) and 

prirnary stress appraisal (threat, centrality). For the couples' models, 33% of their global 

stress at the level of actual sirnilarity was explained by prirnary stress appraisal (threat, 

centrality), while at the Ievel of perceived siriarity, 32% of the explained variance was 

due to primary stress appraisal (threat, centrality) and secondary stress appraisal (control- 

self, control-others). At the level of understanding, 32% of the explained variance is 

attributed to the resources (dyadic cohesion) and prirnary stress appraisal (threat, 

cent rality). Furt her analyses were conducted on couples' perceptions since prirnary stress 

appraisal was found to be a significant predictor of their global stress (second research 

goal). In order to attain this, five hypotheses were tested: Hl:  There is a significant 

difference in the perceived sirnilarity of global stress appraisal between women and men 

(confmed); HZ: There is a significant difference in understanding of global stress 



appraisd between women and men (confirmed); H3: There is congruence between 

wornen's and men's perceived similarity and actual similarity for globd stress appraisal 

(partially confirmed); H4: There is congruence between women's and men's 

understanding and actual sirnilarity for global stress appraisai (partiaily confirmed); and, 

HS: There is congruence between women's and men's understanding and women's and 

men's perceived similarit y for global stress appraisal (partially c o n h e d ) .  Despite the 

couples' moderate stress appraisal, women perceive at-risk pregnancy and antenatal 

hospitalization as a threat, and their global perception of stress is significantly higher than 

that of the men. Men perceive the sarne stressors as a challenge and k i n g  in control of the 

situation. The couples are congruent in actual similarity except for the means of challenge 

and self-control. Regarding perceived sirnilarity, there are no significant differences for the 

women whereas for the men, there are significant discrepancies for the means of threat and 

global stress. For women's understanding, there are significant discrepancies between the 

means of for threat and global stress, while for the men, there are no significant 

differences. Women are more stressed by at-risk pregnancy and antenatal hospitalization 

than the men, resulting in a greater lack of congruence between the different similarities. 

They are less available for the conjugal relationship, while the men are more understanding 

and more available to devote thernselves to the relationship: the men's optimism appears 

to reduce the women's stress with an impact on the relationship. Regarding couples' 

stress, there is a gradua1 shift in perceiving the stressors as threatening to perceiving thern 

as important for their well-being. Also, control and the conjugal relationship become more 

important at the levels of perceived similarity and understanding respectively. In 

concIusion, women and men do not perceive the stressors in the same way, and that nurses 

and other health care professionals should consider both partners' perceptions as weli as 

that of the couple's in their global evaluation of stress during their interventions. Nurses' 

greater challenge is to help a couple to be 'a couple* in the hospital setting in order to help 

them protect their love and intimacy. 

Keywrds: at-risk pregnancy, antenatal hospitalization, fist-tirne parenthood, stress, 

perceptions, conjugal relat ionship 



Les buts de cette étude étaient: (1) d'évaluer la contribution des stresseurs (la 

grossesse à risque et l'hospitalisation), des ressources (l'ajustement conjugal et la satisfaction 

du soutien des autres) et de la perception des stresseurs (évaluation primaire: menace, défi, 

centrahé; évaluation secondaire: contrôle-soi, contrôle-autres, incontrôlable) sur le niveau de 

stress relié à la grossesse à risque et l'hospitalisation anténatale chez des couples sans enfant; 

et (2) d'évaluer la congruence entre les perceptions des partenaires en termes de similarités. 

Trois types de similarités sont analysés, lesquels proviennent de la combinaison des auto- 

perceptions (la perception directe d'une personne) et des méta-perceptions (la perception 

qu'une personne a de l'autre): la similarité actuele, la sirnilarité perçue et la compréhension- 

L'échantillon nonprobabiliste comprend 109 couples recrutés dans 12 unités pé~a ta les  de la 

grande région de Montréal. Les couples ont rempli quatre questionnaires: le Guide 

d'information personnelle et périnatale. l'Échelle d'ajustement dyadique. l'Inventaire de 

comportements de soutien, et l'Échelle d'évaluation du stress. A h  d'atteindre le premier but 

de la recherche, Le modèle contex1uel de stress familial de Boss (1988) a été utilisé: 52% de 

la variance du stress global chez les femmes est expliqué par I'évaluation primaire (menace, 

défi, centralité). tandis chez les hommes, 60% de la variance de leur stress global est expliqué 

par les stresseurs (gestation, cours prénataux, éducation) et l'évaiuation primaire (menace, 

centralité). En ce qui concerne les modèles chez les couples, 33% de leur stress global au 

niveau de Ia similarité actuelle est expliqué par l'évaluation primaire, tandis qu'au niveau de 

la similarité perçue, 32% de la variance est expliqué par l'évaluation primaire (menace, 

centralité) et l'évaluation secondaire (contrôle-soi, contrôle-autres). Au niveau de la 

compréhension, 32% de la variance est expliqué par les ressources (cohésion dyadique) et 

I'évaluation primaire (menace. centralité). Les analyses sur la perception des stresseurs ont 

été approfondies puisque celle-ci expliquait le stress global stress chez les femmes, les 

hommes et les couples (deuxième but de la recherche). Donc, cinq hypothèses ont étE testées: 

H 1 : Il y a une différence significative entre le niveau de similarité perçue du stress global des 

femmes et celui des hommes (confirmée): H2: II y a une différence significative entre le 

niveau de compréhension du stress global des femmes et celui des hommes (confirmée); H3: 

II y a congruence entre la similarité perçue chez les femmes et les hommes et la similarité 



actuelle du stress global (partiellement confirmée); H4: II y a congruence entre la 

compréhension chez les femmes et les hommes et la simiiarité actuelle du stress global 

(partiellement confmée); et, H5: Il y a congruence entre la compréhension chez les femmes 

et les hommes et la similarité perçue chez les femmes et les hommes du stress global 

(partiellement confirmée). Malgré le niveau de stress moyen des couples, les femmes 

perçoivent la grossesse à risque élevé et l'hospitalisation anténatale comme une menace, et 

leur niveau de stress global est significativement plus élevé que chez les hommes. Les 

hommes perçoivent les mêmes stresseurs comme un défi et d'être en contrôle de la situation. 

Les couples sont congruents quant à la similarité actuelle sauf le défi et le contrôle-de-soi. À 

l'égard de la similarité perçue, il n'y a pas de différence significative chez les femmes, tandis 

que pour les hommes, il y a des différences significatives entre les moyennes de la menace et 

du stress global. Au niveau de la compréhension des femmes, il y a des différences 

significatives entre les moyennes de la menace et du stress global, tandis qu'il n'y a pas chez 

les hommes. Les femmes sont plus stressées que Ies hommes face aux stresseurs de la 

grossesse à risque et de l'hospitalisation anténatale, ayant comme conséquence un plus grand 

manque de congruence entre les différents niveaux de similarités. Elles sont donc moins 

disponibles pour la relation conjugale. Tandis que les hommes semblent plus compréhensifs et 

plus disponibles pour se consacrer à la relation conjugale, leur optimisme semble diminuer le 

stress ressenti par les femmes. En ce qui concerne le stress global des couples, les résuItats 

suggèrent qu'il y a un transformation graduelle de la perception du stresseur vers une 

perception basée sur Ie bien-être du couple. Aussi, le contrôle et la relation conjugale 

deviennent plus importants aux niveaux de la similarité perçue et de la compréhension 

respectivement. En conclusion, les femmes et les hommes ne perçoivent pas les stresseurs de 

la même façon. Les infirmières et les autres professionnels de la santé doivent tenir compte 

des perceptions de chaque partenaire ainsi que celles du couple dans l'évaluation globale du 

stress. Le plus grand défi des infirmières est d'aider le couple 'd'être couple' en milieu 

hospitalier afin de protéger leur intimité. 

Mots-clefs: grossesse à risque élevé, hospitalisation anténatale, primiparentaiité, stress, 
perceptions, relation conjugale 
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INTRODUCTION 

The introduction presents the organization of the thesis followed by an explanation 

of the three articles at the heart of this study and their interrelationship with the goal of the 

study. This thesis is divided into six chapters. Thefirsr chapter presents the problem 

statement regarding at-risk pregnancy and antenatal hospitalization, the conceptuai 

fiarnework, the explanatory model containing the study variables, and the contribution of 

the study to the nursing profession. The conceptual framework underlying this study is 

based on Boss' model (1988), 'The Contextual Mode1 of Farnily Stress". 

In the second chapter, a review of the literature pertaining to farnily transitions, the 

transition to parenthood, normal and at-risk pregnancy, antenatal hospitalization, the 

resources and the perception of the stressors is featured as weIl as an empirical review of 

studies pertaining to the two stressors. The interpersonal perceptual approach involving 

auto-perceptions and metaperceptions and their combinations producing three types of 

similarities (actual similarity, perceived sirnilarity and understanding is described. The five 

hypotheses testing differences and congnience amongst the three sùnilarities are presented 

at the end of the second chapter. The first article focusing on "Stress Management" 

contained within the second chapter was written for an Arnerican textbook on childbirth 

education (Childbirth Education: Practice, Research and Theory, edited by F. Nichols and 

S.S. Humenick, Philadelphia: W.B. Saunders, 2000, pp. 5 10-524). It contains a literature 

review of general stress and stress associated with the transition to parenthood, both 

normal and at-risk, a descript ion of the perinatal educator's experiential kno wledge base, 

the implications for perinatal education practice including the teaching objectives and 

approach, and the strategies for stress management. 

In the rhird chapter, a general discussion of the methodological approach is 

highlighted. This includes an explanation of the research design and settings, the sarnpling 

strategy, a description of the research instruments, the data colIection and data analysis 

procedures, and lastly, the ethical considerations. The fourth chapter presents the second 



article, 'The S tressfbl Impact of At-Risk Pregnancy and Antenatal Hospitalization on 

First-Time Parenting Couples". Boss' model is applied to the examination of the stressors, 

the resources and the perceptions of the stressors and the* impact on couples' global 

stress. Thefifrh chapter features the third article, "Fist-The Parenting Couples' Stress 

Appraisal of At-Risk Pregnancy and Antenatal Hospitalization". Stress appraisal of the 

two stressors is obtained through the exarnination of couples' primary, secondary and 

global evaluations from women's, men's and couples* perspectives. 

In the last chapter, the findings from the last two articles are discussed and 

interpreted. In order to do this, the discussion is organized according to the three types of 

similarity, namely, actual similarity, perceived similarity, and understanding. Four issues 

emerge from the findings: the objective of this section is to demonstrate how the findings 

contribute to further theoretical knowledge regarding stress within the transition to 

parenthood. The study's strengths and limitations are presented as weil as future research 

and implications for the nursing profession. 

Three articles are at the hem of this thesis and each one contributes differently to 

the thesis. The first article involving stress management is directed toward perinatal 

educators who are important in their teaching about the transition of parenthood, both 

normal and at-risk. to first-time parenting couples. The second article involves the 

application of a theoretical model to understanding couples* global stress associated with 

at-risk pregnancy and antenatal hospitalization. Further examination of couples' stress 

appraisal of the two stressors by using the interpersonal perceptual approach is presented 

in the last article. The doctoral candidate is the sole author for the fust article, while for 

the other two articles, she is the principal author with her CO-authors identified at the 

beginning of each article. 





PROBLEM STATEMENT, CONCEPTUAL MODEL, 

AND PERTINENCE OF THE STUDY 

In this chapter, the problem statement is first presented. This is followed by the 

conceptual model. Family stress theones are reviewed historically in order to k t t e r  

understand the conceptual model used in this study, namely, Boss's model of f d y  stress. 

Lastly, the contribution of this study for the nursing profession is discussed. 

1.1 PROBLEM STATEMENT 

Pregnancy can be a time of major upheavals in the life of a family, involving 

changes in cornrnunicat ion, int imacy and sexuality (Colman & Colman, 1973). Fust-tirne 

parenthood is characterized by the most changes (Broom, 1984; Cowan & Cowan, 1988; 

Fedele. Golding, Grossrnan & Pollack, 1988; Lederman, 1984; Osofsky & Osofsky, 1984; 

Provost & Tremblay, 199 1). These upheavals are negatively perceived by the conjugal 

partners (Colman & Colman. 1973; Cowan & Cowan, 1988; Provost & Tremblay, 199 1; 

Randell. 1989; Tremblay, 1990). and are more important for women than for men (Belsky, 

Spanier & Rovine, 1983; Cowan & Cowan, 1988). resulting in lowered satisfaction with 

the quality of the relationship (Belsky et al., 1983; Cowan & Cowan, 1988; Grossman, 

Eichler & Winickoti. 1980). Support from the social network, especially the nuclear family 

and closest friends, may be helpful during this time (Brown, 1986a, 1988b, 1986~).  

The usual adaptation process to pregnancy is perturbed when the health of the 

mother or the fetus or both are threatened. Risk that is associated with pregnancy stems 

more From physicd conditions such as diabetes, prernature labor, hypertension, prernature 

rupture of the membranes, and bleeding (Philippe, Frigoletto, Van Oeyon, Acker & 

Kitzrniller, 1982). Between 10% and 20% of pregnancies are labeled at-risk (Jones, 1986; 

Kemp & Page. 1986), while 10% to 25% of pregnant women are hospitalized (Loos & 

Julius, 1989: Kramer, Coustan. Krerninski. Broudy & Martin, 1986). Despite this high 

number, there is a deartfi of literature on the psychological impact of this expenence. It 



appears that this experience perturbs the pregnant wornan, her rnale partner and other 

family members resulting in a stressful situation for them (Heaman, 1990; Merkatz, 1978). 

A wornan may expenence a range of emotions such as anger, guilt, sadness, hopelessness, 

and disappointment (Galloway, 1976; Penticuff, 1982), and cm develop fears such as the 

possibility of having an abnormal baby and loss of control over the outcorne of pregnancy 

(Johnson & Murphy, 1986). Women have reported that the relationship with the rnale 

partner is amongst their most fiequently expressed concerns as well as distance fiom home 

and separation fiom the family (Merkatz, 1978; White, 1981; White & Ritchie, 1984). 

Other studies have confmed these results (Curry & Snell, 1985; Kirk, 1989; Loos & 

Julius, 1989; Roussy, 1992; Taylor, 1985). 

Despite the paucity of literature regarding the experience of the male partner, he 

appears to feel sirnilx emotions as those of his partner (Galloway, 1976; Penticuff, 1982). 

The partners will experience many emotional and psychological perturbations, potentially 

leading to tension between them (Galloway, 1976; Heaman, 1990; Penticuff, 1982). 

Mercer and her colleagues (Mercer, Ferketich, May & DeJoseph, 1987) have conducted 

the only longitudinal study on parental stress during antenatal hospitalization. Their 

findings reveal t hat the majority of hospitalized pregnant women are scared, depressed and 

in a state of shock following these events. Their partners report that family functioning and 

conjugal relationships are significantly perturbed when compared to the partners of 

women experiencing low-risk pregnancy. Support received from the network is the most 

helpfbl during antenatal hospitalization for the women. It appears that the conjugal 

relationship crin deteriorate during at-risk pregnancy and antenatal hospitalization, 

potentially resulting in separation and divorce (Gyves, 1985; Johnson & Murphy, 1986; 

Penticuff, 1982). Support from other members of the social network may be beneficial by 

alleviating some of the couple's stress (Burke & Weir, 1982; Gilbert & Harmon, 1993). 

Antenatal hospitalizat ion appears to have direct, negative and prolonged effects on the 

health of the wornan and her partner which are still felt eight months after birth (Mercer & 

Ferket ich. 1990). However, antenatal hospitalizat ion is not stressful for al1 women 



(Merkatz, 1978), and cm even have beneficid effects for certain women, couples, and 

families (Gyves, 1985; Murphy & Robbins, 1993). 

According to family theory (Von Bertalanffy, 1968), it is plausible that the 

dynarnics of the conjugal relationship affect and are affected by the perception of the 

stresshl event since the farnily is more than the sum of i:s parts (= its members), and what 

happens to one family member will be felt by the others (Boss, 1987). Boss (1987, 1988) 

proposes, 'The Contextual Mode1 of Farnily Stress", in which farnily stress is defmed as a 

disturbance in the steady state of the farnily. S he theonzes that the family's stress level is 

determined by the stressor, their resources, and their perception of the event. Boss also 

States that the faniily's perception of a stressor is the most powerful factor in explaining 

how the farnily defines and reacts to the stresshl event. Similarity or congmence between 

perceptions of the farnily members can become the farnily collective perception (Boss, 

1987). Yet, how conjugal partners develop similarity or congruence between their 

perceptions (Deal, Wampler & Halverson, 1992) and share meaning from stresshl events 

through their perceptions is part of the stress process (Pat terson, 1988). Perceptual 

congmence helps to develop a shared reality in relationships, resulting in understanding 

between partners (Duck, 1993). The couple's shared reality changes continuously 

(Crosby, 199 1 ). 

The study of perceptions (Laing, Phillipson & Lee, 1966) facilitates examining the 

intemal environment of the conjugal relationship (Gottiieb, 1985). Interpersonal 

perceptions are the building blocks through which partners construct shared 

understandings of their experiences together (Kenny & AciteUi, 1994). The perception that 

a person has of a situation is called a direct perception or selfperception, and a person's 

perception of another person is referred to as a metaperception (Men & Thompson, 

1984). The analysis of self-perceptions and metapercept ions within the conjugal dyad can 

reveal the quality of the couple's interpersonal communication (Allen & Thompson, 1984). 

especially in the stressfbl situation of at-nsk pregnancy and antenatal hospitdization. 

According to Lowery ( 1987). an individual's or in the case of the conjugal dyad, the 



couple's perception or meaning given to the stresshl situation is seen to serve as basic to 

reactions to the stressor. No rnatter how threatening a stressor is perceived by the 

conjugal partners, it is unlikely to evoke a stress reaction unless it is perceived as such by 

them Deal, Warnpler and Halverson (1992) have studied the importance of sirnilarity 

between partners' perceptions; combinations of self-perceptions and metaperceptions cm 

produce three different types of sirnilarity, narnely, actual similarity, perceived similarity, 

and understanding (Thompson & Walker, 1982). Clinicians are most interested in these 

types of sirnilarit ies (Deal et al., 1 992). but Thompson and Walker ( 1 982), and Larzelure 

and Klein (1987) suggest that this approach is also valid in the research domain. This 

approach can be considered as an alternative to the more traditional one in which emphasis 

is put on the simultaneous insidekubjective and outside/objective study of the family 

system 

In sumrnary, no data exist regarding the impact of at-risk pregnancy and antenatal 

hospitalization on the couple as the unit of analysis. Review of the literature reveals that 

only the viewpoint of the pregnant woman is featured; when necessary, the viewpoint of 

the male partner is presented indirectly through that of the pregnant woman. Only one 

study (Mercer et al.. 1987) pressnts women's and men's viewpoints. In this study, the 

viewpoints of both conjugal partners are considered as well as that of the conjugal dyad 

regarding the two stressors. Therefore, how the stressors affect the couple's stress as well 

as the quality of their relationship, the support from the social network and their 

perceptions of the stressors are exarnined wit hin t his research. 

1 .S CONCEPTUAL MODEL 

In this section, a historical overview on family stress theories and an explanation of 

Boss' mode1 are presented. 



1.2.1 Hisron'cal Background on Farnily Stress Theones 

Stress comes from the French word détresse, which means "placed under 

narrowness or openness" (Mack, 1995, p. 91). Hans Selye (1976) studied the stress 

concept throughout his career, de fining stress as the nonspecific threat result of any 

dernand upon the body, be the effect mental or somatic. A variety of dissirnilar situations 

have the potential to produce stress. yet no single cause can, in itself, be pinpointed as the 

cause of the reaction as such (Selye, 1993). Stress is neutral, yet it rnay be perceived 

positively, producing feelings of satisfaction and happiness, or negatively, contributing to 

illness or fatigue. The situations that trigger the stress response or the agents that cause 

the conditions of stress are called stressors (Borna., 1989; Lowery, 1987; Nichols & 

Zwelling, 1997). Feuerstein, Labbé and Kuczmierczyk ( 1986) indicate that positive events 

ofien require as much adaptation and rnay trigger the same biochernical changes as 

negative events. An apparently negative event may not be necessarily considered as a 

stressor to some individuals, and not al1 potentially stresshl stimuli evoke a stress 

response in ail individuals. 

According to Boss (1987)- farnilies have always k e n  concerned with natural 

disasters and events of change, trouble and ambiguity as presented in the Bible and the 

Talmud. The interest in and study of stress experienced by families is a recent scholarly 

endeavor. Farnily stress research first began at the University of Michigan and the 

University of Chicago following the afierrnath of the Depression in the 1930s. The first 

scientists to study the stressor of farnily income loss due to the Depression were Angeil 

( 1936) and Cavan and Ranck ( 1938). Based on his research, Ange11 (1936) inductively 

derived the two major deterrninants of a family's reaction to the sudden loss of income, 

narnely, farnily integrat ion and farniiy adaptabilit y. Farnily integration was defïned in ternis 

of farnily interdependence and other bonds of cotierence and unity, whereas family 

adaptabiiity was defuied as the flexibility of the farniiy unit in decision- making. AngeU 

(1936) also observed that 'plastic' farnilies, in which roles were interchangeable rather 

than rigid, were best equipped to surmount obstacles. Cavan and Ranck's (1938) 



contribution was the finding that the farnily's previous methods of meeting dficulties were 

related to their present dificulty. 

Koos (1946) also studied farnilies dealing with high stress, labeling their stress 

response as 'the rouer-coaster pattern oiresponse to stress'. This was studied further by 

Hill (1949), who examined family separation due to World War II. considering Family 

organization as a product of its culture and its internal behaviors. Based on the earlier 

fmdings of AngeIl ( 1936)- Cavan and Ranck ( 193 8) and Koos ( 1946), Hill developed a List 

of 10 items to test family adequacy in relation to the two concepts of family integration 

(coherence) and family adaptability ( flexibility). He labeled these 10 items as farnily 

resources which were useful to mediate the stress associated with World War II. His most 

lasting contribution was the development of his model perrnitting a substantial base for 

scientifk inquiry into family stress. In Hill's (1965) ABC-X Farnil~ Stress Model, stress is 

defined as a reaction response to stressful events, and is the interaction of three variables 

ABC (A - stress f i  event, B - family resources, and C - family definition of the stress f i l  

event), producing X, which represents the outcome of either stress or crisis. The study of 

farnily stress is a recent phenornenon despite the rapid growth of family theories since the 

1950s (Bomar, 1989). The models of farnily stress have emerged from theories relating to 

physiological stress (Selye, 1976) and psychological stress (Lazanis, 1966). Hill's model 

generated other models of farnily stress, narnely, McCubbin and Patterson's (1983) fa mil^ 
Adiustrnent and Adaptation Double ABC-X, McCubbin and McCubbin's (1987) T-Double 

Familv Adiustment and Familv Ada~tation ABC-X Model, Patterson's (1988) Adiustrnent 

and Adaptation ModeI, and Boss' (1987) The Contextual Model of Farnily Stress. 



1.2.2 Boss' Contextrial Model of Family Stress 

In The Contextual Model of Farnily Stress (see Figure l), Boss upholds the 

p ~ c i p l e s  of two theories: von Bertalanffy's ( 1968) General Svstems Theory and Burr's 

(1973) Svmbolic Interaction Theop. From the first theory (von BertalanfQ, 1968) 

focusing on circuIarity within a systemic viewpoint, the family is a group of individuais in 

constant interaction with each other so that what affects one family member will have 

consequences for the other members and for the family unit. In the second theory (Burr, 

1973), the farnily's perception of a stressful event is based on the family's shared meaning 

of the event and on the expectations regarding the roles of each person within that shared 

meaning. The rneaning associated with the stressful event is influenced by the farnily's 

external environment. 

Boss defines the family as "a continuing system of interacting personalities bound 

together by shared rituals and rules even more than by biology" (Boss, 1988, p. 12). She 

also defines family stress as "pressure or tension in the family system, It is a disturbance in 

the steady state of the farnily" (Boss, 1988, p. 12). Farnily stress is conceptualized as both 

a state and a process. As a state, stress is characterized by physiological and emotional 

manifestations. Boss indicates that the IeveI of family stress is high when one family 

member demonstrates physiological or emotional perturbations. Stress can also be 

conceptualized as a process since the farnily must continuously adapt to change. The stress 

process is influenced by the external and the interna1 contexts. The external context refers 

to the environment and includes five dimensions: economic, historical, developmentaI, 

cultural, and genetic. The intemal context contains three dimensions: structural, 

philosophical, and psychological (defense mechanisms). The structural dimension refers to 

the family boundaries, the role assignments, and the rules regarding who is within and who 

is outside those boundaries. The psychological dimension refers to the family's ability to 

mobilize its defense mechanisms in its perception of the stressor event. Lastly, the 

philosophical dimension refers to the farnily's values and beliefs at the micro level. Boss 

a f f m  that the farnily has no control over the external context since 





it is less accessible and d e a b l e  than the interna1 one upon which the family does have 

control. Like Hill ( l965), Boss indicates that stress is a combination of three variables: A - 

the provoking event or stressor, B - the family resources or strengths, and C - the 

perception of the stressful event. Out of the three elements of the stress process, it is the 

perception of the stressful event (Variable C) which is the deterrnining factor in regard to 

the outcomes of stress (Variable X), either adaptation or crisis. A more elabrate 

explanation of each of these elernents follows as well as their connection with the present 

research study. 

The Variable A or the stressor event is an occurrence that is of significant 

magnitude to provoke change in the family system (Boss, 1988). The stressor event which 

has no attribution of its own except neutrality has both the potential to cause change and 

to raise the farnily's level of stress. Both positive and negative events cm be stressors. 

Stressor events can be classified: as normative, developrnental, predictable or situational 

and unexpected; as arnbiguous or nonambiguous; as volitional or nonvolit ional; and, as 

acute or chronic. The source of the stressor event can be from within the famiIy or outside 

of it. The accumulation of stressor events is a phenornenon in which several stressor 

events or situations occur at the same time or in quick sequence, thus compounding the 

degree of pressure on the family. 

The Variable B representing the family's resources, especialiy its individual and 

collective strengths, are assets upon which members can draw in response to a single 

stressor event or an accumulation of events (Boss, 1988). Exarnples of farnily resources 

are economic security, health, intelligence, job skiils, relationship skills, as well as network 

and social supports. According to Boss, a family may have resources, but it does not hply  

whether or how a farnily will use them The availability and amount of family resources 

remains a static (nonprocess) variable. 

The Variable C refers to the meaning that a family gives to the stressor event; it is 

also called the family's perception, appraisal, definition or assessrnent of the event. Boss 



(1988) explains that how the farnily sees an event that is happening to them is critical in 

determinhg the degree of stress felt by the family and the outcorne, nameiy, coping or 

cnsis. What seerns stressful to one farnily rnay not be stresshl to others. The same family 

rnay perceive the same event differently over tirne. When the perceptions of the farnily 

members are congruent, a collective or farnily perception is obtained. Ho wever, 

perceptions arnong the farnily members rnay differ, just as perceptions among families 

differ. Boss stipulates that the farnily's perception of the event is the most powerhil 

variable in explaining how the farnily defmes and reacts to a stressful event. Therefore, the 

degree of stress caused by the event depends not only on the actual magnitude of the 

event, but also on the family's perception of that event. 

Farnily stress (Variable X) is a disturbance of the family's steady state producing a 

change in the family's equilibrium. Boss ( 1988) explains that family stress becomes 

problernatic when the degree of stress or change or pressure reaches a certain level in 

which family members become dissatis fied or show physical or emotiond symptoms of 

disturbance. Family stress can result in adaptation (coping) for the family or it may find 

itself in crisis. Many farnilies have the capacity to avoid crisis by holding the stress at a 

tolerable level: Boss calls this process coping, adaptation, management or problem 

solving. A family crisis is defined as a disturbance in the equilibrium that is so 

overwhelrning. a pressure that is so severe, and a change that is so acute that the family 

system is incapacitated. The four indicators of farnily crisis are usud family roles and tasks 

are not performed, decision-making and probIem solving processes are difficult, inability 

for family members to care for each other, and a shifi to individual survival. Recovery 

from crisis is possible if there is a change in the stressor event or in the family's resources, 

or in the family's perception. Boss distinguishes tamily stress from family crisis in the 

foilowing way: whereas family stress is a continuous variable with degrees of stress, farnily 

crisis is a categorical variable in which a family is or is not in crisis. In family strain, a 

farnily is still fûnctional yet under enormous pressure. If stress should be added to a 

strained family, then they rnay find thernselves in crisis. 



1.2.3 Application of Boss' Model to the Present Study 

Boss' model was chosen for the foiiowing four reasons; first, it is a heuristic 

theoretical model which c m  be easily applied to the study of at-risk pregnancy and 

antenatal hospitalization; second, the concepts are clearly defined including family stress; 

third, the section on perceptions is highly developed due to Boss' clhicai family practice 

and research; and lastly, the study variable and t heir interrelationships are precisely 

represented by the concepts contained within the model. 

Each concept of Boss' model ( 1988) is described as it is applied in the context of 

the present study. The fust concept, Variable A, represents the stressor of at-risk 

pregnancy and antenatal hospitalization. The conjugai relationship and support from the 

social network are the two resources (Variable B) measured in this study. The concept 

conjugal adjrutnient (Spanier, 1976) was chosen to represent the conjugal relationship. 

The concept satisfaction rtith suppon fmnz others (Goulet, Polo meno & Harel, 1995) 

based on Brown's originaI conceptuaiization ( l986a, l986b, I986c) was chosen to 

represent support from the social network. Peacock and Wong's ( 1990) defmitions of 

stress appraisal were used to elaborate the perception of the stressor (Variable C) and the 

stress level (Variable X). Stress appraisal can be classified as primary, secondary, and 

global. Primary and secondary stress appraisal represent the perception of the stressor 

(Variable C), while global stress appraisal, shortened to global stress in this study, 

represents the level of stress (Variable X). 

Figure 2 presents the explanatory mode1 of first-tirne parenting couples' stress 

associated wit h at-risk pregnancy and antenatal hospitalization. Eac h concept as described 

above is represented in the explanatory model. The Variables A, B, and C are the 

independent variables, while Variable X is the dependent variable in the model. 



FIGURE 2 
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1.3 CONTRIBUTION OF THE PRESENT STUDY 

The goal of this study is to assess couples' stress associated with at-risk pregnancy 

and antenatai hospitalization. Its relevance is considered in relation to the nursing 

profession and perinatal education. 

From a theoretical viewpoint, the heuristic quality of Boss' model permits the 

rnapping out of the chosen research variables and their interrelationships. An explanatory 

model as presented in the previous section was developed for this study from the 

conceptual one. in order to assess women's, men's and couples' stress respectively. Also, 

this study integrates the interpersonal perception approach by using various combinations 

of self-perceptions and metaperceptions into the couples' models, sustaining Boss' 

proposition that the family perception contains individual and collective perceptions. Three 

coupIes' models are tested which are based on the perception combinations, resulting in 

actual similarity, perceived similarity and understanding. Major transformations of an 

entire family system can occur as a result of or be precipitated by major life events such as 

those presented in this study. Change is dependent on the perception of the problem 

(Wright & Leahey. 1994). since what affects one family member affects the others, and 

any significant event or change in one îàmily member affects a11 farnily members in varying 

degrees. 

From a research viewpoint. this study proposes an alternative approach to the 

traditional one using the insider/outsider approach, including the simultaneous application 

of subjective and objective research methods to the study of family phenomena (Anderson, 

1994; Olson, 1977). The disadvantages of this latter approach are its high costs and the 

high number of subjects needed for the research study. Also, f d e s  experiencing stress 

may refuse to participate in such studies as they are too taxing, potentialiy increasing their 

stress level. This study proposes another way to study farnilies under stress, namely, by 

using farnily members' perceptions and metaperceptions (Deal, et al., 1992). The use of the 

interpersonal perception approach as applied in this study can help perinatal health nurse 



researchers conducting dyadic research to better grasp conjugal dynarnics and contribute 

to their understanding of why couples' satisfaction with their relationship decreases with 

the arrival of children, moreover, compiications associated with the transition to 

parenthood. The statistical procedures developed in this study are unique in their 

contribution to the andysis of relational data by testing couples' explanatory models based 

on three levels of similarit y (act ual similarity, perceived similarity, and understanding). 

From a practice viewpoint, the fmdings from this study will help nurses and 

perinatal educators better plan their interventions and educational programmes. Perinatal 

health nurses and perinatal educators are concerned with conjugal partners who becorne 

parents, since the important task is to accept al1 farnily members' perceptions and to offer 

the farnily another view of their problems as there are very different yet valid perceptions 

of problems. When a couple experiences greater stress associated with at-risk pregnancy 

and antenatal hospitalization, farnily stability as welI as its functioning and its health are 

penurbed (Mercer et al., 1987). The maintenance of the integrity of the farniiy unit is a 

priority for nurses (Heaman, 1990) and perinatal educators (Polomeno, 200r)a). Perinatal 

heaIth nurses can plan interventions to help couples to cope better and reduce the stress 

associated with the two stressors, to maintain or to attain a new level (equilibrium) of 

functioning, to promote conjugal dynamics through better communication and 

understanding between the partners, and to prepare the couple for the baby's arrival. This 

is a special time for the couple promoting farnily growth and nurses can play a major role 

at this level. Jones and MeIeis f 1993) explain that the nurse is a resource person since she 

can assist the farnily to mobilize its strengt hs, and to facilitate their access to personal and 

environmental resources, which promote their locus of control, their perception of self- 

efficacy, and their health. As nurses theorize about and involve families in healthcare, they 

are altering or rnodiGing their usual patterns of clinical practice. The required knowledge 

and clinical skills of these new competencies can be acquired most efficiently by studying 

the whole family unit rather than by studying each family member in isoIation (Wright & 

Leahey, 1994). 



Perinatai education is becoming a recognized specialty with an evolving scientific 

base (Polomeno, 2000a). Many perinatal healt h nurses, incIuding the doctoral candidate, 

are clinicdy involved with perinatal education. Perinatal education is composed of a 

variety of different types of classes that address the needs of ail family members as the 

farnily moves from one developmental life cycle stage to another during the childbearing 

years (Nichols & Zwelling, 1997). This study can provide p e ~ a t a l  educators with the 

content to teach about stress and its relationship to the perinatal family, a description of 

their multiple teaching roles such as informant, communicator, counselor, facilitator, and 

advocator, and specific teaching objectives underlying the teaching approach using Duck's 

(1994) model. They can teach different individual and farnily stress management strategies 

to help expectant and new parents cope better with the transition to parenthood. 

Developing effective strategies to manage stress during the childbearing year c m  be 

beneficial and become a valuable lifelong skill. 



CHAPTER 2 



LITERATURE REVIEW, EMPIRICAL SUPPORT AND HYPOTHESES 

In this chapter, the literature is reviewed for each concept pertaining to Boss' 

mode1 presented in the fxst chapter. The first article focusing on stress management is 

contained within the literature review. This is followed by a section containhg empirical 

support for this study whereby studies pertaining to at-risk pregnancy and antenatal 

hospitalization are critiqued. Lastly, the study hypotheses are presented. 

2.1 STRESSOR: AT-FUSK PREGNANCY AND ANTENATAL 

HOSPITALIZATION 

In this section, family transitions, the transition to parenthood, and the changes 

associated with normal pregnancy are discussed. At-risk pregnancy and antenatal 

hospitalizat ion are then described. 

2.1. I Fanriiy Transitiorrs 

Before presenting a discussion of the stressors under study, it is important to 

understand their context from a risk-free perspective. This means that transitions from a 

eeneral viewpoint are discussed, followed by the transition to parenthood including normal 
CI 

pregnancy. 

The farnily life cycle refers to those nodal events t hat are tied to the cornings and 

goings of family members, such as the birth and raising of children, the departure of 

children from the household, retirement and death (Duvaii, 1977; Roth, 1989). Transitions 

are pauses in the family life cycIe or periods of disorganization and reorganization as the 

family and its mernbers advance from one stage to another (Falicov, 1988; Roth, 1989; 

Selder, 1989). Cowan ( 1991) defines transitions as Iong-term processes that resuIt in a 

qualitative reorganization of both inner life and externat behavior. He also States that for a 

life change to be designated as transitional, it must involve a qualitative shift from the 



inside looking out (how the individual understands and feels about the seif and the world) 

and frorn the outside looking in (reorganization of the individual's or farnily's level of 

persona1 competence, role arrangements, and reiationships with significant others. 

Encountering changes is an inevitable part of the family Life cycle (McCubbin, 1993). 

Farnily stress and uncertainty are always greatest at transition points (Carter & 

McGoldrick, 1989; Faiicov, 1988; Selder, 1989) since there are changes in predictable 

patterns of behavior such as role structure, decisionmaking, affect ion, and 

communication. The division of tasks must be renegotiated to meet the changing needs of 

the family and individual mernbers (Bomar. 1989; Roth, 1989). According to Selder 

(1989), a life transition is initiated when a person's current reality is disrupted and must be 

reconstructed to form a new reality. The emerging reality integrates or incorporates the 

family event in such a way that the integrity of the person or the family is maintaineci 

intact. The structuring of the new reality foliows expectations held by that person or 

family of what that reality should or could become for them. The purpose of the 

stmcturing is to create new meaning in the life of the family when the old meanings have 

k e n  fractured. Thus, according to Selder, a transition will occur if the disruption of a 

reality necessitates reorganizing or reconstructuring the existing one. 

According to Cowan ( 199 1 ), there are three phases within any particular 

transition: the first or early phase is characterized by conflict and uncenainty; the middle 

phase involves testing new alternatives; and the late phase witnesses a return to previous 

equilibrium or to the establishment of a new equilibrium. Chick and MeIeis (1986) refer to 

the same three phases as entry, passage, and exit. Certain conditions exist during 

transitions including meanings, expectations, level of knowledge and skill, the 

environment, level of planning, and emotional and physical weli-king (Schurnacher & 

Meleis, 1994). Meanings are extremely important in the appraisal of a transition, since 

they are the subjective appraisal of an anticipated event or experienced transition and the 

evaluation of its likely effect on a person's life. The awareness of the meaning associated 

with a transition is essential for a person's understanding of his or her experience as well 



as its health consequences (Schurnacher & Meleis, 1994). Transitions can be categorized 

as 1) normative, expected, developrnental, and maturationai, or 2) unusuai, unpredictable, 

and situational (Cowan, 199 1 ; Mederer & Hill, 1983). 

It is important that members of a farnily unit accomplish the developmental tasks 

associated with each stage of the farnily life cycle in order to successfully move on. If 

crises are encountered during the farnily Iife transition and are not resolved, then fixations, 

regressions, and ot her forms of psychological dysfunction rnay result (Cowan, 199 1). 

According to Schumacher and Meleis (1994), the indicators of a successful transition are a 

subjective sense of well-king, the rnastery of new behaviors, and the well-king of 

interpersonal relationships. Farnily stress theory has been used in farnily nursing research 

to answer the persistent question of why some f a d y  systems adapt, grow and thrive 

when faced with normative transitions or situational stressors, whiie other family units 

seern to deteriorate and disintegrate under sirnilar circurnstances (McCubbin, 1993). 

2.1.2 Transition to Parenrhood 

One particdar normative or developmental transition is the transition to 

parenthood. The transition to parenthood is classicalIy defined as the time period 

beginning with a pregnancy and terminating a few months after the baby's arriva1 

(Goldberg, 1988). However, Gottlieb and Pancer (1988) have extended this definition, 

proposing that the transition to parenthood begins with a couple's decision to become 

pregnant and terrninates when the child is between 2 and 3 years of age. Cowan, Cowan, 

Herning and Miller (199 1)  believe that the transition terminates when the first child is 

about two years old. Therefore. there are three phases within the transition to parenthood: 

the period before conception. the period of pregnancy, and the postnatal period stretching 

from the baby's birth to the second birthday. Only the period of pregnancy is considered in 

this thesis. 

The key principle in the ernotional process associated with this transition is the 



acceptance of new mernbsrs into the family system (Carter & McGoldrick. 1989). It is the 

arriva1 of the first child which most affects the couple's relationship as they transform 

thernselves frorn dyad to triad (Bradt, 1989; Broom, 1984; Clulow, 1982; Gottlieb & 

Pancer, 1988; Saunders & Robins, 1987; Wallace & Gotlib, 1990). Also, how fmt 

parenthood is perceived by each conjugal partner is influenced by their gender (Clulow, 

199 1). Rossi ( 1989) indicates that there are four factors that make first parenthood so 

difficult: 1) the paucity of preparation, 2) the lirnited learning d u ~ g  pregnancy with 

parent hood adjustment k ing  more difficult t han conjugaVmarita1 adjustment, 3) the 

abmptness of transition with the new rnother starting out immediately on 24-hour duty, 

and 3) the lack of guidelines for successfbl parenthood. 

There are positive and negative consequences of the transition to parenthood on 

the conjugal relationship. The positive consequences include: (a) the feeling of increased 

closeness resulting from the maturity that comes with the process of merging into new 

roles together (Lederman, 1984); (b) an intense degree of affection and empathy, a 

satisfjhg sexual adjustment, goal mutuality, and flexibility in decision-making 

(Shereshefshy & Yarrow. 1973); (c) a feeling of king a team (Belsky, et al., 1983); and 

(d) the equalization of power imbalances and reinforcement of the partners' cornmitment 

to each other (Whitbourne, 1986). On the other hand, the negative consequences include: 

(a) a decline in marital satisfaction (Cowan, et al., 1991); (b) increased stress which 

ampli@ the differences between the partners (Cowan. et al., 1991); and (c) increased stress 

related to everyday living involving fatigue, additionaI household work and financial 

burdens, and concerns about parental competence (Bomar, 1989). 

2.1.3 Nonnal Pregnancy 

Over the years, pregnancy has k e n  viewed as a maturational or developmental 

process (Mederer & Hill. 1983; Osofsky & Osofsky, 1980, 1984), or a stressful iife crisis 

(Bibring, 1959; Lederman: 1984; LeMasters, 1957; Tilden, 1980), or as a time of 

fûlfillment for the wornan (Deutsch, 1947). Pregnancy evokes a range of emotions for the 



pregnant woman such as uncertainty, mxiety, hope, and joy (Fiagler & Nicoli, 1990). It 

appears that a woman must accomplish certain developmental tasks (Rubin, 1975) 

associated with pregnancy in order to successfuiiy adapt to her motheruig role (Tanner, 

1969): accept and integrate the fetus as a part of her body, perceive the fetus as a separate 

k ing ,  and prepare for giving up the fetus and establishing a caretaking reiationship with 

the infant. According to Colman and C o b n  (1973)- the woman's whole psyche becomes 

focused on her pregnant state, and life becomes a new experience centered on the major 

changes that are occurring to her. 

Pregnancy, childbirth and parenting are also emotional experiences for fathers 

(Jordan, 1990). Expectant fathers experience a range of emotions such as doubt, feu,  

ambivalence, joy, confusion, fmstration, and insecurity (Nichols & Zweiiing, 1997). 

Jordan indicates that the essence of expectant and new fatherhood is laboring for 

reievance which consists of: a) grappling with the reality of the pregnancy and the child, 

b) struggling for recognition as a parent from his partner, coworkers, family, Friends, 

baby and society, and c)  plugging away at the role-making of involved fatherhood. May 

( 1982) suggests that frst-time fathers experience a characteristic pattern of 

deveiopmental change and emotionaI involvement during pregnancy. During the first 

phase of announcement. the fathers' task is to accept the pregnancy; the process of 

acceptance is usually slower for the men than for the women. They may experience joy 

and excitement, or shock, anger and disappointment during this period. In the next phase 

of moratorium, the fathers' tasks include accepting the fetus, adjusting to reality, and 

corning to terms with the pregnancy. Men at this time may becorne introspective, 

potentialy resulting in an emotional distance between the partners. In the final focusing 

phase, the task is to accept the birth of the baby and the future parenting role. Men feel 

more in tune with the pregnancy at this time, and become more tender and protective of 

their partner. Men may have mixed feelings regarding the woman's changing body: some 

find the transformation joyful and positive, while others rnay be turned off. Men appear to 

be involved in pregnancy in three ways: the observer expectant father is a bystander 

feeling an emotional distance from the pregnancy; in the instrumental style, the man is 



more involved and more concerned with concrete tasks; and in the expressive style, the 

father becornes great ly involved emotionally. 

Even though pregnancy is a normal and in most situations a happy event, it is an 

event that creates major changes in the lives of the woman, her partner, and the other 

members of their families and friends (Zweiling, 1997). The marital relationship is 

considered a significant predictor of pregnancy (Lederrnan, 1990), and that pregnancy 

causes changes within the marital relationship (Niven, 1992). Pregnancy represents a 

major transition between two lifestyles, from king an individual or part of a couple with 

responsibilities only to oneself or to each other, to having full-tirne responsibility for a 

chiid (Roth, 1989; Zwelling, 1997). It appears that the changes experienced by the 

couple as they transform themselves from partner to parent are perceived more 

negatively, since there are changes in several aspects of the relationship, such as the 

reduction in tirne spent together as a couple, and in cornmon leisure activities as well as 

the increase in chores and responsibilities (Cowan & Cowan, 1988; Randeu, 1989; 

Provost & Tremblay, 199 1). Changes associated with first-time parenthood are 

irreversible (Lederrnan, 1984; Oso fsky & Oso fsky, 1984). This particular transition is 

more dernanding and perturbing for the conjugal partners than the arriva1 of other 

children (Broom, 1984; Cowan & Cowan, 1988; Fedele et al., 1988; Provost & 

Tremblay, I991), and more important for women t h m  for men (Belsky et al., 1983; 

Cowan & Cowan, 1988). The perturbations associated with this transition involve 

changes in roles, lifest yle, sharing of household tasks, daily act ivit ies, professional lives, 

finances, communication, intirnacy and sexuality (Colman & Colman, 1973; Lederman, 

1984; Osofsky & Osofsky, 1984; Tremblay, 1990). First-tirne expectant fathers rnay feel 

confüsed as their conjugal relationship changes (Barclay, Donovan & Genovese, 1996). 

Donovan ( 1997) indicates t hat t here is a mismatch in fernale and malt: expectations 

regarding the relationship during pregnancy, leading to the couple feeling overwhelrned 

(Sherwen, 1987). 

Pregnancy may be perceived as a stressor event (Avant, 1988) in which certain 

couples adjust with ease, whiie others find thernselves in a more difficult situation 



(Zwelling, 1997). Scott-Heyes (1983) found that the major change between husbands and 

wives during pregnancy concerns the degree of nunurance (looking &er and caring for) 

and dependence (k ing  looked afier and cared for) shown by each partner to the other. 

The wives can become more dependent on the husbands whiie the husbands provide more 

nurturance to their wives. Many couples find thernselves becoming closer as they engage 

in nest-buiIding (Niven, 1992). The couple must work hard to cornrnunicate their needs of 

affection, attention and support (Assor & Assor, 1985); if these needs are not realized, 

their relationship could be adversely affected. According to Martin and Starling (1989), 

couples have three major developmental tasks during pregnancy: accepting the impending 

parental role, renegotiating conjugal roles, and resolving ambivalence. The developmental 

stage of pregnancy is critical not only to the well-king of each partner of the conjugal 

dyad and the îëtus, but also to the weU-being of the couple's relationship (Malnory, 1996). 

2.1.4 At-Risk Pregnancy: Scope of the Problem 

In this section, at-risk pregnancy is defined, the purpose of pregnancy classification 

is explained, and the complications of pregnancy as weli as the? incidences are featured. 

Kemp and Page (1986) define at-risk pregnancy as a pregnancy in which physiologic 

a n d h  psychologic factors exist in the mother or fetus that irnply a threat to the health of 

the rnatemal-fetal unit, and any psychologic or pliysiologic condition having a potentiaily 

negative impact on the pregnancy. Barger and Fein (1997) state that the purpose of 

classitjmg pregnancies into low- and high-risk categories is to provide an appropriate level 

of care for each group and to better allocate health care resources. 

Prenatal care becornes a screening process to differentiate those babies and 

mothers at jeopardy (high risk) from those in little danger (low risk) (Aumann & Baird, 

1993). Because the fetus in any given pregnancy is now at greater nsk than the mother, 

the concept of "at risk" is applied to both matemal and fetal outcome (Aumann & Baud, 

1993). The perinatal period, as a stage on the continuum of the family Me cycle, is unique 



in that outcome is frequently reliant upon the early recognition and management of 

problerns (Aurnann & Baird, 1993). Indeed, complications and emergencies cm happen to 

any woman at any stage of the pregnancy (World Health Organization, 1993). Jones 

( 1986) stipulates that there are few risk conditions that affect only the mother or only the 

fetus and that their psychosocial aspects affect the entire family. 

Estimates for the number of pregnancies were obtained during the planning phase 

of the project. Thus, the number of pregnancies considered at-risk range frorn as low as 

10% (Kemp & Page, 1986) to as high as 20% (Jones, 1986; Kemp & Page, 1986; 

Penticuff, 1982). The World Heaith Organization (1993) States that more than 150 million 

women become pregnant every year, that at least 23 million of these women 

(approxirnately 15.3%) develop complications which require skilled treatment, and for half 

a million women the complicaiions are fatal. Philippe et al. (1982) indicate that 12% of 

women are hospitalized during their pregnancy. More recent estimates from Haas, 

Berman, Goldberg, Lee & Cook ( 1996) and White ( 1989) report higher values, with 20% 

to 25% of pregnant women requiring hospitalization. The statistics for the Quebec 

situation during the pIanning phase of the research present a similar portrait. From 1993 to 

1994,2909 women in Québec had been hospitalized for at-risk pregnancy for a total 

hospital stay of 12307 days and an average hospita1 stay of 4.2 days (Ministère de la santé 

et des services sociaux, 1994). From 1994 to 1995, 3306 women in Québec had been 

hospitalized for high-risk pregnancy for a total hospital stay of 11986 days and an average 

hospital stay of 3.6 days (Ministère de la santé et des services sociaux, 1995). However, 

the more recent picture has slightly changed. Between 1998 and 1999,23 17 pregnant 

women were hospitalized for a total hospital stay of 1 1442 days, with an average hospital 

stay of 3-08 days (Ministère de la santé et des services sociaux, 1999). Also, between 

1999 and 2000, 3198 women were hospitalized for a total hospital stay of 10805 days, 

wit h an average hospital stay of 2.86 days (Ministère de la santé et des services sociaux, 

2000). Although the average hospital stay has slightly decreased. there are still rnany 

pregnant women who are hospitalized for long periods of time in Québec. 



There are two major types of at-risk pregnancy: in the f rs t  type of at-risk 

pregnancy, women have chronic conditions t hat dispose thern to problerns during 

pregnancy, and in the other type, women develop a health problem during pregnancy that 

was previously unsuspected (Johnson & Murphy, 1986). Only those women experiencing 

complications during pregnancy are to  be considered for this research study. 

Complications can develop at any moment during the pregnancy: exampies of  the major 

conditions are pregnancy-induced hypertension, multiple gestation, diabetes mellitus, 

threatened premature delivery, suspected fetal growth retardation, placenta previa, 

antepartum bleeding, hyperemesis gravidarum, Rh isoimmunization and AB0 

incompatibility, and premature rupture of the membranes (Barger & Fein, 1997; Heaman, 

1990; Williams, 1986). See Table 1 which presents complications of pregnancy with their 

incidences. 

TABLE 1 
Complications of Pregnancy and Their Incidences 

Complication Incidence 

Antepartum bleeding: -placenta previa 

Pregnancy-induced hypertension 

Prernature rupture of the membranes gestation 

Tntrauterine growth retardation 

Preterm labor 

Gestational diabetes 

Multiple gestation 

Hyperemesis gravidamm 

Rh isoimmunization 

-5% of a11 pregnancies* 

6 to 8% pregnancies* 

8 to 10% beyond 20 weeks* 

3 to 7% of al1 pregnancies* 

25% of ail pregnancies** 

3% of ail pregnancies*** 

1.2% of al1 pregnancies*** 

.4% of ali pregnancies*** 

2% of all pregnancies*** 

* Aumann & Baird ( 1993) ** Lipshitz, Pierce & Amtz (1993) *** Barger & Fein (1997) 



2.1.5 The Stressors of At- Risk Pregnancy and Antenatal Hospitalization 

In this section, at-risk pregnancy and antenatal hospitalization as stressors are 

discussed. Three perspectives are considered in regard to these two stressors: the 

women's, the men's and the conjugal relationship. Empirïcal support for these stressors is 

considered later in this chapter. 

Care for women experiencing at-risk pregnancy may be a double-edged sword in 

which procedures to protect mothers and infants from physical damage rnay 

sirnultaneously create profound psychosocial problerns (Cohen, 1979). From a medical 

perspective, at-risk pregnancy represents a biophysical problem, with the focus of care on 

the woman and the matemal-fetaI-unit while the family rernains at the periphery (Stainton, 

1994). A wornan experiencing at-risk pregnancy must deal with two simultaneous crises: 

the normal developmental process of pregnancy and the situational crisis of an at-risk 

pregnancy (Galloway, 1976; Murphy & Robbins, 1993; Snyder, 1979; Waldron & 

Asayama, 1985; Weil, 198 1 ; White & Ritchie, 1984; Zwelling, 1997). 

The usual emotional reactions to pregnancy are intensified and the normal 

developmental tasks associated with pregnancy may be altered by the additional stressful 

situation (DaCosta, Larouche, Dristsa & Brender, 1999; GaUoway, 1976; Gilbert & 

Hannon, 1993; Kemp & Page, 1986; Murphy & Robbins, 1993). Certain pregnant women 

rnay experience anxiety and stress ofien caused by worry about their health status or that 

of their fetus (Galloway, 1976; Gilbert & Hannon, 1993; Gyves, 1985), resulting in such 

behaviors as helplessness, apathy, restlessness, irritability or anger (Mercer et al., 1987). 

Some wornen and their partners rnay demonstrate denial due to failure to seek prenatal 

care, to acknowledge the risk factor or to be cornpliant with the medical regimen (Gilbert 

& Hannon, 1993). Ambivalence rnay be seen with greater frequency and for longer 

periods during an at-risk pregnancy since the expectant parents feel confûsed about 

whether to continue the at-risk pregnancy or if it is better to end it (Kemp & Page, 1986). 

There is an intense desire for a healthy child and, at the same time, fear that the unborn 



child will not survive or wiil be damaged (Penticuff, 1982). 

Blarne is a cornmon reaction on the part of an at-risk pregnant woman, with it k ing  

self-directed, directed at the partner or at the health care team (Galloway, 1976; Gilbert & 

H m o n ,  1993; Murphy & Robbins, 1993). If blame is self-directed, feelings of guilt or 

failure rnay be expressed since the pregnancy is not n o d  and she has not performed 

satisfactorily in the task of producing a healthy baby (Penticuff, 1982). If the blame is 

directed towards the partner, marital strain may result since he may have heightened 

emotions on top of all the other ones. A wornan rnay decide not to comply with the 

medical treatment if the members of the health care team are to bIame. Anticipatory grief 

rnay be felt by the parents as they face the possibility of loss of the fetus or change in its 

health status (Murphy & Robbins, 1993). In consequence, some parents rnay not permit 

thernselves to emotionally attach to the fetus for fear that the emotional pain would be too 

dificult to bear. This could jeopardize their attachment with the baby after the birth and 

even the parent-child relat ionship. 

Expectant women rnay be conhsed about what is happening to their body (Murphy 

& Robbins, 1993) and their existing coping behaviors rnay no longer be adequate (Snyder, 

1979). Women experiencing preterm labor are significantly more distressed by the body 

changes caused by their pregnancies and less tolerant of what is happening to them 

compared with women experiencing normal pregnancy (Richardson. 1996). Their self- 

esteem may be threatened since they feel that the diagnosis of the at-risk pregnancy is a 

biow to their self-confidence as a woman due to the loss of a perfect pregnancy and as a 

mother due to the loss of the perfect baby (Gilbert & Harmon, 1993). Other women 

express positive emotions such as reasssurance in regard to the diagnosis of an at-risk 

pregnancy since they are receiving attention from the health care tearn and are in awe of 

the availability of modern obstetrical care (Gyves, 1985). 

During at-risk pregnancy, the expectant father (Gyves, 1985) becomes more 

protective of his partner since he is concemed about her health, and takes on more 



responsibilities at home. There appears to be a lack of a clearly defined role for the male 

partner in at-risk pregnancy (Penticuff, 1982). He rnay feel insecure about his competence 

as a man (ability to produce strong progeny) and as a provider (ability to provide a safe 

environment for his farnily). He may feel increased jealousy of the fetus and worry that his 

mate will no longer have time for him and his needs. Actually, he may have many u m e t  

needs (Penticuff, 1982). According to Conner and Denson (1990), little information is 

available on the expectant fat hers' response to pregnancy, much less the fat hers' response 

to an at-risk pregnancy. These authors wonder if these men's responses to pregnancy 

would differ depending on whether the event threatened the partner's health o r  life versus 

the threat to the fetus or  infant. However, such data do not exist. 

There are few publications on the stressors associated with antenatal hospitalization. 

however, in the general population, hospitalization is considered a stressful event (Volicer, 

1974). Its effects have been studied in many domains (Axelrod, 1986; Coxon, 1989; 

Creditor, 1993; Egan, 1990: Knafl, 1988: Rocheleau, 1983). and alternatives to traditional 

hospital care have k e n  proposed based on forrning a partnership with the patient and the 

family (Cox & Groves, 1990; Grieco, McClure, Korniske & Menard, 1994; Reiser, 1993). 

Bedell, Cleary and BelBanco (1984) have coined the term 'the kindly stress of 

hospitalizat ion'. They ident ified generally accepted hospital policies and procedures which 

were detrimental to patients' response to illness, and which actually impede recovery. The 

experience of k i n g  hospitalized may, in some instances, actually interfere with the 

individual's ability to adapt appropriately to the needed changes. This is in part due to  the 

dependency role forced upon people by restrictive hospital regulations which control so 

many aspects of a patient's daily life. During hospital confinement, responsibility for diet, 

personal attire, and scheduling o f  the day's events are entirely the prerogative of the 

hospital staff. Patients give up their rights as well a s  privacy in the name of safety. Doors 

are kept open, semi-open gowns are cornrnonly used, and hospital personnel peer in 

uninvited and given instructions which are designated as orders, not requests. 

Nurses have observed that hospitalized pregnant women have difficulty to adapt to 

their at-risk situations (Merkatz, 1976; Rosen,1975), and that the stress of these wornen 



and their families increased with the duration of hospitaiization (Kirk, 1989; Kramer et al., 

1986; Mercer at al., 1987; Merkatz, 1976; Murphy & Robbins, 1993; White & Ritchie, 

1984), or with bedrest (Maloni, 1993; Maloni, 1996; Maloni, Chance, Zhang, Cohen, 

Betts & Gange, 1993). Hospitalization is not usually anticipated as an intercurrent event in 

the normal physiologie process of pregnancy (Merkatz, 1978); women experience various 

emotions such as hostility, anger and depression (Dore & Davies, 1979; Gyves, 1985; 

Loos & Julius, 1989; Williams, I986), and confùsion since they do not feel sick (Murphy 

& Robbins, 1993). Others are afraid of king in the hospital since this setting is ofien 

associated with illness and death, and depersonalized care (Murphy & Robbins, 1993). 

The male panner may express feelings such as fear, vulnerability, and anxiety (McCain & 

Deatrick, 1994). Women's stress and that of their farnily's are further arnpiified if bed rest 

should be required, if physical activities are restricted (Crowther & Chalmers, 1989)- and 

if hospitalization is prolonged (Murphy & Robbins, 1993). The male partner and other 

family members can feel lefi out in the hospital setting (Kemp & Page, 1986) and have 

sirnilar emotional reactions as the pregnant women (Murphy & Robbins. 1993). 

However, the hospital setting can reduce the stress of certain wornen, their partners 

and their families since they feel that the pregnant woman is receiving attention From the 

health care team (Gyves, 1985: Williams, 1986). It appears that the continurd presence of 

health care workers and direct access to services and to fetal well-king evaluation reduce 

the anxiety associated with the situation. Johnson and Murphy (1986) mention that the 

couple's active participation in the care and in the decision-making process supports their 

adaptation to hospitalization. Hospitalized women can develop their own support 

amongst ihemselves or through organized group support, resulthg in the creation of their 

very own subculture (Dore & Davies, 1979; Murphy & Robbins, 1993; Snyder, 1984; 

Williams, 1986). Other wornen consider the hospital as a refuge especiaiiy if they are 

having multiple persona1 problems (Murphy & Robbins, 1993). 



2.2 FIRST ARTICLE: STRESS MANAGEMENT 

This section presents the fnst of three articles at the heart of this thesis. The 

candidate of this thesis was invited by Dr. Sharron Smith Humenick, Professor and Chair 

of the Materna1 Child Nursing Department of Virginia Commonwealth University 

(Richmond. Virginia), to write a chapter on stress management for the second edition of 

Childbirth Education: Practice, Research and Theorv (Edited by F. Nichols and S . S .  

Humenick, PhiladeIphia: W.B. Saiinders, 2 0 ,  pp. 50 1-524). The candidate was chosen 

for the following reasons: 1)  her research project focusing on couples' stress associated 

with at-risk pregnancy and antenatal hospitalization, 2) her knowledge base regarding the 

transition to parenthood, 3) her clinical expertise in perinatal education, and 4) her 

numerous publications in perinatal education. The objectives in wnting this chapter were: 

1) to review the Iiterature on stress in relation to the transition to parenthood, both normal 

and at risk, 2) to describe the perinatal educator's experiential knowledge base, 3) 

implications for practice including the perinatal educator's roles, teaching objectives and 

the teaching approach, 4) teaching strategies including individual, farniiy and aIternative 

stress management, and 5 )  implication for research in perinatal education. The candidate 

received an honor certificate fiom Lamaze InternationaI for her contribution to the field of 

childbirth education and for recognition and contribution as an author to Childbirth 

Education: Practice. Research and Theory. See Appendix 9 for the certificate. 
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502 Section 4 Pmrnoting Wellness 

The transition from pregnancy through parenthood 
is filied with many physical and psychological 
changes for the pregnant wornan, her parmer. their 
relationship, and the other members of the social 
nenvork Such changes c m  produce anxiety and 
stress because roles, communication patterns, and 
activities of daily living musc be redefined and 
renegotiated. if complications should arise in rela- 
tion to the transition to parenthood, the stress 
experienced by each family member is increased. 
The farnily's suess level may be further increased 
if hospitalization is required for the pre, m a n t  
wornan or the new baby. 

Pennatal education classes are the ided place 
for pregnant women and their significant others to 
begin to understand stress in association with the 
transition to parenthood and to deve!op coping 
strategies for their situation. 

THE PERINATAL EDUCATOR'S 
UPERlENTlAL KNOWLEDGE 
BASE 

ï h e  transition through pregnancy and into parent- 
hood is the essence of the work of the perinatal 
educator. More than most family stage transitions, 
this transition is fraught with the potential for 
physical and psychological upheavals for  the 
woman and the mernbers of her social nerwork, 
including her partner, hcr other children, the 
grandparents, and friends. A characteristic of even 
the srnoothest transition in pregnancy and early 
parenthood is its accornpanying stress (Cowan. 
1991; Saunders & Robins, 1987) because many 
changes are involved with roles, farnity stnicnire. 
communication, and activities of daily living. 
Many perinatal educators are thernselves parents 
and have first-hand knowledge of this transition 
and the related stressors. This personal knowledge 
rnay hinder the teaching process just as it can 
facilitate it. 

The perinatal educator must be aware of her or 
his penonal experience with these transitions and 
its impact on perinatal education practice. Some 
level of psychological work musc be done by 
the perinatal educator to accept and integrate the 
persona1 experience of the transition through preg- 
nancy and early parenthood, while developing an 
objectivity in order to make the perinatal educa- 
tion classes beneficial for those attending them. 
The perinatal educator can selectively use her or 
his personal experience to enhance teaching, but 
it should always be done with the participants' 
needs in mind. The classes can be therapeutic for 

the perinatal educator if she or he should need 
healing from the experience of pregnancy, birth- 
hg, or parenting. but the educator should tzke 
care to refrain from using the class as a sounding 
board for personal unresolved issues. In contrat, 
attending to the needs of othen and listening to 
the participants' scories of birth or parenthood can 
internay queii some previous negative aspects or 
emotions associated witb the perinatal educator's 
penonal experiences. 

Another experiential aspect the perinatal educa- 
tor should work to become aware of is her or his 
personal coping with stress. This has the potential 
to influence the perinatal class both directiy 
through comments and reflections and indirectly 
through body language. The perinatal educator 
should ask herself the questions about the experi- 
ence of stress shown in Box 261.  

ï h e  perinatal educator has the pocential to in- 
crease her or his sensitivity to the suess process 
and the transitions through pregnancy and early 
parenthood after answering these questions and 
analyzins the data. This may be a solitary activity, 
or it rnay be an activity for a group of educators. 
Consequently, the educator's sensitivity to expec- 
tant and actual parents' stress responses can be 
greatly enhanced by persona1 knowledge and can 
be used positively to bccome an effective profes- 
sional tooI in helpin; parents cope tvith theu situa- 
tions. The educator can further increase his or her 

How do 1 define stress? 
How do I know when I orn stresseci? 
HOW do 1 cope when 1 am strcssed or dealing with 
a ~ e s s f i l  situation? 
What m e g i e s  do I use thot are the mas helpfil 
for my coping with o rvessful situation? The least 
helpfil? 
How daes my own famiiy deal with s t e ~ ?  
How do I influence my famiiy? 
How does my fomrdy influence me? 
What ws the most ztrrssful about zhe cxpeience 
of becaming a parent? The leost * I f  What ! 

h e e d  mon. M o t  hcEped leaS7 ! 
HOW darr my readon CO mess influence my t e a h  ; 
ing ofperinatal educotion dosses? . : 4 

HOW d o a  my persona1 uperience with ~ E P ~ G  4 
birthing, and pannting and its occomponying .i 

inpuence my teoching? 
HOW do I rra@ fnr a h  hlgh-rnk 
and d e r i ,  and pamting? 
How do / -$ fed o h v r  t ~ i h u i p  
t u ?  

- * . - 
t.7 
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effectiveness by studying the details of the stress 
. process, its stressors and its mediators, and its 

relationship with the transitions through preg- 
nancy, labor, birth. and parenting. Content based 
on knowledge of suess management and the vari- 
ous coping strategies can be included in the 
classes, thus attending to this particular need on 
behalf of the participants. The perinatal educator 
is not only partaking of information but is also 
contributing to the participants' successful prepa- 
ration and adaptation to these transitions. 

REVlEW OF THE LITERATURE 

The Stress Process 

GWERAL BACKGROUND 

Stress cornes from the French word détresse, 
which means "placed under narrowness or open- 
ness" (Mack, 1995, p. 91). Suess may be of 
two types: positive, which produces feelings of 
satisfaction and happiness, or negative, which can 
contribute to illness or  fatigue. 

Hans Selye (1993) studied the stress concept 
throughout his career and dsfined stress as "the 
nonspecific threat result of any dcmand upon the 
body, be the effect mental or somatic" (p. 7). A 
variety of dissimilar situations have the potential 
to produce stress, yet "no single factor can. in 
itself, be pinpointed as the cause of the reaction 
as such" (Selye, 1993, p. 7). Certain biochemical 
changes occur when stress is present. and these 
objective indices of suess form the base of the 
General Adaptation Syndrome (GAS) or the Bio- 
logic Stress Syndrome (Selye, 1936). 

The three stages of GAS are alann, resistance, 
and exhaustion. "The alarrn phase provokes an 
initial quick response including lowered blood 
pressure and tachycardia. This prepares the body 
for a fight or flight response to continued stress. 
There is increasing production of adrenocortico- 
trophic hormones, with raised blood pressure and 
hem rate. If this is prolonged to the point where 
the adaptation required is too great, the body be- 
cornes increasingly vulnerable and exhaustion fol- 
lows" (Mack, 1995, p. 92). The body cannot re- 
main in a heightened state of arousal. The  
sympathetic nervous system becomes activated 
with vasoconstriction of -blood vessels, increased 
bbod pressure, increased heart rate, and increased 
secretion of adrenaline. The immune system be- 
cornes suppressed, and the increased production 
of cortisoI increases the level of cholesterol and 
other lipids in the blood (Stein & Miller, 1993). 
*~erosclerosis may then develop due to the in- 
=reased presence of choIestero1. Prolonged excess 

stress h a  consequcnces on the body such as Ut- 
creased hem disease, stroke. digestive tract com- 
plications, migaines, ulcers, and infections (Brez- 
nia & Goldberger, 1993). (See Fig. 26-1 for the 
principal pathways of the stress response). 

The situations that trigger the stress response 
or the agents that cause the conditions of stress 
are c d e d  stressors (8omar. 1989; Lowery, 1957; 
Nichols & Zwelling, 1997). Stressors may be 
physicai, such as heat, exenion, cold, trauma, and 
infection, or psychological, such as feu, anxiety. 
and disappointment (McEwen, 1993). Stressors 
may aiso be classified as outside or insidc the 
person. Examples of external stressors include 
poverty and poor housing, as well as cenain life 
events. "Interna1 suess results from Our perception 
of a siniation. If something is perceived as threat- 
ening. we activate the fight/flight response" 
(Mack. 1993, p. 91). Factors that alter response 
to strsss are called mediators (Fis. 2 6 2 ) .  ï h e  
responses to stressors vary, and individual physio- 
logic and behavioral differences exist (McEwen, 
1993). Genetics, developmental factors, expen- 
ence. and social context can influence a person's 
interpretation and response to a suessor (Lowe% 
1987). Sorne individuais appear to be more resil- 
isnt and to cops better with stress; others are more 
\ulnèrable to it. 

Feuerstein, Labbé and Kuczrnierczyk (1956) 
emphasize the following aspects of stress and 
stressors: 

1. Positive events often require as much adapta- 
tion as negative events. 

2. An apparently negative event rnay not be 
necessarily considered as a suessor to some indi- 
viduaIs. 

3. Positive expsriences may trigger the same 
biochemicai changes as negative evenrs. 

4. h'ot al1 potentially stressful stimuli evoke a 
suess response in al1 individuals. 

5.  It cannot be assumed that exposure to a 
stimulus will result in a suess response in al1 
individuals obse~ed .  

Penons usually recognize change in feelings, 
behavior, and mood when they are stressed. Mack 
(1995) produced the list of physicai. emotional, 
and mental symptoms related to smss shown in 
Box 26-2. 

SOCIAL AND FAMILY STRESS 

Stresson at the social and family levels have re- 
ceived rnuch attention in the last 20 years @oh- 
erty & Campbell, 1988; Pearlin. 1989; Wong, 
1993). "Socid suess results from the actual or 
perceived threats in one's social environment, such 
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AGENT 

FIGURE 261. Rinciple pathways of sucss mponse. (From Goldbetger, L Brunia. S. (1993). H d o o k  of s:ms: 7koericai 
and clinical uspcctr (p. 12). New York Ttie Frce Press.) 

as relationships at work. conflicts at school. or "pressure or tension in the faMly system. is a 
interactions within society" (Bomar. 1989. p. disturbance in the steady state of the fa mil^" 
104)- Certain life events affect the family directly (Boss, 1988. p. 12). 
and indirectly (Boss, 1987) and could result in Boss (1988)  has classified family stressor 
family stress. Family stress has been defined as  events as follows: 
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Mediators of Stress 

One day at a time 

ProfessionaIs 

ManHestations of Stress 

- Relationship with 
Concem re: 

Relationship with 
Loneliness 

Physical side effects 
Role reversal Altered sleep-wake 

FIGURE 26-2. blcdixon of nrcss (From Lupton. A. Heman. hl. Ashcroft T. [1997]. Bcd rcst from rhc perspective of rhc hi&- 
risk ptcgnmc womrin. lolirnnI of 0bs:zrric. G~necoIogic. c d  A'eonaral hitrsing. Z6[4f. 426.) 

Normnl der.elopmenrït!: predictable, p u t  of 
everyday life such as birth and death 
Une.rpecied/non-normnrire: result of some 
unique situation, such as na~ural disasters 
Ambiguotis: unclear facc about the event, 
such as a family member bting diagnosed as 
dying but with uncertain timing 
Nonnmbiguous: clear fric&, such as the pre- 
dictable outcome of a humcane 
Voliriona!: events a family controls and 
makes happen, such as a wanted divorce 
Chronic: events penisting over a long period 
of time, such as a parent coping with a handi- 
capped child 
Aciite: npidly occurring events that last a 
shon time, such as the hospitalization of a 
pregnant woman 
Isolared: single event that disturbs the family, 
such as a teenager being mested 

A cornprehensive analysis of famil y stressors 
onsists of 10 characteristics (Danielson, h m d -  
Bissell, & Winstead-Fry, 1993; Lipman-Bhmen, 
1975; Box 2631. 

- .- 
The accumuIation of multiple life stress evenü 

u e  predictive of the family's level of stress. its 
subsequent vulnerability to crisis, or i ü  abiliry to 

recover from a particular crisis (Boss, 1988). The 
family may experience stress because it is at- 
tempting to adjust, reorganize, consolidate, adapt, 
and establish new patterns of behaviors (Bornar, 
1989). Stress always precedes a family crisis. but 
farnily stress does not always lead to crisis. "A 
farnily crisis is a) a disturbance in the equilibrium 
that is so ovenvhelming, b) a pressure that is so 
severe, or c) a change that is so acute that the 
farnily system is blocked, immobilized, and inca- 
pacitated" (Boss, 1988, p. 49). Boss (1988) lists 
the following four indicators of a family in a 
crisis: (1) farnily mernben are no longer able to 
perform their d e s  and tasks; (2) they cannot 
make decisions and solve problems; (3) they can- 
not take care of each other in the usual way; and 
(4) there is a shift from farnily to individual sur- 
vival. (See Table 2G1  for the differences between 
stress and a crisis.) 

Pearlin (1989) introduces the concepts of pri- 
mary and secondary stresson because stresson 
"experienced by one individual often becorne 
problems for others who share the same roIe sets" 
(p. 247). "Prirnary stresson are those which are 
likely to occur k t  in people's experience . . . 
secondary stressors come about as a consequence 
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Physical mess  syrnproms: 
tense muscles 
dry mouth 
nausea 
palpitauons 
dizziness 
sweaty hands 
diarrhea 

ErnouonaI svess symptoms: 
anx iev  
irr iabi l icy 
feeling depressed 
feeling insecure 
crying 
guilt feelings 

Mental s u e s  symptoms: 
d i f i c u l v  making decisions 
difficuky concenuating 
memory  lapse 
feeling under pressure 

Behavior changes: 
increased smoking o r  drinking 
appetiie changes 
sleep pattern changes 

Mack S. ( 1  995). Complernenrarf cherapics for the relief of s u c s ~  I n  O. 
Tinn & S. b c k  (Eds.). Complemtntory rhcmpks fir prcgnancy und 
diJÇEuth (p. 93). London: Bailliire TinBlL 

of the primary stressors" (p. 248). An exarnple 
might be loss of self-esteern following a difficult. 
unsupponed Iabor. Secondary suessors may pro- 
duce more intense stress than the pnmary ones 

Ongk of stressoc outside or inside the famiiy 
Extent of the stressor5 impcct on al1 the famify 
or ~ n l y  a few 
Severity of the stressor: mild or seven 
Dumtion of the s t n s ~ o c  short- or long-tem 
Omet of the stressoc sudden or gmdual 
Conml of the stressoc manageable or unmanage 
able 
Cause of the messoc n m m l  mamade, or un- 
known 
Predictability of the messor: prcdictoble or hncer- 
tain 
Resou~e demands of the stressoc greut or small 
Stigma of the stressoc g m  or sman 

because they tend to last longer. hiediators such 
as coping resources and social support may buffer 
the effects of the srress response (Lowery, 1987). 
Changins an individual's o r  a family's perception 
may be sufficient to promote recovery from a 
stress event (Boss. 1987). Burr and Klein (1993) 
have proposed a conceptual framework of farnily 
coping strategies for family stress (Table 26-2). 

C u m  (1985) has noted that stressed farnilies 
who are chronically in a state of high arousal 
report the characteristics shown in Box 26-4. 
Once a crisis occun, the following rnay occur if 
a f m d y  does not recover from the crisis: (1) the 
family may fa11 apart and not get back together; 
(2) a family rnernber rnay die or withdraw physi- 
caI1y or psychologically into alcohol or dnigs; and 
(3) there may be physical distance and lack of 
communication (Boss. 1988). A farnily is aided to 
corne out of its crisis if the event has changed and 
is no l o n p  threatening; if a sense of optimisrn 
and hops returns; if the family resumes its activi- 
ties. tasks. and roIes; if farnily functioning is back 
to normal or at a higher level; and if the family 
fecls thx the event has broughc its memben closer. 
together u.ith a greater sense of farnily commit- 
ment. Some families appear chronically suessed 
because thzy derive energy from a chaotic way of 
life. Although the members state chat thep are 
stressed. they are continualiy on the move from 
one major event to another. Such a family unit 
ma? be we1l or~anized, and knows how to con- 
seme its energy for tasks and activities (Boss, 
198s). Thus, the family functions well, althou_oh 
the stress rnay take a toll on the health of individ- 
uaI rnembers. 

Some family theorists (Boss, 1988; Lazanis, 
1993) explain the appraisal of the stress event 
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VARIABLE STRESS CRISE 

Dtdnition Sute of disrurbtd equilibnurn Point of acult dixquilibnum 
Time Long-tcrm S hort-term 

Connnuom wirh low or high lcveh Caregorical, k i n g  p m n t  or absent 
independent of crisis Depccident on sarss 

Coping Maintains cquiiibriurn Not effective 
Family fuactioning Continues nith adjusmcots Immobilized by adjuments 

being the rnost important variable in the assess- 
ment of individual and family stress. "An ap- 
praisal consists of six key decisional components, 
three primary and three secondary (not to be con- 
fused with primary and s e c o n d q  suesson). The 
primary appraisal cornponents have to do with the 

HIGHLY 
ABSTRACT MODERATELY ABSTRACT 
STRATECIES STRATECIES 

Cognitive Be acceptin_e of the situation and 
ochers 

Gain uselu1 knowlcdge 
Change how the situation is 

viewed or dcfined 
Express feelings and affection 
Avoid or rcsolve ncgdve feciings 

md d i b i i n g  expressions of 
cmo tion 

Be sensiiive io other's ernotionai 
necds 

Inmase cohesioo (togctixmtss) 
h m v c  ad3pubiIity 
DcveIop incrcased nust 
Increve coopetation 
Incrcase tolerance of each ocher 

Communic;rtion Be open and honat 
Lisen to each othcr 
Be sensitive m nonverbal 

communication 
Co~munity Seek help and nippon from othm 

Fulfiii txpcctations in 
orguiizations 

Spiriruai Be morc involvai in rdigiou 
activitics 

Incrtue faith or xek help from 
God 

hdividud Dtvelop autonomy. independence, 
dcvclopment and self-suffieiency 

Keep active in hobbies 

Fmm Burr. W. k Klein S. (1991)- R e t m f i g  f a y ~  srmm @ a  

133). fhouund Olkr. Cd.: Sage Ribtiarïons. kpnillcd by ?-sion 
Of Sage Pubticatiot~. Lu. 

motivational aspects of an encounter. ..the second- 
ary appnisal components have to do with options 
for coping with expectations about what will hap- 
pen" (Lazarus, 1993, pp. 27-28) (Componencs of 
appraisal are listed in Table 26-3.) 

The Perinatal Family 

STRESS AND PREGNANCY 

Transitions are periods of adjustment between 
stases of the farnily life cycle. They are usually 
characterized as suessful because many aspects of 
frimily Iife are subject to change. New roles are 
learned, daiIy tasks are renegotiated, and commu- 
nication patterns are re-established (Roth. 1989). 
Consequently, life transitions rnay trigger, in the 
individurtls or the family unit, or both, suesses 
leading to biologic changes, hormonal function 
shifts, and immune systtm vulnerability (Cowan, 
1991; Dura & Kiecolt. 1991; Mauksch. 1974). 
Families Vary, however. in theü susceptibility to 
stress, their ability to use coping mechanisms suc- 
cessfully. and the2 total response to suessful situa- 
tions (Mauksch, 1974). 

Pregnancy is frequently a time of marked emo- 
tiond upheaval (Merkatz, 1978) and of complex 
interrelated changes in  physiologie equilibriurn 
and interpersonal associations with spouse, par- 
ents, and friends (Lederman, 1990; Murphy & 
Robbins, 1993; Peterson & Petenon, 1993). These 
changes may significantly disrupt the family unit 
and its usual patterns of activity, role interactions, 
and communication process (Curry, 1990). The 
pregnant woman and her farnily musc restructure 
themselves and readjust their goals and functions 
(Peterson, 199 1). These psychological adaptations 
are characterized by sorne degree of stress (Avant, 
1988), often producing a state of disequilibrim 
for the entire farnily, which must rnaster develop- 
mental tasks in order to function and grow (Sher- 
wen, 1987). The family may be further affected by 
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PRIMAKY APPRAISAL COMPONENTS SECONDARY APPRAlSAL COMPONENTS 
- - - - - - - - - - 

Goal rc l~ance is cancmed with wbat is at mice. if 
nochhg is at stake, Lhere is no emoaoa; if somethiag is 
at smke. Ibc ernotion's intcnsicy &pends on the 
importance of the god 

Goal congruencc or incongruence is cbnccrned with 
whethcr an encountcr is considcd Ihcutening or 
k a e f i d  to personal go& (chrcattning = ntgativc 
emotion; bcneficid = positive crnotion) 

Gpc ofego invo2vmnr.- Emotions t y p i d y  engage one 
of six eg~identity fxcu-scWsocid arcca m o d  
vdues. ego ide&. rncsnings and idcas. pesons and 
their weii-king. and lifc go& 

- --- - 

Blomc d c d i f  depend on who is rcspoasible for the 
h m  or bcnefit and wbcchcr k i r  actions codd have 
coatrollcd hem 

Coping potmal is the way a person-environment 
relationship can be inRueaccd for bcncr or a-one 

Future apecratio~&ges in the person-environment 
rclationship c m  k favorable or uafavomblc 

stress from negative life events such as pregnancy 
complications (Norbeck &: Tilden, 1983; 
SmiIkstein, Helsper-Lucas, Ashworth. Mon- 
tano, & Pagel, 1984; Tilden. 1983). For exarnple, 
poor family functioning has been associated with 
outcornes such as lower infant birthweight (Gen- 
naro, Brooten, Roncoli & Kurnar, 1993; Ramsey. 
Abel1 & Baker. 1986). and poor marital relation- 
ships have been associated with preterm binhs 
(Richardson, 1987). 

With high-risk pregnancy, stress also increases 
(Kemp & Hatmaker, 1989; Oakley, Rajan, & 
Grant, 1990; Wadhwa, Dunkel-Schetter, Chicz- 
DeMet, Pono, & Sandman, 1996). and if antenatal 
hospitalization is required, the stress is further 
aggravated (hlercer, 1990). According to Penticuff 
(1952). 20% to 25% of pregnancies are Iabeled as 
high risk, meaning that either the health of the 
woman or that of her fetus, or both, is threatened. 
The pregnant woman's ability to adjust and adapt 
to such a situation may be jeopardized by the 
excessive level of stress (Rosen, 1975). She must 
modify the developrnental tasks of normal preg- 
nancy by adding high-risk ones: She must accept 
herself as a high-risk mother, she must accept 
uncertain outcome by asking herself if the preg- 
nancy will remain viable, and she musc adapt to 
the possibility of a less-than-perfect outcome by 
acceptinp the pregnancy as it is (Nichols & Zwel- 
Ling, 1997). 

In an atternpt to evduate the impact of hospital- 
ization on the farnily, clhical observ~tions and 
studies (Curry & Snell, 1985; Merkatz, 1978) have 
addressed the concerns and nee& of hospitaIized 
pregnant women. As a group, the expectant moth- 
e n  state that separation from home and the family 
is their major concern (Curry & Snell, 1985; 
Jones, 1986; Kirk, 1989; White & Ritchie, 1983). 
Their other concerns are related to the separation 

from their children at home, the dismption of the 
mothering role. and the fulfillment of the chil- 
dren's needs. These women also experience al- 
tered body image, so they have greater difficulty 
assimilating and accornmodatin~ to the body 
changes of pregnancy. which leads to psycho- 
emotional vulnerability with a porential to disrupt 
bonding with the fetus (Richardson, 1996). (See 
Box 26-5 for the psychologicsl assessrnent of 
high-risk pregnancy.) 

The other members of the family are also af- 
fected by the high-risk pregnancy and the antena- 
ta1 hospitalization (Galloway. 1976; Mercer, Fer- 
ketich, May. & DeJoseph. 1987). Owinz to the 
foregoing circumstances, the roles of couples have 
to be reassigned and status positions modified. 
Tasks normally assumed by the women may need 
to be ternporarily attended to by their partners, 
who subsequently rnay experience difficulty ful- 
filling theu additional roles or performing the ad- 
ditional chores. Furthemore. for those hospital- 
ized, sharing accommodation with other women 
and the lack of privacy within the hospital setting 
m3y funher contribute to the stresses experienced 
by the couple. The conjugal communication pat- 
tern and marital functioning could be jeopardized 
during this period of increased dependency be- 
tween the partnen. In sumary ,  the entire realrn 
of famiIy functioning faces disequilibrium during 
antenatal hospitalization (Kemp & Page, 1986; 
White & Ritchie, 1984; Williams, 1986). The 
added stresses are similar when a woman is as- 
signed to bedrest whether she is in the hospital or 
at home. Many of these women do not get to 
attend childbirth cIasses. They have rnany ques- 
tions related to preterm birth and caring for a 
preterm infant. Thus, the childbirth educator rnay 
need to provide childbirth education to these 
women on an individual basis. See Box 2 6 5  for 



a list that will assist women and their care provid- 
ers in definhg specificdy what is meant when 
bed rest is ordered for the pregnant wornan. 

O d y  one study was found that snidied the 
long-term effects of anteparmm stress on farnily 
functioning and health (Merkatz, Ferketich, 
May, & DeJoseph. 1987). In that snidy, famiIy 
funct io~ng was measured using the 21-item Fee- 
tham Family Functioning instrument, which mea- 
sures how things are as opposed to how they 
should be with a resulting discrepancy (Fee- 
tham & Humenick, 1982). ï h e  women and their 

parmen in the high-risk group reported less opti- 
mal farnily functioning than did the couples in the 
low-risk pregnancy group. Both parmen in the 
high-risk situation repomd sirnilar levels of farn- 
ily functioning, whereas the women in the low- 
risk situation reported si_onificantly higher discrep- 
ant family functioning than did their partners. 
Other findings from the same scudy similarly sug- 
gested that the pregnancy nsk situation and the 
antenatal stress of hospitaiization had long-term 
effects on the health s ta tu  of the couples, even 
when it was measured at 8 months postpartum 

Heaith Perception-Health 
Management Pattern 

What choices in p u r  binh plan have been lim- 
ited, such as mendance at chi1dbirr)i educotian 
classes, type of dehery. need far anesthesia, 
or ocher medical interventions, because of the 
development of a high-risk condition? 

Do you feel your convol has been affecte& 

Nutritional-Metabolic Pattern 

What dietary changes need to be mode because of 
your high-risk condition? 

Why do you need to make these dietary changes? 

Elimination Pattern 

What kinds of efimination changes, if wy. have 
developed because of your high-risk conditibn or 
treatment? 

Activity-Exercise Pattern 

M a t  actMty changes have been necessary because 
of your high-risk condition? 

Why do you need to make these occivity changes? 
What does bed rest or h i t e d  octjvity, if ordered, 

mean to you and your family? 

Sleep-Rest Pattern 

How do you fie! afier sleeping or resting at night? 
Does this high-fisk condition affect your normal sleep 

ing pmem? lf so, how? 

Cognitive-Perceptual Pattern 

Grplain your understanding of the high-risk condiVon, 
propased plan of trearment and passible effectr 
on se4 fetrn. and neonutc 

Self-Perception Jelf-Concept  Pattern 

Mat does this highrisk condition, mean tq you and 
p u r  famify? 

Are you or your famib uperienong any guik feek 
ings? 

Is anyone upset ut you or blaming you for this hïgk 
ris& condition? 

How do you fed R has affected your self~onfi- 
dence, materna! mk, und occeptance of the 
pregnancy? 

Role-Relationship Pattern 

What are the fomily stresson? 
Who hes in the home? 
How has this high-risk condition affected your 

home, work. and other responsibikies? 
How can the nunc help you and your family pian 

needed restructuring of d e s  and actinties? 
What are your financial concerns because of this 

high-risk condition? 

Sexuality-Reproductive Pattern 

How does the modified or restriaed sexual activity 
afea you and your significant other? 

Coping-Stress Tolerance Pattern 

What are you mon worried or fiarful about? 
Identifi stressors that are offdng you and p u r  

famify because of this higb-risk condiion. 
How is this hospitatiracion affecting p u r  /ife? 
How supportive is the baby's f i e r  and your famiîy 

and f-iends? 
What coping techniques have been effective for 

you in tiie pan7 
M a t  referml seMces e u f d  be helpfuI? 

. - 
Value-BeIief Pattern 

Which values, if any, are being afected or theut- 
cned by this higbrisk condition? 
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The cerrn bed rest is a h i l i a r  one CO mothen experienàng high-risk pregnancies, but they are oken confused 
abom the exact. parameters of their limitations. Vanabiliues depend an each mother, the excenc of her 
complicauons and even on the physician himself. This charr has been developed in an anempc to help mochers 
and their doaars rnorualfy define needs in specific siniauons. Since   ri ables change during each individual 
pregnancy. you may wish to make several copies of this chart ro be compleced a t  mrious sages o f  p u r  
p regnan cfi 

Date - 
What Can 1 Do Right Now? 

1. Ac* Level 
Maintain a n o m d  actMcy level - 
Sfighdy deueose acMy level - 
Great& deoease acrivjty lwel - 

2. Working Ovtzide the Home 
Maintain my fiktime job 
Work part-tirne (how many hours?) - 
Work in rny home (how mony hours?) - 
Stop work completeiy - 

Why: 
3. Working lnside the Home 

Continue doing al1 housework - 
Decrease housework including: 
Heavy 1-g (loundry, moving furniture, etc.) - 
Preparing meols (standing on feet for a 

pmlonged period of time) - 
Vigomus scnrbbing 

w 
4. Child Cure 

Core for other children as usuul - 
No T i n g  children - 
Hove onother coretoker wach an 

o d e  toddler 
Have permanent caretoker for children - 

wh;c 
5. Mobility 

Continue normal rnobiliry - 
Limir mobility (sit down fiequendy) - 
Lie d o m  eoch doy (how many houn?) - 

- - -  

- - Rcdine-off day fpropped up) - 
Lie down.ffat OU day (on ride) 
May wolk stain (how many times a day?) - 
Stairs forbidden 
Takc o shaverlwosh huir - 
Eut lying d o m ?  Sining up? Sirting at table? - 
MF 

6. Driving 
May drive O cor - 
May be a possengcr in a car (fiequenq) - 
May not ride in o cor, orccpt ta doctor - 

My: 
7. 8urhroam Prm7eges 

May use lwthroom normally - 
Should artively avoid corn'pation - 
May not use butbmom (use bedpon) 

Why: 
8. Sexud Relations 

May continue normal sutual rddons - 

Should Gmit relmktns (maxhum times 
a rnonth?) 

Should m i d  stxual in tercount 
Should cmid al1 types of relations which 

szimulute fernate orgasm - 
Should abscain fmm surual relations - 

Why: 
9. Maintenance of Pregnancy 

Sbould monitor fetai advity - houn 
eoch dcy hy band, counting movements - 

Should drink wine each day 
( M e n ?  How much?) - 

Should srop smoking ogoreucs - 
Should absain fmm akohol 
Should Iimit cigarette smoking 

(no. per doy?) - 
Should rnonitor @tus by uterine home 

monitoring ~errnguord) - 
Should t a k  (dm& 
- times duiiy, dosage- 

Reason: 
Should t a k  (dm@ 
- times daily. dosoge- 

Reason: 
Should fof!aw these dietary rules: 
Plenri of Protein, vegetobles. fniitr, calcium, 

olher: 
Avoid: Gcess sok u c e s  fm, junk food. 

spicy foads, ochec 
Appmximme number of calories Q doyr - 

What Might I Expect in the Future? 

1. Decnase in a- levef - 
2. Limitation m work - 

Stop working completdy 
3. Oecreose housework - 
4. Nted for childmn helper - 
5. Need to d n c  in bed - 

Need to gay in bed (total bedrcn) - 
6. tmit drmng - 

Stop driving - 
7. tirnit sexual relations - 

Abstain fmm soruol relations - 
8. Need to s#-monitor Ftal - 
9. Need ta use uterine home monitoring 

f lmguard) monizor - 
IO. Need to toke labor-inhibiting d ~ g s  - 
1 I .  Need CO h m  a c e r n a  st iuh put in - 
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12. Need to stay in hospiral for some 
period of time 

13. Need t o  have amniocentesis - 
14. Need t o  have sonogramslul~ounds - 
15. Need to wsir OWGYN moce 

frequendy than n o 4  
16. Need to visk a high-risk specialist - 
17. Need t o  have alpha-fed protein 

levels done - 
18. Need CO have btood sugar screening - 
t 9. Need ro have a noristress test - 
20. Need to have a suesr test 

I f  Prob lems Arise and I Go into 
Premature Labor . . . 
1. When should 1 contact rny OBIGYN? 
2. Whee  will I be hospitafied? 
3. Where might 1 be tronsferred? 
4. Narne of OBiGïN crt o*er hospituf? 
5. Where would rny baby be hospitafized? 
6. Could my partner be present ut deriery? 
7. 1s there a possibih of a cesarean? 

Hospital Bed Rest 

I .  What pouo'on do 1 have to be in? - 
Tendelenburg (head lowered) - 
On side (lefi or right') 

2. Do f have to use a bedpan? 
3. Con 1 mach for things, or should 1 

ose o reacher? 
4. Personal hygiene - 

Con 1 t a k  o shower? - 

Can 1 take a h h ?  
Do 1 have to take o bed sponge bath? 
Can 1 get out of bed to wosh my hoir? 

5. M o b i r i  
Can 1 walk the halls? 
Con 1 wdlk in my room? 
Can I sic in the chair in my mom? 
Con 1 take a wbeeldiair to the lobby? 
Con 1 t a k  a wheelchair ta the nursery? - 
Con 1 t o k  a wbeelchair to hospitol 

suppan gmup meetings? ( I f  oppficoble) - 
6. Viitors 

When con my par tne  visR.7 
(If you do not have o partner:) Con 1 have 

anocher fnend or relative visit at the urnes 
partnen are nomaliy pemined to viskt - 

Who con visa7 M e n ?  
Con my children visit? When? 
How many people c m  visit ut a time? - 
if 1 orn odmiaed to the labor room, who can 

+ski 
Who can be present in the delivery room? 

7. Consoh 
If appmpriirte, may 1 sec 
o physical rhempin - 
on occupational therapist 
O neonatologist (about fetal developrnent 

andlor o typicol preemie) - 
a social worker 
an ophthalmologist 
a dermatologin - 

8. Other directions 

This  ch^^ WU dtreloped by Incensive Cring Unlimiced. a P!ulidelphiJSaurhern New jersey parenc supparr Croup. Copies m y  be made withour 
permission. Please address quesaons and commenu w: 
Lenenc Moses. ICU. 910 Benc tne .  Phiiadelphia. PA 19 1 18. 

Permission gruired by Lenene Moses. Intensive G r i n g  Unlimiced 

(Mercer et al., 1987). Thus, it is clear chat a high- 
risk pregnancy can increase the normal stresses of 
a pregnancy for both parents. 

STRESS AND THE INTRAPARTUM 

The completion of pregnancy with a normal binh 
requises the harmonious functioning of the follow- 
ing components (Brucker & ZweHing. 1997): 

1. Pqche: Psychosocial factors-intellectual 
and emotional processes of the pregnant wornan 
influenced by heredity and environment, including 
her feelings about pregnancy and motherhood 

2. Potvers: Labor primary forces-rnyornetriai 
forces of the contracting uterus 

3. Passengec Fetus-al1 the products of con- 
ception (fetus, placenta, cord, membranes, and 
amniotic fluid) 

4. Passage: Birth passage-the vagina, introi- 
tus. and bony pelvis 

If there is a disruption in any of the compo- 
nents, it c m  affect the othen and may cause 
dystocia (abnormal or difficult labor). Dystocia 
has the potentid to create a crisis for the birthing 
woman and her family, who may react by using 
unplanned coping mechanisms or may respond 
dysfunctionally. Thus, they may expenence stress, 
anxiecy, or fear, and these emotional States may 
furcher adversely affect the health of the laboring 
woman, that of ber fetus, or both (Bernat, Wool- 
dndge. Marecki, & SneI1, 1992). Typically, the 
perinatai family l o o k  forward to labor and birrh 
as a rite of passage because a healthy baby is the 
expected result. This expectation c m  be jeopard- 
ized if complications arise. The expectant father 



(Simkin, 1989) and other family members rnay 
react to the situation, thereby increasing the la- 
boring wornan's anrciety and stress (Berry. 1988; 
Tomlinson, Bryan, & Esau, 1996). 

The woman in labor has two major concerns: 
M U  her baby be born healthy. and wiil her labor 
be as anticipated? Her expectations for the Iabor 
and birth experience were initially developed dur- 
ing pregnancy in accordance with the develop- 
mental tasks of pregnancy (Lederman. 1990). 
They rnay have then been modified by her child- 
birth classes. A wornan's leveI of suess and anxi- 
eV, however, rnay increase during the intrapartum 
if she does not understand the technical equip- 
ment, the Ianguage being used by the health care 
tearn, or what is happening to her (Bobak et al., 
1989). Women ofren feel they have a task to 
do during labor and delivery, and must prepare 
themselves for it (Mackey, 1995). n i e y  need to 
have confidence in themselves for that task (Lowe, 
199 1). Physiologically, additional cathecholamines 
are released with increased fear. increasing physi- 
cal distress and disrupting myometrial function. 
Thus, "the anxiety, ferir. and pain experienced by 
the laboring wornan rnay produce a vicious cycle. 
resulting in increased fear and anxiety because of 
continued central pain perception" (Lederman, 
1990). 

Those women who reponed hriving difficulty 
with labor and delivery (Mackey, 1995) exhibited 
behaviors they perceived as undesirable such as 
moaning, groaning, complaining, gruntins, being 
nasty, shedding tears. being at risk for losing con- 
vol, and having problems breathing. pushing. and 
relaxin$. In the same study, those who perceived 
they had rnanaged poorly had screamed and 
yelled, and had felt they had bsen out of control. 
Women appeared to be satisfied with their binhing 
expenence if they felt they had been able to cope 
with it (Green, Coupland, & Kiuing,tr, 1990). 
Nursing behaviors such as making the woman 
feel cared about as an individual, givin,o praise. 
appearing cairn and confident. and assisting with 
breathing and relaxing helped the women to cope 
better with labor (Bryanton. Fraser-Lavey, & Sul- 
livan, 1994). Thus, the health care tearn's attitude 
and behavior can influence a woman's perfor- 
mance and her evaluation of her labor and delivery 
experience (Mackey & Stepans, 1993). 

How a wornan and her social network respond 
to complications during the intrapartum penod 
depends on the stage of labor, the degree of pain 
and fatigue, and the administration of analgesics 
or anesthesia. The emotional reactions rnay Vary 
from suess and anxiety to fear and denial. Copinp 
mechanisms rnay involve seeking more informa- 

tion about the threat to understand it better, or 
convenely, limiting the amount of information 
one is willing to receive, or expressing feelings of 
guilt or anger. Materna1 or fetal complications chat 
&se during the intraparmm rnay be ,gradua1 or 
sudden: The perinatal farnily rnay cope better with 
the situation when they have time to adjust to it 
gradually (Moore, 1997). 

Part of the psych~lo$cal adaptation to addi- 
tional stress. such as intrapartum complications, 
involves a senes of losses (Moore, 1997): 

Loss of normal labor experience-e.g., need 
for interventions such as extemal or intemal 
ferai monitoring, fetal distress, or  bed rest 
Loss of emotional control 
Loss of physical concroI-e.g., inability to 
push o r  use breathing or relaxation tech- 
niques, defecation, urination. or vomiting 
Loss of natural birth experience-e.g., pre- 
term birth or need for episiotomy. forceps, 
vacuum extraction, or cesarean birth 
Loss of shared experience-e.g.. absence of 
partner or significant other 
Loss of body irna,ae+.,o.. presence of cesar- 
ean scar 
Loss of real versus ideal+.g., invautenne 
fetal dernise 

The interpretation of any of the above-mtn- 
tioned losses by the perinatal family will be differ- 
ent from chat of the health care tcam. The health 
care team understands the different levels of risk 
and the margins of safety associated with the com- 
plications. "Parents and family usually do not 
have sufficient Irnowledge to rnake these distinc- 
tions.. . . ï h e  laboring woman is usudly con- 
cerned about the unborn.. . . The father['s] . . . 
concern is usually his pmner's well-being" (May, 
1992. pp. 4748). When the diagnosis involved 
preterm labor or fetal disuess, fathers were shown 
to fear more for their partnen' +an for fetuses' 
high-nsk condition. The fathers feared leaving the 
hospital done after the loss of a partner (Mercer 
et al., 1987). 

The perinatal family's stress is greatly in- 
creased under such circumstances because they 
typically have just enough energy to cope with 
what is happening. The health care professionals, 
however, musc be able to anticipate any changes 
in the matemal or fetal condition. This can lead 
the health care team to use the so-called stem 
trooper approach characterized as "rushed or ab- 
sent explmation of the situation to the woman and 
her family; no allowance for private discussion 
before a family decision is required or for any 
privacy of any sort; arbitrary and often unneccs- 
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sary separation of the father or suppon person 
from the mother without appropriate follow-up" 
(May, 1992, p.46). This approach rnay have sig- 
nificant negative consequences for the family long 
after the baby's birth. 

What happens to the f e u s  in the at-risk intra- 
pamim situation? Labor, even under normal cir- 
cumstances, is stressful for the fems but is irn- 
portant to prepare him or her for the transition 
fiom the uterine environment to the outside world 
(Lowe & Reiss, 1996). The f e u  relies on the 
presence of the fetal adrenal glands, which secrete 
catecholarnines in response to the stress. It appears 
that catechoIarnine levels are higher in babies bom 
vaginally than in those born by cesarean delivery 
(Copper & Goldenberg, 1990). "The production 
of catecholamines during stress is likely to benefit 
the fetus in that the resulting surge of homones 
prepares the newborn to survive outside the 
uterus" (Copper & Goldenberg, 1990, p. 225). 
The respiratory systern prepares for functioning. 
the newborn's metabolic rate is acceIerated. and 
blood flow is increased to the vital organs. 

One issue that appears to increase the stress of 
the perinatril family during the intrapartum period 
is pain. Most women can cope adequately with 
the pain of labor and delivery through the skilled 
application of certain techniques such as breath- 
ing. relaxation, and massage and by receiving sup- 
port from a partner, older children. a doula. or the 
health care tezm. However, for other women, the 
pain rnay be so great, the support team rnay be so 
weak, or both to the point that the woman ma): 
experience "extreme distress." The resulting 
stress c m  contribute to vasoconstriction and fetal 
hypoxia from increased muscular tension and met- 
abolic demands, leading to acidosis affecting fetal 
metabolic balance. A woman's sense of low self- 
esteern and her lack of confidence in her ability 
to maintain control of her physicai and emotional 
responses rnay increase her stress level (Lowe, 
1991). Medicd interventions rnay also increase 
the woman's perception of pain. if the delivery 
should be cesarean, additional stress is added to 
the situation, affecting the woman and her family 
(Fawcett, Tulman, & Spedden. 1993). 

STRESS AND THE POSTPARTUM 

in the postnatal period, most women expect to 
have some physical discornfort associated with the 
birth: perineal trauma such as tean, bruising and 
hernatornas. episiotomy, hernorrhoids, and an ab- 
dominal incision related to cesarean birth. Some 
women expenence greater discodort  than antici- 
pated. These women rnay feel anxiety and stress 

from not being able to rnove as they would like, 
not having more control over the2 bodies, and 
feeling a great desire to get back to their pre- 
pregnant condition. By initiating breastfeeding, 
another level of physicai discornfon rnay be expe- 
rienced, increasing her anxiety and stress. Learn- 
ing to breastfeed and al1 that it entails can be a 
challenge for any new mother, especially if she is 
a first-tirne mother. Additionally. her hormonal 
shifts rnay inff uencc her emotional state, which 
rnay be a mixture of feelings from joy and excite- 
ment about the baby's arrival to some "baby 
blues" or even to the beginning of posmatal de- 
pression (Mack, 1995). 

Furthemore, the reaction of the partner and the 
other family members to the baby's arrival can 
influence a new mother's emotional state. If the 
reaction is positive, a new rnother is more Wely 
to ease into her new role with support, and expen- 
ence satisfaction and happiness. On the other 
hand, if she shouId lack support or  if the baby is 
not being welcomed by the social network, her 
level of stress rnay be increased, which can affect 
her relationship with her baby and her anainment 
of the rnothering role (Mack, 1995). If the baby 
should be born with complications and should 
require tirne in the intensive care unit, the moth- 
er's a t tachent  to her baby rnay be delayed bz- 
cause her energy will be focused on the baby's 
weII-being (Harrison, 1997). 

If a fetd or neonatal death should be experi- 
enced, the new mother and her family will be 
grieving this loss (Aradine & Ferketich, 1990). 
Hosever, even in healthy outcomes, other types 
of loss rnay be experienced (Moore, 1997): red  
versus ideal neonate (nonpreferred gender or mi- 
nor anomalies); real venus ideai postparturn expe- 
rience, such w matemal complications or postpar- 
tum depression; of self-image (unanticipated labor 
experience); reai versus ideal breastfeeding (ne* 
nate unable to suckle); and lifestyle (disruption in 
daily living activities, such a s  sleep, sexuality, and 
intimacy). Any of these perceived Iosses have the 
potential to cause stress and anxiety. How the new 
mother and her family cope depend on the support 
they receive from the social network, community 
resources, aad the healdi care team. 

STRESS AND POSTPA RTUM FAMILY 
RELATIO NSHIPS 

The addition of a new family member can produce 
considerable stress and anxiety. Parenthood as a 
transition implies change in stanis that affects the 
family members and requires considerable role 
alteration (Roth, 1989). This initial parenting stage 
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of the farnily life cycle begins with the birth of 
the first baby and continues until the firstborn 
child is of school age (~herwen, 1987). The preg- 
nant woman and her partner begin the potentiaily 
challenging transition to parenthood. This and di 
subsequent stages of the farnily Iife cycle contain 
developmental tasks that must be accomplished so 
the family can grow and evolve. Family develop- 
mental tasks are "directed toward maintaining 
family well-being and continuation at any particu- 
lar period during that life cycle" (Sherwen, 1987. 
p. 18). According to Duvall (1977). a famiiy can 
achieve success or failure in meeting the associ- 
ated farnily life cycle stage tasks or growth re- 
sponsibilities. Theoretically, the tasks of each 
stage must be masrered in order for the family 
unit and its rnembers to proceed in a healchy 
rnanner to the next stage. DeveIopmental tasks 
associated with the childbearing family are Iisted 
in Box 26-7. 
To corne to the parenting role with good physi- 

caI and mental health. adults must have a broad 
range of persona1 and coping resources. Social 
support and communication both within the conju- 
gal relationship and within the family unit appear 
to be important in buffering some of the stress 
(Mercer, 1990). It appean that the arriva1 of the 
first child gready affects most adults in the transi- 
tion ro parenthood. The actual change from dyad 
to tnad is so abmpt that the parents rnay not be 
prepared for their new roles (Saunders & Robins, 
1987; Wallace & Gotlib, 1990). 

Once the baby has arrived, the couple must not 
only respond to the needs of their child but musc 
also rry to find the tirne and energy to respond to 

Arranging space for a child 
Finunchg chiidbearing and childrcaring 
Assuming mutua! responsibifi for child cure ond 
nurturing 
Faciiitating role learning of family memben (i.e, 
parental mle) 
Adjushg to changed communication patterns in the 
fomify ta accommodote a n e d o m  and young child 
Planning nluted to subsequmt childm 
Realigning intergenemtional patterns (7.e. ertoblrik 
ment of grundparent-gmnddiild subsystuns) 
Maintaining each fam~#y membefs motivarion and 
momle 
Estabhhing fami4 rituais and mutines . 

their individual needs. Consequently, the couple's 
relationship rnay be advenely affected and rnay 
not be considered a priority by the new parents 
(Wallace & Gotlib, 1990). However, the reverse 
rnay aiso be me: New parents rnay seek d a c e  in 
their refationship by sharing thoughts and feelings, 
providing mutual ernotional suppor~, organiting 
the social network, exploring the new parental 
role, maintainhg open comrnunication, and reaf- 
finning uieir love (Polomeno, 1997b). nie cou- 
ple's relationship can become a safe haven under 
such circumstakes, and each partner rnay find 
new energy to cope with the transition to parent- 
hood (S tm,  1993). The transition to parenthood 
rnay involve positive stress because the birth of a 
baby is often considered a happy event for the 
family unit. 

Tomlinson (1996) examined whether the transi- 
tion to parenthood results in marital disniption. A 
group containing 96 childbearing couples was 
tested 2 months before and 3 rnonths after the 
birth of their Fr3t child using an instrument mea- 
suring marital satisfaction. Fifty-four nonparent 
couples were tested over the sarne interval. Fe- 
males in the parent group showed the greatest 
decline in marital satisfaction because, they re- 
ported, marital partners frequently could not reach 
consensus on tasks, activities, goals, and values. 
In contrat, femaIes in the nonparent group experi- 
enced increased marital satisfaction. In spite of 
the opposing direction of the rneasured change, 
"these results do not provide support for transition 
to parenthood as a cnsis because at both pretest 
and posttest, new parents reported significantly 
higher marital satisfaction than did non-parent 
couples" (Tomlinson, 1996, p. 286). Thus, the 
decline in satisfaction for new mothers originsted 
frorn a higher Ievel and did not decline to a lower 
level than chat of the nonparent females. 

Do high levels of perinatal stress affect the 
establishment of the parent-child bond? Both pu- 
ents appear to develop an attachment to the unbm 
before the birth, and this bond is enhanced bY 
factors such as self-esteem, emotional balance* 
and satisfaction with the conjugal relationshi~ 
(Cranley, 1981). Kemp and Page (1987) s ~ d i e d  
the relations hip be trveen high-risk pregnancy a d  
rnaternal-fetal attachment in hkh-risk and low- 
*k pregnant womcn. 'Ihere wek no differenccs 
between the two groups for maternaMeta1 amch- . 

ment. in  the study by Mercer and collealues .$ 
(1987). high-nsk pregnancy and antenatal hos~!- -.# 
tdization did not influence feral anachment Nelei- ' 
ther did the other factors of self-estetm, de~m- 
sion, anxiety, or marital satisfaction. ln the .we 
smdy. pnnatd attachment did not appear to du- 
ence postpamim anachment "Thus, the CoNc 
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quences of a high-risk pregnancy and birth on the 
process of prenatal and postpamm attachment are 
as yet poorly understood . . ." (May, 1992, p. 45). 
In general, however, infant attachment appean 
relatively resilient to at least some IeveIs of peri- 
natal stress. 

ï h e  relationship between the new mother and 
the new father rnay be a source of stress. Each 
is trying to leam the parental role, develop an 
anachment wich the new baby, respond to the 
needs of the new amval, and cope with their 
individual needs and the activities of daily Living. 
A penod of temporary disequilibrïum is normal as 
the new parents learn to adjust to the presence of 
the baby. Most couples report that some stress is 
inevitable because fatigue plays a major role in 
the beginning of the postpartum period (Mercer, 
1990; Saunders & Robins, 1987). Eventually, most 
couples succeed in finding a new level of function- 
ing and equilibrium. One issue that greatly preoc- 
cupies the new rnother and her partner is the 
rcsurnption of the sexual relationship. This is one 
postnatal stressor that can cause much anxiety and 
distress. The new mother is womed that sexual 
intercoune couId be painful the first time; thus, 
she may avoid contact with her partner. On the 
other hand, the male pamer would like to resume 
sexual relations but is afraid to do so because he 
is afraid he will hurt his partner (Polomeno, 1996). 
Mutual communication and support become im- 
ponant to reduce the couple's stress. A gradua1 
four-stage process of reactivating the new moth- 
er's libido, as  well as perineal massage, is pro- 
posed to assuage fears related to sexual intercourse 
(Polomeno, 1996; 1999). 

IMPLICATIONS FOR PRACTICE 

The Perjnatal Educatofs Roles 

In the teaching of stress and its relationship w i h  
each of the stages of the transitions through preg- 
m c y  and early parenthood, the perinatal educator 
can adopt, as appropriate, any or al1 of the follow- 
ing roles: 

In fonnanr-Information about the stress pro- 
cess and how it is modified dunng each stage 
of the transition to parenthood is shared with 
participants in perinatal education classes. 
This can be useful to class memben and 
tfius increase their potential for successful 
adaptation. 
Commwticaror-The perinatal educator can 
decide to selectively cornmunicate her or his 
Penonal experience, thereby creating a bond 
with the participants and increasing her or 

his credibility with the participants. As dis- 
cussed in the introduction, this role mas not 
always be evident or directly addressed by 
p e ~ a t a l  educators because this role has the 
potential for misuse. However, a sirnilar anal- 
ogy may be how the perspective of hospiral- 
ization of numerous health care workers was 
permanently changed after havins been pa- 
tients. 
Counrelor-Some women and their family 
members appear to have more difficulty cop- 
ing with the stress associated with the transi- 
tion to parenthood. The perinatal educator 
has the capacity to identiQ these people, to 
analyze and evaluate their situation with 
them. to propose coping strategies, and to 
enhance their resources. The art of listenin; 
and attending to the needs of expectant and 
actual parents is part of perinataI education 
practice. The skilled educator knows her 
suengths and limitations in the counseling 
role and develops a collaborative relationship 
with professionals who can help her decidc 
when the counseling situacion merits referral. 
Facilitaror-The perinatal educator is able to 
facilitate coping with the stress associated 
with the transition to parenthood at several 
levels: As individuals, each class membcr 
c m  become awarc of his or her stress and 
coping responses; as a member of a dyad, at 
the Ievel of the couple's relationship, and 
how each partner influences the other; as part 
of a farnily, as the couple is establishin_o 
their relationship with the fctus and evennial 
newborn; as a member of a class, because 
group influences may corne into play when a 
group is livins ihrough sirnilar experiences: 
and as part of the relationship between the 
perinatal farnily and the health care provid- 
ers. 
Advocaror-The perinatal educator is not 
only helping the perinatal family deal with 
the intemal stress associated wich the transi- 
tion to parenthood but also with potential 
extemal stress related to health care provi- 
sion. Ideaiiy, the perinatal family is well pre- 
pared. The family members have knowledge 
about the stress process and the potential 
complications associated with each phase of 
the transition to parenthood. Therefore, they 
can, to the extent they desire, contribute to 
decision-making regarding their health care 
and potential interventions and assertively 
rnake their wish to do  so evident. As a result, 
they are calmer and better equipped to deal 
with any arising complications. Examples in- 
clude coping better with the stresses of ante- 
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natal hospitalization and a high-risk newbom 
in speciai care. 

Teaching Objectives 

The following objectives underlie a teaching ap- 
proach that could be used in the discussion of 
stress and the transition to parenthood: 

To teach the perinatai family to recognize the 
signs and symptoms of stress 
To help the perinatal family undentand the 
stress process, its stressors and its mediators, 
and their impact on their situation 
To assist the perinatal family with its man- 
agement of stress through the teachinj of 
different coping strategies (individualiy, dy- 
adically, and from the perspective of the fam- 
ily unit) 
To increase the perinatal family's knowledge 
about the normal stress associated with each 
stage of the transition to parenthood, includ- 
ing pregnancy, labor, birth, and parenting 
To make the perinatal family aware of com- 
plications that could &se during each stage 
of the transition to parenthood 
To enhance the perinatal family's coping 
mechanisms, support, and resources to cope 
with specific engendered stress 
To be able to identify the perinatal farnily at 
risk for difficulty with coping and adapting 
to their situation 
To refer the perinatal farnily to the appro- 
priate resource when the perinatal educator 
has determined chat the family is in a crisis 
mode 
To assist the perinatal farnily if it shouId 
find itself in the grievinz process following 
complications associated with the transition 
to parenthood 

The Teaching Approach 

The teaching approach can occur at two levels: 
within the group setting at the IeveI of the class, 
and at the level of the individual and couple. For 
the group level, a model using an approach de- 
rived from farnily therapy involving perceptions 
and meta-perceptions can be adapted from Duck's 
General Model of the Serial Construcrion of 
Meaning (1994). 

To use this model, defining the key concepts is 
usefd. A perception is the rneaning a persoa gives 
to an event or to a situation. It is a type of 
assessment or appraisal of the event. It has both 
cognitive (thinking) and affective (feeling) pro- 
cesses. When the perception of one person is con- 

gruent with that of another penon's in the same 
f d y .  a collective or family perception is born 
(Boss. 1988). Several simultaneous perceptions 
are usually present within a group setting: The 
perception a person has of the situation is called a 
direct perception or self-perception, and a person's 
perception of another person or the group's per- 
ception is referred to as a metaperception (Aiien & 
ïhompson, 1984). 

Perceived similarity exists when one person's 
self-perception is conornent with the perceived 
metaperception of others. Understanding is 
achieved when one penon's metaperception of 
another is conguent with that other person's 
metaperception (Acitelli, Douvan, & Veroff, 
1993). Conopent perceptions are important be- 
cause they help increase family members' under- 
standing of a situation and enhance their comrnu- 
nication about thoughts and feelings (Duck, 1994). 
The resuIt is that the group such as a family 
cornes to develop a collective perception, a shared 
rneaning about an event such as pregnancy, birth- 
in=, and parenting. A shared rneaning is an ideal 
basis for shared coping or support. 

In Duck's model, there are four stages (Fig. 
26-3). In the first stage of comrnonality, a couple 
independently has the sarne attitude towards a 
topic, such as the meaning of the childbirth expen- 
ence but is not aware that they have this in corn- 
mon. In the second stage of mtitrralir); through 
talk, the couple cornes to realize they each have 
deveIopcd feelings about the topic. In the third 
stage, eqrcivalence, each partner interprets to the 
other feelings about the cornmon topic and realizes 
to what extent the same feelings are shared. In the 
last stase of shared meaning. a colIective percep 
tion has dweloped and is integrated into the ex- 
isting core of shared rneaning. Application of this 
model occurs when, through class discussion or 
completion of hornework assignrnents by the COU- 

ple. feelings and beliefs are disclosed, discussed 
and potentially merged. Its use encourases the 
educator to use class discussion as a teaching smt- 
egy- 

However, this approach is not always sufficient - ' 
when issues are more problematic for the Frsoa -:: 
or couple and require a more therapeutic focus- -{ 
Thus, broader principles from counseling theor. --; 
may become more usehil. Miles (1986) deher {..: 
counseling as "a s e p  in the intervention ph= - - -  ':? 
whereby a pmfessional . . . helps an individud? ?$ 
a family cope more effectively with theif Ide 
situation . . . [and] help[s] a family reach a higha 
level of maturity, greater self-es teem. and dosa 
relationships. Tàe ultunate aim of c o u ~ a g  iS . 
help the individual and family attain sex-sfi: 
ciency, self-help, and an increased sense of 
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- .  
seria1 constniction of rneaning. 
(Fmm Duck. S. [1994]. hfeuiingful 
relatianships (p. 119). Thousand 
Ods. Calif.: Sase Publications. Re- 
psinted by permission of Sage PubIi- 
d o n s .  Inc.) 

- 

(C) Equivalence of ~&ation - 
sponsibility in deaiing with their own problems" 
(pp. 343-344). Mack (1995) defines counseling as 
a "therapy that aims to help the client to clarify 
the problems, examine hsr resources for copinp 
with them and her reasons for not feeling able to 
cope and to make choices for funher action, in a 
non-judgmental and supponive atmosphere" (p. 
99). v i s  involves creating a therapeutic distance 
with a limit on emotional involvement, avoidinj 
giving advice and intzrpreting, and a focus on 
listening and attending by valuin$ what the person 
is sayinp (Mack, 1995). 

Epan (1982) proposes a three-stage model for 
counseling, which includes some concepts from 
Duck's model but is broader in scope because it 
is problem based: (1) identify and clarib the prob- 
lem, (2) develop and choose goals, and (3) move 
toward the chosen goals. Perinatal teaching can be 
more effective "when counseling is used to help 
the individual act on the new knowledse that is 
given" (Miles, 1986, p. 344). Counseling suate- 
gies fa11 into four categones (Miles, 1956): 

Rela t iomhi~which may include a family- 
centered approach, expectations clarification, 
establishment of a trusting relationship, eau- 
cator as a role model. and planning the termi- 
nation of the relationship 
Cornmirnication straregies-which may in- 
clude good listening skills, helping families 
develop better communication skills, provid- 

m 
M N O X Y Z P  

L 

(D) Sharing of Meaning 

in= new information, and using positive rein- 
forcement 
Probletn-solving skills-based on problem 
definition, confrontation and feedback as ap- 
propriate. family's suengths, and use of ap- 
propriate referrals and parent support groups 
Persona1 atrribitres of the counselor-get SU- 
pefiision or collaboration as appropriate. be 
responsive to burn-out awareness, and learn 
how to cope with one's own stresses 

As discussed in the introduction to this chapter, 
the perinatal educator should be aware of her or 
his reactions to stress, her or his persona1 experi- 
ence of the transition to parenthood, how she or he 
shares this knowledge with expectant and actual 
parents. the roles the educator will adopt to help 
the panicipants enhance their understanding of the 
relationship between stress and the transition to 
parenthood, the development of teaching objec- 
tives underlying a teaching approach based on 
perceptions and shared meaning. and the use of 
counseling strategies. 

Individual Stress M unagernent 

~ccordkig to Pender (1987), the purpose of indi- 
viduai stress management is three-fold: (1) to min- 
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imize the frequency of stress-inducing simations, 
(2) to prepare psychologicaliy to increase resis- 
tance to stress, and (3) to countq-condition in 
order to avoid physiologie arousal resulting from 
stress. From the following k t ,  the perinatal educa- 
tor wiU most iikely find she or he can identiQ the 
use of many of these principles already builc into 
the classes. With thought, however, some class 
content may benefit by modifications or additions 
based on these principles. 

Components that minimize the frequency of 
stress-reducing situations are listed in Box 26-8. 

Family Stress Management 
According to Meaiey, Richardson. and Dimico 
(1989). selected stress management approaches 
that are useful to the family unit within the context 
of perinatal education are as follotvs: 

Stressor Control-involves prevention of 
stressors, the recognition of stressors, and the 
elirnination or avoidance of possible stres- 
sors. This particular group of family stress 
management techniques is enhanced by the 
use of individual stress management as well. 
Problem Solving-involves recognition of 
the problem, acceptance of the problern, gen- 
erating alternatives and solutions. and evalua- 
tion of results. 
Cognitive Restnrcrrcring-involves redefining 
or  relabeling beliefs or  thought patterns 
through self-talk and buildinz confidence in 
one's activities, such as birthing skills. 
Conpict Resolrrrion-withdrawal by a family 
member, submission endings with revenge 
activities, compromise and standoff, claim- 
ing feelings. 
Role ShaRng-involves participation by two 
or more people in the same role, such as 
parenting. 
Comrn rtnicarion Strategies 
Erne Management-involves setting priont- 
ies, using realistic planning. and making deci- 
sions based on identified goals, such as ski11 
prac tice. 
Inrimacy-involves pnvate moments dunng 
which family members focus on each other. 
Family Centering and Meditation-involves 
restoration of family harmony and reduction 
of tension and anxiety through participatory 
exercises. 
Humor-involves relieving tension and stress 
through laughter and joke t e b g .  

Alternative Stress Management 
Examples of alternative stress management tech- 
niques that may be useful to expectant or new 

O Habiamu'ori-Routines need CD be maintained in 
situdons of stress in order to conserve energy thot 
con be reafiocated to deal with the stresfbl evcnt 
Change avoidance-Any unneccessary changes 
(e-g, a household move for the purpose of adding 
space) should be avoided during periods of high 
stress. 
Tirne b l o c k i n g 4  penon shwM set aside specifc 
times dur$ w e c y I  and rnonthly to focus on dax- 
arion and to block out rtresz (cg- pmctichg refax- 
ution skills). 
Tirne management4  penon needs to leam to 
break a task into smaller parts, m i d  ovedoad, and 
reduce time pressure and ugency perception. 
Env i ronmend modificauo+Sucss-pmduang sit- 
uations and people need to be identified, and if 
necessary, the phyzical environment needs to be 
changed. 

Psychological preparation to increase stress resistance 
inchdes the foIlowing: 

Enhancing self-esteem-thmugh positive verbalire 
tion and i d e n t i f i ~ ~ o n  of positive mibutes of the 
se% 
lncreasing a s s e r ~ v e n e s s ~ p r e s s i n g  opinions and 
feelings, initiating conversation, disagreeing consuuc- 
tiveiy with others when holding opposing viewpoints, 
and commenting on the positive characteratio of 
othen; and 
Re-orienting cognitive appraisal-the persona1 
perception of a situation or event that can detemine 
a penon's coping with the assoaated stress. 

Counteranditioning to avoid physiologicol arousal en- 
tails the following skills, especially when used in a 
rehearsal exercise: 

progressive relaxation through tension and relax- . 
ation techniques; 
progressive relaxation wichout t e n s i o M a g e r y .  
music, mediiau'an, neuromuscular disoüou'on, Co* : 

tmlled brcathing, hydmthempy. wlking. and phpical j 
and motional camfort mcasures; and I L 

biofeedback 5 
, i 

ha from Pcnder. N. (1987). Heukh pmmc&n in nunint p@ No'- 
d k .  Conni Appleton & L M g t  

parents are Iisted in Box 26-9. Educaton may add ; 
sorne of these techniques to their owo List of s k u  .: 
Or may simply make couples aware of self-hcip ; 
resources available to them. 

. < 
<-< 
.-A 

Health Promotion Programs for * '3 
Stress Management . ai 

.a* 

There is a hmit to the amount of useful con 
one can effectivcly teach in a preparation 
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childbirth course. However, there is a large 
amount of matenal on both health promotion and 
stress management that could be useful in launch- 
ing young families. Furtherrnore, the perinatal 
year is a time for families to be open to creating 
a heaithier lifestyte. A number of course offerings 
designed to promote the health of a family unit 
have appeared in the Iiterature. These courses aim 
to reduce the stress experienced by the farnily 
rnembers indirectly while enhancing their coping 
mechanisms and resources. Some examples are 
surnmarized in Box 26-10. 

Research lnstruments 

The following instruments have been devel- 
oped for high-risk pregnancy and can be used by 
perinataI educators to enhance their teaching. ï h e  
reader rnust wite to the respective researcher to 
obrain permission to use the instrument. 

The High-Risk Pregnancy Stress Scale (Goulet, 
Polomeno, & Harel, 1996): This scde  is available 
in English and French and is a 16-item instrument 
to measure the environmental and psychological 
stressors of the at-nsk pregnancy siruation with or 
without hospitalization- 

Preterm Learning Needs Questionnaire (Gup- 
ton & Heaman, 1994): This is a two-part Enzlish 
questionnaire to determine the learning necds of 
hospitalized women at risk for pretenn birth. The 
first part contains 18 topics rela~ed to the impor- 
tance of preterm birth; the second part contains 
four open-ended questions. 

Alexander Techn iqudes igned to correa bad 
postural habits, which can contnbute ta aches and 
pains, headuche, and faigue. It can be used in 
Pregnoncy wben b ~ d  posture exacerbates bscomfon 
and in childbirth to euse pain and speed ruovery. 
T'ai chi ch'uan (or ta~quan)-sriginol& developed 
in China as a martial a d  but adopted by the Wtst- 
em wodd for i m p m e n t  of a penon3 physical 
hcaith. It is used to impmve namina, inceme fl* 
bihy, and pmmote pneml g d  heu+ 
Aroma Theapy-the use of essential ai& in the 
environment to oeote a calming effect for the perC 
m t ~ l  famiry during labor and birth, 
Color Thecapy 

Hi&-Rïsk Ptegnancy (Polomeno. 1 99 7a)-A_senes 
of teaching sumegics and aclivities for high-risk 
pregnancy within traditional childbirth education 
dasses k fkazurrd 
Intirnacy and Pregnancy (Polomeno, 1996. 
1997b)-lntimacy is zhe Gmension of the coupk's 
dationship that ir m o n  affected by pregnancy. This 
pmgmm promotes the cauplc'r intimacy throug), a 
series of teaching a M e s  and stratepieses 

8 Fetal Touch and Family Intimacy (Polomeno, 
1997~. 1998a)-The ferus ir the bcst perron to 
help the couple re-enobiii their bond during preg- 
noncy l h u c  amiles sequentiaQ prrisent the the* 
ntical background and pmaical aspects of the pm- 
P m -  

+ Sexual Intimacy, Labor. and Birth (Polomcno, 
/998b)-The lobor is crnical ro the couple's +in& 
macy because it should be comidered a sensu01 and 
s m o l  experience. Tecching a d v i ü b  a n  pmposed 
to explore this b u e  with expectant parents. 
Health Promotion of Expectant fithers (Polo- 
meno, 1998c, 19986)-Perinatal educotom need to 
attend to the heahh needs of urpectant f i e n  
as their needs o n  often negfeaed by the health 
carc team. 

+ Grandparenu (Polomeno, 19990, 1999b)-The 
older generation is just os afected by the arriva1 of 
the newborn os the youngcr genemtion is. They ore 
likeîy to be dealing w-ïch the transition to gmndpor- 
entbood, hile potentially supporting older, middie, 
and younger generations. 
Transition t o  Parenthood (Polomeno, 
1998h)-This anicle presents a seriez of teaching 
o M t s  and strotegies to foulitote the transition 20 
parenthood. 

Antepartum Hospital Stressors Inventory 
(White, 1981): This inventory contains 47 state- 
ments describing seven categories of stresson spe- 
cific to the hospitaiized pregnant woman. The 
amount of stress is rated from O (no stress) 
tbrough 5 (a great deal of stress). 

Uncertainty Stress Scaie-High-Risk Pregnanc y 
Version (adapted by Clauson ((19961 fiorn Hil- 
ton's (19943 Uncertainty Stress Scale): This instru- 
ment contains three parts that measure the degree 
and stress of uncertainty related to the high-risk 
pregnancy. 

1MPLICATIONS FOR RESEARCH 

The field of perinatal tducation continues to estab- 
Lish itself. Its knowlcdge base, as weU as the 
pcrinatal educator's qualifications and certification 
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pro,ws, is slowly being developed, Perinatal 
education is coming into it own and being recog- 
nized as a separate specialty within heaith care. 
ïhere is a paucity of outcome research in the area 
of pexinatai education and its impact on each stage 
of the uansition to parenthood, nrtmely preznancy. 
labor, birth, and parenting. SirnilarIy. there is a 
dearth of studies exarnining the relationships of 
stress, perinatal complications. and perinatal edu- 
cation. There is a conunuing need to enhance the 
knowledje base in these areas. 

Lorraine Waiker (1992). in her book Parent-  
Infmr Nurs ing  Science: Paradigm, Phenornena. 
~Merhods, gives a thorough presentation on Suess 
research in Chapter 3. She providcs summaries 
of models and frameworks for studyin= 0 stress, 

instruments for the measurement of stress, and a 
summary of stress research from a nuninq per- 
spective. Specifically, Walker presents descriptive 
research o n  the stressors among women of 
childbearing age, stressors among new mothers, 
responses of fathen and siblings, the stress associ- 
ated with hospitaiization, apnea monitoring. pre- 
term birth, mental health of rnothers, and cultural 
expectations and beliefs as stressors. ïh is  chapter 
further surnmarizes relational and predictive re- 
search snidies on the impact of stressful life evencs 
on parenting and farnily functioning. the impact 
of suessful life events on health status. pain expe- 
riences in childbirth, relations between psycholog- 
ical and physiologic measures of stress and child- 
birth, expectations as predictors of stress, the 

Maternal and Newborn  HealthiSafe Modierhood Unic 
Farnily and Reproducu've Health 
Wor ld Health Organizaüon 
1 2 1 1 G e n e ~  27. Swiaeriand 
Tek 41 22 791 21 II 
Email: safernocherhood@who.ch 
Produces a free newslener in English, French. and 

Ara b 

Sidelines 
2805 Park Place 
iaguna Beach, CA 9265 1 
National bed rest supporr group 

Confinement Line 
d o  Childbinh Educauon Associacion 
P.O. Box 1609 
Springfield. VA 22 1 5 1 
Tel: 703-94 1-7 183 

The Compassionate Friends 
RO. Box 3696 
Oak Brook. IL 60522-3696 
For chose who have experienced a miscarriage o r  

infant death 

Resolve Through Sharing 
19 10 Souch Ave.. 
LaCrosse, WI 5460 1 
Tel: 1 -800362-9567 

Motherisk Pmgram 
Hospital for Sick Children 
555 Universiey Ave. 
Toronto, Ontario. Canada MSG 1x8 
Fax 416-813-7562 
Email: rnornrisk@sickkids.on.ca 

Canadian Insu'tute o f  Child Healrh 
5 12-885 Meadowiands Drive &ur 
Otgwa. Ontario. Canada K2C 3N2 
Tel: 6 13-2244 144 

lnternec sires: 

HealthGate Healchy Women: 
hnp3I~~~~healthgate.~om/woman/ 

HealchSeek 
htcp J l ~ ~ ~ . h e a l t h s e e k c o m /  

Nauonal Insucutes of Fiealch: 
hnpd1www.nih.govJ 

OBlGYN Nec 
hnp  Jiwww.obgyn.net/ 

Wornen's Health: 
WHERE-L (mailserv@medcolptedu) 

Women's Reproductive Healtfi: 
WHAM (lisrproc@listproc.net) 

Americaf Crisis Pregnancy Helpline: 
www.chehelpline.org 

N e w  York Online Access to Health: 
www.noah.cuny.edu 

Birth Psychology Information: 
www.binh psychology.com 

Complications. preterrn labor: 
http:/~ourworld.compuserve.com/homepages~ - 

0bGynlcomplica.hun 

Maya Clinic . - . . 
2 .. 

www.mayohealth.org -; . ..:< - 
3 .-% . 

Childbirrh Information: L;; 
www.childbirth.org - 4  :.* 
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suess of materna1 employment and infant diffi- 
culry, and infant responses to stressful events. As 
a basis for designing further research, researchers 
in pennatal education would find consulting this 
chapter uscful. Additional resources are listed in 
Box 26-1 1. 

The foilowing research questions could be ad- 
ministered by perinatal educators (Hall*mn, Kihl- 
gren, Norberg, & Fonlin. 1995; Humenick. 1992): 

How effective is perinatal education in heIp- 
ing the perinatal family recognize and deal 
with suess? 
Which of the pennatai educator's roles is the 
most effective in teaching the stress process 
and i c  impact on the perinatal family? 
LVhich stress management strategy taught in 
perinatd education cIasses is most helpful for 
the pregnant woman's coping with the stress 
of her situation? 
Which suess management strategy taught in 
perinatal education classes is most helpful for 
the male partner's coping with the stress of 
his situation? 
Which stress management stratsjy taught in 
perinatal education classes is most usefuI to 
the couple in dealing with the stress of the 
changes associated with their situation? 
How well do perinatal education classes pre- 
pare the perinatal family to cope widi the 
complications arising dunng pregnancy? 
How well do pennatal education classes pre- 
pare the peinacal family to cope with 'the 
complications arising during the intrapartum 
period? 
What is the impact of the use of the percep- 
tions approach within perinatal education 
classes on helping the perinatal farnily cope 
with the suess associated with their situation? 
Which information on the stress process 
taught in the pennatal education classes was 
most helpful for a population of perinatal 
families? 
What are the stress indicaton a pennatai edu- 
cator can use within the classes to identify 
the perinatal family at risk for a potential 
crisis associated with their situation? 
M a t  is the impact of using research instru- 
ments on s w s s  within perinatal education 
classes? 

cope with potential complications of childbearing 
and early childrearing. The perinatal health com- 
munity accepts that stress is a normal pan of 
each stage of the transition to parenthood, namely 
pregnancy. Iabor, binh, and early patenting. The 
stress of the woman and her family is known to 
increase if complications should arise durins thest 
tirne penods. Perinatal educators are in a pivotal 
position because they typicalIy work with both 
parents and cm pre&e- h e m  to  recognize siens 
of suess, help thern cope with both their situation 
and any arising complications, and be more effec- 
tive in joint decision-mzking with the health cxe 
tearn when the need presents itseIf. Ideally, perina- 
ta1 education classes provide die perinatal fard? 
the occasion to explore these issues together wirh 
ocher families in an ambiance of security and 
simultaneously to be supponed psychologically by 
well-prepared educators. 
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2.3 RESOURCES: THE CONJUGAL RELATIONSHIP AND SUPPORT FROM 

OTHERS 

In this section, farnily resources are first reviewed from a general perspective. This 

is foiiowed by a discussion of the conjugal relationship and support from others in the 

context of at-risk pregnancy and antenatal hospitalization. 

2.3.1 Gerteral Background on Fantily Resources 

Otto (1 963) first identified the strengths that characterize families. These strengths 

are considered as family resources in the domain of farnily theory (Burr & Kiein, 1994). 

Hill ( 1965) later suggested that resources are those things that help a farnily cope with a 

stresshl event. Much of the theoretical work in farnily stress subsequent to the publication 

of Hill's work has attempted to explicate this construct. Walker (1985) indicates that 

many contributors to the literature on farnily stress have either failed to differentiate 

individual resources from farnily resources, while others have been abIe to differentiate 

them. Individual resources are important in the assessrnent of a family's stress, since the 

same stressors afiëct family members in different ways. AIso, because individual family 

members have different resources, unique individual coping patterns may be necessary 

(Walker. 1985). However, individual resources are not the focus of this research study. 

Rather. the emphasis is k ing put on family resources since the research study focuses on 

conjugal partners and their relationship during at-risk pregnancy and antenatal 

hospitalizat ion. 

Boss [ 1988) expanded on Hill's original conceptualization of famiIy resources by 

integrating Lazams' ( 1966) definitions of coping and the coping process. Boss defines 

family coping as the management of a stressful event or situation by the family as a unit 

with no detrimental effects on any individual in that family. F d y  coping is the cognitive, 

affective, and behavioral process by which individuals and their family system as a whole 

manage rather than eradicate stressful events or situations. The cognitive appraisal of a 



stresshl situation or event, and its subsequent emotional and behavioral reactions ail 

happen within the individual family member, albeit within a systerns context. Boss States 

that a farnily as a group is not coping functionally if even one member manifests distress 

symptorns. Both the individual and the family system as a whole are involved in the coping 

process. 

2.3.2 The Conjugal Relationship as a Resorirce 

According to McGoldrick ( 1989). becorning a couple is one of the most complex 

and dificuit transitions of the family life cycle, since it requires that two people 

renegotiate together a myriad of issues they have previously defmed individually, or that 

were defined by their families of origin, such when and how to eat, sleep, tak, have sex, 

fight. work, and relax. The couple will also have to renegotiate relationships with parents. 

siblings, friends. extended farnily, and co-workers in view of their relationship. If the 

couple should decide to marry, other aspects influence their relationship. At its hem, 

rnarriage is an interpersonal relationship fulfilling the psychological, material and sexual 

needs of the spouses. A good rnarriage can becorne a safe haven in itself as it offsets 

mental health problems such as loneliness, unhappiness. alienation, and depression (Cox, 

1999). However. rnarriage brings duties and obligations, and seIf-identity changes to 

include the titles and roles of 'husband' and 'wife'. The conjugal relationship is a resource 

when partners seek solace in their relationship by sharing thoughts and feelings, providing 

mutual emotional support, organizing the social network, exploring their roles, 

maintaining open CO mrnunicat ion. and reaffirming t heir love (Cox, 1999; Polomeno, 

1997a; Polomeno, 2000a). 

The key attribut es of successful relat ionships include love, interdependence, trust, 

tolerance, cornmitment, appreciation. communication, togethemess, values and optimism; 

these attributes are fostered by a pattern of mutual supportiveness (Cox, 1999; Cutrona, 

1996; Gottman, 1994; Mackey & O'Brien, 1995; Morgan, 1987; Robinson & Blanton, 

1993). Also, the physical and mental health benefits derived fiom partner support rnay. in 



large pan, be derived f h m  the positive qualities that supportive networks nourish in the 

relationship (Cutrona, 1996). It appears that people who are rnarried are happier, more 

satisfied with their lives, and enjoy better physical and mental health than those who are 

not married (Gottrnan, 1994; Gove, Hughes, & Style. 1983). These differences are found 

among people of al1 ages, races, and income levels (Gove et al., 1983). 

However, according to Cutrona (1996), there is growing evidence that men and 

women are affected different ly by t heir conjugal relationship, especially mamage. 

Marriage appears to be a stronger predictor among men than women for happiness, 

satisfaction with home life, and measures of mental health (Gove et al., 1983). Antonucci 

and Akiyama (1987) found that men are more satisfied with marriage and more reliant on 

rnarriage for happiness than women. For women. being married is not enough; the quality 

of the relationship is extremely important. It appears that for men, marital status is 

enough, while for women, marital quality is more important. Men rely more heaviiy on 

their spouses for support than do women since the spouse is usually the prirnary source of 

support within an intimate relationship like marriage (Burke & Weir, 1982). Wornen reIy 

on a variety of sources, including frisnds, relatives and nsighbors (h tonucc i  & Akiyarna, 

1987). The availability of support from sources outside the marriage does not appear to 

compensate psychologically for the strain of a poor quality marriage. Arnong women, 

psychological adjustment and well-king are closely linked to the level of support received 

within the marital relationship (Cutrona, 1996). Belle (1982) describes a support gap in 

rnde-female relationships. The woman receives less support fiorn the male partner than 

she provides to him. However. short-term and episodic mobilization of the social network 

may have the beneficial effect of meeting the needs of the recipients of support. Also, 

striking a balance between the giving and receiving of support that occurs over time rnay 

be an important ingredient for the relationship's stability (Eckenrode & Wethington, 

1990). 

According to Steïi (1997), intimacy must be continuously a f f m e d  through shared 

experiences in which both partners feel understood and valued. Intimacy benefits both 



partners under such circumstances, enriching their relationship and promoting 

psychological and emotional growth. Intimacy is associated with weil-king even in tirnes 

of stress because of the availability of an intimate and confiding relationship (Steil, 1997). 

S tudies (Acitelli, 1992; Noller, 1980) have shown that husbands' communication skilis, 

relationship talk, and intirnacy rnaturity discriminate between couples who are high and 

low on marital adjustment (as assessed by measures of relationship satisfaction, closeness, 

expressions of affection, and lack of destructive conflict). 

2.3.3 The Conjrrgai Reiationship in Relation to At-Risk Pregnancy and Antenatal 

Huspitaiiza rion 

The emotional reactions of the pregnant woman and her partner to at-risk 

pregnancy and antenatal hospitalization rnay have an impact on their conjugal relationship. 

In at-risk pregnancy, the feared loss of the desired child, the emotional tunnoil of grieving 

and hoping, and the possible psychological escape into apathy al1 interplay uniquely for 

each conjugal partner (Penticuff. 1982). If the husband is not supportive, this may add 

strain to the relationship that may aiready be filled with strife (Weil, 1981). Partners often 

deal with their feelings independent of each other, causing increased emotional stress 

(Murphy & Robbins, 1993). The couple rnay experience ambivalence since each partner is 

afraid to express dissatisfaction. anger, fear or resentment, and they may not be able to 

give each other emotional support needed to cope with the problem pregnancy (Jones, 

1986). A pattern of noncornrnunication may continue afier the arriva1 of the baby. The 

sexual dimension of the conjugal relationship may be jeopardized since without sex, the 

couple has lost an important source of communication and support for each other (Weil, 

198 1 ), but they can l e m  to reconnect through interaction other than sexual activity (May, 

1993). The consequences of this situation are serious for the couple to the point that the 

relationship can deteriorate resulting in potential physical and emotional abuse, separation 

and divorce (Gilbert & Harmon, 1993; Gyves, 1985; Penticuff, 1982). 



2.3.4. Srtpport from the Social Network as a Resource 

An important source of information about the extent to which a person c m  

influence his or  her own world is the behavior of significant others, including their 

response to individual's needs in times of stress (Berscheid. 1994). Kin relations and 

friends can have a considerable impact on the rnarriage (Burger & Milardo, 1995; Klein & 

Milardo, 1993), and the extended farnily can be a source of support (Bradt, 1989; Niven, 

1992). However, these sources of support cannot compensate for a lack of intirnacy o r  

marital support (Coyne & DeLongis, 1986). The extended network c m  provide tangible 

aid and cognitive guidance. On the other hand, the network's counsel can be fallible as 

weil as supportive. Virtually no attention has been paid to the ways that the network 

interferes with or disrupts the couple's adjustment, thus the network's supportive and 

conflictual functions must be considered (Gottlieb & Pancer, 1988). 

2.3.5 Support from the Social Nenvork in Re/ation t o  At-Risk Pregnancy and Antenatal 

Hospitalization 

The emotional upheaval associated with the stressors makes it difficult for the 

couple to progress in unison throughout the experience, yet one of the effective ways of 

dealing with the situation is obtaining and using help h-om their social network (McCain 

& Deatrick, 1994; Penticuff, 1982). According to Gilbert and Harmon (1993), partners 

c m  adapt to at-risk pregnancy if they have adequate support from significant others: with 

it. the partners can achieve a sense of accomplishment in the face of adversity; and 

without it adequate support. there is a risk of permanent separation and divorce. Brown 

(1986~1, 1986c) estirnates that 80% of total support is marital, while 20% is from fafnily 

and friends. Nuclear and extended farnily and friends rnay provide close and supportive 

relationships during at-risk pregnancy and antenatai hospitdization (Snyder, 1979). How 

farnily and fiiends are able to provide support to the couple durhg the hospitalization of 

the pregnant woman depends partially on their emotional reactions to it such as stress and 

anxiety within the farnily (Gyves, 1985; Jones. 1986). The greater the threat to  the 



pregnancy as perceived by the farnily members or the longer the duration of the 

hospitalization, the greater their reaction, leading to an unnecessarily pesshktic 

orientation toward the current pregnancy (Kemp & Page, 1986; Murphy & Robbins, 

1993). Some families cope well while others do not (Gyves, 1985), which could 

influence the quality of their support. According to Snyder (1979). family members rnay 

feel discomfon with the uncertainty of pregnancy outcome and rnay not know how to 

behave in the situation. A lack of emotionaI support From family and fnends may be in 

part due to their failure to perceive that the pregnant wornan truly has an illness or  that 

the fetus is at-risk (Merkatz, 1976). 

2.4 PERCEPTION OF THE STRESSOR 

This section presents an overview of perceptions and their application in the 

context of at-risk pregnancy and antenatal hospitalization. 

2.4.1 Ovenyiew of Perceptions 

Exploring interpersonal perception can facilitate the examination of how conjugal 

partners independently and conjointly appraise stress. Laing et al. (1966) have developed 

a relational approach that integrates various perspectives within the conjugal dyad. The 

perception that a person has of the situation is called a direct perception or self- 

perception, while a person's perception of another person is referred to as a 

metaperceprion (Allen & Thornpson, 1984: Bochner, Krueger & Chmielewski, 1982; 

Laing et al., 1966). When there is a match between perspectives, congruence or sirnilarity 

is obtained. Combinat ions of self-perceptions and metaperceptions are referred to as 

perceptual congruence variables (see Figure 3). When both partners' self-perceptions are 

congruent, there is actrial sinli1arii-y; when one partner's self-perception and perception of 

other (metaperception) are congruent, there is perceived similarity; and when a partner's 

perception of the other (metaperception) corresponds wit h the other's self-perception, 

there is understanding (Acitelli, Douvan & Veroff, 1993, 1997). 
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2.4.2 Perceptiorrs in At- Risk Pregnancy and Antenatal Hospiralization 

Bcfore applying perceptions to at-risk pregnancy and antenatal hospitalization, the 

question. 'whose marriage is it?' must first be answered (Crosby, 1991). There are two 

viewpoints of the relationship. reflecthg each of the conjugal partners. Crosby explains 

that the reality of one partner is simply the perception, the interpretation, and the 

experience of the relationship. Each partner has his or her own reality which is 

experienced, created and constnicted by that person. If each partner has his or her reality, 

then the congruency or overlap is the shared reality. Problerns can arise when one partner 



assumes or insists that his or her reality is sirnilar to the other partner's when it is not. The 

shared reality or the congruent overlap between the two realities is constantly changing 

and king revised by either partner or both over time, moreover during at-risk pregnancy 

and antenatal hospitalization. There is a commonly held assumption that sirnilarities in 

realities between partners result in greater self-disclosure or open communication, self- 

disclosure leads to increased understanding, and that understanding enhances satisfaction 

within significant relationships (Jourard, 197 1; Kobes. 1992). However, congruence in 

developing a shared reality can lead to understanding between partners (Berger & Keiiner, 

1964; Deal et al., 1992; Duck, 1994). What one partner thinks the other is thuiking is at 

the heart of al1 relationships (Bochner et al., 1983). Understanding is of the utmost 

importance since it enhances psychological sirnilarity and marital satisfaction. and 

decreases marital conflict (Duck, 1994). This may become crucial in stresshl situations 

such as at-risk pregnancy and antenatal hospitalization. 

The prerequisite or precondition for change within the relationship is not 

understanding the "why" of a situation such as at-risk pregnancy and antenatal 

hospitalization, but rather understanding the "what". Understanding alone does not lead to 

change. L'Abate ( 1994) proposes that dyadic evaiuation can be carried out within the 

conjugal system as conjugal partners discuss the meanings of their communications to one 

another. People discussing the meanings attached to communications, clarifying 

cornmunicat ions, and discussing ways to improve future cornrnunicat ions are defmed as 

rnetacommunication (Hoffer, 1989). The latter leads to irnprovement in the relationships 

between partners: for example. during the frst pregnancy, couples spend tirne discussing 

the changes that will occur in their lives after the birth of the child (Hoffer, 1989). 

Communication is the means by which conjugal partners deal with the responsibilities of 

family life. The way in which they comrnunicate with one another influences their 

relationship and family life, and enables them to deal with the stresses of everyday Life and 

fife events such as at-risk pregnancy and antenatal hospitalization. 



2.5 EMPIRICAL SUPPORT 

In this section, empirical support for the present study is surnrnarized. The fust 

part features two studies focusing on at-risk pregnancy, while in the second part, the 

review of studies pertains to bot h at-risk pregnancy and antenatal hospitalization. 

2.5. I At-Risk Pregnancy: Women 's and  Men's Perspectives 

The content in the previous section was extracted From theoretical and explanatory 

articles written by nurses and other perinatal health care professionals. The only studies 

cited here contain îhdings from actual scientific inquiry and is specific only to the 

experience of at-risk pregnancy. The first study presents the women's perspective, whiie 

the second one pertains to the men's perspective, albeit its specific context of activity- 

restricted pregnancy. 

Kemp and Hatmaker ( 1989) explored relationships arnong risk in pregnancy, 

psychological stress, physiological stress, and social support. Using an ex post facto 

descriptive design, 39 women met the inclusion criteria, however, information was 

availabIe on 39 women only (19 women in the high-risk group and 20 others in the low- 

risk group). Psychological stress was operationalized using Spielberger's State Anxiety 

Inventory, social support was rneasured using Brown's Support Behaviors Inventory, and 

physiological stress was operationalized using urinary catecholarnine levels. High-risk 

pregnant women had greater physiological stress than women with a Iow-risk pregnancy, 

yet there were no significant differences between the state anxiety scores of both groups. 

It appears that the high-risk women experienced less stress when they felt support fiom 

their partner. Information about the male partner and the relationship were obtained 

indirectly through the women's reports. Limitations with this study include the small 

sample size, the difference in age between the two groups, and an inabiiity to control for 

certain factors that may have influenced the catecholarnine levels such as food, exercise, 

and postural changes. 



May ( 1994) conducted a qualitative study describing the impact of women's 

activity-restricted pregnancies on expectant fathers. The sarnple consisted of 30 men: 15 

men were recruited within 2 weeks of initiation of their partners' activity restriction for 

high-risk pregnancy (phase 1) and 15 others were recruited 1 to 2 yean &er the same 

previous experience (phase 2) .  In phase 1, two semi-structured interviews were conducted 

during the period of activity restriction and another after the birth. In phase 2, one semi- 

structured focus group interview was carried out. The men reported high levels of 

wonying immediately after the diagnosis of their partner's preterm labor and initiation of 

act ivity restriction, and distress over household and c hild care responsibilities and 

maintaining a support ive environment for their partners. They also reported few sources of 

persona1 support. The strengths of this study include its exclusive focus on men's 

experiences with their partners' activity restriction following a diagnosis of preterm labor, 

and the content analysis procedures. However, the subjects were recmited from two 

perinatal centers from the same city, lirniting the applicability of the fmdings. 

2.5.2 Anrenaral Hospiralization: Wornen 's Perspective 

The studies cited in this section present findings on women's stress associated with 

at-:isk pregnancy and antenatal hospitalization. Earlier studies focus on women's 

experiences. Gradually, the focus changes towards inquiry about the impact of antenatal 

hospitalization on the family, especially the maIe partnerkpouse and the conjugal 

relationship. These latter perspectives are presented indùectly t hrough the women's 

reports. 

Rosen (1975) used a case study approach to examine the adaptation problems of a 

pregnant woman hospitalized for placenta previa. Using unstructured interviews, and 

nursing notes and observations, the identified adaptation problems included unsatisfactory 

explanations of tests, visitor restrictions, minimal communication with the staff, and 

difficulty in accepting a dependency role. This woman also expressed feelings of anger, 

hostility and irritation with senseless hospital routines. Rosen concluded that pregnant 



hospitalized women who view themselves as healthy may have more adaptation problerns 

than people who are hospitalized for illness. 

Merkatz ( 1978) analyzed the verbaikations of 22 pregnant women hospitalized for 

extended periods of tirne for strict regulation of materna1 blood glucose. The goal of her 

study was to explore whether antenatal hospitalization was a stressful event for the 

women. The study population was heterogeneous with 15 multiparous women, 12 of 

whom had from one to six dependent children at home. Merkatz developed a behavior 

rating scale which staff nurses used to identiQ behaviors in response to the stress of 

hospitalization. The women ident ified the following concerns: health concerns regarding 

herself and her baby, fear about the outcome for the baby, and concern for the spouse and 

children at home. Women also reported feeling bored, lonely and depressed. These 

findings suggest that hospitalization is a stressful event for pregnant women: certain 

women are more susceptible to the adverse circurnstances of hospitalization, irnpacting 

their emotional growth, their mothering role and family dynamics. Although this study 

contributes to nurses' understanding regarding the concens and feelings of hospitalized 

pregnant women, the methods used to gather and validate the data are unclear. 

In 198 1,  White developed a self-report instrument, 'The Antepartum Hospital 

Stressor Inventory" (AHSI), to identiQ the psychological stressors of pregnant. 

hospitalized women. The AHSI contains 47 potential stressors assigned to 7 major 

catqories. This instrument was applied in the White and Ritchie study (1984). Using a 

convenience sample of 6 1 women. the age range of the women was fiom 17 to 37 years, 

48 were rnarried, 20 were prirniparas, and the subjects were hospitalized for a variety of 

reasons. The findings reveal t hat separation from home and family and distressing 

emo t ions ranked highest amongst the stressors, foiIo wed by changing family 

circurnstances, healt h concerns, and changing self-image. After two weeks in hospital, 12 

of the women completed the same instrument: there was a significant increase in their 

stress levels. however, t here was no change in the rank ordering of the stressors. Despite 

that the stressors identified in this study are similar to those reported in the Merkatz study 



(1978), their rank ordering is different. This is the fust study to measure hospital-related 

stressors of pregnant wornen. 

In the Waldron and Asayama study (1985), 18 women with preterm labor adrnitted 

to a materna1 fetal intensive care unit were intewiewed about their reactions to 

hospitalization 3 days after admission and then every 7 days during their stay. AU women 

adrnitted to the unit and who stayed three or more days during the study period were 

included in the study. The identified stressors were k ing  away from home and spouse, 

physical discornforts, medication side effects, feelings of helplessness and loss of control, 

and uncertainty about the length of hospital stay. Waldron and Asayama explain that the 

marital relationship can be strained at this time since the partners have difficulty providing 

support to each other, and that husbands have increased home-related responsibilities. 

These fmdings reinforce the view that hospitalization is a stressful event for pregnant 

women (Merkatz, 1978; White & Ritchie, 1984). However, the srnall sample size, the lack 

of reponing on instrument development and the data analysis explanations limit the 

interpretation of these findings. 

In the Curry and Snell prospective study (1985). 124 pregnant women 

experiencing antenatal hospitalizûtion were interviewed and filled questionnaires at three 

different time periods: soon after hospital admission, at the end of the first week, and at 

the end of the second week. Eighty-four women completed the second set of instruments, 

while 40 completed the third set. The women's original feelings at k ing  admitted to 

hospital involved shock and fear. However, by the end of the second week, most of the 

women were resigned to hospitalization and were bored. Their concerns were related to 

their fiequent mood swings and lack of control, yet the women were less concerned about 

the status of their fetus afier k ing  in hospital for two weeks. The strengths of this study 

lie with its large sample size and use of three different test penods, yet the high attrition 

rate From one time period of data collection to the next reduces the understanding of long- 

term effects of antenatal hospitalization. 



In a prospective study, Krarner et al. ( 1986) studied the effects of hospitalization 

on pregnant women. Nine women who were 18 years or older and expected to stay at 

least 7 days in the hospital comprised the fmal sample. Data collection methods included a 

demographic questionnaire, a serni-stmctured interview. standardized scales (Hopkins 

Syrnptom Checklist, Beck Depression Inventory, Spielberger State Anxiety Index and 

Profile of Mood States), and the Rating F o m  for Adverse Reactions to Hospitalization 

fdled by a social worker. The women reported high concern about the effect of their illness 

on the fetus. Seven of the women reported the pregnancy as king moderately to highly 

stressfil. Al1 of the women who did well throughout hospitalization had lengths of stay of 

less than a month. The finding that the women were the most concemed about their 

unborn child confirms previous studies (Merkatz, 1978; Waldron & Asayarna, 1985; 

White & Ritchie, 1984). Despite multiple data collection methods, these findings should be 

interpreted with caution since the sample size is so srnall. 

Cuny (1987) presents an analysis of the materna1 behavior of 75 hospitalized 

pregnant women in a prospective, descriptive study. The predictor variables were initial 

pregnancy risk score and hospital risk score, the intervening variables were social support 

and self-concept, and the dependent variable, materna1 behavior, was operationalized as 

acceptance of pregnancy, identification with mot herhood role, and matemal-fetal 

attachment. Wornen who reported more negative stress had lower scores on the measures 

of matemal behavior. Also, women who perceived their life experiences as more positive 

t han negat ive were more likely to accept t heir pregnancies. They reported constantly 

changing feelings especially regarding the wish for the pregnancy to be over, and the need 

to justiQ the pregnancy. The feelings reported in this study are sirnilar to the ones 

reported in earlier studies (Merkatz, 1978; Waldron & Asayarna, 1985). This is the first 

study to use a conceptual framework organizing the relationships among the variables. 

The Richardson study ( 1987) was a cornparison of interview descriptions and 

evaluations of important relationships identified by women experiencing preterm labor 

(n=30) with those of women experiencing normal pregnancy (n=15) at 3 1 to 32 weeks of 



gestation. The interview schedule demonstrated face validity and reliability and contained 

four parts: (1) a list of those relationships considered important in their order of 

importance, (2) an assessment of the change that was felt to have occurred in each 

relationship early in pregnancy, rnidway through pregnancy, and in the last weeks pnor to 

the interview, (3) a description of the changes occurring within each relationship, and (4) 

an identification of relationships that were worrisome or that compared unfavorably with a 

hypothetically similar relationship for an imagined average pregnant woman. The findings 

reveal that the women who experienced premature labor described and evaluated their 

important relationships as significantly more unsatisfactory than did women with normal 

pregnancies. Also, premature-labor subjects reported sharing more problernatic 

relat ionships wit h t heir husbands and parental figures t han did normal-pregnancy women. 

Premture-labor subjects characterized their marital relationships as having feelings of 

aloneness, uncertainty about the husband's love for her and his desire for the expected 

baby, the perceived lack of concern and support. fears of desertion, the husband's 

unpredictable moods, and increased numbers of arguments and fights. The strengths ef 

this study include the focus on one at-risk pregnancy condition, the assessment of these 

women's sociaI circumstances, the use of a comparative group strategy and 2. well- 

structured interview schedule, and detailed content analysis procedures. However, the 

inclusion criteria are not clearly stated and the sample size is smaii. 

A phenomenological approach was used by Loos and Julius (1988) to explore the 

thoughts and feelings of 1 1 pregnant women hospitalized for more than 5 days. A 

questionnaire based on Lalonde's health field concept was developed and pretested with 

two women. The questionnaire items addressed four elements: (1) items within the 

element of biology related to pregnancy, (2) under environment. items related to 

residence, (3) for lifestyle, items concerned family and economic status, and (4) within the 

element of health-care organization, items addressed health-care services. Ten subjects 

reported feelings of loneliness related to partner, children and friends. Ali subjects 

experienced boredom. Ten women expressed distress concerning their inability to be in 

control of t heir pregnancies because of the hospitalizat ion. These findings are similar to 



the ones previously reported (Merkatz. 1978; Waldron & Asayama, 1985). Loos and 

Julius conclude by stating that the women in their study perceived having unmet 

psychosocial needs during their hospitalization. 

The purpose of the Kirk study (1989) was to discover the experiences and needs 

of 50 pregnant women hospitalized for a minimum of three days. Data were c o k t e d  with 

a stmctured interview and White's (198 1) the Antepartum Hospitai Stressors Inventory 

(AHSI). The major worries of the wornen centered on the health of their unborn baby. The 

wornen viewed their spouse as helpful and supportive, however, the women perceived 

their partners as king stressed due to increased household responsibilities and anxious 

about the women's condition. The women reported feelings of boredom, uncertainty, 

guilt, low-esteem, negative body image and ambivalence towards the pregnancy. 

Separation from family, especially those with children at home, was considered stressful. 

Despite the adequate sample size and the use of a psychometrically sound instrument, Kirk 

did not report the ranking of the categories of stressors as in the original conceptualization 

of the AHSI. However, the findings reported in this study support previous ones (Curry & 

Snell, 1985; Loos & fulius. 1988; Merkatz. 1978; Waldron & Asayama, 1985; White & 

Ritchie, 1984). 

Ford and Hodnett ( 1990) described the effects of perceived stress and social 

support on the adaptation for 27 hospitalized pregnant women. A descriptive design was 

used to study these variables. The reasons for hospitalization included premature rupture 

of the membranes, premature labor, diabetes, bleeding, and pregnancy-induced 

hypertension. Perceived stress was measured on the "Stressors in Antepartum 

Hospitalization Tool", adaptation was measured on a one-item linear analogue scale 

developed by the investigator, and perceived adequacy of social support was measured on 

a six-item scaie, the "Social Support Questionnaire". Three hypotheses were tested: (1) 

perceived stress is negatively related to adaptation, (2) perceived adequacy of social 

support is positively related to adaptation, and (3) social support has a buffering effect on 

the relationship between perceived stress and adaptation. The fist  hypothesis was not 



supported, while the second one was. The buffering effect of social support could not be 

tested. since perceived adequacy of social support was found in combination with length 

of hospitalization and risk to account for 43% of the variance in multiple regression 

analyses. Adaptation decreased as the number of days in hospital increased, with a 

stabilization effect at 7 to 8 days. The strengths of this study lie in its research design to 

test the hypotheses and thc use of advanced statistical procedures. 

The aim of the Mackey and Coster-Schulz study (1992) was to identiw how 

women describe, interpret and manage preterm labor and subsequent preterm or term 

delivery. Using a naturalistic approach. twenty women hospitalized for preterm labor were 

documented with semi-structured, tape-recorded, in-depth interviews. Women took one of 

two different paths to seeking care for the symptoms experienced and interpreting the 

experience in terrns of its possible causes and outcomes: either waiting for a period of time 

before seeking care or sought care immediately for the symptorns they were experiencing. 

A third group was accidentally found to have preterm labor. Women Living with a 

diagnosis of preterm labor managed thek preterm labor at home by continuing the rest that 

began in the hospital. Eleven of the 20 women experienced major changes in their Lives: 

some women were fired or quit working and school because of the need to rest. They 

worried about the baby k ing  born too soon, yet they felt stressed from waiting for the 

baby to be h m .  Wonisn who delivered early tended to have little support both at home 

and in other social situations; women with more nunuring tended to deliver at term. 

Spending time talking with a nurse about preterm labor allowed cenain women to open 

doors of communication with their partners and discuss the impact of the preterm labor 

experience on both of them. This is the second study to focus on women expenencing 

preterm labor (Waldron & Asayama, 1985) and expands the knowledge base pertaining to 

this group of wornen. 

The two purposes of the Clauson (1996) study were to descnbe how 58 

hospitalized pregnant women perceived the uncertainties and stress of their situations both 

on admission and at the time of discharge, and to investigate the relationships between 



uncertainty, stress, and factors such as length of hospital stay. parity, materna1 age, and 

gestational age. The most frequently reported reasons for hospitalization were bleeding, 

preterm labor, premature rupture of the membranes and hypertension. The Uncertainty 

Stress Scale-High-Risk Pregnancy Version (USS-HRPV) was used to measure perceived 

uncertainty. Uncertainty scores at 48 hours after admission were found to be low or 

moderate for 86% of the women, with 14% of them reporting high uncertainty scores. At 

the time of discharge, 91% of the subjects had low uncertainty levels, but 9% still reported 

high uncertainty. Women who stayed longer in the hospital reported higher levels of 

uncertainty. The items which caused the greatest uncertainty 48 hours after admission 

were what caused the women's condition, the baby's chances to be healthy, and how long 

the syrnptoms would Iast. The same three items were found at discharge, though the 

ordering was different. The fmdings reported in this study are sirnilar to those reported 

elsewhere (Merkatz, 1978; Mackey & Coster-Schulz. 1992), yet further psychornetric 

assessrnent of the USS-HRPV is needed. 

In China. a study (Chuang, Hsia & Chou. 1997) with 10 pregnant women 

hospitalized for preterm labor explored their experience during the first week of 

hospitalization and their care needs. In-depth interviews were used to collect data, and 

were tape-recorded and transcribed as process recordings. The women reported a sense of 

uncertainty, fear of fetal loss, physical discodort, ambivalence, feeling of boredom, 

carelessness during the early stage, cornpliance with physician's instmctions, lack of 

privacy and worries. Uncertainty was noted throughout the entire hospitalization. This is 

the third study focusing on women experiencing preterm labor, and ail of these findings 

are congruent (Mackey & Coster-Schulz, 1992; Waldron & Asayarna, 1985). 

2.5.3 Anrerzaral Hospituli~arion: Wornen 's and Men's Perspectives 

In this section, one study involving both women and men experiencing at-risk and 

normal pregnancies is featured (Mercer, Ferketich, May, & DeJoseph, 1987). This is 

followed by an article published by the sarne research group reporting on a subset of the 



data from the larger study. focusing more on pmner relationships (Mercer, Ferketich & 

DeJoseph, 1993). The last study focuses on women's and men's retrospective evaluation 

of hospitalization for preterm labor. 

The Mercer et al. study (1987) focused on antepartum stress md its impact on 

family heaith and functioning. using a causal comparative longitudinal design. Specifically, 

the study was designed to test the effect of antepartal stress on infant, rnaternal and 

patemal health, dyadic relationships (mother-father. mother-infant, father-infant), and 

farnily funct ioning among four groups: women hospitalized for a high-risk pregnancy. t heir 

partners. women experiencing a low-risk pregnancy. and their partners. Groups were also 

compared to determine risk status and gender differences, and whether change occurred 

From pregnancy through 8 months postpartum. The predictor variables included in the 

theoretical models were stress from negative life events and pregnancy risk. perceived and 

received social support, self-esteem, mastery, parental competence. anxiety. and 

depression. The outcome variables were health status, mate relationships, parent-infant 

relationships, and family functioning. The four inclusion criteria for the high-risk group 

(women and men) were: ( 1 ) rnaternal hospitalization for a high-risk pregnancy between 24 

and 34 weeks gestation. ( 2 )  materna1 age of 18 or older. (3) ability to speak, read. and 

write English. and (4) couple married or living together and will continue to do afier the 

child's birth. For the low-risk pregnant group, the criteria inclusion were: (1) absence of a 

chronic disease. (2) any symptorns of pregnancy-induced disease were rnild and responsive 

to routine management. (3)  materna1 age of 18 or older. (3) ability to speak. read, and 

write English, and (5) couple married or living together and will continue to do after the 

child's birth. A total of 593 expectant parents were recruited: 153 hospitalized pregnant 

women. 75 male pariners of the hospitalized group, 2 18 non-hospitalized Iow-risk 

pregnant women, and 147 male partners of the non-hospitalized group. Data collection 

methods included interviews during pregnancy and early postpartum, and self- 

administered standardized instruments at five test periods: between 24 and 34 weeks of 

pregnancy, early postpartum following birth, 1, 4, and 8 months. 



The groups did not differ in demographic variables such as race. marital or 

socioeconornic status. Couples from the high-risk group were more womed and 

fnghtened than the couples from the low-risk one. Although the groups did not d a e r  in 

trait anxiety, there were no significant risk-status differences in state anxiety and 

depression beyond the initial test period. yet women reported greater depression than men 

through the first postpartum month. Wornen from the high-risk group reported 

significantly more received support than ot her groups during pregnancy, while both 

groups of women reported more received support than the men. Women viewed family 

functioning as less optimal than the men at four and eight months. Stress from 

hospitalization had direct negative effects on the health status of women and men from the 

high-risk group at eight months after birth. Negative life events during pregnancy and 

pregnancy risk also had indirect negative effects. Partners of women hospitalized during 

pregnancy experienced a significant increase in stability of self-esteem at eight months 

postpartum. indicating persona1 growth in the resolution of the stress from the risk 

situation. The subjects in this study were mostly well-educated and middle-class. so the 

findings can only be generalized to this subpopulation. Expectant parents were part of the 

study if they were 24 weeks pregnant or more, compared with other studies where the 

inclusion criteria involved pregnancies staning at 20 weeks (Clauson, 1996; Curry, 1987; 

Ford & Hodnett, 1990; White & Ritchie. 1984). Women and men were affected by at-risk 

pregnancy and antenatal hospitalization. 

Mercer et al. ( 1993) reponed a subset of the above data focusing on predictors of 

partner relationships during pregnancy and infancy. The same sample (N=593) was used 

as weli as the same instruments. A theoretical causal mode1 predicting partner 

relationships was tested, followed by mode1 respecification to derive the best explanatory 

mode1 for each group (hospitalized pregnant women, their partners. nonhospitahed 

pregnant women and t heir partners). AU partner relationships reported by the four groups 

were significantly higher dunng pregnancy and postpartum hospitalization than at 4 and 8 

months postpartum. The greater the risk. the less optimal was the mate relationship. There 

was a significant difference between the women and men for partner relationships, with 



the women from the high-risk group having higher scores than their partners d u ~ g  the 

postpartum hospitalization test period. The men From the low-risk group scored 

significantly higher than the men from the high-risk one except at one month postpartum 

Unique to the men was readiness for pregnancy as a predictor of their mate relationships 

d u ~ g  pregnancy. Also, among the men fiom the high-risk group, weeks of gestation also 

have negative effects on the partner relationship. Perceived support had direct effects on 

the mate relationships for al1 four groups during pregnancy. 

McCain and Deatrick (1994) explored the expenence of at-risk pregnancy from the 

perspectives of women and men. A convenience sample of 2 1 parents (12 women and 9 

men) were interviewed 10 to 66 days after the preterm births. Women were hospitalized 

for prernature labor, eclampsia, incompetent cervbc, and vaginal bleedings. The length of 

hospitalizations ranged from 7 to 23 days, while the number of hospitalizations ranged 

from 1 to 3. The study design relied on a naturalistic inquiry approach using selected 

grounded-theory techniques. Data were obtained retrospectively about the pregnancy 

through 1- 1 1/2 hour interviews. The basic social-psychological problem identified by the 

subjects was their emotional response to the high-risk pregnancy event, related to the 

progression of events occurring during the pregnancy and managed with a variety of 

strategies. Three transit ional stages emersed from the data: ( 1 ) ~~~~~~~~~~~~~~the 

realization t hat pregnancy outcome was at risk, (2) heightened anrie--as normal act ivities 

were restricted because of medical syrnptorns, and (3)  inevitabi2i~-the realization that 

preterm labor and delivery were imminent. Farnily and friends provided assistance with 

child care, housekeeping. and meal preparation as well as emotional support. This 

qualitative study is important since it is the second study to include both women and men, 

despite its focus only at-risk pregnancy, and examines the trajectory of the experience. It 

does not use a comparative design as in the Mercer et ai. study (1987). Two limitations of 

this study include sample bias due to the participation of  only white, middle-class couples, 

and the retrospective data collection approach which m y  have influenced the subjects' 

recall of the events. 



2.5.4 Sunzmo~  of Empin'cal Support 

In summary, the fust set of studies in chronological order (Rosen, 1975; Merkatz, 

1978; White & Ritchie, 1984; Waldron & Asaayrna, 1985; Kramer et al., 1986; Loos & 

Julius, 1989; Kirk, 1989) focused on comprehending women's concerns, feelings and 

needs in regard to antenatal hospitalization as well as identiwng the stressors associated 

with the experience. On the other hand, Curry (1987) presents an analysis of materna1 

behavior. while the Richardson study (1987) examines women's important relationships 

during the pretem labor experience. The study of relationships between variables 

identified as important to Our understanding of the antenatal hospitaiization started to be 

examined with the Ford and Hodnett study ( 1 990)' especially perceived and socid 

support. There started to be shift in the research with a focus on particular at-risk 

conditions such as preterm labor (Mackey & Coster-Schulz, 1992) and how women 

perceived their situation during their hospital stay over three test penods (Clauson, 1996). 

Studies were k e n  replicating internationally (Chuang et al., 1997). reporting similar 

results. 

The following trends were occurring overtirne: the goals of the study were 

becoming more precise, conceptual frameworks were starting to be used, explanatory 

models were k ing put forth, the inclusion criteria were becorning more specific, a broad 

range of research met hods were being used including quantitative and qualitative 

approaches. sample sizes were increasing, cornparison groups were king used, and more 

advanced statist ical procedures were k ing applied. 

The studies originally focusing on the women's perspective shifted gradually, 

leaning more towards the men, the conjugal relationship, the family and the rest of the 

social network. These were obtained indirectly through the wornen's reports. A new and 

major emergence occurred with the study conducted by Mercer et al. (1987) in which a 

very large sample size and a complex research design were used, multiple models with a 

longitudinal approach were produced, and men were Uicluded for the frst tirne. With an 



offshoot of that study. an article was published focusing on partner relationships (Mercer 

et al., 1993). 

Based on the studies cited above, at-risk pregnancy and antenatal hospitalization 

are identified as negative stressors affecting pregnant women and their partners, with a 

subsequent impact on the conjugal relationship. Not only does the literature highlight 

some diflerences between women and men, but something is happening to the conjugal 

relationship under such circurnstances. The women's viewpoint of the two stressors has 

been well docurnented, however, more research is needed to comprehend the men's 

viewpoint. There is a deanh of studies using the conjugal dyad as the unit of analysis: this 

orientation may provide some understanding as to why some couples feel a sense of 

closeness afier such an experience, while ot hers deteriorate potentially leading to 

separation and divorce. Boss (1987) suggests that the most powerful variable to determine 

a farnily's response to stress is their perception of the event. In order to achieve this. an 

approach based on interpersonal perception involving combinations of self-perceptions 

and metaperceptions should be utilized. A better grasp of the intemal dynamics pertaining 

to the conjugal relationship under stress may advance Our understanding and knowledge of 

the two stressors. There are also differences from the studies cited above regarding the 

impact of support from the social network on women and men experiencing at-risk 

pregnancy and antenatal hospitalization, and the role that it rnay play in the conjugal 

relationship. Using a specific theoretical mode1 to study this phenornenon, sirnultaneous 

individual and collective perspectives can be obtained to understand how the conjugal 

dyad deals with the stressors of at-risk pregnancy and antenatal hospitalization. 

2.6 HYPOTHESES 

Kenny and Acitelli (1994) indicate that interpersonal perceptions are the building 

blocks t hrough which panners construct shared understandings of t heu experiences, 

however, 'ive need to focus on the various context and content areas in which these 

perceptions occur" (p. 429). The stressors of at-risk pregnancy and antenatal 



hospitalization are the focus of the present study. Two sets of hypotheses were formulated 

regarding the population under study based on the conceptions and fmdings presented in 

this chapter. 

Set # I : 

Though partners forge a shared reality of their relationship with tirne (Berger & 

Keiiner. 1964). gender differences may erupt during at-risk pregnancy and antenatal 

hospitalization: 

H 1 : There is a significant difference in the perceived similarity of global stress 

appraisal between women and men. 

HZ: There is a significant difference in understanding of global stress appraisal 

between women and men. 

Set#2: 

Perceptual differences are rninimized within the conjugal relationship (Berger & 

Kellner, 1964). yet congruence between àifferent combinations of sirnilarities rnay be 

affected by the two stressors: 

H3: There is congruence between women's and men's perceived sirnilarity and 

actual sirnilarity for global stress appraisal. 

H4: There is congruence between women's and men's understanding and actual 

similarity for global stress appraisal. 

H5: There is congruence between women's and men's understanding and 

women's and men's perceived sirnilarity for global stress appraisal. 



CHAPTER 3 



METHODOLOGICAL CONSIDERATIONS 

In this chapter, the following rnethodological considerations are presented: the 

design, the settings, the recruitment of subjects, and the data collection procedures. The 

instruments that were used to operationalize the research variables are described as well 

as the data analysis procedures and ethical considerations. 

3.1 DESIGN AND SETTNGS 

This study used a model-testing research design (Burns & Grove, 1988) in order 

to determine first-time parenting couples' global stress associated with at-risk pregnancy 

and antenatal hospitalization by testing the accuracy of a hypothesized causal mode1 

including the following variables: the stressor, the resources (the conjugal relationship 

and support fiom othen in the social network), and their perception of the stressor. 

Twelve hospitals fiom the francophone and anglophone health care networks in the 

Greater Montreal region, including those on the South and North Shores participated in 

this study: Cité de la Santé, Hôpital Maisonneuve-Rosemont, Hôpital Sacré-Coeur, 

Hôpital Notre-Dame, Hôpital St. Luc, Hôpital Sainte-Justine, Hôpital Général Juif, 

Centre Hospitalier St. Mary's, Hôpital Royal Victoria, Hôpital Charles-Lemoyne, Centre 

Hospitalier Anna Laberge, and Centre Hospitalier Pierre-Boucher. See Appendix 1 for the 

ethics clearances fiom the 12 hospitals. 

3.2 SAMPLING CONSIDERATIONS 

A non-probabilistic sampling strategy was chosen in order to include all subjects 

who had agreed to participate (Burns & Grove, 1993; Woods & Catanzaro, 1988). See the 

articles in chapters 4 and 5 for the inclusion criteria. The subjects were excluded from the 

study if a chronic condition already existed before the pregnancy (example: chronic 

diabetes, chronic hypertension). The parameter under study, global stress associated with 

at-risk pregnancy and antenatal hospitalization, was expected to demonstrate a large 



arnount of variation. The following calculation was used originally (Cohen, 1969) to 

determine the sample size: a = -05, P = -80, and d = -30, d = dlt fi + .20 fi + .28 = 

-30). The required sarnpIe size wouId have been 138 couples. This was Iater revised, 

recalculating the sarnple size based on having small, medium and large effects (Cohen, 

1988). Since a moderate effect size was continued to be predicted, an ability to detect 

moderate to large correlations was desired, requinng a moderate sarnple size. According 

to Cohen (1988), s sample size of 70 couples is needed for a two-tailed test a, = 0.05 and 

a2 = 0.10, a 10% probability for type II error (P), and an effect size of d3 = 0.3 where d = 

d3' f i .  One hundred-eighty couples agreed to participate in this study; the final sample 

consisted of 109 couples, producing a power of  92.5%. 

Despite the large sarnple size of 109 couples and conducting the study in 12 

hospitals in the greater region including the South Shore, Montreal Island and the City of 

Laval, recruitment was very difficult. Of the 656 women who were eligible to participate 

in the study, 17 had to be eliminated because their partner had a child(ren) and 409 others 

refused to participate producing a refusa1 rate of 6 1%: 289 of them said they were too 

stressed, sick or not interested; 91 partners refused to participate; and 29 other partners 

did not want their female partners to participate believing them to be too stressed or sick. 

Of the remaining 247 eligible women, 26 delivered before the questionnaires could be 

given to them, 10 others left the hospital before questionnaire distribution, while 3 1 

women and their partners refused to continue due to a change in the women's health 

status. One hundred eighty (1 80) pairs of envelopes were finally distributed: 7 1 pairs 

were never returned, producing a final sarnple of 109 couples. 

3.3 INSTRUMENTS 

Four instruments were used for data collection purposes: (1) The Persona1 and 

Pregnancy Information Guide (PPIG), (2) The Dyadic Adjustment P A S )  Scale, (3) The 

Support Behaviors Inventory (SBI), and (4) The Stress Appraisal Measure (SAM). 



3.3.1 The Personal and Pregnancy Information Guide (PPIG) (see Appendir 2) 

The stressor (Variable A) was measured with the "Inventaire d'information 

obstétricale et personnelle" (The Persona1 and P regnancy Information Guide), an 

adaptation onginally developed by Goulet (1 989). Sociodemographic, pregnancy, 

hospitalization and relational data were collected in the PPIG. Two versions of the PPIG 

were developed, one for the women and the other for the men. This 13-item self- 

adrninistered questionnaire is divided into three parts: the first part collects obstetrical 

(pregnancy and hospitalization) information, the second part seeks persona1 

(sociodemographic) information, and the last part obtains conjugal (relational) 

information. The first part contains eight questions on at-risk pregnancy and antenatal 

hospitalization: the gestation period, the number of pregnancies, if the pregnancy was 

planned, the expected data of delivery, the reason for the present hospitalization and the 

length of hospital stay, previous hospital experiences, physical activities and their 

restrictions, and preriatal class attendance. The second part contains six questions on 

sociodemographic data such as the respondent's age, level of education, marital status, 

ernplodment and family revenue. The last section contains hvo questions on the conjugal 

relationship, including the Iength of the relationship and the amount of tirne that the 

couple has lived together. The form of the questions varies, depending on the type of 

information being sought- Certain questions are dichotornic requinng yes/no answers, 

while others present choices. The second type includes open-ended questions, requiring a 

short answer on the respondent's part, by either adding a date or explaining the reason for 

hospitalization. 

3.3.2 The Dyadic AdJ'tcsrrnertt Scale (DAS) (see Appendix 3) 

 é échelle d'ajustement dyadique (Baillargeon, Dubois & Marineau 1986) is a 

French translation of the Dyadic Adjustment Scale produced by Spanier (1 W 6 ) ,  

measuring one of two resources in Boss' model, narnely, the conjugal relationship 

(Variable El). Spanier developed the instrument fiom his conceptuaiization of dyadic 



adjusûnent, defined as a process that evolves on a continuum (Baillargeon et al., 1986, p. 

26). This 32-item self-administered quest io~aire  contains 4 subscales producing total 

conjugal adjusrment: consensus. cohesion. satisfaction. and affection (these definitions 

are presented in the second article of the fourth chapter). The total score c m  Vary from O 

to 15 1 points for the total instrument. A couple is usually considered in dificulty when 

the total score of one of the conjugal partners is less than 1 00. 

The English version of the instrument was developed in several stages. Spanier 

first gathered 300 items from various instruments. Content validity was established by a 

panel of three experts who decided to keep 200 of the 300 items. Discriminant validity 

was demonstrated by administering the 200 items to two groups of couples, either 

married or divorced; only 40 items were able to discriminate between the hvo groups. 

During factorial analysis, only 32 items were retained and four dimensions were 

determined: consensus, cohesion, satisfaction and affection. The instrument entitled 

"Short Marital Adjustment Test" of Locke and Wallace (1959) was used to establish 

concomitant validity. The correlation between the total scores of the two instruments for 

the rnarried couples was -86, while the correlation for the divorced couples was -88. 

Cronbach's alpha was used to determine internal reliability for the total instrument and 

for each of the four dimensions: total instrument, -96; dyadic consensus, .90; dyadic 

cohesion, 36; dyadic satisfaction, .94; and affection, .73. 

Baillargeon et al. (1986) translated the instrument into French and conducted 

psychometric analyses on it. Factorial analysis using principal component analysis based 

on procedures presented in Spanier's study (1976) were conducted. The results reveal that 

the factorial structure of the instnunent is similar to the observed one with the American 

samples. The authors conclude that the French version o f  the Dyadic Adjustment Scale is 

psychometrically sound and adequate to rneasure conjugal adjustment. For the study, 

internal consistencies using Cronbach's alpha for the total sample (N=lO9) were: the total 

instrument, -86; consensus, 35 ;  cohesion, -70; satisfaction, -63; and affection, .SI. 



3.3.3 Supporr Behaviors hventory (SBI) (see Appendix 4) 

The "Inventaire des comportements de soutien" is a French translation (Goulet, 

Polomeno & Harel, 1995) of the Support Behaviors Inventory developed by Brown 

(1 986b). This instrument was chosen in order to measure satisfaction with support from 

the social network, the second resource as part Variable B in Boss' model. This is the 

only existing instrument rneasuring satisfaction received fiom the male partner separately 

from satisfaction with social support received fi-om others. Only the subscale measuring 

satisfaction with social support fiorn the other members of the network was retained for 

this study. The respondent is asked to indicate on a 6-point Likert type scale the degree of 

satisfaction with each of 42 items representing the types of support behaviors from 1 

"dissatisfied" to 6 "very satisfied". If a support behavior does not apply, then the 

respondent encircles 7 for "not applicable". This part of the instrument gives a score for 

satisfaction with support fiom other, a higher score represents a higher degree of 

satisfaction. 

Brown and other investigators have conducted several psychometric evaluations 

on this instrument. Four types of validity have been confirmed: content, construct, 

criterium and predictive. Interna1 reliability using Cronbach alpha for the total instrument 

and for each of the two subscales Vary from .90 to .96. The two subscales can be 

considered distinct since the correlation coefficients between them are very low, ranging 

from .1 to -4. The multidimensionality proposed by the construct is being questioned 

since factonal analysis using principal component analysis with varimax rotation suggests 

one factor. Vallerand's (1 989) cultural validation methodology was used for the French 

translation of this instrument (Goulet et al., 1995). Psychometric evaluation was 

conducted on a sarnple of  271 pregnant women: 99 h c o p h o n e  pregnant women 

experiencing normal pregnancy, 89 francophone women expenencing at-risk pregnancy, 

38 anglophone women experiencing normal pregnancy, and 45 anglophone women 

experiencing at-risk pregnancy. Fie-four of these women participated in the retest. The 

results of the French version are sirnilar to those of the English version. The Cronbach 



alphas for each of the two subscales, the total instrument, for the 4 groups and for the 

test-retest range fkom -96 to -98. Factorial analysis using principal cornponent analysis 

with varimax rotation confimed that the two subscales are distinct. For the present study, 

Cronbach's alpha values for the total sample (n=109), and the women's and the men's 

groups were.98, -97, and .98. These values are close to the ones published for the original 

version (Brown, 1986a), and the French one (Goulet et al., 1995). 

3.3.4 The Stress Appraisal Measure (SAM) (see Appendîx 5) 

 é échelle d'évaluation du stress is a French translation (Pelchat, Ricard, Lévesque, 

Perreault & Polomeno, 1994) of the Stress Appraisal Measure developed by Peacock and 

Wong (1990). This instrument was chosen because it measures the perception o f  the 

stressor event (Variable C) and global stress (Variable X), and can be applied to conjugal 

dyads (persona1 communication with Dr. Wong, 1992). By using cognitive relationai 

theory, Peacock and Wong developed this instrument in order to differentiate the 

perception of appraisal of the stressful event from coping. This 28-item self-administered 

questionnaire contains three parts: primaiy stress appraisal, secondary stress appraisal, 

and global stress appraisal (see the definitions for the subscales in the second and third 

articles of the fourth and fifth chapter). Primary and secondary stress appraisal were used 

to represent the perception of the stressor or "Variable C", whiIe global stress appraisal 

represented "Variable X". This is a seven subscale instrument, with 4 items in each 

subscale. Subjects must indicate their degree of stress on a 5-point Likert type scale from 

1 "not at alI" to 5 "extremely"; a mean is obtained for each subscale. A higher score 

indicates a greater stress level. 

The psychometric assessrnent of the Stress Appraisal Measure was conducted in 

three studies by Peacock and Wong. Cronbach's alpha was used for intemal reliability, 

ranging from .51 to .90 for each of the six dimensions and -80 for the total instrument. 

Factorial analysis using pnncipal component analysis with varimax rotation confirmed 

the seven dimensions of the instrument. The Stress Appraisal Measure is a reliable and 



valid instrument containing seven independent dimensions: the stressfulness subscale 

measuring global stress appraisal is independent of the other 6 subscales. For this study, 

the correlations between the stressfulness subscale and the other six subscales are low, 

varying tiom -.2100 to -2883. Obtaining permission From Peacock and Wong, a team of 

professors from the Faculty of Nursing of Université de Montréal translated the Stress 

Appraisal Measure into French and conducted psychometric analyses on the French 

version (Pelchat et al., 1994). Vallerand's (1 989) cultural validation methodolgy was 

used. The French version was found to be psychometrically sound. Cronbach's alpha for 

the present study for the total sample (n=109) range From -52 to -75. These values are 

close to the ones published for the originaI version (Peacock & Wong, 1990) and the 

French one (Pelchat et al., 1994). 

3.4 DATA COLLECTION PROCEDURES 

Data were collected fiom the subjects over a period of 22 months, from May 1993 

to March, 1995. Following study approval from hospital research and ethics committees, 

the doctoral candidate communicated by telephone with the head nurse or the assistant 

head nurse on the antepartum ward where the pregnant women were hospitalized. She 

solicited the nurse's cooperation by the identification of potential subjects. A poster 

sumrnarizing the nature of the research project as well as the inclusion and exclusion 

cnteria and the investigator's telephone nurnber were available on each unit (see 

Appendix 6). Ln certain settings, the candidate presented herself directly to the ward, and 

could consult with the nursing personnel and/or the nursing kardex. In other settings, the 

head nurse, the assistant head nurse or the unit nurse approached the potential subject 

about participating in the study, who was then asked for permission to introduce her to 

the candidate. If the subject agreed to speak with the doctoral candidate, then the nurse 

referred her to the candidate. 

Following the identification of potential subjects, the pregnant woman was 

approached by either the nursing personnel or by the investigator. A sheet explaining the 



research project was distributed to each potential subject (see Appendix 7). The pregnant 

woman was encouraged to speak with her partner and to share the information with him. 

In order for certain men to participate in the study, a more personal contact was required, 

either in a face-to-face interview or on the telephone. Any questions or issues were 

discussed with him. Once the couple agreed to participate in the study, they signed a 

consent forrn (see Appendix 8). 

3.5 DATA ANALYSIS PROCEDURES 

Data fiom the women and the men were coded independently and entered into the 

SPSS for Unix (ReIease 6.14) statistical program. A random sarnple of 10 couples' 

records were selected for cross-validation purposes (9.2%). Al1 tests were performed with 

an overall significance level of 5% @ < -05). Al1 pregnancy, hospital, persona1 and 

relational data as well as the study variables were analyzed using descriptive statistics: 

frequency distributions, central tendency (mode, median and mean), dispersion measures 

(standard deviation and variance). Student's t-test and the Chi-square test were used to 

compare means for continuous and dichotomic/proportions variables respectively. 

Intemal reliability using Cronbach's alpha was obtained for the Erst three instruments 

(DAS, SB1 and SAM): for the total instrument and for the respective subscales. Validity 

was verified using factorial analysis in principal component analysis with varimax 

rotation (Burns & Grove, 1988). For the data anaIyses used in the second and third 

articles, see their respective sections in chapters 4 and 5. 

3 -6 ETHICAL CONSIDERATIONS 

This research study was submitted to the research andor ethics cornrnittee(s) in 

each of the 12 hospitals, and to the directors of the department of obstetrics and of 

nursing. Following the granting of approval by the cornmittees and the various directors, 

a meeting was held with the head nurse of each of the departments as well as the 

respective nursing personnel. The objective of these meetings was to present the research 



project, solicit their cooperation and answer any of their questions. It was most important 

that the nurses understood the critena for inclusion within the study. Subjects were 

advised that their participation was voluntary, that they could withdraw at any time, and 

that they could refuse to answer any question. This information was provided on the 

information sheet and repeated on the consent form. The consent form was signed by both 

conjugal partners, the investigator, and in certain settings, a witness (usually the nurse). 

Their names did not appear on any questionnaire. Al1 of  the data that were collected were 

confidential. The research instruments were coded to insure confidentiality and are to be 

destroyed at the end of the study. 
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Second Article: 

The Stressful Impact of At-Risk Pregnancy and Antenatal Hospitalization 

on First-Time Parenting Couples 

Sttbrnitted to The Iriteniational Journal of Nttrsing Studies 

Background to this article: 

In this article, the explanatory model developed from Boss' model (1988) The 

Contatztal Model of Famifj? Stress and presented in the first chapter is tested here. Five 

explanatory models are tested: the first hvo models pertain to women's and men's stress, 

while the other three models involve couples' stress and represent the three types of 

similarity (actual similarity, perceived similarity and undentanding). This orientation 

permits the simultaneous study of stress fiom the individuai perspective of the conjugal 

partners and from the collective one of the conjugal dyad. 

The findings from this article can assist nurses to develop interventions using the 

actual similarity, perceived sirnilarity and understanding concepts, and to promote 

communication within the conjugal relationship, potentially countering the impact of at- 

nsk pregnancy and antenatal hospitalization on the conjugal partners and the conjugal 

dyad. 
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ABSTRACT 

The purpose of the study was to determine the relative contributions of the stressors 

(at-risk pregnancy and antenatal hospitalization), the resources (conjugal adjustment and 

social support satisfaction fiom others), and the stressor perception (primary and secondary 

appraisal) to first-time parenting couples' global stress (n=109 couples). Fifty-two percent of 

the women's global stress was explained by pr-imary stress appraisal, while 60% of the men's 

global stress was explained by the stressor, and primary stress appraisal. For the couples' 

models, primary stress appraisal accounted for 33% of actual similarity, while for perceived 

similarity, primary and secondary stress appraisal explained 32% of the variance. The 

resources and primary stress appraisal accounted for 32% of the variance for understanding. 

Kevwords: at-risk pregnancy, antenatal hospitalization, first-time parenthood, global stress 

appraisal. 



INTRODUCTION 

Nurses have always been concerned with families expenencing stress associated with 

Iife transitions. When the transition to parenthood is fiaught with complications such as at- 

risk prepancy and antenatal hospitalization, the woman, her partner, and their relationship 

may be adversely affected. How the conjugal dyad, a family subsystern, is affected by these 

two stressors necessitates the study of the partners as well as the conjugal unit itself. Boss 

(1987, 1988) suggests that the farnily's stress level is influenced by the stressor itself, but 

also by their perception of the stressor event and their resources. She also proposes that the 

stress level of the whole is different from the surn of the individual stress IeveIs of the family 

members. There is a dearth of studies in the farnily domain considering individual and dyadic 

stress levels in the context of at-risk pregancy and antenatal hospitalization. Thus, three 

stress levels are examined in this study: women's, men's and couples'. In the evaluation of 

couples' global stress, three types of similarities are considered which are produced from 

combinations of self-perceptions and metaperceptions: actual similarity, perceived simiIarity 

and understanding. Thus, the purpose of this study was to detennine the contributions of the 

stressor, the resources, and the perception of the stressor event to fint-time parenting couples' 

global stress associated with at-risk pregnancy and antenatal hospitalization. 

a. Literature review 

Stress during pregnancy is inevitable (Niven, 1 992), affecting the conjugal partners 

and their relationship (Shenven, 1987). Couples expecting their first child may be more 

stressed than the ones who have children (Broom, 1984; Cowan & Cowan, 1988). This is 



ofien the first time that they must deal with and adjust to so many concurrent changes 

(Polomeno, 2000). When complications &se during pregnancy, the stress is W e r  

aggravated (Jones, 1 986; Kemp & Hatmaker, 1 989; Kemp & Page, 1 986; Mackey & Coster- 

Schulz, 1992; Oakley et al., 1990; Wadhwa et al., 1 W6), as well as if hospitalization andior 

bedrest are required (Hearnan, 1992; Krarner et al., 1986; Loos & Julius, 1989; Maloni et al., 

1993; Mercer, 1990; Schroeder, 1996). Between 10% and 20% (Jones, 1986; Kemp & Page, 

1986; Penticuff, 1982) of pregnancies are labeled at-risk, and from 12% to 25% (Haas et al., 

1996; Philippe et al., 1982; White, 1989) of pregnant women are hospitalized. Consequently, 

the marriage may become strained (Johnson & Murphy, 1956; Penticuff, 1982; Waldron & 

Asayama, 1985; Weil, 198 1 ), potentially leadin3 to separation and divorce (Gilbert & 

Hannon, 1993; Gyves, 1985; Johnson & Murphy, 1985; Murphy & Robbins, 1993; Penticuff, 

1982). 

Several authors report that pregnant, hospitalized women may become anxious, 

depressed, withdrawn. angry, lonely, powerless, and bored (Chuang et al., 1997; Dore & 

Davies, 1979; Hearnan, 1992; Hearnan er al., 1992; Loos & Julius, 1989). Separation fiom 

home and the farnily is their major concern (Curry & Snell, 1985; Jones, 1986; Kirk, 1989; 

Waldron 22 Asayama, 1985; White & Ritchie, 1984). The women denounce the lack of 

intimate privacy within the hospital setting (Chuang et al., 1997; Loos & Julius, 1989). When 

the women are treated at home, men often feel overwhelmed, and maintaining a close 

relationship with their partner who is on activity restriction, is a challenge for h e m  (May, 

1991). The partners ofien deal with their feelings separately, causing ernotional distress 

(Johnson & Murphy, 1 986), O ften persisting after birth (Jones, 1 986). Couples have reported 



changes in their sexual relationship, since without sexual intercourse, they have lost an 

important source of support for each other (Weil, 1981). In the Mercer, Ferketich and 

DeJoseph study (1 993), men from the at-risk pregnancy group reported less optimal partner 

relationships than those from the low-risk pregnancy group, while the women in the at-risk 

group reported more optimal mate relationships than their partners. 

Obtaining and using help appears to be one of the effective ways for couples to deal 

with the stressors (Burke & Weir, 1982; Penticuff, 1982). Partners can adapt to at-nsk 

pregnancy if they have adequate support from significant others (Gilbert & Harrnon, 1993). 

With adequate support, the partners can achieve a sense of accomplishment in the face of 

adversity; without adequate support, there is a risk of separation and divorce (Gilbert & 

Hannon, 1993). Nuclear and extended farnily and Fnends may provide close and supportive 

relationships. Yet, they can increase the stress and conflicts of hospitalized pregnant women, 

if they fail to perceive that the women truly have a health problem illness or that the fetus is 

at-risk, resulting in a lack of emotional support from them (Merkatz, 1976; Gyves, 1985). 

These significant others may be expenencing stress themselves due to the situation (Gyves, 

1985). In the Monahan and DeJoseph study (1991), couples who experienced at-risk 

pregnancy perceived lower support than those from the low-nsk pregnancy group. 

The greater the threat to the pregnancy as perceived by the family, the greater the 

stress they will experience (Kemp & Page, 1986). Gilbert and Harmon (1993) also stipulate 

that partners can adapt to at-risk pregnancy if they have a realistic perception of the event. 

Partners c m  maintain positive patterns of interaction during times of stress through the 



similarity of their perceptions (Deal et al., 1992). Indeed, fimctional couples and farniiies are 

usually charactenzed by high similarity between menlbers' perceptions. Sirnilaris. or 

congmence in perceptions (Ahrons & Bowman, 198 1; Glass & Polisar, 1987; Ransom, 1992) 

behveen spouses, oflen called the glue of mamage (Scanzoni & Scanzoni, 1976), is a crucial 

dimension of the family system (Deal et al., 1992; Kenny & Acitelli, 1994). Several scholars 

have noted the importance of congmence in developing a shared reality in conjugal 

relationships, which potentially leads to understanding between the partners, thereby 

enhancing increased levels of similarity and marital satisfaction (Berger & Kellnar, 1964; 

Deal et al., 1992; Duck & Santo, 1993; Duck, 1994). How partners develop and share 

meaning from stresshl events through their perceptions is part of the stress process 

(Patterson, 1988). No matter how threatening a stressor might be, it will only evoke a stress 

reaction if the partners perceive the stressor as threatening. There is a paucity of studies 

exarnining the intemal environment of the conjugal relationship (Gottlieb, 1985) by using 

interpersonal perception methodology (Laing et al., 1966) within the context of at-nsk 

pregancy and antenatal hospitalization. 

b. Th eo retical rrr odel 

The middle-range theory (Murphy, 1986) underlying this study is Boss' model (1 987, 

l988), "The Contextual Mode1 of Farnily Stress". Boss' model originates from Hill's model 

(1958). She theorizes (see Figure 1) that the stress level (X Variable) felt by the family is 

based on the stressor (A Variable), their resources (B Variable) and their perception of the 

event (C Variable). The ultimate outcorne is family adaptation or cnsis. Events affect the 

family directly and indirectly and can result in farnily stress, defined as tension in the family 



system. 

- place Figure 1 here - 

The stressor, " A  Variable", is an event of significant magnitude to provoke change in 

the fmily system. It is also a stimulus that threatens the status quo and holds the potential for 

beginning the process of change or stress (Boss, 1988). In this research, the stressors are at- 

nsk pregnancy and antenatal hospitalization. The "B Variable" represents the farnily 

resources, or its economic, physical and psychological assets, upon which family members 

can draw on in response to the stressor. The family psychological resources in this study are 

represented by the conjugal relationship and support from others in the social network. The 

"C Variable" is the meaning that the farnily gives to a stressor, also called the farnily's 

perception. Boss (1987) posits that the family's perception of the stressor is the most 

powerful variable in explaining how the family defines and reacts to it. Both fmi ly  

perception and individual perceptions are needed to get the full picture ofthe family's stress 

level, "Variable A"'. When perceptions from different family members are congruent, a 

collective or family perception can be obtained. 

We expanded three parts of Boss' mode1 (1987): the definitions of the conjugal 

relationship, stress evaluation and perceptions. For the first part, Spanier and Lewis (1980) 

define conjugal adjustment as the subjective evaluation of a couple's relationship on a 

number of dimensions and evaluations. Conjugal adjustment contains 4 dimensions 

producing total corijtigal adjusfnient: consensus refers to the degree a couple agrees on 



rnatters of importance to the relationship; cohesion refers to the degree to which a couple 

engages in activities together; satisfaction refers to the degree to which a couple is satisfied 

with the present state of the relationship and is committed to its continuance; and affection 

refers to the degree to which a couple is satisfied with the expression of affection and sex in 

the relationship (Spanier, 1976). For the second part regarding stress evaluation, Peacock and 

Wong (1990) divided stress appraisal into three types: primary, secondary, and global 

cpyraisals. Primary appraisal relates to threat, challenge, and centrality. Threat refers to the 

potential for loss or damage fiom the event, whereas challenge refers to the potential for 

personal growth. Cerrtrality involves the perceived importance of the event by a person 

regarding his or her well-being. Secondary appraisal relates to the perception of control 

regarding the stress ful event : the extent to which the situation is controllable-by-self; 

controllable-by-others, and rtncontrolluble-by-others. The global uppraisal of stress relates 

to the total degree of stress perceived by the person regarding the stressful event. The 

Variable C is represented by the primary and secondary stress appraisals, while the Variable 

X is represented by the global stress appraisal. 

For the third part, the perception (see Figure 2) that a person has of the situation is 

cal1ed a direct perception or self-perception, while a person's perception of another person's 

perception is referred to as a metaperception (Allen & Thompson, 1984; Bochner et al., 

1982). Combinations of self-perceptions and metaperceptions are referred to as "perceptual 

congruence variables". When both partners' self-perceptions are compared and found to be 

congruent, there is actual similariw; when one partner's self-perception is compared with his 

or her own metaperception and found to be congruent, there is perceived similariiy; and 



when a partner's metaperception is compared with the other partner's self-perception and 

found to be congruent, there is understanding (Acitelli, 1993; Acitelli et al., 1993, 1997). 

Three levels of similarity or congruence are to be considered in the study of couples' global 

stress, narnely, actual similarity, perceived similarity, and understanding. These types of 

similarity represent progressive levels of conjugal communication. 

- place Figure 2 here - 



METHOD 

a Pa rlicip an ts 

Subjects were recmited from 12 hospitals (Levels II and m) in the Montréal region, 

Canada. Inclusion criteria were: 1) diagnosis of at-risk pregnancy, 2) hospitalization 2 5 days, 

3) gestation between 20 and 34 weeks, 4) both conjugal partners expecting their first child, 5) 

materna1 and patemal age 2 18 years, 6) cohabitation for at least one year, and 7) bom in the 

Province of Québec. Exclusion criteria included ar? at-risk pregnancy due to a chronic 

condition. Al1 hospital ethics cornmittees gave approval for this study. Since they prohibited 

access to refusers' charts, data were not collected on them. The final sample consisted of 109 

couples from 180 couples who agreed to participate. This produced a power of 92.5%, based 

on Cohen's (1988) statistical power with a significance Ievel a of 0.05, a /3 of 0.80, a 

medium- effect of 0.30, using a two-tailed test. 

b. Data collection procedrrres 

The study was described to potential subjects and an information sheet was 

distributed to them. Women were then encouraged to speak with the partner regarding his 

participation. Some men required an interview or a telephone contact. Once the partners 

agreed to participate, they both signed the consent form. Each partner received an envelope 

with the questionnaires. They were then instmcted to: 1) fil1 in the questionnaires separately, 

and as much as possible, at the sarne time, 2), not to consult with each other, and 3)  to put the 

completed questionnaires into their respective envelopes and to seal thern. The Dyadic 

Adjustment Scale and the Stress Appraisal Measure were answered twice: the participant 



first had to fil1 in the questionnaire from hislher own viewpoint (self-perception); then, to 

adopt the partner's viewpoint and to answer as he/she would (metaperception). 

c. In strumen ts 

Four instruments were used: the Personal and Pregnancy Information Guide @'PIF), 

the Dyadic Adjustment Measure @AS), the Social Behaviors Inventory (SBI), and the Stress 

Appraisal Measure (SAM). Data from the PPIF were used to represent the stressor (Variable 

A) in Boss' rnodel, while the DAS and the SB1 was used to represent the resources (Variable 

B). The primary (threat, challenge and centrality) and secondary (control-by-sel f, controI-by- 

others and uncontrollability) appraisal subscales were used for the perception of the event 

(Variable C), while global appraisal (stressfulness subscale) represented the stress level 

(Variable X). 

The PPIF contains three parts seeking pregnancy, personal and relational information. 

The DAS (Spanier, 1976) is a 32-item self-administered questionnaire containing 4 

subscales: consensus, cohesion, satisfaction and affection. Two items contain dichotomic 

responses, while the other 30 items are evaluated on 5, 6 or 7-point Likert-type scales. The 

total score varies fiom O to 151 points, with a higher score representing higher conjugal 

adjustment. The DAS was translated into French (Baillargeon et al., 1986) and is 

psychometrically sound. For the present study, intemal consistencies for the total sarnple 

(n=109) were: total adjustment, .86; consensus, .85; cohesion, -70; satisfaction, -63; and 

affection, -5 1. These values are dose to the ones published for the original one (Spanier, 

1976) and the French one (Baillargeon, et al., 1986). 



The SB1 (Brown, 1986) was used to measure satisfaction from two sources of social 

support, "partner", and "others". Only the "others" subscale w w  retained for the present study 

since data was being sought about support fiom the social network. The SB1 is a 45-item 

scale: half of the items is specific to pregnancy, while the other half pertains to general 

support. The respondent rates his/her degree of satisfaction with each support behavior on a 

6-point scale, a high score indicating a high degree of satisfaction. A French version (Goulet 

et al., 1995) was produced using cross-validation methodology (Vallerand, 1989). For the 

present study, Cronbach's alpha values for the total sample, the men's and the women's 

groups were -98, .98, and .97 respectively. These values are close to the ones published for 

the original version (Brown, 1986) and for the French one (Goulet et al., 1995). 

The SAM (Peacock & Wong, 1990) is a three-part self-adrninistered stress appraisal 

questionnaire containing 28 items (7 subscales). The first part, pnmary appraisal, contains 

three subscales of threat, challenge and centrality, while the second part, secondary 

evahation, includes three subscales of control-by-self, control-by-others, and 

uncontrollability. The last part, stressfulness, measures global stress. The respondent 

indicates hisher degree of stress on a 5-point Likert type scale kom 1 "not at all" to 5 

"extremely". A mean is obtained for each subscale, a higher mean represents a greater stress 

level. The SAM has adequate intemal consistency and convergent validity, and al1 subscales 

are independent. A French version (Pelchat et al., 1993) of the SAM was produced using 

Vallerand's (1989) cross-validation methodology. Cronbach's alpha values for the present 

study for the total sarnple (n=109) range fiom .52 to.75 for the six subscales and .64 for the 

stressfulness scale. These values are close to the ones published for the English one (Peacock 



& Wong, 1990) and the French ones (Pelchat et al., 1993). 

d. Data analyses 

Al1 pregnancy, persona1 and relational data as well as the study variables were 

analyzed using descriptive statistics. Student's t-test and the Chi-square test were used to 

compare means for continuous and dichotomic/proportions variables respectively. 

Intercorrelations matrices were examined to identify multicollinearity among the independent 

variables. Multiple regression procedures were perfomed to determine the relative 

contributions of the predictor variables including the stressor, the resources (conjugal 

adjustment and social support satisfaction), and the perception of the event (prirnary and 

secondary stress appraisal) to first-time parenting couples7 global stress (critenon variable). 

Five regression models were produced: two models, the women's and the men's, used 

only self-perceptions, while the other three models pertaining to the couples were based on 

the three types of  similarity (actual similarity, perceived similarity and understanding). Each 

independent variable was analyzed in sequence in the mode1 so that the first independent 

variable was analyzed alone with the dependent variable; the second independent variable 

was added to the equation that already included the first variable; and the third one was 

added to the equation that already included the first and second independent variables. In 

order to determine which variables fiom the pregnancy, persona1 and relational data were to 

represent the stressor, those having significant correlations with the dependent variable 

(global stress) were included in the regression analyses. For the women, these variables were 

gestation, gravidity and physical activities restriction. For the men, the variables were 



gestation, gravidity, prenatal class attendance, patemal age, education, and marital statu. 

For the couples' model, only those variables that were common to both groups were retained: 

gestation and gravidity. Predictors were considered effective if they resulted in an R~ change 

that was statistically significant at the -05 level. Data analysis was canied out using the SPSS 

for Unix (Release 6.14) statistical program. 



RESULTS 

a Sample 

Table 1 presents the sociodemographic and relational charactenstics for the 

participants. Fifty-five couples (50.5%) were married. The duration mean for the conjugal 

relationship was 6.2 years (S.D.=3.71), ranging fiom 1 to 18 years. The duration mean for 

cohabitation was 4.19 years (S.D. = 2-88), ranging fiom 1 to 15 yeazs. P.= h i l y  income 

was less than 19,000 dollars for 1 1% of couples (n = 1 1) and greater than $60,000 for 30% 

(n=30). The only disparity between the hvo groups was in the reporting of familyrevenue (x' 

= 2 6 2 ,  df = 98, p = .037), with the men reporting higher farnily income than the women. 

There were no significant differences (Table 2) for pregnancy-related and hospitalization 

characteristics when hospital care was dichotomized as either Level II or Level m. 

b. Srinz rtz ary statistics 

Table 3 presents the means and standard deviations of the study variables for the 

women and the men as well as  the self-perceptions and rnetaperceptions: conjugal adjustment 

(satisfaction, cohesion, consensus, affection, total adjustment), satisfaction with social 

support (others), stress appraisal (primary: threat, challenge, centrality; secondary: control- 

by-seIf, control-by-others, uncontrollable) and global stress. 

c. Regression analyses for the wumen and the men 

Tables 4 present the results of the regression analyses for the women, while Table 5 

presents the results for the men. The three predicton pertaining to primary stress appraisal- 



threat, challenge, and centrality - account for 52% (44% adjusted) of the variance in women's 

global stress. Women in the sarnple were more likely to have a higher global stress level 

when they used prirnary stress appraisal in their evaluation of at-risk pregnancy and antenatal 

hospitalization. For the men's model, three predictors pertaining to the stressor (gestation, 

prenatal classes and education) and two others pertaining to prirnary stress appraisal (threat 

and centrality) account for 60% (53% adjusted) of the variance. Men in this sarnple who 

experienced an earlier gestation (between 20 and 28 weeks of pregnancy), no prenatal 

classes, lower level of education, and perceived the stressors as a threat and centraIity were 

more likely to have a higher global stress level. Threat accounts for the greatest proportion of 

the variance in the women7s (2 1 %) and men's global stress (1 7%). 

d. Regressiort arralyses for t/le corrptes 

Three couples' models were produced, representing the three levels of similarity: 

actual similarity, perceived similarity and comprehension (see Table 6) .  The sirnilarities are 

produced by the various combinations of self-perceptions and metaperceptions as described 

above. 

The explained variances for the three couples' models are lower than those for the 

women or the men. Regarding actual similarity, two predictors of pnmary stress appraisal 

(threat and centrality) explain 33% (19% adjusted) of the variance in couples' global stress. 

Conceming perceived similarity, four predictors of prirnary stress appraisal (threat and 

centrality) and secondary stress appraisal (control-by-self and control-by others) account for 

32% (24% adjusted) of the explained variance for couples' global stress. Lastly, for 



understanding, one predictor of the resources (conjugal cohesion) and two predictors of 

primary stress appraisal (threat and centrality) explain 32% (19% adjusted) ofthe variance in 

couples' global stress. Threat explains the greatest proportion of the variance for couples' 

actual similarity of global stress, while control-by-others and centrality explained the greater 

variance proportion for perceived similarity and understanding respectiveiy. 



DISCUSSION 

The aim of this study was to determine the relative contributions of the stressor, the 

resources and the perception of the stressor to global stress associated with at-risk pregnancy 

and antenatal hospitalization for first-time parenting couples. The women's global stress is 

attnbuted to the perception of the stressor, while the men's global stress is associated with 

both the stressor and its perception. For two of the three couples' models (actual similarity 

and perceived similarity), the perception of the stressor contributes to explaining couples' 

global stress. in the third mode1 involving understanding, the couples' global stress is 

attnbuted to dyadic cohesion of the resources and the perception of the stressor. These 

findings support Boss' postulate that the most powerful variable to explain the family's stress 

is their perception or the meaning given to the stressor by the farnily. 

Primary stress appraisal, accounting for 52 % of the explained variance for women's 

global stress, involves the assessment of the importance of  a transaction for one's well-being 

(Peacock & Wong, 1990). Threat appraisals involve the potential for h d l o s s  in the fimue, 

while challenge appraisals reflect the anticipation of gain or growth fiom the experience. 

Centrality refers to the perceived importance of an event for one's well-being: conceptually, 

centrality is similar to the idea of stakes. Threat was the most significant predictor, followed 

equally by challenge and centrality. Women experiencing at-risk pregnancy and antenatal 

hospitalization perceive these two stressors as a threat. In the Gupton et al., (1 997) study, the 

women explain how they spent much time thinking about the fetus and being concerned 



about hisher health. The women in the Wood-Wamer's study (1998) of couples' cognitive 

appraisals of amniocentesis perceived the procedure as more threatening than the men. Al1 

these findings are comprehensible since the women are directly affected by either threat to 

their pregnancy or to their babies: they are the ones who are pregnant and give birth, 

implicating al1 aspects of their personhood in these expenences. 

For the men, the stressor and the perception of the stressor explained 60% of their 

global stress. The stressor as a significant predictor was an unexpected finding. Boss (1 987) 

States that the degree of stress caused by the event depends not only on the actual magnitude 

of the event, but also on the famiIy's perception. It appears that men's global stress is higher 

in the presence of an earlier gestation, occuning before 28 weeks. The men in the McCain 

and Deatrick study (1 993) expressed their vulnerability due to the difficult course and unsure 

outcome of the pregnancy. in the May (1994) study, the men experienced much wony until 

the achievement of a sufficient gestational ase. Two other predictors representing the stressor 

were sipificant: the absence of prenatal classes and having a lower educational level. For the 

men in this sample, it appears that being informed through perinatal education lowers their 

stress level. PrenataI classes which discuss at-nsk pregnancy usually include information on 

the different nsk conditions and how to cope with such events (Polomeno, 1997). Men 14th a 

lower educational level seem to experience a higher level of stress. They may have never 

been exposed to such a situation, and are not always accompanying their partner to medical 

visits while considering such outings as more women-focused. Their educational level may 

also have affected their occupational statu, limiting access to better employment and better 

paying jobs, and producing more financial burdens and won-ies (Aumann & Baird, 1993; 



Huddleston et al., 1993). Their situation may be compounded by the fact that the hospitalized 

women have to withdraw from work, thus lowering the farnily income earlier than expected. 

Primary stress appraisal (threat and centrality) contributed significantly to the men's 

global stress, with threat being the more significant predictor. Threat involves loss that has 

not yet occurred but is anticipated (Lazarus & Folkman, 1984). Whereas the women only 

focus on the fetus, the men are concemed by both the partner and the fetus. The expectant 

fathen in the May (1994) study descnbed the at-risk pregnancy condition as coming as a 

complete surprise, because their expectations had been for a natural event. They also 

expressed their emotional distress and constant worry regarding the perceived threat to their 

partners and their unborn children. Centrality, the extent to which important goals, beliefs, 

and commitments are engaged, was the lesser significant predictor (Peacock & Wong, 1989). 

Gruen et al., (1988) indicate that problems with persona1 needs and expectations of others 

and interpersonal skills (centrality) are related to emotional control. In the May study, the 

men were interviewed 1 to 2 years after their experiences: although it had been stressful, they 

reported that it had been worthwhile since their partners and infants had corne through the at- 

risk pregnancy healthy. Peacock et al., (1 993) explain that threat and centrality are correlated, 

since across a variety of stresson, they were the only appraisals that predicted stressfulness 

or global stress (Peacock & Wong, 1989). 

The explained variances for the three siniilarities fiom the couples' regression models 

are almost the sarne, but lower than those for the women's and men's models. For the 

couples' mode1 pertaining to actual similarity, only the perception of the stressor, namely 



threat and centrality, contributes to explain couples' global stress level. Threat is the more 

significant predictor of the two. These findings are comparable to the men's mode1 in which 

threat and centrality are also significant predictors. Thus, when comparing women's and 

men's self-perceptions of global stress associated with at-nsk pregnancy and antenatal 

hospitalization, couples perceive these stressors as both a threat and having some importance 

for their well-being. Despite the fact that social support kom others (resources) is not a 

significant predictor, it does approach significance @=.O61 5). 

Regarding perceived similarity, four of the six SAM dimensions account for a greater 

proportion of the variance of couples' global stress: threat, centrality, control-self, and 

control-others. Since threat and centrality are the significant predictors for primary stress 

appraisal in perceived sirnilarity, these findings are similar to the men's rnodel and the 

couples' rnodel for actual similarity. However, for the first time, secondary stress appraisal 

becomes a significant predictor. When the self-perceptions are compared with the 

metaperceptions for couples' global stress associated with at-nsk pregnancy and antenatal 

hospitalization, then both levels of stress appraisal become important. Primary stress 

appraisal in this context involves the assessrnent of the importance of the stressors for the 

couple's well being, while secondary appraisal focuses on perceptions of control to 

determine the appropriate patterns of coping with the situation (Peacock & Wong, 1990). It 

appears that as a couple expenences the two stressors, they go into more progressive dyadic 

communication, with a shift fiom a more emotion-based evaluation or appraisal to a more 

action-focused appraisal. According to Allen and Thompson (1984), if a couple 

cornmunicates to create shared meaning, the partners will allow one another to know how 



they directly perceive particular issues; each will know what the other thinks concerning the 

issues and also be aware of what the other thinks he/she thinks. If discrepancies or 

differences emerge at this level, then the partners can try to explain them to each other. 

Perceived similarity implies the existence of some kind of perceptual process that acts as the 

basis for the perception (Monsour, 1994). This level of similarity appears to be an important 

interrnediate between actual sirnilarity and understanding. 

Concerning understanding, the significant predictors of couples' global stress are the 

perception of the stressor and the resources. For the first time, centrality rather than threat 

explains the greatest proportion of the variance for couples' global stress. At this level of 

dyadic communication, the couples perceive the stressors in terms ofwhat is at stake for their 

unbom child, their relationship, and their future. Penticuff (1982) expIains that the feared 

Ioss of the desired child, the emutional turmoiI of bgieving and hoping, and the possible 

escape into apathy al1 interplay uniquely for each partner. According to Dixson and Duck 

(1 993), partners do not automatically comprehend one another nght away nor give the same 

weights and meaning to phenornena that they experience and interpret. The competency leveI 

of each partner also influences their capacity for understanding. The more adequately a 

partner is able to understand the different layers of the other partner's mind, the more the 

relationship is differentiated and the easier the communication becomes, leading to fuller 

understanding. 

It is noteworthy that the perception of the event through prirnary stress appraisal, 

namely threat (also called 'threatening personal meaning' by Lazarus (1 993)), diminishes 



with progressive layers of similarity f?om actual similarity to understanding. It appears that as 

couples share their perceptions of the stressfiil events and that there is congruence between 

the perceptions, the threat associated wi th the stressors is lessened. The impact of this finding 

is bvo-fold. Firstly, threatening personal rneanings are the most important aspects of 

psychologicaI stress with which the person or couple must cope, and direct the choice of 

subsequent coping strategies (Lazarus, 1993). Secondly, the lesser the threat, the more 

problem-focused forms of coping are used rather than the emotion-focused ones (Lazarus & 

Folkman, 1984). The third significant predictor at the level of understanding is dyadic 

cohesion or the degree to which a couple engages in activities together. For the first time, 

resources via cohesion in the conjugal relationship contributes to explain couples' global 

stress level at this level. The resources appear to become important as threatening persona1 

meaning diminishes. In our study, the greater the couples' global stress, the less time they 

spend doing activities together, such as preparation for the child's anival. The desire to 

spend time together and to be close is part of an intimate close relationship (Cox, 1999), yet 

the hospita1 setting does not promote a couple's intimacy (Chuang et al., 1997; Loos & 

Julius, 1989). Richardson (1983) found that some degree of cohesion in the relationship was 

a necessary component to withstand the process of reorganization dunng pregnancy. Al1 of 

these findings support Duck's (1994) tenet that understanding is of the utmost importance 

since it enhances increased levels of similarity and marital satisfaction, and decreases marital 

conflict. 

These findings have implications for the nursing profession. Since Boss (1987) 

asserts that understanding families' perceptions of stressfiil events (as a whole and 



individually) is basic to understanding their stress level, then nurses need to plan 

interventions that simultaneously consider the partners' perceptions as well as relational 

ones. Nurses who have contact with couples irnrnediately following antenatal hospitalization 

are in a position to help couples consider the difYerent factors that influence partners' stress 

appraisals of at-risk pregnancy and antenatal hospitalization with the subsequent impact on 

their conjugal relationship. This is similar to Teichman's (1988) analogy of 'his, hers and 

their pregnancy': the partners may be in the same physical relationship, yet they have 

different psychological realities (Acitelli, 1993). However, the shared realityofthe partners' 

perceptions is important for their relationship; this similarity changes continuously for one or 

the other, or for both partners (Crosby, 1991). 

Evidence from the literature proposes a curvilinear relationship for marital 

satisfaction with the arrival ofchildren (Cowan & Cowan, 1988). Findings from the couples' 

models by using three types of simiIarity provide some explanations as to why couples are 

adversely affected by the children's arrival: misperceptions appear to influence partners' 

interpretation of the stressors, which could have an impact on the intimacy component of the 

conjugal relationship. Developing nursing interventions using the actual sirnilarity, perceived 

similarity and understanding concepts may counter some of the impact of the stressors, 

potentially reducing the nsk of separation and divorce on the farnily unit. These progressive 

levels of conjugal communication knowledge can be used by nurses to promote 

communication within couples' relationships, helping the partnen to gain greater 

understanding of each other and of the situation and as a way for them to reconnect. The 

persona1 meanings that the partners attach to these stressors are products of intra-, 



interpersonal and situational contexts (Pierce et al., 1990). Lastly, nurses should experiment 

by rnodifjmg the hospital environment so that they are promoting couples' intimacy. Stress 

and free-flowing intimacy are basically incompatible: couples should be encouraged to make 

a concerted effort to nurture and sustain at least a minimal level of closeness during times of 

stress (Page, 1994), even within the hospital setting. 
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TABLE 1 

Sociodernographic and Relational Characteristics (n=109 couples) 

Characteristic Women Men 

Sociodemographic: 
Age (years) 
Range 

Mean (SD) Mean (SD) 
28.50 (4.63) 30.35 (5.06) 
(19.0-42.0) (20.0-49.0) 

Education 
High school 
College 
University 

Employment 
Yes 
No 

Employment type1 
Management/professionaI 37 (50.0) 46 (48.4) 
White Collar/technicaI 34 (45.9) 4 1  (43.2) 
Semi-skilled 3 (4.1) 8 (8.4) 

Employment time2 
Full-time 
Part-time 
Occasiona l 



TABLE 2 

Pregnancy and Hospitalization Characteristics (n=109 couples) 

Characteristic Mean (SD) 
A t  data collection: 
Gestation age (weeks) 29.97 (.30) 

Range (22.0 - 34.0) 
Hospital stay duration (days) 9.75 (.47) 

Range ( 5.0 - 35.0) 

Gravity 
1 pregnancy 
2 pregnancies 
3 pregnancies 

24 pregnancies 

Pregnancy planned (n=l05) 
Yes 
No 

Prenatal class attendance 
Yes 
No 

Diagnosis 
Premature labor 
Spontaneous rupture of membranes 
Hypertension 
Placental complications 
Gestational dia betes 
Bleeding 
Intrauterine growth retardation 
Infection 

Hospital stay duration a t  data collection 
5-10 days 
11-15 days 
>15 days 

Physical activities limitations 
Yes 
No 

Type of limitations (n= 108) 
Complete bedrest 
Bedrest with bathroom privileges 
Partial bedrest (chair or wheelchair) 
No restrictions 



Table 3 

Surnmary Statistics for the Study Variables (n=109 couples) 

Variable Women Men Theoretical 
Mean sdl Mean sdl Range 

Independent Variables: 

Conjugal adjustmen t: Sel f-percep tions 
Satisfaction 43.10 3.15 
Co hesion 18.73 2.83 
Consensus 54.00 5.85 
Affection 10.09 1.45 
Total Adjustment 125.93 9.94 

Conjugal adjustment: Metaperceptions 
Satisfaction 42.62 3.64 
Cohesion 18.70 3.03 
Consensus 53.20 6.75 
Affection 9.76 1.56 
Total Adjustment 124.28 11.42 

Satisfaction with social support 
"Others" 5.09 -68 

Stress appraisal: self-perceptions 
Threat 2.29 -75 
Challenge 3.63 .57 
Centrality 3.13 -73 
Control-Self 3.72 .54 
Control-Others 3.38 .68 
Uncontrollable 2.15 .78 

Stress appraisal: me ta perceptions 
Threat 2.24 -76 
Challenge 3.61 .57 
Centrality 3.08 .74 
Control-Self 3.74 .5 1 
Control-Others 3.29 .73 
Uncontrollable 2.12 .81 

Dependent Variable: 
Global stress: self- 3.06 .68 
perception 
Global stress: meta- 3.04 .67 
perception 



Table 4 

Regression of the Stressor, Conjugal Adjustrnent, Social Support Satisfaction, 
and Primary and Secondary Stress Appraisal on Global Stress 

Women's Model 

Variable entered f3 

Women's Full Model 

P R' Adj. F df P R~ 
Change 

P 
R~ 

3 vs. 2 & 1 

Block 1. Stressor: 51.59 44.30 7.08 (14,93) .O000 39.68 .O000 

Gestation -0.04 .6453 
Gravidity 0.10 .1985 
Physical 0.0005 .9952 
restriction 

Block 2. Resources: 

Satisfaction -0.004 
Cohesion 0.070 

~~lsi~s -0.140 
-0.050 

Social support -0.030 
satisfaction- 
others 

BIock 3. Perception of the 
Stressor Event: 

Threat 0.55 .O000 
Challenge 0.18 .O453 
Centrality 0.18 .O335 
Control-Self -0.08 .3654 
Control-Others -0.06 .4701 
Uncontrollable 0.11 .2141 



Table 5 

Regression of the Stressor, Conjugal Adjustment, Social Support Satisfaction, 
and Primary and Secondary Stress Appraisal on Global Stress 

Men's Model 

Men's Full Model 

Variable entered f3 p R~ Adj. F df P R~ 
Change 

P 
R' 

3 VS. 2 & 1 

Block 1. Stressor: 60.21 52.78 8.10 (17,91) .O000 47.75 .O000 

Gestation -0.12 .O255 
Gravid ity -0.03 ,7164 
Prenata t 0.17 .O220 
Classes 

Age 0.01 .8751 
Education 0.17 ,0236 
Marital Status 0.04 .6024 

BIock 2. Resources: 

Satisfaction -0.01 .9432 
Cohesion -0.02 .8169 
Consensus 0.05 ,5772 
Affection 0.06 .5627 
Social support -0.05 .5820 
satisfaction- 
others 

Block 3. Perception of the 
Stressor Event: 

Threat 0.59 .O000 
Challenge 0.03 .7570 
Centrality 0.18 .O328 
Control-Self -0.11 .1963 
Control-Others 0.16 .O691 
Uncontrollable 0.12 .1412 



Table 6 

Regression of the Stressor, Conjugal Adjustrnent, Social Support Satisfaction, and 
Primary and Secondary Stress Appraisal on Global Stress 

Couples' Models 

Couples - Actual Similarity (Full Model) 

Variable entered g p R~ Adj. F df P 
Change 

P 
3 vs. 2 a 1 

Block 1. Stressor: 33.32 24.09 3.61 (13,94) .O001 18.99 .O005 

Gestation .O5 .5644 
Gravidity .15 ,0926 

BIock 2. Resources: 

Satisfaction 
Cohesion 
Consensus 
Affection -0.02 .a104 
Social support .2 1 .O615 
satisfaction- 
others 

Block 3. Perception of the 
Stressor Event: 

Th reat 0.30 .O014 
Challenge 0.004 .9656 
Centrality 0.26 .O108 
Control-Self 0.07 .4505 
Control-Others 0.008 ,9348 
Uncontrolla ble 0.01 .9130 



Couples - Perceived Similarity (Full Model) 

Variable entered B p R' Adj. F d f P 
Change 

P 

3 vs. 2 & 1 

Block 1. Stressor: 31.82 22.39 3.38 (13,94) .O003 24.16 .O001 

Gestation 0.02 -8635 
Gravidity 0.0 .9950 

Block 2. Resources: 

Satisfaction 0.02 .8689 
Cohesion 0.18 .O675 
Consensus 0.02 .8396 
Affection -0.02 .8767 
Social support 0.15 .1211 
satisfaction- 
others 

Block 3. Perception of the 
Stressor Event: 

Threat 0.24 .O168 
Challenge -0.20 ,0618 
Centrality 0.27 .O079 
Control-Self 0.23 .O262 
Control-Others -0.30 .O041 
Uncontrollable 0.04 .6817 



Couples - Understanding (Full Model) 

Variable entered f3 p R2 Adj. F d f P Rz 
Change 

P 
R2 

3 vs. 2 & 1 

Block 1. Stressor: 31.79 22.36 3.37 (13,94) .O003 18.79 ,0007 

Gestation -0.01 .9237 
Gravidity 0.04 .6489 

Block 2. Resources: 

Satisfaction -0.12 .2116 
Cohesion 0.21 .O236 
Consensus 0.02 .8112 
Affection 0.07 .4732 
Social support 0.17 ,0746 
satisfaction- 
others 

Block 3. Perception of the 
Stressor Event: 

Th rea t 0.23 .O245 
Challenge 0.04 .6964 
Centrality 0.26 .O140 
Control-Self 0.04 .6433 
Control-Others 0.07 .4513 
Uncontrollable 0.07 .4410 



Figure 1 

Explanatory Model of First-Time Parenting Couples' Stress Associated with 

At-Risk Pregnancy and Antenantal Hospitalization 

6: Resources 
Conjugal Adjustment/ 

Satisfaction with 
Support from Others 

At-Ris k 
Pregnancy/Antenatal 

Hospitalization 

X: Stress Level 

C: Perception of the Stressor 
Primary Stress Appraisal 

(Threat, Challenge, Centrality) 
Secondary Stress Appraisal 

(Control-Self, Control-Others, Uncontrollable) 



FIGURE 2 

Perceptuaf Congruence Variables 

WOMAN'S SELF- 
PERCEPTION 

MAN'S SELF- 
PERCEPTION 

WOMAN'S META- 
PERCEPTION 

MAN'S META- 
PERCEPTION 
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Third Article: 

First-Time Parent ing Couples' Stress Appraisal of 

At-Risk Pregnancy and Antenatal Hospitalization 

Subrnirted to Stress Medicine 

Background to the article: 

In this article. tirst-time parenting couples' perceptions of stress associated 

with at-risk pregnancy and antenatal hospitalization are examined: primary stress 

appraisal (threat, challenge and centrality), secondary stress appraisal, and global 

stress appraisal. These stress perceptions are explored from three perspectives: 

women's. men's and couples'. For the couples' perspective, three levels of 

similarity are considered: actual similarity, perceived similarity, and 

understanding. Also, five hypotheses are tested which are included in the article. 

This is the first study to use perceptions in the context of stress associated 

with at-risk pregnancy and antenatal hospitalization. Nurses in perinatal health 

care can benefit from these findings in gaining more understanding about first- 

tirne parenting couples' stress in relation to the two stressors. thereby planning 

interventions to assist couples in their coping and adaptation to the stressful 

situation. 
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SUMMARY 

This study examines first-time parenting couples' perceptions of stress 

concerning at-risk pregnancy and antenatal hospitalization. The purposes of the 

study were: to examine partners' primary (threat, challenge, centrality), secondary 

(control-by-self, control-by-others, uncontrollability), and global stress; to explore 

three levels of similarity (actual similarity, perceived similarity and understanding); 

and, to compare congruence between them in relation to the two stressors. One 

hundred and nine couples completed the Personal and Pregnancy Information Guide 

(PPIF) and the Stress Appraisal Measure (SAM). 

Despite the couples' moderate stress appraisal, women perceive at-risk 

pregnancy and antenatal hospitalization as a threat. and their global perception of 

stress is significantly higher than that of the men. Men perceive the same stressors as 

a challenge and being in control of the situation. The coupIes are congruent in actual 

similarity except for challenge and self-control; and there are gender differences in 

perceived similarity and understanding. There is congruence between men's 

perceived similarity and actual similarity. between men's understanding and actual 

sirnilarit y, between men's understanding and men's perceived sirnilarity, and 

between women's understanding and wo men's perceived similarit y. We can 

conclude that the women had more difficulty with perceptions at al1 levels with a 

subsequent impact at the Ievel of understanding. 

Keywords: at-risk pregnancy. antenatal hospitalization, first-time parenthood, stress 

appraisal, actual similarity, perceived similarity, understanding 



INTRODUCTION 

S imilarity of perceptions between conjugal partners is important for the 

maintenance of positive patterns of interaction within the family during periods of 

stress.' How they develop and share meaning from stressful events through their 

perceptions is part of the stress process.' No matter how threatening a stressor 

might be, it will only evoke stress reactions if the partners perceive the stressor as 

threatening.' What is important is how they perceive stresshl situations, and how 

theu perceptions influence eac h other.' Congruency between these perceptions can 

become the family collective perception.5 It is also essential to take into account the 

context of the stressful situation and its impact on the family perception.3.5 There is 

a paucity of studies focusing on couples' appraisal of stress in the context of at-risk 

pregnancy and antenatal hospitalization, therefore, our study contributes to our 

understanding of these issues. These data are a subset of a larger one focusing on 

t hese t wo stressors and the quality of the conjugal relations hip. 

a. Literature review: at-nsk pregnancy and antenatul hospituCization 

Stress during pregnancy is ine~itable .~ '~ It affects the conjugal partners 

independent ly, and influences their r e l a t i o n ~ h i ~ . ~  Couples expecting their f ~ s t  child 

10-12 may be more stressed than the ones who have children . This is often the first 

time that they must deal with and adjust to so many concurrent changes." When 

complications arise during pregnancy 7-14-18 and if hospitalization is required, the 



stress is further aggravated. 19-" Between 10% l5 and 2 0 % ' ~  of pregnancies are 

labeled at-risk, and from 12%''' up to ~ 5 % ~  of at-nsk pregnant women are 

h o ~ ~ i t a l i z e d . ~ ~  These two stressors may put a strain on the marriage, 2326-28 

potentially leading to separation and divorce. 13.26.29-3 1 

In the literature focusinp on pregnancy, the women's viewpoint has k e n  

greatly represented, while the men's and relational viewpoints have been inferred 

through the women, or through more recent, conjugal studies. Several authors 

report that pregnant, hospitalized women may become anxious, depressed, 

withdrawn, angry, lonely, powerless and bored as they try to deal with the 

Stressors, 19.2 1 32-33 often resulting in a roller coaster pattern of emotional r e ~ ~ o n s e . ~ '  

Separation kom home and the family is the major concern of hospitalized 

women, 7.17.34-36 even with a liberal visiting policy.37 They are also frustrated at not 

k i n g  able to fülfill their marital and social r~les.~%nd denounce the lack of 

intimacy within the hospital setting." The wornen's ability to adaptsSz7 may be 

jeopardized by their stress 1eve1.)~ Stress seerns to be greater as the length of 

36.38.4042 with gradua1 adaptation at 7 to 8 days. 27.43 hospit alizat ion increases, 

Through wornen's reports, the men are distressed3* about finding thernselves 

as outsiders of an experience which they consider important,'7 and about their 

sudden increase in household re~~ons ib i l i t ies . '~ .~  The women become more 

stressed when they feel their partners are anxious and s t r e s ~ e d . ~ ~  yet their partners 

can be a positive influence by reducing the women's stress. The partner can be both 



a source and a mediator of stress." Only one study45 reponed directly on men's 

reactions to materna1 physical restriction for preterm labor: they found that 

maintaining a close and mutually satisfying relationship with their partner was a 

challenge, even when she was at home. 

From the relational viewpoint, wornen are uncertain about the partner's love 

for her and has fears of his de~ertion"~. The paîtner's unpredictable moods and lack 

16.46 of ~oncern' '~ can result in the couples having increased arguments. The partners 

ofien deal with their feelings separately causing emotional di~tress'~, which could 

persist after birtha7 For certain couples, this may be their first separation since their 

wedding." In a retrospective s t ~ d ~ : ~  21 men and women directly express their 

vulnerability and anxiety at the beginning of the at-risk pregnancy experience. In the 

Mercer. Ferketich and DeJoseph study,"%en from the at-risk group report a less 

optimal partner relationship than low-risk men during pregnancy. WhiIe the 

hospital setting may be stressful for some women and their partners, it can also 

30.49 reduce their stress, even for those on bedrestjO, since their sense of security is 

increased by receiving care from the health care team. 

b. Conceptual background on family stress and perceptions 

The middle-range theory5' underlying this study is Boss' rnode~' .~~, "The 

Contextual Mode1 of Family Stress". Events affect the family direct ly and indirect ly 

and can result in family stress5, defined as a tension in the family system She 



theorizes that the level of stress felt by the farnily is based on the stressful event, 

their resources and their perception of the event. BOSS' also posits that the 

perception of the event is the most powerfùl variable in explaining how the farnily 

defines and reacts to a stressful event. Perceptions arnong members may differ, but 

when individual perceptions are congruent, a collective or family perception can be 

obtained. 

We expanded two parts of Boss' mode15: the definitions of stress evaluation 

and perceptions. For stress evaluat ion, Peacock and wong') divided stress appraisal 

into three types: primary, secorzdary, and global appraisals. Primary appraisal 

relates to threat, challenge and centrality. Threat refers to the potential for loss or 

damage from the event. whereas challenge refers to the potential for personal 

growth. Cerrtrali~ involves the perceived importance of the event by a person 

regarding his or her well king. Secondary appraisal relates to the perception of 

controi regarding the stressful event: the extent to which the situation is 

controllable-by-self, controllable-by-others, or uncontrollable-by-anyone. The 

global appraisal of stress relates to the total degree of stress perceived by the person 

regarding the stressful event. 

The perception that a person has of the situation is called a direct perception 

or self-perception, while a person's perception of another person's perception is 

54-55 referred to as a metaperception. Combinations of self-perceptions and 

metaperceptions are rekrred to as "perceptual congruence variables". When both 



part ners' sel f-percept ions 
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are compared and found to be congruent, there is acrual 

similarity; when one partner's self-perception is compared with hidher own 

metaperception and found to be congruent, there is perceived similariry; and when a 

partner's metaperception is compared with the other's self-perception and found to 

56.57 be congruent, there is rtndersranding. Thus, three IeveIs of similarity or 

congruence as part of dyadic communication are to be considered in this study: 

actual similarity, perceived similarity, and understanding. These types of similarity 

represent progressive levels of dyadic communication. 

- place Figure 1 here - 

Exarnining the interna1 environment of the conjugal r e l a t i o n ~ h i ~ ~ ~  can be 

attained t hrough the study of percePt ions.59 Congruence in conjugal perceptions 60-02 

is a crucial dimension of the family ~ ~ s t e r n , ' " ~  ofien called the glue of marriageM. 

Functional families are characterized by high similarity between partners' 

perceptions'. Several scholars underline the importance of congruence in 

developing a shared reality in relationships, which potentially leads to understanding 

between the partners. 1.65 -66 What one partner thinks the other is thinking is at the 

heart of al1 re~ationshi~s? Understanding is of the utmost importance, enhancing 

increased levels of similarit y and marital satisfaction, and decreasing marital 

~ o n f l i c t . ~ ~  Quality conjugal communication is reflected by congruence of 

perceptions; therefore, congruence among the three levels of dyadic communication 

will be explored in this study. 



Kenny and ~ c i t e l l i ~ ~  indicate that interpersonal perceptions are the building 

blocks through which partners construct shared understandings of their experiences; 

however, "we need to focus on the various context and content areas in which these 

perceptions occur" (p. 429). The stressors of at-risk pregnancy and antenatal 

hospitalization are the focus of the current study. Based on these conceptions and on 

findings from the literature on int imate relat ionships, 54-57.67 two sets of hypotheses 

were formulated regarding the studied population: 

Though panners forge a shared reality of their relationship with time,65 

gender differences may erupt during at-risk pregnancy and hospitalization: 

Set #1: Hl:  There is a significant difference between women and men in the 

perceived similarity of giobal stress appraisal. 

H2: There is a significant difference between wornen and men in 

understanding of global stress appraisal. 

Perceptual differences are minimized within the conjugal r e ~ a t i o n s h i ~ , ~ ~  yet 

congruence between different combinations of similarities may be affected by the 

two stressors: 

Set #2: H3: There is congruence between women's and men's perceived 

s imilarit y and actual similarit y for global stress appraisal. 

H4: There is congruence between women's and men's understanding 

and actual similarit y for the global stress appraisal. 

H5: There is congruence between women's and men's understanding and 

women's and men's perceived similarity for global stress appraisal. 



METHOD 

a. Participants 

Subjects were recmited from 12 hospitals (Levels II and III) in the Montréal 

region. Inclusion criteria were: 1) diagnosis of at-risk pregnancy, 2) hospitalization 

25 days, 3) gestation between 20 and 34 weeks, 4) both partners expecting their first 

child, 5) materna1 and patemal age 218 years, 6) cohabitation for at least one year, 

7) born in Québec, and 8) speak and write French. Exclusion criteria included a n  at- 

risk pregnancy due to a chronic condition. AI1 hospital ethics committees gave 

approval for this study. Data were not collected on refusers since the ethics 

comrnittees prohibited access to the women's charts. The final sample consisted of 

109 couples from 180 couples who agreed to participate. This produced a power of 

92.56, based on  ohe en's'^ statistical power with a significance level of 0.05, a 

power of 0.80, a medium-effect of 0.30, using a two-taiIed test. 

b. Data collection procedures 

The study was described and an information sheet was distributed to 

potential subjects. Women were then encouraged to speak with their partner 

regarding his participation. Some men required an interview or a telephone contact. 

Once they agreed to participate. they both signed the consent f o m  Then they 

received the questionnaires and were instructed to: 1) fil1 in the questionnaires 



separately, and as much as possible, at the same tirne, 2), not to consult with each 

other, and 3) to put their questionnaires into the envelopes and to seal them The 

Stress Appraisal Measure (SAM) was answered twice: the participant fust had to fil1 

in the questionnaire from his/her viewpoint (self-perception); then, to adopt the 

partner's viewpoint and to answer as he/she would (metaperception). 

The Stress Appraisal Measure (SAM) and the Persona1 and Pregnancy 

Information Guide (PPiF) were used for data coHection. The SAM (Peacock and 

wongS3) is a three-part self-adrninistered questionnaire containing 28 items (7 

subscales). The first part, primary appraisal, contains three subscales: threat, 

challenge and cent ralit y. The second part, secondary appraisal, measures the 

perception of control regarding the event with three subscales: self-control, control- 

by-others, and uncontrollable. The last part measures the degree of global stress 

(stressfulness). Subjects indicate their degree of stress on a 5-point Likert type 

scale. A mean is obtained for each subscale, a higher mean represents a greater 

stress level. The SAM has adequate internal consistency and convergent validity, 

and al1 subscales are independent. A French versiod9 of the SAM was produced by 

using cross-validation m e t h o d o 1 0 ~ ~ ~ ~ .  Cronbach's alpha values for the present study 

for the total sample range from .52 to.75 for the six subscales and .64 for the 

stressfu lness scale. When internal CO nsistency is analyzed by gender, the results are 

sirnilar. These values are similar to the ones for the original English versions3 and 



the French one69. The PPIF contains three parts seeking pregnancy, persona1 and 

relat ional information 

d. Data analysis 

Al1 pregnancy, persona1 and relational data as well as the study variables 

were analyzed using descriptive statistics." Student's t-test and the Chi-square test 

were used to compare means for continuous and dichotornic/proportions variables. 

77-73 The intraclass coefficient was used in the cornparison between the women and 

men for non-independence testing. Paired t-tests were applied on the mean 

differences between the two groups.'' The Pearson correlation coefficient7' was 

used for the perceptual congruence variables and the Pearson-Filon test with Steiger 

rnodif icat i~n~~- '~ for correlated correlations. All tests were performed with an 

overall significance level of 5% (p <.05). .A random sample of 10 couple records 

were selected for cross-validation purposes (9.2%). Data analysis was cmied out 

using the SPSS for Unix (Release 6-14) statistical program. 



a. Sample 

Table 1 presents the sociodemographic and relational c haracteristics for the 

participants. Fifty-five couples (50.5%) were rnarried. The duration mean for the 

conjugal relationship was 6.2 years (S.D.=3.7 l), ranging from 1 to 18 years. The 

duration mean for cohabitation was 4.19 years (S.D. = 2.88), ranging from 1 to 15 

years. The family income was Iess than 19,000 dollars for 1 1% of couples (n = 11) 

and greater than $60,000 for 30% (n = 30). The only disparity between the women 

and the men was in the reporting of farnily revenue (x' = -262, df = 98. p = .037), 

men reported higher farnily income than women. There were no significant 

differences for pregnancy-related and hospitalizat ion characterist ics (see Table 2) 

when hospital care was dichotomized as either Level II or LeveI III . 

Test of non-independence and descriptive statistics 

When the couple is the unit of analysis, the first consideration is to deterrnine 

if wornen and men are to be treated as independent sarnples. According to Table 3, 

the only intraclass correlation coefficient, 72-73.75.77 which was not significant, was the 

chalIenge subscale of self-perceptions. Thus, the two groups should be considered 

as non-independent. Table 4 presents the descriptive statistics of the SAM subscales 

for both partners' self-perceptions. 



Actual similarity is the comparison between women's and men's self- 

perceptions. Tests of discrepancy and association were conducted. Paired t-tests 74.78- 

79 were carried out to determine if the differences between the rneans of each 

subscale for the two goups were statistically significant (see Table 5). There were 

significant differences between the means for threat and global stress. The women 

perceive at-risk pregnancy and antenatal hospitalization as a threat, and their global 

stress is significantly higher than the men. The Pearson correlation ~oef f i c i en t ,~~  

assessed the strength of the association (see Table 6 )  between the seven subscales of 

the self-perceptions. There were significant positive relationships except for 

challenge and self-control: partners within the couple did not agree on their 

perceptions concerning at-risk pregnancy and antenatal hospitalization as a 

challenge and k i n g  in control of the situation. 

Perceived sirnilarity 

Two types of perceived similarity are obtained when one's self-perception is 

compared with one's meta-perception: women's and men's perceived similarity. 

There were no significant differences for the women's perceived similarity (see 

Table 5). There were significant discrepancies between the means of threat and 

stressfülness for the men. Thus, when comparing the men's perception of the 

stressors with how they thought their female partners perceived  the^ they 



underestimated or lacked to metaperceive threat and global stress from the women's 

viewpoint. There were significant positive relationships for al1 of subscales for 

women and men's perceived sirnilarities (see Table 6). When the Pearson-Filon test 

75.76 with Steiger modification was applied. men exhibited the stronger, reliable 

correlation for control-by-others (z = 2.43, p = .01, two-tailed), while the women 

exhibited stronger, reliable correlation for uncontrollability (i = 2.16. p = .02, two- 

tailed). 

The means of global stress for women's perceived similarity was 

significantly higher than the means of  global stress for men's perceived sirnilarity. 

The discrepancy between the means for women's and men's perceived sirnilarity is 

significant, then the fust hypothesis was supported (see Difference #1 in Table 7). 

Un derstanding 

Two types of understanding are obtained when one partner's meta-perception 

(how that partner thinks the other partner will perceive the situation) is compared 

with the other partner's self-perception: women's understanding and men's 

understanding. For the women, there were significant discrepancies between the 

rneans for threat and stressfulness, yet there were no significant discrepancies for the 

men (see Table 5). The men had more complete understanding when compared to 

the women: there were no significant differences between the means of how the men 

thought theïr partners would perceive the two stressors, and how the women actually 



perceived the stressors. 

The means of global stress for women's understanding was significantly 

lower than the means of g Iobal stress for men's understanding (see Table 6). When 

the Pearson-Filon test with Steiger modificat ion75.76 was applied, the sizes of 

women's and men's correlations for understanding did not statistically differ. The 

means of global stress for women's and men's understanding are presented in Table 

7. The discrepancy between the means is significant, then the second hypothesis was 

supported (see Difference #2 in Table 7). 

f. Hypothesis-testing on dyadic communication 

Regarding the hypotheses (see set #2) associated wit h congruence of 

different levels of similarity, the three hypotheses were only partially supported 

when Paired t-tests were conducted. The means of global stress for actual similarity, 

women's and men's perceived similarity, and women's and men's understanding are 

presented in Table 7. There was congruence between men's perceived similarity and 

actual similarity (see Differences #3 and #4), between men's understanding and 

actual similarity (see Differences #5 and #6), between men's understanding and 

men's perceived similarity, and between women's understanding and wornen's 

perceived similarity (see Differences #7, #8, #9, and #IO). Since there were a greater 

lack of consensus between the different levels of similarity for the women 

(Differences #3, #6 and # 8) than for the men (Difference # 7), we can conclude that 



the women had more difficulty with perceptions at al1 levels. This had a subsequent 

impact for the women at the leveI o f  understanding (Differences #6, #7, #8). 



DISCUSSION 

Dyadic evaluations by using various combinations of self-perceptions and 

metaperceptions have never been conducted in the context of at-risk pregnancy and 

antenatal hospitalization. This study contributes to Our understanding of these 

dyadic evaluat ions in times of stress and how a couple's interna1 dynamics can be 

grasped through the combinations of perceptions. How the family perceives an 

event or situation that is happening to them is crit ical in determining their degree of 

stress. 5 

The women and the men are perceiving only moderate stress from the two 

stressors. We expected hig her stress levels based on previous st~dies.~'  However, 

the coupIes who participated were not too debilitated by the experience. The 

participants in both arrns of a randornized clinical trial on home care vs. hospital 

care management for preterm labor, also manifested moderate stress4'. These 

findings and ours do not support those from previous studies. 36.80 

Women perceive at-risk pregnancy and antenatal hospitalization as a threat, 

and their global stress is significantly higher than their partners. This finding is 

understandable since the women perceive the potential for loss or harm, as they are 

the ones who are pregnant and direct ly experiencing hospitalizat i o d O  This also 

confums ~ o w e r ~ ' s '  tenet that if a stressor is perceived as a threat, then a family 

member will manifest a stress reaction. The men perceive the same stressors as a 



challenge and k i n g  in control of the situation. Challenge means that there is 

potential fur persona1 growth from the experience, and feeling in control means that 

there is enough personal coping resources to meet the situational demands of the two 

stressorsS3. The women's moderate stress level can be partially explained by the 

men's positive perception , whic h appears to counterbalance the women's negative 

one. It is plausible that the men help to calm the women through their sense of 

control over the situation. Both partners' perceptions can have an impact on the 

quality of their relationship. In a study8' of couples' cognitive appraisals for 

amniocentesis both partners' rat ings of challenge were higher than their ratings of 

threat, yet the women perceived arnniocentesis as more threatening than the men. 

Certain families tend to manage more successfully stressful situations when they are 

able to define these situations optirnistically (as a challenge) and proactivelys'. 

Thus, the difference in conjugal perceptions of the two stressors appears to offer 

some benefits and opportunities to reduce the couple's stress. 

There were two major findings from hypothesis testing associated with 

congruence of  the three types of similarity for global stress appraisal. For the first 

finding, the women did not demonstrate congruence in global stress appraisal 

bet ween perceived sirnilarit y and actuaI similarit y, and between understanding and 

actual similarity. Although women are more versatile in different Ievels of 

i n t i r n a ~ y , ~ ~  reflecting their greater abilities in communication as compared to the 

men, in times of stress, they may have more difficulty to perceive the stress of their 

male partners and to cross-compare these viewgoints with their own. Also, men 



usually do less of the emotional and interactional work that intimacy requires. and 

ofien impose intimacy limits in their relationshipss3. In such times of stress, men 

can develop intimacy through greater sensitivity to the women's situation. and 

through better communication by becorning more aware of her emotional state. 

E3roomg4 explains that a new mother who is concerned with her baby may be less 

attentive to her husband and less accurate in assessing her spouse's point of view. 

The second finding is that the most significant changes occurred at the level 

of understanding, which is of the utmost importance in communication since it 

enhances increased levels of similarity and marital sati~faction~~. Despite the fact 

that data were colIected at 5 days of hospital admission, the couples were just 

beginning to adapt, to expend energy on exchanging their viewpoints, and to try to 

understand each other. Sorne couples will expend much effort and energy at the 

beginning of the stresshl situation in order to have the relationship return to 

normalcy as soon as possible8 '. The strategy of couples to share feelings concerning 

a life experience allows them to be more aware of each other's situationss5. 

Accurate understanding between partners lays the foundation for building 

63.86 intimacy, which is the most affected by pregnancy.87 Many first-time parenting 

couples encounter the first major test of their relationship when they dea1 with at- 

risk pregnancy and antenatal hospitalization. How they handle the stress during this 

time period could potentially establish a pattern of stress response for future 

stresshil situations. While ~ r o o r n ' s ~ ~  study focused on consensus about the marital 

relationship during the transition to parenthood, she suggests that couples who had 



increased understanding of each other's views would also be able to more effkiently 

define problems (Le., appraise stress) and provide needed support for their partners. 

When comparing the men's perception of at-risk pregnanc y and antenatal 

hospitalization with how they thought their female partners perceived the same 

stressors (Hl) ,  they underestimated or failed to metaperceive threat and global stress 

frorn the women's viewpoint. The wornen were able to metaperceive al1 aspects of 

stress appraisal. The men maÿ have been trying to keep in control of the stresshl 

situation and reduce their own stress by k i n g  optimistic and raising the women's 

spirit or morale, consequently, negating the women's perceptions. While listening is 

part of metaperceiving, women are more responsive and attentive listeners than 

men.83"8-89 Women are usually the emotional nurturers in the relationship and more 

66.88 skilled in intimacy. They are used to self-disclosure, seeking the other's 

viewpoint, and the continuous movement between both. Men are not raised nor 

socialized to this aspect of r e ~ a t i o n s h i ~ s . ~ ~  The men in this study are of a certain age 

and have been in the relationship for a certain amount of time, accounting for their 

potential need to continue to Iearn to metaperceive by better listening and being 

more attentive. 

The men had more understanding of their partners' stress experience than the 

women of theirs, since the cornparison between the men's metaperception was fully 

congruent with the women's self-perception (H2). The men have acquired this aspect 

of relational maturity. Emotion work involving the efforts that partners make to 



understand each other, to empathize with the other's situation, and to make a 

partner's feelings part of one's own9' require time, energy, effort, and ski1Lg3 Men 

evolve int irnacy rnaturity within a committed relationship and with tirne.'' 

On the other hand, since the women perceive the situation as a threat and are 

more stressed than the men, this may have an impact on their capacity for 

understanding. It is difficult to be an understanding partner when one is 

experiencing stress, especially during childbearing. However, the couples in this 

study appear to easily share their feelings and thoughts about the stress associated 

with the two stressors. Under such circurnstances, there is potential for the male 

partners to be more support ive through their understanding capacity and help reduce 

the women's stress. These findings coofirm Levant's proposition90 that there is a 

connection crisis amongst contemporary men which requires them to foster 

closeness and connectedness with their partners. The men must foster these qualities 

in ways they have never learned to do and were never required to do before. 

According to Kenny and ~ c i t e l l i , ~ ~  if similarity between conjugal partners 

promotes stability and reduces conflict, the assessrnent of sirnilarity between them 

becomes a matter of importance to the entire family. How couples evaluate and 

determine the meaning of t hese stresson, and the simi~arities~~ that may result frorn 

the cornparisons of perceptions could, in the long-term, affect childrearing and the 

parent-child bond. Health care providers must direct more effort to working with 

couples to facititate family communication, especially those couples who are 



experiencing difficulties during the transition to parenthood.84 Clinicians have 

always been interested in the use of perceptions to study families.' This approach, 

91-93 also pertinent for conjugal and family stress research, cm be considered as an 

alternative to the traditional one in which insider or subjective means are combined 

94-95 with outsider or objective ones. Thus, this approach is recornrnended for 

research with couples and families experiencing stress, since multiple research 

methods may be too taxing for them. 
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TABLE 1 

Sociodemographic and Relational Characteristics (n=109 couples) 

Characteristic Women Men 

Mean (SD) Mean (SD) Sociodemographic: 

Age (years) 

Range 

Educa tion 

High school 

College 

University 

Employment 

Yes 

Employment type1 

Management/professional 

White Collar/technical 

Semi-skilled 

Employment time2 

Full-time 

Occa siona t 



TABLE 2 

Pregnancy and Hospitalization Characteristiu (n= 109 couples) 

Characteristic Mean (SD) 

A t  data collection: 
Gestation age (weeks) 

Range 
Hospital stay duration (days) 

Range 

Gravity 
1 pregnancy 
2 preg nancies 
3 pregnancies 

24 pregnancies 

Pregnancy planned (n= 105) 
Yes 
No 

Prenatal class attendance 
Yes 
No 

Diagnosis 
Premature la bor 
Spontaneous rupture of  membranes 
Hypertension 
Placental complications 
Gestational dia betes 
Bleeding 
Intrauterine growth retardation 
Infection 

Hospital stay duration at data collection 
5-10 days 
11-15 days 
>15 days 

Physical activities limitations 
Yes 
No 

Type of limitations (n= 108) 
Complete bedrest 
Bedrest with bathroom privileges 
Partial bedrest (chair or wheelchair) 
No restrictions 



Table 3 

Intraclass Correlation Coefficients for SAM (n=109 couples) 

Self- Perceptions 
Intraciass Correlation 

Subscale Coefficient F Statistica p-value 

Prima ry App ra isal: 
Threat 

Challenge 

Cen trality 

Secondary Appraisal: 
Self-control 

Uncontrollable 

Glo ba 1 A pp ra isa 1: 
Stressfulness 

Subscale 

Meta-Perceptions 
Intraclass Correlation 

Coefficient FStat is t ie p-value 

Prima ry Appra isa 1: 
Threat .33 1.98 .O002 

Challenge -26 1.71 .O028 

Central ity .34 2.03 .O001 

Secondary Appraisal: 
Self-control 

Uncontrolla ble .27 1.75 .O020 

Global Appraisal: 
Stressfu lness 



Table 4 

Means and Standard Deviations for the Subscales of SAM (n=109 couples) 

Subscale 

Self- Perceptions Meta-Perceptions 

Women Men Women Men 
Mean, (SD) Mean, (SD) Mean, (SD) Mean, (SD) 

Primary A p p ra isa 1: 

Threat 2.29(.75) 1.97(.70) 2.24(.76) 2.17(.72) 

Challenge 3.63(.57) 3.56(.62) 3.61(.57) 3.68(.63) 

Central i ty 3.13 (.73) 3.02 (.75) 3.08 (.74) 3.11 (-77) 

Secondary Appraisal: 

Self-control 

Uncontrollable 

Global App raisa 1: 

Stressful ness 



Table 5 

Paired t-tests on Perceptual Conqruence Variables (n= 109 couples) 
Self-Perceptions Meta-Perceptions 

(1) (2) (3) (4) 
Subscale Women Men Women Men 

Mean, (SD) Mean, (SD) Mean, (SD) Mean, (SD) 
Primary Appra isa 1: 
Threat 2.29(.75) 1.97(.70) 2.24(.76) 2.17(.72) 

Challenge 3.63(.57) 3.56(.63) 3.61(.57) 3.68(.63) 

Centrality 3.13(.73) 3.02(.76) 3.08(.74) 3.11(.77) 

Secon da ry App ra isa 1: 
Self-control 3.72 (.54) 3.81 (.S7) 3.74 (.SI) 3.77 (.58) 

Uncontrollable 2.15(.79) 1.99(.72) 2.12(.81) 2.08(.77) 

Global Appraisal: 
Stressfulness 3.06 (-68) 2.73 (-72) 3.04 (.67) 3.06 (.67) 

p-values of differences 
Actual Perceived Perceived 

Similarity Sirnilarity Similarity Understanding Understanding 
Women Men Women Men 

Su bscale 1 & 2 1 & 3  2 & 4  3 & 2  4 & 1  
t value (p) t value (p) t value (p) t value (p) t value (p) 

Primary Appra isa 1: 
Threat 3.75 .76 -2.99 -3.26 1.51 

(.OOO) (.449) (.003) (.002) (. 134) 

Challenge 

Centrality 

Secondary Appraisal: 
Self-control 1.30 -.32 .64 1.18 -.75 

(. 198) (.747) (.520) (.24 1) (.455) 

Control-ot hers 1.15 1.37 -1.16 -. 14 .60 
(-255) (. 173) (2.50) (.889) (.522) 

Uncontrolla ble 1.85 .47 -1.43 -1.54 .70 
(.067) (.639) (. 155) (. 126) (-486) 

Global Appraisal: 
Stressful ness 4.10 .39 -4.81 -3.78 -.O3 



Table 6 

Results of Perceived Congruence Variables (n=109 couples) 
- 

Self-Perceptions Meta-Perceptions 
(1) (2) (3) (4) 

Subscale Women Men Women Men 
(Mean, SD) (Mean, SD) (Mean, SD) (Mean, SD) 

Primary Appraisal: 
Threat 2.29 (.75) 1.97 (.70) 2.24 (.76) 2.17 (.72) 
Challenge 3.63 (.S7) 3.56 (.62) 3.61 (.57) 3.68 (.63) 
Centra I ity 3.13(.73) 3.02(.75) 3.08(.74) 3.11(.77) 
Secondary Appraisal: 
Self-control 3.72(.54) 3.81(.57) 3.74(.51) 3.77(.58) 
Control-others 3.38(.68) 3.28(.72) 3.29(.73) 3.34(.65) 
Uncontrollable 2.15(.78) 1.99(.71) 2.12(.81) 2.08(.77) 
Global Appraisal: 
S tressfu l n ess 3.06 (.68) 2.73 (.71) 3.04 (.67) 3.06 (-67) 

Actual Similarity Perceived Similarity Perceived Similarity 
Women Men 

1&2 1 & 3  2&4 
Subscale r p-value r p-value r p-value 
Primary Appra isa 1: 
Threat -25 .O09 .58 .O00 -50 .O00 
Challenge -14 .161 .45 .O00 .49 .O00 
Centrality -35 .O00 .59 .O00 -53 .O00 
Secondary Appraisal: 
Self-control -17 .O81 .37 .O00 .40 .O00 
Control-others .20 .O33 -58 .O00 .76 .O00 
Uncontrollable .32 .O0 1 .7 5 .O00 -59 .O00 
Global Appra isa 1: 
Stressfulness .27 .O04 -50 .O00 .46 .O00 

Understand ing Understanding 
Men Women 
4 & 1  3&2 

Subscale r p-value r p-value 
Primary App ra isa 1: 
Threat .40 . O0 O .30 .O0 1 
Challenge -31 .O0 1 .19 .O48 
Centrality .45 .O00 .29 .O02 
Secondary Appraisal: 
Self-control .22 .O2 1 .33 .O0 1 
Control-ot hers .34 .O00 .29 .O02 
Uncontrotla ble .23 .O15 .33 .O01 
Global Appraisal: 
Stressfulness .43 .O00 .26 .O06 



Table 7 

Hypothesis Testing on the Perceptual Congruence 
Variables for Global Stress (n=109 couples) 

Perceptual Congruence Mean Standard Deviation 

Actual Similarity (AS) 2.90 .56 

Perceived Similarity-Women (PSW) 3.05 .58 

Perceived Similarity-Men (PSM) 2.90 .59 

Understanding-Women (UW) 2.88 .55 

Understanding-Men (UM) 3.06 .57 

Difference between Difference t-value p-va l ue 

PSW - PSM 

PSW - AS 

PSM - AS 

UM - PSW 

UW - PSM 

UM - PSM 

UW - PSW 



FIGURE 1 
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CHUTER 6 



DISCUSSION AND CONCLUSION 

In this last chapter, the findings 6om the articles presented in the previous 

chapters are discussed in relation to women's, men's and couples7 stress associated with 

at-risk pregnancy and antenatal hospitalization. This will be followed by the strengths and 

limitations of the study, directions for future research, and implications for the nursing 

profession and perinatal education. in the conclusion, certain reflections regarding this 

study are featured. 

6 1  COUPLES' STRESS 

In order to understand couples' stress associated with at-risk pregnancy and 

antenatal hospitalization, both the stress of the conjugal unit and the stress of each partner 

has to be considered to get the full picture of couples' stress (Boss, 1987). Couples7 stress 

is discussed in relation to the three types of similarity produced from combinations of 

self-perceptions and metaperceptions: actual similarity, perceived similarity, and 

understanding. 

6.1.1 Acttral si mi la ri^ 

Actual similarity involves the cornparison of women's and men's self-perceptions 

regarding at-nsk pregnancy and antenatal hospitalization. In order to compare these self- 

preceptions, each gender is first considered individually followed by the collective 

cornparison. The three predictors of women's global stress are contained within primary 

stress appraisal: threat, challenge and centrality. As explained by Peacock and Wong 

(1 990), pnmary stress appraisal involves the assessrnent of the importance of a 

transaction for one's well-being. Threat appraisal involves the potential for h d o s s  in 

the future, while challenge appraisal reflects the anticipation of gain or growth from the 

expenence. Centrality refers to the perceived importance of an event for one's well-being; 

conceptually, this is similar to the idea of stakes. These findings support those fkom 



previous studies in which women were concemed and feared for the health of the baby, 

their health status and the outcome of pregnancy (Chuang et al., 1997; Clauson, 1996; 

Kirk; 1989; Kramer et al., 1986; Mackey & Coster-Schulz, 1992; Merkatz, 1978; White 

& Ritchie, 1984). According to MarteIl (2001)' for the majonty of families, childbearing 

is a physically healthy expenence, yet for other families, health during childbearing is 

threatened since concern for the physical health of the mother and the fetus tends to 

outweigh other aspects of pregnancy. 

The stressor and the resources were not significant predictors of the women's 

global stress. The women are not only expenencing the normative stress associated with 

expecting a first baby, but also the situational stress associated with at-nsk pregnancy and 

antenatal hospitalization (Murphy & Robbins, 1993; Zwelling, 1997). Al1 of the women's 

physical and psychoiogical efforts are directed to adapting to the threat associated with 

their situation and coping with it (Ford & Hodnett, 1990). For certain women, this may be 

their first hospitalization, so there may be some adjustrnent to an unfamiliar environment 

and the accompanying role of dependency based on the sickness pa rad ip .  Also, 

although women in certain studies (Ford & Hodnett, 1990; Kirk, 1989; McCain & 

Deatrick, 1993) expressed how helpful was the support frorn the partner and the rest of 

the family, women in other studies reported that the husband was less supportive 

(Waldron & Asayama, 1985), and that they had more problematic relationships with the 

husband and the family than women experiencing low-risk pregnancy (Richardson, 

1987). Loos and Julius (1988) indicate that at-risk pregnant women have unmet 

psychosocial needs. These findings confirm Boss' (1988) postulate that the most 

powerful variable to explain the perceived level of stress is the perception of the stressor, 

as described in the previous paragraph. 

The five significant predictors of men's global stress pertain to prirnary stress 

appraisal (threat and centrality) and to the stressor (gestation, prenatal classes and 

education). Men in this sarnple who expenence a lesser gestation, no prenatal classes, a 

lower level of education, and perceive the two stressors as a threat and centrality are more 



likely to have higher global stress. As for the women, primary stress appraisal is also a 

significant predictor of men's global stress. The women and the men have two of three 

predictors in cornmon, namely, threat and centrality. This finding is understandable since 

the men perceive the potential for harrn or loss in the situation as welI as the importance 

of the two stressors for their well-being, their partner's well-being and that of their 

baby's. According to the theoretical assumptions, what happens to one family member 

will be felt by the other (Boss, 1987, 1 988). Since the women and the men live together, 

the men's perceptions of the two stressors could be influenced by the women's 

perceptions. Pearlin (1989)' as cited in the first article of this thesis, explains that 

stressors expenenced by one individual often become problems (e.g., threatened 

pregnancy) for others who share the sarne role sets. Women and men in this sarnple share 

in the situation together, therefore, the problem of one (e.g., threatened pregnancy) 

becomes the problem or concern of the other or both. 

Challenge is not a significant predictor of men's global stress. First-time expectant 

fathers experiencing normal pregnancy experience a range of positive and negative 

emotions in relation to the pregnancy (Nichols & Zwelling, 1997) and become attuned to 

the pregnancy (May, 1980), but in their own way. Most men look fonvard to becoming 

fathers and sharing in the pregnancy and birthing experiences with their partner (Jordan, 

1990). There is an aspect of challenge in normal pregnancy in relation to the anticipation 

of persona1 growth. On the other hand, men experiencing at-risk pregnancy and antenatal 

hospitalization cannot view the situation as a challenge since so much is at stake, 

especially that the health of his partner or that of his baby or both are potentially being 

threatened. In the May study, first-time fathers expressed how the diagnosis of increased 

perinatal risk was emotionally upsetting. One aspect of their emotional distress was the 

element of constant worry: their womes were not necessady related to any specific 

threat, rather the worry was more general. An encouraging situation emerged amongst the 

men in the focus group interviews 1 to 2 years after the expenence of their partners' 

activity-restncted pregnancies. Although the situation had been stressfül, they consider 

the whole experience worthwhile since the outcome for their partners and babies was 



positive. So with time and in the presence of a healthy mother and a healthy baby, the 

men used humor by putting their experiences into perspective with other life events that 

were challenging but eventually had good outcornes. In the Mercer et al. study (1987), the 

fathers in the high-risk group feared leaving the hospital alone after the loss of a partner, 

yet they reported an increase in self-esteem and persona1 growth at 8 months postparturn. 

Thus, the challenge appears to come not during the pregnancy, but fùrther down the road, 

within the child's first year. 

It is noteworthy that the explained variance is higher for the men's model than for 

the women's model, indicating that the men's model better explains their global stress 

than the model for the women's global stress. This finding c m  be partially attributed to 

the stressor which is a significant predictor of the men's globa! stress, while it is not for 

the women. The first predictor conceming a lesser gestation is an understandable finding. 

The outcome of sumival for a fetus born before 28 weeks is less favorable than for one 

born after this time (Aumann & Baird, 1993). The consequence for the men is that their 

stress is increased when their partner is hospitalized at an earlier moment of the 

pregnancy than at a later one. On the one hand, the women are always concerned about 

their baby, thus they have only one 'person' to be worried about. On the other hand, the 

men are concemed with two people, namely, the partner and the baby. However, the men 

in the May (1 994) study reported being more concerned with their partner's well-being 

than for the well-being of the fetus. Indeed, they were Iess womed once the fetus was of a 

sufficient gestational age. The second significant predictor regarding the stressor is 

prenatal classes. In the sarnple under study, the men's global stress is affected by their 

lack of attendance or participation in prenatal classes: men attending prenatal classes have 

access ta information about pregnancy and birth, and may feel more involved, in control 

and more informed, thereby lowering their global stress. Prenatal cIasses appear to be 

emerging as an important source of information for men during normal and at-risk 

pregnancy (Barclay et al., 1996; Beger & Beaman, 1996; GaIloway, Svensson & Clune, 

1997; MaInory, 1996; Peterson & Walls, 199 1 ; Polomeno, 1998c, 19986). The third 

significant predictor pertains to the men's educational level. It appears that men with only 



a high school education have greater stress than those with collegial or university 

education. Men with only a high school level of education rnay be limited by the income 

that they earn and the type of employment available to them- Also, there could be an 

unanticipated loss of income from the partner due to her at-risk pregnancy and antenatal 

hospitalization. Men with a lower income rnay worry more: they rnay be womed that if 

the baby arrives too early, he or she rnay require special care or rnay have special needs, 

which rnay require additional money to meet these needs. Some men rnay find themselves 

working at two or more jobs to be able to deal with the increased financial demands. This 

rnay also influence men's stress. 

The findings from the regression analyses (chapter 4) on actual similarity reveal 

that the two significant predictors (threat and centrality) of couples' global stress involve 

prirnary stress appraisal. These two predictors were also present in the individual models. 

A different picture emerges when these findings are compared with those pertaining to 

the stress appraisal of actual similarity as presented in the third article (chapter 5): there 

are significant differences behveen the means for threat and global stress. The women 

perceive at-risk pregnancy and antenatal hospitalization as more threatening and their 

global stress is significantly higher than that of the men (see Figure 4). How does one 

interpret these findings? On the one hand, the regression analyses are testing a particular 

theoretical mode1 in which global stress is regressed on the stressor, the resources and the 

perception of the stressor. The analyses were conducted in this fashion in order to 

understand what was happening collectively. On the other hand, the comparison of the 

self-perceptions involves only the perception of the stressor and global stress, namely, 

comparing the primary, secondary and global stress appraisals of the women with the 

prirnary, secondary and global stress appraisals of the men. This is an attempt to 

comprehend what is happening both collectively and individually. Boss (1987) stipulates 

that both the family perception and individual perceptions are needed to get the full 

picture regarding the family's stress, since the family and individual perceptions 

frequently are not the same. When considering the self-perceptions, the couple's global 

stress is explained by they perceiving at-risk pregnancy and antenatal hospitalization as 



threatening and being important for their well-being. At the same time, there are 

significant differences in the seIf-perceptions between the women and the men: women 

perceive the stressors as more threatening and their global stress is being significantly 

higher than the men. 

Figure 4 

Actual similarityl 

Conjugal 

Women Relationship Men 

Prirnary Stress PrirnaryStress Stressor 
(Threat, Challenge, Cenmlity) (Threatlcentrality) (Gestation, Prenatal Classes, Education) 

Primary Stress 
(ThreatKentral i ty) 

' In Figure 4 as well as in Figures 5 and 6, these three circles represent the three 
perspectives of women, men and their relationship. The relationship circle is in the middle of 
the women and the men. When one of the two circles (women or men) presents complete 
congruence or more positive results, that circle is closer to the relationship. When the results 
are more negative or lack congruence, then the circle is further away from the relationship 
circle. 

6.1.2 Perceived Similariiy 

The findings from the regression analyses (chapter 4) focusing on perceived 

similarity reveal four significant predictors of couples' global stress, representing pnmary 

stress appraisal (threat and centrality) and secondary stress appraisal (control-by-self and 

control-by-others). The findings for pnmary stress appraisal at the level of perceived 



similarity continue to be sirnilar to those for actual similarity and for the men's model, 

but close to the women' model. The women had one more significant predictor regarding 

primary stress appraisal, namely, challenge. It is noteworthy that, although threat is a 

significant predictor for couples7 global stress at the level of perceived similarity, the 

greatest proportion of the variance is explained by centrality rather than by threat. There 

is starting to be a shift in the predictors of couples' global stress as one moves fiom the 

level of actual similarity to the level of perceived similarity (see Figure 5) .  Thus, as the 

metaperceptions are added to the self-perceptions, two trends are occuming: 1) couples' 

global stress can be attnbuted more to the perceived importance of at-risk pregnancy and 

antenatal hospitalization for their weI1-being (centrality) rather than perceiving the 

stressors as threatening; and 2) secondary stress appraisal becomes important at the level 

of perceived similarity. The aspect regarding control that is essential to grasp here is that 

couples do not perceive the two stressors as uncontrollable. Couples perceive a certain 

part of their situation as controlled by them, while another part is controlled by others 

such as the perinatal health care tearn. 

There are no significant differences for the women's perceived similarity (chapter 

5)' meaning that the women's self-perception is h l ly  congruent with their 

metaperception. However, for the men's perceived similarity, there are significant 

differences for threat and global stress: the men underestimate or fail to metaperceive 

how threatening the two stressors are for the women and the women's global stress. 

Even the first hypothesis as presented in the third article (chapter 5) is supported: there is 

a significant gender difference in perceived similarity for global stress. When 

considering perceived similarity, couples' global stress is attributed to four predictors: 

hvo predictors pertain to primary stress appraisal, while two others pertain to secondary 

stress appraisal. Although threat and centrality continue to be significant predictors, 

control-by-self and control-by-others also become important predictors. However, while 

there is complete congmence between the women's self-perception and their 

metaperception, there is a lack of congruence between the men's self-perception and 

their metaperception for threat and global stress. Boss (1987) believes that understanding 



the family's perception of stressful events (as a whole and individually) is basic to 

understanding their stress level, influencing not only their vulnerability, but how the 

farnily and its members will act and react to what is happening to them. 

Figure 5 
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The three significant predictors of couples' global stress at the level of 

understanding pertain to primary stress appraisal (threat and centrality) and to the 

resources (conjugal cohesion). These findings for prirnary stress appraisal are similar to 

those for couples' actual and perceived similarities, and for the men's and wornen's 

model, except that challenge is also a significant predictor for the women. As for 

perceived similarity, centrality is the more significant predictor of  primary stress appraisal 

rather than threat (see Figure 6) .  The shift in primary stress appraisal predictors 



previously described at the level of perceived sirnilarity continues at the level of 

understanding: there is a shifi in which couples perceiving at-risk pregnancy and antenatal 

hospitalization as threatening has given way to their perceiving the situation as being 

important for their well-being. 

The resources become important in explaining couples' global stress at this level. 

For the first time, the conjugal relationship as a resource is a significmt predictor of 

couples' global stress. The only dimension within this variable which is a significant 

predictor is dyadic cohesion, namely, that couples' global stress is increased with less 

cohesion. Spanier (1976) defines cohesion as the degree to which a couple engages in 

activities together. Durhg normal pregnancy, a couple spends their time by going to 

health visits and prenatal classes, learning about the pregnancy and the impeding birth, 

and preparing for the baby's amival by obtaining fbmiture, painting the baby's room, and 

buying baby clothes (Malnory, 1996): However, when the pregnancy is threatened 

necessitating increased medical surveillance and hospitalization, there is increased 

concem for the health of the maternal-fetal unit. Certain couples feel a greater sense of 

closeness due to their stresshl situation, while others feel distant by each partner living in 

his or her own world. Engaging less in activities together during the hospitalization of the 

pregnant woman appears to increase couples' global stress. As proposed in Table 26-2 of 

the first article (chapter 2), BUXT and Klein (1994) suggest that increasing cohesion or 

togetherness is a usehl strategy for a couple's relationship in times of farnily stress. 

Regarding the two types of understanding (Chapter 5), there is complete 

congruence for men's understanding, namely, that when his perception of how he thinks 

his partner perceives the two stresson is cornpared with her own perception of the two 

stressors, then they are both fully congruent. However, when the woman's perception of 

how she thinks her partner perceives the two stressors is compared with his own 

perception of the two stressors, there is a lack of congruence for threat and global stress. 

Also, the second hypothesis as presented in the third article (chapter 5) is supported: there 

is a significant gender difference in understanding for global stress. When considenng 



understanding, couples' global stress is attributed to three predictors: two predictors 

pertain to pnmary stress appraisal, while one predictor pertains to the resources. Although 

threat and centrality continue to be significant predictors, dyadic cohesion also becomes 

important. However, while there is complete congruence for men's understanding, the 

women underestimate threat and global stress when their metaperception is compared 

with the men's self-perception. 

Figure 6 
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Regarding the other three hypotheses as presented in the tliird article (chapter 5) ,  

they are only partially supported. There is a greater lack of congruence between the 

different levels of similarity for the women than for the men, thus the women had more 

difficulty with perceptions at al1 levels. This means that women expenencing at-nsk 

pregnancy and antenatal hospitalization are more stressed, and that they have more 

difficulty with dyadic communiciltion. This can have an impact on their contribution to 

the conjugal relationship, perhaps partially explaining how conjugal intimacy can be 

subtly affected by the two stressors. On the other hand, although the men are stressed, 



they may be more important in helping to establish or maintaining intimacy in the 

relationship, and perhaps conûibuting to future family intimacy. Different findings at 

different levels of similarity; so what do we do? As Walker (1985) States: "If we focused 

on change across multiple levels of analysis, it would be evident that the complexity of 

the stress process carmot be handled with predictable responses, universal stages, and 

identical points of resolution" (p. 832). 

6.2 EMERGING ISSUES FROM THE DISCUSSION 

The following issues emerge From the discussion of the findings as presented 

above. The objective of this section is to demonstrate how these findings contribute to 

further theoretical knowledge regarding stress within the transition to parenthood. The 

theoretical issues featured here will follow the concepts contained within Boss' model, 

namely, the stressor, the resources, the perception of the stressor and global stress. 

Thejirst issue pertains to the nature of the stressor itself. This study reinforces the 

realization that antenatal hospitalization is an accumulation of three life events: the 

normative life event of normal pregnancy as well as two situational ones in relation to at- 

risk pregnancy and antenatal hospitalization. Werner and Frost (2000) explain how an 

accumulation of life changes or of stressors is associated with subsequent probability of 

disease or negative health consequences. This includes the health of the conjugal unit 

itself (Polomeno, 1999d, 1999e, 2000a). For many couples, the particular life event of 

antenatal hospitalization includes first-time parenthood, first-time threatened health 

espenence, and first-tirne hospitalization. 

Antenatal hospitalization can be classified as a short, acute but very intense 

stressor (Werner & Frost, 2000), with the potential to become a temporary chronic 

stressor, depending on the timing of its occurrence as well as the subsequent involved 

treatment (medication for gestational diabetes or premature labor, or complete bedrest for 

placenta previa). Martel1 (2000) explains how some threats to childbearing health may 



vacillate between acute and chronic. For example, preterm labor can be acute and result 

in a preterm birth. However, if preterm labor contractions are suppressed, they become 

chronic because of the regimens to keep contractions eom recuming. McCubbin and 

Patterson (1983) refer to this series of events as stressor piteup. The impact of a stressor 

can be considered intense or severe depending on its force or influence on the person(s) 

(Werner & Frost). Hobnoll, Freedy, Green and Solomon (1 996) explain that intense 

stressors have the following characteristics: (1) they attack people's most basic values, ( 2 )  

they make excessive demands, (3) they are outside the realrn for which resource 

utilization strategies have been practiced and developed, (4) they occur without warning, 

and (5) they leave a powerful mental image that is evoked by cues associated with the 

event. 

The second issue pertains to the resources themselves. It is noteworthy that dyadic 

cohesion represented in the variable of the conjugal relationship only ernerged as a 

significant predictor of couples' stress at the level of understanding. Spanier's (1976) 

definition of dyadic cohesion is presented in chapter 4 of this thesis. Carlson, Sperry and 

Dinkmeyer (1992) explain how a regular part of the conjugal relationship, including the 

marriage relationship, involves planned time for activities that both partners enjoy. This is 

one ski11 necessary for a strong, effective and healthy marriage. There is a shift in this 

aspect with pregnancy, but the couple continues to share in activities together (Clulow, 

199 1 ; Niven, 1992). The findings corn this study suggest that the cohesion in a couple's 

relationship is perturbed by at-risk pregnancy and antenatal hospitalization. The lack of 

sharing in activities together may have an impact on the couple's intimacy and their 

feeling of closeness and togethemess. Intirnacy must be recreated daily and renewed in 

each stage of conjugal life (Polomeno, 2000a). Also, intirnacy is the dimension that is the 

most affected in the transition to parenthood (Polomeno, 1997a). A couple builds up the 

intimacy in their relationship with time. Physical and sexual intimacies help to maintain 

the relationship through daily verbal expressions of love and nonsexual and sexual 

touching. Psychological and emotional intimacies, although the most di ficult of al1 

intirnacies to experience, can take the relationship to another level. The hospital 



environment does not appear to be conducive to a couple' intimacy: how c m  this setting 

and interventions from the perinatal health care team be modified so that the integrity of a 

couple's intimacy is protected and maintained warrants m e r  examination. 

The third issue pertains to the perception of the stressor. Primary and secondary 

stress appraisals are important in detemining couples' stress associated with at-risk 

pregnancy and antenatal hospitalization. Threat contained within primary stress appraisal 

is cornrnon to al1 five models (women's, men's and three couples' models) and the more 

significant predictor especially for couples' global stress at the Ievel of actual sirnilarity. 

Werner and Frost (2000) indicate that the appraisal of threat appears to be influenced by 

several subjective components such as goals or ideas of expected States (e.g.; normal 

unthreatened pregancy), the importance of these goals, and the degree of threat 

engendered by goals not attained. 

However, centrality is the more significant predictor of couples' global stress 

rather than threat at the Ievels of perceived sirnilarity and understanding. It is noteworthy 

that as the metaperceptions are added to the self-perceptions, primary stress appraisal 

changes to one implicating the well-being of the perinatal couple. Lazarus (2001) 

explains that appraisal under these circumstances connotes an evaluation of the 

sigificance to the individuaI of what is happening for well-being. On the one hand, he 

stands by the widely acknowledged principle that if there is no goal commitment, there is 

nothing of adaptational importance at stake in an encounter to activate a reaction. If the 

transaction or the encounter is not relevant to a person's well-being, then there is nothing 

further to consider since nothing is at stake. On the other hand, what individuals cowider 

important or unimportant to their well-being influences how emotionally devastating any 

loss will be and what coping choices must be made to manage it. 

By adding metaperceptions to the self-perceptions, the appraisal of threat yields to 

one having importance for the couples' well-being. There appears to be a shift from an 

emphasis on the individual to one directed towards the couple. This shift or 



transformation c m  be likened to what Lazams (2001) refers to as the short-circuiting of 

threat. "The metaphor is the electncal short circuit of the wire in which the original route 

to the end of the wire is shortened by something that cuts the circuit at a much earlier 

point" (p. 708). By asking a conjugal partner to answer for himself or herself (self- 

perception) is one process, but asking the sarne person to put himself o r  herself in the 

place of the other in order to determine the other's perception (metaperception) is another 

process. Being able to metaperceive or being able to estimate the other's perception is a 

deliberate way of short-circuiting threat in the context of at-risk pregnancy and antenatal 

hospitalization. Lazarus also refers to this as making the contents of cognitive 

unconscious conscious, especially through the process of reappraisal. Lyon (2001) defines 

reappraisal as the process of continually evaluating, changing, or relabeling earlier 

pnmary or secondary appraisals as the situation evolves. Reappraisal results in the 

cognitive elimination of perceived threat. hdeed, Lazanis reminds us that pnmary 

appraising never operates independently of secondary appraising since there is an active 

interplay of both. "The distinctly different contents of each type of appraisal justiS 

treating them separately, but each should be regarded as integral meaning components of 

a more complex process" (Lazanis, 2001, p. 202). 

The metaperception is combined with the self-perception to produce either 

perceived similarity or understanding. An underlying issue of the metaperception is its 

accuracy (Allen & Thomspon, 1984; Bochner et al., 1982; Laing et al., 1966), labeled as 

meta-accuracy by Kenny (1 994). Meta-accuracy may be difficult to achieve: a conjugal 

partner has to be highly motivated to discem the other's meaning. He or she may have to 

resort to nonverbal cues to be fully attuned to the partner: heightened meta-accuracy 

develops through verbal and nonverbal feedback. The paradox of this statement is that 

when relationships develop, partners may actually become less attuned to each other's 

feedback, because they think they already know what that feedback will be. Taking each 

other for granted in this way may be threatening to the relationship. However, heightened 

meta-accuracy may be useful to the couple during times of stress, especially during at-nsk 

pregnancy and antenatal hospitalization. 



The findings fiom this study, both from the regression analyses and hypothesis- 

testing, suggest the importance of perceived similarity as an intermediate between actual 

similarîty and understanding. According to Allen and Thompson (1 984), if a couple 

communicates to create shared rneaning, the partners will allow one another to know how 

they directly perceive particular situations; each will know what the other thinks 

conceming the situation and also be aware of what the other thinks he/she thinks. If 

discrepancies emerge at this level, then the partners can try to explain them to each other, 

create bridges between them that expand, limit and transforrn these discrepancies, and 

may decide that their different views c m  CO-exist (Duck, 1994). Couples do not have to 

be similar at al1 of the levels al1 of the time, rather it is the feeling of overall congruence 

that predominates (Duck, 1994). The partners feel that they are quite alike with a respect 

for differences. 

The nature of a partner's relationship with the other partner is defined in terms of 

the extent to which that person understands the way the other thinks (Duck, 1994). 

However, the degree of understanding of one person by another is not necessarily 

equivalent in both directions. The partners rnay neither understand each other completely 

nor wish to. Understanding may be greater on certain issues than in others. It is not 

automatic that the partners are able to comprehend one another right away nor give the 

same weights and meaning to phenornena that they interpret (Dixson & Duck, 1993). The 

competency level of each conjugal partner influences their capacity for understanding. 

The more adequately a partner is able to understand the different layers of the other 

partner's mind, the more the relationship is differentiated and the easier the 

communication becomes, leading to firller understanding. According to Monsour (1 994), 

there is a broad range of effects on the 1eveI of understanding, namely other levels of 

similarity, just as the degree of understanding might influence which similarities are 

cornmunicated. 

The Iast issue pertains to global stress. For many couples, this is the first time that 

their relationship is being tested in a penod of stress, especially stress associated with at- 



risk pregnancy and antenatal hospitalization. The partners become more aware of how 

each copes with stress individually and how they are going to organize themselves as a 

unit to adapt to it. Some couples appear to do well while others do not. Some couples 

become closer because of the experience while others experience a sIowly emerging 

emotional distance within their relationship. The couples in the latter category could react 

in one of two ways: they could take the situation in their stride and not let it influence the 

quality of their love for each other, or the schism becomes so great to the point that it is 

unrepairable. Page (1994) explains that when a large part of one partner's energy is given 

over to dealing with some stress in his or her life, then he or she will not be able to give 

the kind of attention to the other partner. This means being attentive toward him or her, to 

be aware of how he or she is affecting the partner, to listen fully, and to engage in an 

interaction. If a couple doesn't realize that it is the stress that is causing their diminished 

intimacy, they may exacerbate an already strained situation by blaming each other, and by 

doubting their whole relationship. Couples who have perspective have learned to have 

confidence, even though it is hard to feel close when they are stressed out. "Whenever 

they find themselves in unavoidable stresshl circumstances, they know that their problem 

is stress and not the relationship. They are well aware that this is a passing episode, and 

they either deliberately take care of the relationship in the meantirne, or simply get out of 

each other's way until the episode is over" (p. 105). Continuing in the same vein, Page 

found that couples whose relationships were not thriving were creating stress instead of 

managing or eliminating it, and were using stress as a way to maintain distance since they 

had resigned themselves to it. They did not have a plan for changing their lives so they 

could manage the stress. "A relationship that is in a period of stress can be compared to 

fallow Iand (Iand that is not being cultivated for a season or more). It just lies there, 

quietly nourishing itself and waiting. The soi1 is rich and fertile, but no one has planted 

anything new" (p. 109). The perinatal health care team cannot underestimate the impact 

of first-time antenatal hospitalization on the health of the conjugal unit and more long- 

term consequences involving couples preventing future pregnancies. The greater societal 

impact involves potential separation and divorce resulting from the stress associated at- 

nsk pregnancy and antenatal hospitalization. 



The unfolding of perceptions within the stress process can be helped in another 

way with shared meaning being the end product. Steve Duck (1994) has developed "A 

General Mode1 of Serial Construction of Meaning" (see the first article in chapter 2) .  

There are four stages of comrnonality, mutuality, equivalence, and shared meaning. In the 

first stage of cornnzonality, a couple independently has the sarne attitude towards a topic, 

but is not aware that they have this in cornmon. This can be likened to the self- 

perceptions of the women and the men regarding at-risk pregnancy and antenatal 

hospitalization. in the second stage of mrrtuality, through talk, the couple cornes to realize 

they each have developed feelings about the topic. Mutuality can be attained when the 

self-perceptions of the women and the men are compared, producing actual sirnilarity. In 

the fltird stage, eqziivaleiice, each partner interprets to the other feelings about the 

common topic and realizes to what extent the same feelings are shared. In the case of at- 

risk pregnancy and antenatal hospitalization, when a metaperception is compared with the 

self-perceptions of  the same person, perceived similarity is obtained. Thus, equivalence 

can be likened to perceived similarity. In the last stage of shared meaning, a collective 

perception has developed and is integrated into the existing core of shared meaning. 

Continuing in the sarne vein, when the metaperception of one partner is compared with 

the self-perception of the other partner, understanding is obtained. Understanding can be 

interpreted as equivalent to shared meaning. 

Duck explains that the couple can achieve psychological similarity as the partners 

construe and give fully organized persona1 meaning to events, and comprehending such 

organization and depth takes time and social action between relational partners. He also 

indicates that a couple increases its likelihood for understanding and integrating 

differences in perspectives if the partners feel that they have many levels of similarity: 

". . .it is the flashing perception of that similarity and the actions of cornmon 

acknowledgement of it that have a social and relational significance" (Duck, 1994, p. 

1 19). A couple may have many layers of psychological similarity leading to shared 

meaning and understanding, but the layers of similarity must harmonize with each other. 

The doctoral candidate has defined this process as hannonizing within her pennatal 



education practice (Polomeno, 2000a). Couples ' feel ' the harmonizing: it produces a 

feeling that the partners are in tune with each other, in 'sync' with each other, and on the 

'same wavelength'. The end result is a sense of partnership and team spirit. When there is 

a perturbation within harmonizing, meaning that there are differences between the layers 

of similarities, the partnen feel that they are not on the same wavelength and feel 'out of 

sync'. The partnen c m  either accept this temporary state or tq to reestablish the 

partnership feeling by discussing the discrepancies. 

When conjugal partners are thinking about interaction patterns, comparisons, or 

contrasts between themselves in the relationship, they are conducting what Acitelli (1993) 

calls 'relationship awareness'. Relationship awareness may contribute to satisfaction with 

the relationship by the partners, increasing their cornmitment to it, and deepening the 

intimacy aspect of the relationship, especially important in times of stress such as at-risk 

pregancy antenatal hospitalization. Acitelli explains that the similarity between the 

partners rnay be more important than absolute levels of relationship awareness. Steil 

(1 997) specifies that relationship intimacy "must be continually affirmed through shared 

experiences in which partners feel understood and valued. Under these conditions, 

intimacy benefits both partners, e ~ c h i n g  their relationship and promoting psychological 

and emotional growth" (p. 76). Promoting conjugal intimacy becomes more important 

dunng at-risk pregancy and antenatal hospitalization. Conjugal intimacy lays the 

foundation for fùture family intimacy which is the heart of the farnily's safe haven for 

love, security and well-being. 

6.3 STUDY'S STRENGTHS AND LIMITATIONS AND FUTURE RESEARCH 

In this section, the study's strengths are first discussed folIowed by its limitations. 

The last section contains avenues for future research. 



6.3.1 Strengths 

This study has several strengths. Itsfirst strength lies with this being the first 

study to consider first-time parenting couples' stress associated with at-risk pregnancy 

and antenatal hospitalization fkom three simultaneous perspectives: wornen's, men's and 

couples'. The second strength involves Boss' model which was used as the conceptual 

foundation. The choice of the model was based on its heuristic quality by permitting its 

adaptation to a study involving a situation of temporary but iatense stress. Only the main 

variables of the model were used for the interrelationships between the research variables, 

narnely the organization of the Variables A, B, C, and X. Its third srrength lies with the 

use of self-perceptions and metaperceptions and their various combinations to produce 

three types of similarity: actual similarity, perceived sirnilarity, and understanding. This 

permitted the creation of three regression models for the examination of couples' global 

stress (chapter 4) and the couples' stress appraisal of at-risk pregnancy and antenatal 

hospitalization (chapter 5). Its forrrth strength involves the creativity that was required in 

the area of the data analysis procedures to produce the couples' regression couples' 

models and the c o n p e n c e  comparisons of the couples' stress apprakals based on the 

three types of similarities. Although this was a challenge, this study contributes to the 

advancement of conjugal data analysis procedures. Thefifrh strength lies with the use of  

self-report measures which facilitated the organization of this large scale study involving 

12 hospitals and the data collection of a large sarnple size. Certain women and men only 

agreed to participate once they realized how the data were to be collected finding the 

questionnaires convenient and practical. They appreciated having the flexibility in 

choosing the moment to compIete the questionnaires. For certain men, this f o m  of data 

collection was practical, especially for the taxi, bus and truck drivers. Several men only 

agreed to participate once they understood that they could fil1 in questionnaires, prefemng 

this method over interviews. The last strength pertains to the use of psychometrically 

sound instruments in another language other than English. Although this study was 

conducted in a specific cultural environrnent, it supports findings from other studies. It 

also helps to advance research with French-speaking groups, particularly with perinatal 



farnilies experiencing stress associated with at-risk pregnancy and antenatal 

hospitalization in Québec. 

6.3.2 L inr itations 

This study also has several limitations. Itsfirst limitation involves the difficulty in 

recruiting subjects, producing a high attrition rate. From the outset, many women were 

not interested in the study, being already too stressed to participate as were their partners. 

Certain men refused their female partners to participate, explaining how the women were 

too stressed and that the study would increase their stress even more. Ethical principles 

must be respected and ovemde the purpose of the research. It is obvious that conducing 

research with adults who are stressed is very difficult, yet understanding their stressfiil 

situation would be helpfûl for health care professionals. The second limitation involves 

the consent of both partners. A study oriented towards couples requires the consent of 

both partners. If one of thern refuses to participate, then the couple cannot participate. 

Also, one or both partners c m  refuse to continue at any point in the data collection phase, 

which also influenced the participation rate. The third limitation pertains to the self-report 

measures. Although they were practical, they could have acted as a barrier to recruitrnent. 

Other methods involving interviews and diaries rnay facilitate the participation of certain 

couples. The fourrlt limitation involved the data on the refisers. Data could not be 

collected on refùsers due to restrictions imposed by the hospital ethics cornmittees. 

Analyzing their charactenstics would be helpful to understanding their reasons for not 

participating: it is plausible that certain couples were having problems with their 

relationship since this was a study aimed at couples. Other couples were in the midst of a 

separation and/or a divorce. 

6.3.3 Frttrtre Research 

In this study, only those couples experiencing at-risk pregnancy and antenatal 

hospitalization were considered. in order to separate the effects of at-risk pregnancy fiom 



antenatal hospitalization, the following future studies still using the interpersonal 

perceptual approach should be considered: first, couples experiencing at-risk pregnancy 

and antenatal hospitalization are compared to those couples experiencing at-risk 

prepancy and maintained in the home environrnent; second, couples expenencing at-risk 

pregnancy and not hospitalized nor receiving home care services are compared to those 

couples experiencing at-risk pregnancy and antenatal hospitalization. Also, since the 

stress level was found to be moderate, supporting findings fiom previous studies, another 

study should be considered in which couples experiencing normal pregnancy are 

compared to those couples expenencing at-nsk pregnancy and antenatal hospitalization, 

and to those couples experiencing at-risk pregnancy but maintained in the home 

environrnent. This finding may also be due to the measure of stress which was not 

sensitive enough to capture the differences, thus other measures of stress should be 

considered as welI as the addition of physiological measures of stress. 

Only couples expecting their first baby were considered in this study. In the 

future, it would noteworthy to replicate this same study with couples who have one or 

more children but expenencing the two stressors for the first-time, and with coupies 

where one of the hvo partners is already a parent. Only one test period was included in the 

design of the study since it was important to begin to understand couples' stress 

associated with at-risk pregnancy and antenatal hospitalization. Future studies should 

include a postnatal testing period and conduct a cornparison of couples' stress between 

the prenatal and postnatal test penods. A future study using a qualitative approach is 

suggested to explore couples' perceptions of their experiences regarding the two 

stressors. 

Other parts of Boss' model should be implicated in hiture studies: her model 

contains external and interna1 contexts which were not included in this study. The 

extemal context or the environrnent in which the family is embedded is made up of  

components over which the family has no control: heredity, development, economy, 

history, and culture. However, the intemal context contains components that the farnily 



can change and control, namely, its structural, psychological and philosophical 

dimensions. Since the explained variance in the couples' models was lower than for the 

women's or men's models, other variables to increase the explained variance should be 

considered in fùture studies: the various components of  the external and interna1 contexts 

can provide these additional variables such as family boundaries, role assignrnents and 

farnily values and beliefs. The metametaperception should be considered in the future, 

producing tuvo other types of similarity called realization of understanding and feeling 

understood (Allen & Thompson, 1984). The metametaperception pertains to how one 

partner thinks that his or her partner thinks how he or she thinks. Realization of 

understanding is obtained by comparing one partner's metametaperception with the other 

partner's metaperception, while feeling understood involves the cornparison between one 

partner's metametaperception with his or her own self-perception. 

6.4 IMPLICATIONS FOR THE NURSING PROFESSION 

Several theoretical and clinical implications emerge from this study on couples' 

stress. From a theoretical viewpoint, perceptions are important in the study of couple' 

stress associated with at-risk pregnancy and antenatal hospitalization. The findings fiom 

this study support Boss' postulate (1988) that the farnily' perception of the stressor is the 

most powerful variable in determining the family's stress level. How the fmi ly  members 

perceive the stressors will determine their reactions to them. They may decide not to 

react, or else, they may be so ovenvhelmed and stressed that their adaptation and coping 

could be affected. They could potentially find themselves in a crisis rather than in a 

situation of stress. 

The global evaluation of stress involves not only the individual perceptions but 

also the collective ones. Boss explains that farnily and individual perceptions are not the 

s m e ,  and that understanding a family's perception of the stressful situation as a whole 

and individually is basic to understanding their stress level. How the family reacts to the 

situation is just as important as the reactions of the individual family members. The 



findings from this study reveal that women and men do not perceive the stressors in the 

sarne way, just as the couple's collective perception is different from the paxtners' 

perceptions. Teichrnan (1 988) wrote of 'his, hers and their pregnancy'. This implies the 

simultaneous consideration of women's, men's and couples' perceptions in the global 

stress appraisal of at-rkk pregnancy and antenatal hospitalization. 

The use of similarities through the interpersonal perception approach (Laing et al., 

1966) revealed different findings at the various levels of sirnilzu-ity (actual similarity, 

perceived similarity and understanding). This could be compared theoretically to the 

unravehg of the layers of an onion. This approach is a very powefil  one penetrating 

deep into the conjugal relationship. Farnily and conjugal/marital therapists often allude to 

the 'mystery' of reiationships, that part that is not open to scrutiny and analysis (Kingma, 

1998). These professionals are aware of this theoretical facet of conjugal relationships. 

This approach helps to render the unconscious or mysterious part of the relationship more 

conscious, meaning theoretically, bringing the deep to the surface or unraveling the layers 

of the onion. 

From a clirzical viewpoint, it is important for nurses working on antepartum wards 

to assess the stress of each conjugal partner and that of the conjugal dyad and their 

perceptions of at-risk pregnancy and antenatal hospitalization. Nurses will require some 

training through professional workshops in the interpersonal perception approach which 

is at the heart of this assessrnent. The training session could include circula-type 

questions that nurses could ask the conjugal partners. Nurses could also offer each partner 

to rate their stress level and that of their relationship on a rating scale such as a visual 

analogue scale. Nurses can help the couple to understand these ratings and their situation. 

Stress affecting childbearing farnilies needs to be recognized and, if possible, dealt 

with prornptly (Martell, 2000). Wright and Leahey (2000) explain how nurses must 

recognize that there are as many realities as there are members of a given family and offer 

the fmily another, more comprehensive view of their situation. Within this approact, 



nurses can use the techniques of reappraisal or reframing (Lazarus, 2001 ; Lyon, 200 1 ; 

Werner & Frost, 2001) in their interventions to help couples change their perceptions of 

the stressors. Reappraisal is an extremely effective way of coping with a stressfùl 

situation and one of the most durable and powefil  ways of controlling destructive 

emotions (Lazams, 200 1). Nurses c m  facilitate change in the conjugal dyad by creating 

the context for change, but they should understand that change does not occur equally in 

the conjugal partners. Alterations in farnily goals, beliefs and behaviors are also required 

(Wright & Leahey). The focus should be on what is being done instead of searching 

answers for the why of the situation. Understanding the situation is usually the first step, 

but this is not enough. Posrpartum nurses and those in CLSCs can reinforce the teaching 

that was started on the antepartum ward in order to help the couple preserve their 

relations hip. 

Couples can be taught stress management techniques (see the first article of this 

thesis) to mitigate the stress stemming from the stressors and the stress process. Although 

this could be the first major stress encounter for many couples, nurses can help them 

identify their individual stress patterns and responses, teach the partners how to become 

aware of each other' reactions to stress, and maximize their leaming from their situation. 

Couples can be encouraged to develop a stress plan (Page, 1994) outlining how they 

should individually and collectively cope with their stressfùl situation, by not only 

considering past experiences but also the actual one. This can also help couples lay the 

foundation for successful coping with future difficult situations, both expected and 

unexpected. 

The findings revealed that cohesion in the relationship or the couple's engaging in 

activities together was affected by their stress associated with the two stressors. There is 

great potential for couples to experience emotional withdrawal due to them and for their 

developing dissatisfaction with the relationship. Instead of putting the onus on their 

stressfil situation, couples can easily blarne each another. Spending time doing things 

that are mutually enjoyable is part of a healthy balanced relationship (Carlson, Speery & 



Dinkmeyer, 1992), even in tirnes of stress. Nurses c m  promote couples' intimacy within 

the hospital setting by helping couples identiQ ways of engaging in activities together and 

exploring their love during this time (Polomeno, 2000~).  Creating a support group that is 

onented towards couples' coping with their situation may be one such activity. Other 

ways couId involve couples responding to questions presented in Boxes 26-5 and 26-6 

contained within the first article of the thesis, or adapting the questions presented in Box 

26-5 to couples rather than perinatal educators. 

Normal pregant couples assisting regular childbirth education classes can expand 

their knowledge about stress associated with the transition to parenthood, both normal 

and at-risk. Their classes can include content on at-risk pregnancy, its various conditions 

and treatrnents, the emotions that accompany the experiences, and strategies for coping 

with it and recovery in the postpartum (Polomeno, 199%; also see Box 26-10 contained 

in the first article of this thesis). The teaching approach used in these classes reIies on 

anticipatory guidance which is an educational modality aimed at strengthening family 

systems in the transition to parenthood (Goldberg & Michaels, 1988). Through education, 

couples l e m  to create optimal conditions to more s.ciccessfülly negotiate the potential 

pitfalls of the transition, and to implement new skills acquired through the classes. 

6.5 CONCLUSION 

This study exarnined first-time parenting couples' stress associated with at-risk 

pregnancy and antenatal hospitalization. Despite the moderate level of stress, women and 

men do not perceive the stressors in the same way. Women perceive these stressors as a 

threat, whereas the men perceive thern as a challenge and being in control. However, as a 

unit, as the metaperceptions are added to the self-perceptions, there is a gradua1 shift from 

perceiving the stressors as threatening to perceiving them as being important for the 

couples' well-being. Also, secondary stress appraisal and the resources further explain 

couples' global stress. Women demonstrate less congruence between the different types 

of sirnilarities compared to the men, suggesting that pregnant, hospitalized women are 



less able to devote time to the conjugal relationship. However, the men were more 

understanding and their optimism appears to alter women's and couples' perceptions of 

stress. Understanding appears to enhance the various levels of similarity in dyadic 

communication during times of such stress. How couples evaluate and detennine the 

meaning of theses stressors and the similarities that may result fiom the cornparison of 

perceptions, could in the long-tenn, affect childbearing and the parent-child bond. This 

study supports Boss' postulate that the family's perception of the stressor is the most 

powerfiil variable in deteminin% the family's stress level. 

The health threat to a mernber of the childbearing farnily affects the other 

members. The hnctioning and structure of the family that keeps the system stable, or in 

homeostasis is upset, and the family stnves to regain balance, which is stressfiil on al1 the 

components of the family system (Martell, 2000). This study contributes to Our beginning 

understanding of how couples' intimacy is affected by at-risk pregnancy and antenatal 

hospitalization. The different levels of dyadic communication are affected by these 

stressors. Couples can recomect as they gain greater understanding of each other and of 

their situation. They should be encouraged to make a concerted effort to nurture and 

sustain at least a minimal level of closeness during times of stress, even within the 

hospital setting, in order to protect their intimacy. The greatest gifts that parents can give 

their children, both unborn and born, are an intact relationship and the security of their 

love. 
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CENTRE 
HOSPITALIER 
ANNA-LABERGE 

Le 9 juiliet 1993 

Madame Viola Polomeno, id . ,  M.Sc.(A.) 
Université d e  Montréal 
Faculté des sciences infirmières 
2375, Côte Ste-Catherine 
Montréal (Québec) 
H3T lA8 

Madame, 

À la suite de votre lettre du 8 juin 1993 et à vos conversations téléphoniques avec 
madame France Lainey, je désire vous confirmer que votre demande d'effectuer un  
projet de recherche dans notre ce.ntre hospitalier a été acceptée. 

Veuillez communiquer avec madame Giiiette Toupin, chef d'unité du pavillon de la 
naissance, afin de prendre arrangement avec elle. 

Je vous souhaite bonne chance dans votre démarche et je vous prie d'agréer, 
Madame, mes salutations les meilleures. 

La directrice des soins infirmiers, 

MF-+ 
Mane Yardely Kav nagh 

Wfl 

C.C. Madame Ginette Toupin 

200. boulevard Brisebois. Châteauguay (Québec) 16K 4W8 9 (514) 699-2425 
CHATEAUGUAY - DELSON - LERY - MERCIER -STE-CATHERINE -Sr-CONSTANT - ST-ISIDORE 

STE-MARTINE - ST-MATHIEU - ST-PAUL DE CHATEAUCUAY - ST-RÉMI - ST-URBAIN 
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CENTRE HOSPITALIER de ST. MARY 

ST. MARY'S HOSPITAL CENTER 
3830 AVENUE LACOMBE, MONTREAL, QUEBEC, H3T - IM5 

Le 5 juillet 1993 

Mme V. Polomeno 
Faculté des Sciences infirmières 
Université de Montréal 
C.P. 6128 Succursale A 
Montréal, Québec 
H3C 357 

Madame, 

Le comité d'éthique et de recherche, formé des membres 
suivants: Dr. J. Bradwejn, Dr. P.H. Gruner, Dr. F. Primeau, 
Dr. M. Yaffe, Dr. H. Zackon, Père Peter Laviolette, Mlle H. 
McCormack et moi-même, a examine le protocole intitulé: 

La qualité de la relation conjugale comme 
médiatrice du stress familiale relié a l'expérience 
de lrhospitalisation' antenatale chez les couples 
sans enfants . 

Le comité a trouvé ce protocole et les formules de 
consentement qui l'accompagnent en bonne et due forme; 
correspondant aux normes exigées par notre établissement. Par 
conséquent, le comité a donné son autorisation pour procéder 
a l'étude. 

Veuillez agréer l'expression de nos salutations distinguées. 

R. Moralejo, MD 
Prés ident 
Comité d'éthique et de recherche 
Hôpital St. Mary 

C.C. Dr. J. Glay, Président, Comité exécutif CMDP 
Dr. J. Bradwejn, président, Comité de recherche 
Dr. A. Joshi, Chef du département d'~bst/Gynécologie. 
Dr. B. Stripp, Université McGill 



A - J  CENTRE HOSPITALIER C PIERRE-BOUCHER 
1333. boulevard Jacques-Canier Est 
Longueuil (ûuebec) J4M 2A5 
(514) 468-81 11 

Longueuil. le 27 septembre 1993 

Dr. Jean René Fréchette, 
Directeur des services professio~els .  
Centre hospitalier Pierre-Boucher. 

Obiet: Qualité de  l a  relation 
conjugale. 

Docteur Fréchette. 

Nous avons évalué le projet ci-haut mentionné a u  courant de l'été 

a avec Mme Jocelyne Mailhot. chef du Service de Ia natalité et Mme 
Francine Nazaire. coordonnatrice à la Direction des soins infirmiers. 

No.tre comité de bioéthique vient p a r  la présente le 
recommander. 

Veuillez agréer, Docteur Fréchette. l 'expression de nos 
sentiments les meilleurs. 

CC. 

Roland Roy 
Président du comité de bioéthique 
Centre hospitalier Pierre-Boucher 

Mme Viola Palorneno, 
Faculté des Sciences Infirmières, 
Université de Montréal. 



CITÉ DE LA SANTÉ DE LAVAL 
COL- EXÉCUTIF DU C.M.D.P. - Locat  1.34 
1755, BOUL. RE& LAENNEC 
VIMONT, LAVAL (QUSBEC) 
H7M 3L9 (514) 668-1010 POSE 2143 

Laval, le 30 juillet 1993 

Madame Viola Polomeno (Madame Céline Goulet, professeure agrégée) 
Université de Montréal 
Faculté des sciences infirmières 
C. P. 6128 - Succursale A 
Montréal QC 
H3C 3J7 

SUJET: Projet de recherche 

Docteur, 

Suite à la recommandation du comité de recherche, le comité exécutif du 
Conseil des médecins, dentistes et phamciens, & sa réunion du 2 9 juillet 
1993, a accepté votre demande et est favorable à la poursuite du projet 
de recherche intitulé: "La qualité de la relation conjugale comme 
médiatrice du stress familial relié à l 'erpérien ce de l 'h ospitalisntion 
anténatale chez les couples sans enfant". 

Nous vous souhaitons un franc succès dans votre travail. 

Veuillez accepter l 'expression ~e nos seniimmts distingués. 

L.Wîlhelm B. Pellemaru, m.d. 
Président 

/cg 

c. c. : M. Daniel Adam, directeur général 
Dr Alban Pem'er, directeur des services professionnels 
Dr Rémi Guibert, président du comité de recherche 
Madame Louise Cossette, coordon~tnce, secteur mère- 
enfant, mrraine du projet 
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HÔPITAL 
'CHARLES 
LEMOYNE 

Madame Dominique Tremblay 
Infirmière clinicienne spécialisée 
Secteur périnatalité 
Hôpital Charles LeMoyne 
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Le 27 septembre 

OBJET : Projet de recherche - La qualité de la relation 
conjugale comme médiatrice du stress familial 
relie a Pexperience de i'hospitalisation antenatale 
chez les couples sans enfant 

Madame, 

II me fait plaisir de vous informer qu'à sa réunion régulière publique du 22 
septembre 1994, le conseil d'administration a accepté que le projet de recherche 
mentionné ci-dessus se réalise, et que vous en assumiez la responsabilité. 

Cette acceptation fait suite aux recommandations du comité d'éthique à la 
recherche du comité d'éthique central. 

I I  doit être convenu que l'Hôpital n'assume aucun des frais encourus dans le cadre 
de ce projet. 

Vous remerciant à l'avance de v o t ~  implication, entre autres dans ce dossier, je 
vous prie de recevoir l'expression de ma considération distinguée. 

Jean-Pie Montpetit 
Secré taire 

c.c. : Présidente, comité d'éthique central 
Présidente, comité d'éthique a la recherche 
Directeur des services professionnels et hospitaliers 
Directrice des soins infirmiers 

121, bouL Taschereau, Greenfield Park (Québec). Canada 34V 2M - (514) 466-5060 
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PROJET DE RECHERCHE 

TITRE: La qualit& de la relation conjugale comme médiatricc du stress familial relié B l'expérience de  I'hospitalisation 
ant4nataIe chez les couples sans enfant 

LIEU: H6pitaI du Sacre-Cocur de Montréal 

CHERCHEUR: Mme =oh Polomeno, inf. MSc. (A.) 

COORDONNATEUR DU PRO JET: Mme Viola Polomeno, in€. MSc. (A.) 

PROBL~~WTIQUE ET 
OBJECTIFS DE L'ÉTUDE: Déterminer la nature de  la relation entre h quaiitt de  la relation conjugale (sirnilaritg 

actuelle et perçue), la satisfaction du soutien social perçu des autres membres du réseau 
et le niveau d e  stress perçu par les couples sans enfant lors de  l'hospitalisation anténatalc. 

TYPE DE RECHERCHE: Infirmière utilisant un devis corrélatif. 

ÉLIGIBILITÉ DES SUJETS: Les sujets seront sdlectionnés B partir de la population des femmes enceintes et de leur 
partenaire. 

LES CONSID$RATIONS ~THIQUES: 

Libertg dc participer: 
Con fidentiaiitd: 
Consentement tclairé: 

oui 
oui 
oui 

Liberté d'en sortir sans contrainte: oui 

requise: oui X non - 
appmuvéc: oui X non - 

DATE DE RÉCEPTION: 17 juin 1993 

COMITI? D'ÉTHIQUE: No dc code: C.E.93 =06-44 
Année: 1993 

DATE DE L'ÉTUDE PAR LE COMITE: 30 juin 1993 

hlEMBRES DU CO~IITÉ D'ÉTHIQUE DE LA RECHERCHE 
Hôpital du Sacré-Coeur dc Montrtal 

AVIS: 
FAVORABLE 

Me Andd Mord, président 
Dr André Lebrun, sccrdtairc 
M. Jean Bcrnatchcz, chef du d6partement de pharmacie 
Dr Daniel Bichet, directeur associe la recherche clinique 
Dr Jean-Marc Chauny, coord. int.1 Service d'urgence 
M. Guy Durand, &hicien 
Mme Suzanne Frappier-Nadeau, adjointe DG - DSH 
Dr Sylvain Gagnon, représentant du CMDP 
Dr Chantal Lambert, représentante de 1'Univcnitd de  Montréal 
Dr Jean-Paul Lussier, rcprésenîant du Conseil d'administration 
Mme Suzanne Michaud, adjointe ens. & rcch. - DS1 y%&/,-- 

An ré Lebrun, M.D. 
Secrétaire 



October 12, 1993 

Ms. Viola Polomeno 
Research Centre 
Faculty of Nursing 
University of Montreal 
2375 Cote Ste. Catherine 
Montreal ,  Quebec 
H3T 1A8 

RE: "La qualité de la relation con juga l e  comme médiatrice du 
stress familial relié a l'expérience de l'hospitalisation 
anténatale chez les couples sans enfant" 

Dear M s .  Polomeno: 

Please be advised that the above noted protocol  i s  approved by t h e  
Research and E t h i c s  Cornittee. 

p a i r m a n ,  R e s e a r c h  and Ethics Comrnittee 

JM: ma 

3755 CHEMIN DE LA C~TESTE-CATHERINE, MONTRÉAL (QUEBEC) H3T 7 E2 
T~L. : (5 1 4) 340-8222 FAX : (51 4) 340-75 1 0 



H6pi ta1 Maisonneuve-Rosemont 
Centre hospi talier affilié I'Universi té de Montreal 

Le 5 juillet 1993 

Madame Viola Polomeno 
Faculté des sciences infirmières 
Université de Mont6ra.I 

OBJET: La qualité de la relation conjugale comme médiatrice du stress 
familial relié à l'expérience de l'hospitalisation anténatale chez les 
couples sans enfant 

Docteur, 

En assemblée tenue le 23 juin 1993, les membres du Comité d'éthique de la 
recherche ont pris connaissance du projet de recherche cité en rubrique. 

Ce projet de recherche est accepté. 

Nous vous prions d'agréer, Docteur, l'expression de nos meilleurs sentiments. 

Le président du comité d'éthique 
de la recherche, 

Marc Houde, modo 
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Pavillon administratif Pavillon Maisonneuve Pavillon Rosemont Pavillon Pédiatrique C.A. Judith Jasmin 
5305 boul- de l'Assomption 5415 boul. de IoAssomption 5689 boul. Rosernont Therése de Yturralde 8850 rue BisaiIlon 
Montréal H1T 2M4 Montréal HlT 2M4 Montréal HlT 2H1 6900.42e Avenue Montréal H1K 4N2 
Tdli (514) 252-3400 Tél.: (514) 252-3400 Tél.: (514) 252-3400 Montréal H l  T 2T2 Tél.: (514) 354-5990 

Tél.: (514) 252-3400 
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CENTRE DEREHERCHE 1560 est. rue Sherbrooke 
LOUIS-CHARLES SIMARD Montréal, Québec H2L 4M1 

Téléphone : (514) 876-6670 
Télécopieur : (514) 876-6630 

Le 27 septembre, 1993. 

Madame Viola Polomeno 
Faculté des Sciences Infirmières 
Université de Montréal 
2375 chemin de la Côte Ste-Catherine 
Montréal (Québec) 
H3T I A 8  

Projet : "La qualité de la relation conjugale comme médiatrice du stress familial 
relié à t'expérience de l'hospitalisation anténatale chez les couples sans 
enfant" (Dossier 93.48) 

Chère Madame Polomeno, 

J'ai le plaisir de vous informer que lors de leur réunion du 16 septembre dernier, les membres 
du comité de la recherche ont approuvé votre projet. 

On vous suggère cependant de ne pas détruire immédiatement vos données, et plutôt de les 
garder quelques années. Votre projet devra être signé par le chef du département de 
gynécologie. 

I I  sera transmis au comité d'éthique pour approbation. 

Je vous prie d'agréer, chère Madame Polomeno, l'expression de mes sentiments les meilleurs. 

Omar Seni 
Président 
Comité de la Recherche 

CENTRE HOSPITALIER A F F I L I ~  A LUNIVERSITÉ DE MONTREAL 



DEPARTEMENT DES SOINS IWFIRNIERS / DEPARTWENT O? NURSINQ 

CERTIFICATION DEONTOLOOI~ EW RECHERCHE EW SOINS IHPIRMIERS / 
NUKSINO RESEARCE ETHICAL REVIEW CERTIFICATION 

Postulant/~pplfcant VIOLA POLOMENO 

Titre du pro.iet/Proiect T i t l e :  La a u a l i t é  de la rel -- a t i o n  c o n i u ~ a l e  

comme médiatrice du stress familial relié à l r e x p é r i e n c e  d e  
1 hospitalisation antgnatalê c h e z  les c o u  les sans enfant 

Letcornite de deontologie de la recherche en mine fnfirmiere a revis6 cette 
proposition et a trouvé qu'elle est:/ The Nursing Research Eth ica l  Review 
Committee ha8 reviewed t h i e  proposal and found that it 1s: 

1. Faieable au département de soins i n f i r m i e r s  de lwhbpital 
Royal Victoria/Feasible within the RVH Nursing Department. x 

2. Solide deontologiquement, eelon: / Ethically sound based on : 

2.1 Le merite acientif ique / Scientific merit 
2.2 La protection des droits de la personne / 

Protection of human righta 
2.3 La pertinence clinique / C l i n f c a l  relevance 

Le comité recommande que le project soit approuvé, / The cornmittee 
recommends that the above project be approved. 

Lea membres du comité / Cornittee Hembere 

C a r o l  Bohme Nurse - A M I  - N I 1  

Luisa Ciofani NCT - W o m e n l s  P a v i l i o n  

Dr. Sylvia Cruess 

Guylaine Duquette 

Director of Professional Services 

AsSt, D i r e c t o r  of Nursing, Mt1 C h e s t  H o s  

Pat O I R o u r k e  

Dr. Carolyn Pepler 

-- - 

X u r s ~  - Home C a r e  - P a l l i a t i v e  Care Serv 

Patient Representative 

Consultant for Nursing R e s e a r c h  (Chair) 

Nurse - Immunodef iciencv Cl inic 

Date: 9/43 
Vice-President, Nuraihg A i  f airs 
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RAPPORT DE ~ÉTABUSSEMENT OU LA STATEMENT FROM I N S m U n O N  IN 
RECHERCHE SERA ENTREPRISE WHICH THE RESEARCH WiLL BE PEFWORMED 

Un comité d'éthique formé par An ethics review cornmittee 
established by 

Membre désigné par l'université, directeur général de l'hôpital, directeur du Centre de recherche 
clinique André-Viallet, directeur des services professio~els, représentant du C .M. D .P.. directrice des 
soins i n f d e r s ,  pharmacien clinique, psychologue clinique, travailleuse sociale, porte-parole des 
malades. 

Centre de recherche clinique André-Viallet, Hôpital Saint-Luc 

(Université ou établissement où la recherche sera entreprise) 
(University or Institution in which the research will be performed) 

a examiné le projet intitulé: has examined the project entitled: 

La qualité de la relation conjugale comme 
médiatrice du stress familial relié à l'expérience de 

l'hospitalisation anténatale chez les couples sans enfant 

présenté par submitted by 

et juge la recherche faisant appel à 
des sujets humains acceptable au 
point de vue de l'éthique. 

Viola Polomeno 

DatelDate: Le 18 janvier 1994 

Pierre-Michel Hu - i f  

and found the proposed research 
involving human subjects to be 
ethically acceptable. 

Signature du représentant de L'établissement 
Signature - Institution's Representative 



CENTRE DE RECHERCHE 
HÔPITAL SAINTE-JUSTINE 
Centre hospitalier affiie a l'Université de Montred 

Le 7 juillet 1993 

Mme Viola Polomeno, inf. 
Faculté des sciences infirmières 
Université de Montréal 
C.P. 6128, Succ. A 
Montréal (Québec) 
H3C 3J7 

OBJET: La qualité de la relation conjugale comme médiatrice du stress familial relié 
à l'expérience de l'hospitalisation anténatale chez les couples sans enfant. 
Responsable: VioIa Polomeno, inf'. 

Chère Madame, 

Tel que le requiert le règlement établi par le Centre de Recherche de l'Hôpital Sainte- 
Justine concernant la soumission d'un projet de recherche pour approbation, à titre de 
directeur j'ai pris connaissance et approuve votre projet de recherche mentionné en objet. 

Je vous prie d'agréer l'expression de mes sentiments distingués. 

Le Directeur du Centre de Recherche, 

Robert Collu, M.D., FRCPC. 
RC/g I 

3175  COTE SAINTE-CATHERlNE. MONTREAL, O U ~ B E C  H3T 1C5 - Té12 (5141 345-4692 - Fax:  345-4801 



Appendis 2 

The Persona1 and Prepancy Information Guide 

(Inventaire d'information obstétricale et personnelle) 

-Womenqs Version 

-Men's Version 
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INVENTAIRE D'INFORMATION OBSTÉTRICALE ET PERSONNELLE (FEMME) 

Ce questionnaire comprend des questions qui vont permettre de  connaître 
certaines caractéristiques obstétricales et personnelles pour nous aider à classifier les 
réponses que vous nous avez fournies dans les autres questionnaires. 

1. A. Depuis combien de semaines êtes-vous enceinte? semaines. 
B. En incluant cette grossesse, combien de fois aviez-vous été enceinte? 
a. 1 fois b. 2 fois c. 3 fois d. 4 fois ou plus 

3 - - Avez-vous planifié cette grossesse? 1. Oui 2. Non 

3. Quelle est la date prévue de votre accouchement? / / 
Jr Ms An 

4. A. Pourquoi êtes-vous présentement hospitalisée? (S.V.P. décrire en quelques 
mots) 

B. Depuis combien de temps êtes-vous à l'hôpital? 

A. Avez-vous déjà été hospitalisée au cours de la présente grossesse? 
1. Oui 2. Non 
B. SI OUI, pourquoi? 
C. Quand? 
D. Combien de temps? 

A. Est-ce que vous êtes limitée dans vos activiés physiques pendant votre séjour 
à l'hôpital? 1. Oui 2. Non 
B. SI OUI, comment: 

7. Avez-vous déjà été hospitalisée dans votre vie (avant la grossesse) 1. Oui 2. Non 

8. Est-ce que vous prenez ou avez-vous pris des cours prénatals pendant la 
grossesse? 1. Oui 2. Non 

II. INFORMATION PERSONNELLE 

9. Quel âge avez-vous? 



III. 

Quel est votre niveau de scolarité? (S.V.P. Encerclez votre réponse). 

1. Secondaire non complété 
2. Secondaire complété 
3. Collégial non complété 
4. Collégial complété 
5.  Universitaire non complété 
6 .  Universitaire complété 

Quel est votre état civil: (S.V.P. Encerclez votre réponse). 
1. Mariée 
2. Union de fait (célibataire vivant en couple) 
3. Séparée/divorcée vivant en coupie 

A. Occupez-vous un emploi à l'extérieur de la maison pendant la présente 
grossesse? 1. Oui 2. Non 

B. SI OUI, quel est votre emploi? 
C. SI OUI, votre emploi e s t 4  

1. Temps complet 2. Temps partiel 3. Occasionnel 

Pour l'année 1992, quel était votre revenu familial bmt (avant impôts)? (Votre 
réponse est confidentielle). 
1. Moins des 10,000 
3 -. Entre 10,000 et 19,000 
3. Entre 20,000 et 29,000 
4. Entre 30,000 et 39,000 
5. Entre 40,000 et 49,000 
6. Entre 50,000 et 59,000 
7. Entre 60,000 et 69,000 
8. Entre 70,000 et 79,000 
9. Entre 80,000 et 89,000 
10. 90,000 et plus 

A. Est-ce que vous êtes-vous née ici au Québec? 1. Oui 2. Non 
B. S I  NON: Où? 

INFORMATION SUR VOTRE COUPLE 

Depuis combien de temps connaissez-vous votre partenaire? 
Depuis combien de temps habitez-vous ensemble? 
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INVENTAIRE D'INFORMATION OBSTÉTRICALE ET PERSONNELLE (HOMME) 

Ce questionnaire comprend des questions qui vont permettre de connaître 
certaines caractéristiques obstétricales et personnelles pour nous aider à classifier les 
réponses que vous nous avez fournies dans les autres questionnaires. 

1. A. Depuis combien de semaines votre partenaire est-elle enceinte? 
semaines. 

B. En incluant cette grossesse, combien de fois a-t-elle été enceinte? 
a. 1 fois b. 2 fois c. 3 fois d. 4 fois ou plus 

Avez-vous planifié cette grossesse? 1. Oui 2. Non 

/ QueHe est la date prévue de son accouchement? / 
Jr Ms An 

A. Pourquoi est-elle présentement hospitalisée? (S.V-P. décrire en quelques mots) 

B. Depuis combien de temps est-elle à l'hôpital? 

A. A-t-elle déjà été hospitalisée au cours de la présente grossesse? 
1. Oui 2. Non 
B. SI OUI, pourquoi? 
C. Quand? 
D. Combien de temps? 

A. Est-ce qu'elle est limitée dans ses activiés physiques pendant son séjour à 
l'hôpital? 1. Oui 2. Non 
B. SI OUI, comment: 

Avez-vous déjà été hospitalisé dans votre vie (avant la grossesse) 1. Oui 2. Non 

Est-ce que vous prenez ou avez-vous pris des cours prénatals pendant la 
grossesse? 1. Oui 2. Non 

INFORMATION PERSONNELLE 

Quel âge avez-vous? 



VI. 

Quel est votre niveau de scolarité? (S.V.P. Encerclez votre réponse). 

1. Secondaire non complété 
2. Secondaire complété 
3. Collégial non complété 
4. Collégial complété 
5. Universitaire non complété 
6.  Universitaire complété 

Quel est votre état civil: (S.V.P. Encerclez votre réponse). 
1. Marié 
2.  Union de fait (célibataire vivant en couple) 
3. Séparé/divorcé vivant en coupIe 

A. Occupez-vous un emploi à l'extérieur de la maison pendant la présente 
grossesse? 1. Oui 2. Non 

B. SI OUI, quel est votre emploi? 
C. SI OUI, votre emploi est-il: 

1. Temps complet 2. Temps partiel 3. Occasionnel 

Pour l'année 1992, quel était votre revenu familial brut (avant impôts)? (Votre 
réponse est confidentielle). 
1. Moins des 10,000 
2. Entre 10,000 et 19,000 
3. Entre 20,000 et 29,000 
4. Entre 30,000 et 39,000 
5. Entre 40,000 et 49,000 
6. Entre 50,000 et 59,000 
7. Entre 60,000 et 69,000 
8. Entre 70,000 et 79,000 
9. Entre 80,000 et 89,000 
10. 90,000 et plus 

A. Est-ce que vous êtes-vous né ici au Québec? 1. Oui 2. Non 
B. SI NON: Où? 

INFORMATION SUR VOTRE COUPLE 

Depuis combien de temps connaissez-vous votre partenaire? 
Depuis combien de temps habitez-vous ensemble? 



Appendix 3 

The Dyadic Adjustment Scale 

(Échelle d'ajustement dyadique) 

-Women's Version 

-Men's Version 

-Permission Letter 



code # (FI 

ÉCHELLE D'AJUSTEMENT DYADIQUE ' (FEMMES) 

DIRECTNES: 

Dans les pages suivantes, vous trouverez 32 éconcés qui se rapportent à votre relation 
avec votre partenaire. Dans la première partie, S.V.P., lire chaque éconcé avec soin et 
décider jusqu'à quel point I'éconcé décrit bien votre relation avec votre partenaire. 

EXEMPLE: 

La plupart des couples vivent des désaccords. Veuillez indiquer, en faisant un X dans 
l'espace approprié, le degré approximatif d'accord ou de désaccord entre vous et votre 
partenaire dans les domains suivants: 

Presque Parfois Souvent Presque Toujours 
Toujours toujours en en toujours en 
d'accord d'accord désaccord désaccord en dés. désaccord 

1. Jouer aux cartes X -  
2. Faire l'épicerie X -  

Dans la deuxième partie, on vous demande de répondre aux mêmes questions mais cette 
fois-ci. décider jusqu'à quel point I'éconcé décrit bien la réponse que votre partenaire 
donnerait s'il avait à répondre à l'éconcé. S.V.P., lire chaque éconcé avec soin. 

Presque Parfois Souvent Presque Toujours 
Toujours toujours en en toujours en 
d'accord d'accord désaccord désaccord en dés. désaccord 

1. Jouer aux cartes X -  

2. Faire l'épicerie X -  

1 Traduction et adaptation du "Dyadic Adjustment Scale" de Graham B. Spanier, 
"Measuring dyadic adjustment: New scales for assessing the quality of marriage and 
similar ùyads", Journal of Mamiase and the Familv, 1976, 38, pp. 27-28; J. Baillargeon, 
G. Bubois, R. Marineau, 0 1986, Québec. 



La plupart des couples vivent des désaccords. Veuillez indiquer, en faisant un X dans l'espace approprié, le 
degré approximatif d'accord ou de désaccord entre vous et votre partenaire dans les dornains suivants: 

S.V.P. RÉPONDRE A CHAOUE ITEM ET NE DONNER QU'UNE RÉPONSE PAR ITEM 
Presque Parfois Souvent Presque Toujours 

Toujours toujours en en toujour~ en 
d'accord d'accord désaccord désaccord en dés. désaccord 

Le budget familial 

Les loisirs 

La religion 

Les marques d'affection 

Les amis 

Les relations sexuelles 

Les conventions sociales 

La philosophie de vie 

Les façons d'agir avec 
les parents ou les 
beaux-parents 

Les objectifs, les buts 
et ce que l'on trouve 
important dans la vie 

La quantité de temps 
passé ensembIe 

Les pnses de décision 
importantes 

Les tâches ménagères 

Les intérêts et les 
activités pendant les 
temps libres 

Les décisions à propos 
d u  travail 
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16. À quelle fréquence avez- 
vous discuté ou avez-vous 
pensé au divorce, à la 
séparation ou à terminer 
votre relation? 

17. À quelle fréquence vous 
ou votre partenaire quittez- 
vous la maison après une 
dispute? 

18. En général, à quelle 
fréquence pensez-vous que 
ça va bien entre vous et 
votre partenaire? 

19. Vous confiez-vous à votre 
partenaire? 

La plupart A s s a  A 
Toujours du temps souvent l'occasion Rarement Jamais 

20. Vous arrive-t-il de regretter 
de vous être marié(e) 
(ou de vivre ensemble)? 

21. À quelle fréquence vous 
disputez-vous avec votre 
partenaire? 

22. À quelle fréquence vous et 
votre partenaire vous 
"tapez-vous sur les nerfs"? 

23. Embrassez-vous votre 
partenaire? 

24. Avez-vous des intérêts 
communs à l'extérieur 
de la maison? 

A chaque Presqu'ii A Rarement 
jour chaque jour l'occasion 

Tous Presque 
Tous 

Quelques- 
uns 

Très peu Aucun 



D'après vous, quelle est la fréquence des situations suivantes dans votre couple? 

Moins Une o u  Une ou Plus 
d'une fois d c w  fois deux fois Une fois d'une fois 

Jamais par m i s  par mois  par semaine par jour par jour 

25. Avoir un échange - - -  
d'idées stimulant 

Rire ensemble 

27. Discuter calmement - - -  

28. Travailler ensemble - - -  
à un projet 

Pour des deux situations qui suivent, indiquez si, oui ou non, ces items ont causé des 
différences d'opinion ou des problèmes dans votre relation pendant les dernières 
semaines. 

Oui Non 

29. Être trop fatigué(e) pour avoir des relations sexuelles 

30. Ne pas manifester d'affection 

3 1. Les points au dessus de la ligne représentant différents degrés de bonheur dans 
votre relation. Le point central "heureux" représente le degré de bonheur que l'on 
retrouve dans la plupart des relations. Veuillez encercler le point qui décrit le 
mieux le degré de bonheur que vous ressentez en général dans votre relation. 

Extrtmemcnt Passablement Un peu Heureus Trks Exuèmemem Parfaitement 
malheureux mrilheunux malheureux heureux hcureün heureux 

32. Laquelle des phrases suivantes décrit le mieux ce que vous ressentez en rapport 
avec l'avenir de votre relation (S.V.P. choisir un seul éconcé): 

Je veux désespérément que ma relation réussisse et je ferai tout pour cela. 
Je veux beaucoup que ma relation réussisse et  je ferai tout ce que je p e u  pour 
cela. 
Je veux beaucoup que ma relation réussisse et je ferai ma juste part pour cela. 
Ce serait bien si ma relation réussissait et je ne peux pas faire beaucoup plus que 
ce que je fais actuellement pour cela. 
Ce serait bien si ma relation réussissait, mais je refuse de faire plus que ce que je 
fais actuellement pour cela. 
Ma relation ne pourra jamais réussir et je ne peux plus rien y faire. 



ÉCHELLE D'AJUSTEMENT DYADIQUE 

maint en an^ il faut que vous vous mcetia à la place de votre pamnairr. Comment croyez-vous qu'il dpondrait s'il avait à fëpondrc 
aux mèma questions? La plupan des couples vivent des difsaccords. Vcuilla indiquer. cn faisant un X dans l'apace approprie. le 
degré approximatif d'accord ou de dbaccord mm vous et votre partenaire dans la domains suivants: 

S.V.P. &PONDRE À CHAOUE ITEM ET NE DONNER QU'UNE RÉPONSE PAR ITEM 
Presque Parfois Souvent Presque Toujours 

Toujours toujours en en toujours en 
d'accord d'accord désaccord désaccord en dés. désaccord 

Le budget familia1 

Les loisirs 

La religion 

Les marques d'affection 

Les amis 

Les relations sexuelles 

Les conventions sociales 

La philosophie de vie 

Les façons d-ir avec 
les parents ou les 
beaux-parents 

Les objectifs, les buts 
et ce que l'on trouve 
important dans la vie 

La quantité de temps 
passé ensemble 

Les prises de décision 
importantes 

Les tâches ménagères 

Les intérêts et les 
activités pendant les 
temps libres 

Les décisions a propos 
du travail 



xli 

La plupart Arsez A 
Toujours du temps souvent l'occasion Rarement Jamais 

16. À quelle fréquence avez- ------ 
vous discuté ou avez-vous 
pensé au divorce, a la 
séparation ou à terminer 
votre relation? 

17. À quelle fréquence vous 
ou votre partenaire quittez- 
vous la maison après une 
dispute? 

18. En générai, à quelle _ _ _ _ - - - -  
fréquence pensez-vous que 
ça va bien entre vous et 
votre partenaire? 

19. Vous confiez-vous à votre 
partenaire? 

20. Vous arrive-t-il de regretter 
de vous être marié(e) 
(ou de vivre ensemble)? 

2 1. À quelle fréquence vous 
disputez-vous avec votre 
partenaire? 

22. À quelle fréquence vous et 
votre partenaire vous 
i ' t a p e z - ~ ~ ~ ~  sur les nerfs"? 

A chaque Presqu'a A Rarement Jamais 
jour chaque jour l'occasion 

23. Embrassez-vous votre 
partenaire? 

Tous Presque QueIques- Trks peu Aucun 
Tous uns 

24. Avez-vous des intérêts - 
communs à l'extérieur 
de la maison? 
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D'après vous, quelle est la fréquence des situations suivantes dans votre couple? 

Moins Une ou Une ou Plus 
d'une fois deux fois deu.  fois Une fois d'une fois 

Jamais par mois par mois par semaine par jour par jour 

25. Avoirunéchange - - - 
d' idées stimulant 

26. Rire ensemble ---  - - -  

Discuter calmement 

28. Travailler ensemble - - -  
à un projet 

Pour des deux situations qui suivent, indiquez si, oui ou non. ces items ont causé des 
différences d'opinion ou des problèmes dans votre relation pendant les dernières 
semaines. 

Oui Non 

29. Être trop fatigué(e) pour avoir des relations sexuelles 

30- Ne pas manifester d'affection 

3 1. Les points au dessus de la ligne représentant différents degrés de bonheur dans 
votre relation. Le point central "heureux" représente le degré de bonheur que l'on 
retrouve dans la plupart des relations. Veuillez encercler le point qui décrit le 
mieux le degré de bonheur que vous ressentez en général dans votre relation. 

E-xu&ncmenr Passablement Un peu Heureux Tres Emèmement Parfaitement 
mlhcuxux mat heureux mlheureux heureux heureux heureux 

32. Laquelle des phrases suivantes décrit le mieux ce que vous ressentez en rapport 
avec l'avenir de votre relation (S.V.P. choisir un seul éconcé): 

Je veux désespérément que ma relation réussisse et je ferai tout pour cela. 
Je veus beaucoup que ma relation réussisse et je ferai tout ce  que je peux pour 
cela 
Je veux beaucoup que ma relation réussisse et je ferai ma juste part pour cela. 
Ce serait bien si ma relation réussissait et je ne peux pas faire beaucoup p l u  que 
ce que je fais acruellement pour cela. 
Ce serait bien si ma relation réussissait, mais je refuse de faire plus que ce que je 
fais actuellement pour cela. 
Ma relation ne pourra jamais réussir et je ne peux plus rien y faire. 
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code # (H) 

ÉCHELLE D'AJUSTEMENT DYADIQUE ' (HOMMES) 

Dans les pages suivantes, vous trouverez 32 éconcés qui se rapportent à votre relation 
avec votre partenaire. Dans la première partie, S.V.P., lire chaque éconcé avec soin et 
décider j usqu'à quel point 1 'éconcé décrit bien votre relation avec votre partenaire. 

EXEMPLE: 

La plupart des couples vivent des désaccords. Veuillez indiquer, en faisant un X dans 
l'espace approprié, le degré approximatif d'accord ou de désaccord entre vous et votre 
partenaire dans les domains suivants: 

Presque Parfois Souvent Presque Toujours 
Toujours toujours en en toujours en 
d'accord d'accord désaccord désaccord en dés. désaccord 

1. Jouer aux cartes X -  

2. Faire l'épicerie X -  

Dans la deuxième partie, on vous demande de répondre aux mêmes questions mais cette 
fois-ci. décider jusqu'à quel point l'éconcé décrit bien la réponse que votre partenaire 
domerait s'elle avait a répondre a I'éconcé. S.V.P., lire chaque éconcé avec soin. 

Presque Parfois Souvent Presque Toujours 
Toujours toujours en en toujours en 
d'accord d'accord désaccord désaccord en dés. désaccord 

1. Jouer aux cartes X -  

2, Faire l'épicerie X -  

1 Traduction et adaptation du "Dyadic Adjustrnent Scale" de Graham B. Spanier, 
"Measuring dyadic adjustrnent: New scales for assessing the quality of mariage and 
similar dyads", Journal of Marriage and the Familv, 1976,38, pp. 27-28; J. Baillargeon, 
G. Bubois, R. Marineau, 8 1986, Québec. 
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La plupart des couples vivent des désaccords. Veuillez indiquer. en faisant un X dans l'espace approprié, le 
degré approximatif d'accord ou de désaccord entre vous et votre partenaire dans les domains suivants: 

S.V.P. &PONDRE A CHAQUE ITEM ET NE DONNER QU'UNE RÉPONSE PAR ITEM 
Presque Parfois Souvent Presque Toujours 

Toujours touj& en en toujours en 
d'accord d'accord désaccord désaccord en des. désaccord 

1. 

2, 

3- 

4. 

5- 

6. 

7. 

8 - 

9. 

1 O. 

I I .  

12. 

13. 

14. 

15. 

Le budget familial 

Les loisirs 

La religion 

Les marques d'affection 

Les amis 

Les relations sexueIles 

Les conventions sociales 

La philosophie de vie 

Les façons d'agir avec 
les parents ou les 
beaux-parents 

Les objectifs, les buts 
et ce que l'on trouve 
important dans la vie 

La quantité de temps 
passé ensemble 

Les prises de décision 
importantes 

Les tâches ménagères 

Les intérêts et les 
activités pendant Ies 
temps libres 

Les décisions à propos 
du travail 



La phpan Assez 
Toujours du temps souvent 

A quelle fréquence avez- --- 
vous discuté ou avez-vous 
pensé au divorce, à la 
séparation ou à terminer 
votre relation? 

A 
l'occasion Rarement Jiunais 

À quelle fréquence vous 
ou votre partenaire quittez- 
vous la maison après une 
dispute? 

En général, à quelle 
fréquence pensez-vous que 
ça va bien entre vous et 
votre partenaire? 

Vous confiez-vous a votre 
partenaire? 

Vous arrive-t-il de regretter 
de vous être marié(e) 
(ou de vivre ensemble)? 

À quelle fréquence vous 
disputez-vous avec votre 
partenaire? 

À quelle fréquence vous et 
votre partenaire vous 
"tapez-vous sur les nerfs"? 

A chaque 
Jour 

Embrassez-vous votre 
partenaire? 

Tous 

Avez-vous des intérêts 

Presqu'à A 

chaque jour l'occasion 

Presque Quelques- 
Tous uns 

Rarement Jamais 

- - 

Trés peu Aucun 

communs à l'extérieur 
de la maison? 
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D'après vous, quelle est la fréquence des situations suivantes dans votre couple? 

Moins Une ou Une ou Plus 
d'une fois d e w  fois deux fois Une fois d'une fois 

Jamais par mois par mois par semaine par jour par jour 

25. Avoirunéchange - - 
d'idées stimulant 

26. Etire ensemble - - - - - 

27. Discuter calmement ---  - - 

28. Travailler ensemble - - 
à un projet 

Pour des deux situations qui suivent, indiquez si, oui ou non, ces items ont causé des 
différences d'opinion ou des problèmes dans votre relation pendant les dernières 
semaines. 

Oui Non 

29. Être trop fatigué(e) pour avoir des relations sexuelles 

30. Ne pas manifester d'affection 

3 1. Les points au dessus de la ligne représentant différents degrés de bonheur dans 
votre relation. Le point central "heureu.?" représente le degré de bonheur que l'on 
retrouve dans la plupart des relations. Veuillez encercler le point qui décrit le 
mieux le degré de bonheur que vous ressentez en général dans votre relation. 

Extr2memcnt Passablement Un peu Heureux Tres Extrememcnt Parfaitement 
malheureux malheureux matheureux heureux heureux heureux 

32. Laquelle des phrases suivantes décrit le mieux ce que vous ressentez en rapport 
avec l'avenir de votre relation (S.V.P. choisir un seul éconcé): 

Je veux désespérément que ma relation réussisse et je ferai tout pour cela. 
Je veux beaucoup que ma relation réussisse et je ferai tout ce que je peux pour 
cela. 
Je veux beaucoup que ma relation réussisse et je ferai ma juste part pour cela. 
Ce serait bien si ma relation réussissait et je ne peux pas faire beaucoup plus que 
ce que je fais actuellement pour cela. 
Ce serait bien si ma relation réussissait, mais je refuse de faire plus que ce que je 
fais actuellement pour cela. 
Ma relation ne pourra jamais réussir et je ne peux plus rien y faire. 
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MaintenanL il faut que vous vous m e n i a  à la place de v o m  partenaire. Comment croya-vous qu'cllc ripondrait s'cllc avait à 
ripondre a m  m h a  quations? La plupart d a  coupla vivent des d&accords. Veuillez indiquer. en faisant un X dans l'espace 
approprié, le dcgrC approximatif d'accord ou de désaccord entre vous et votre pancnak  dans la domains suivants: 

S.V.P. REPONDRE A CHAOUE ITEM ET NE DONNER OU'UNE RÉPONSE PAR ITEM 
Presque Parfois Souvent Presque Toujours 

Le budget familial 

Toujours 
d'accord 

toujours en en toujours 
d'accord désaccord désaccord en des. 

Les loisirs 

La religion 

Les marques d'affection 

Les amis 

Les relations sexuelles 

Les conventions sociales 

La phiiosophie de vie 

Les façons d'agir avec 
les parents ou les 
beaux-parents 

Les objectifs, les buts 
et ce que l'on trouve 
important dans la vie 

La quantité de temps 
passe ensemble 

Les prises de décision 
importantes 

Les tâches ménagères 

Les intérêts et les 
activités pendant les 
temps libres 

Les décisions à propos 
du travail 

en 
désaccord 
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À quelle fréquence avez- 
vous discuté ou avez-vous 
pensé au divorce, à la 
séparation ou à terminer 
votre relation? 

À quelle fréquence vous 
ou votre partenaire quittez- 
vous la maison après une 
dispute? 

En général, à quelle 
fréquence pensez-vous que 
ça va bien entre vous et 
votre partenaire? 

Vous confiez-vous à votre 
partenaire? 

Vous arrive-t-il de regretter 
de vous être marié(e) 
(ou de vivre ensemble)? 

À quelle fréquence vous 
disputez-vous avec votre 
partenaire? 

À quelle fréquence vous et 
votre partenaire vous 
"tapez-vous sur les nerfs"? 

23. Embrassez-vous votre 
partenaire? 

24- Avez-vous des intérêts 
communs à l'extérieur 
de la maison? 

La plupart A s s a  A 
Toujoun du temps souvent l'occasion Rarement Jamais 

A chaque Prrsqu'a A 
jour chaque jour l'occasion 

Tous Presque Quelques- 
Tous uns 

Rarement 

T r b  peu Aucun 
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D'après vous, quelle est la fréquence des situations suivantes dans votre couple? 

Moins Une o u  Une ou Plus 
d'une fois deux fois deux fois Une fois d'une fois 

Jamais par mois par mois par semaine par jour par jour 

25. Avoir un échange - - -  
d'idées stimulant 

26. Rire ensemble ---  - - -  

27. Discuter calmement - - -  

28. Travailler ensemble - - -  
à un projet 

Pour des deux situations qui suivent, indiquez si, oui ou non, ces items ont causé des 
différences d'opinion ou des problèmes dans votre relation pendant les dernières 
semaines. 

Oui Non 

29. Ètre trop fatigué(e) pour avoir des relations sexuelles 

30. Ne pas manifester d'affection 

3 1. Les points au dessus de la ligne représentant différents degrés de bonheur dans 
votre relation. Le point central "heureux" représente le degré de bonheur que l'on 
retrouve dans la plupart des relations. Veuillez encercler le point qui décrit le 
mieux le degré de bonheur que vous ressentez en général dans votre relation. 

Esutmement Passablement Un peu Heureux Très Exuëmement Parfaitement 
mal heureux mlheureux malheureux heureux heureux heureux 

32. Laquelle des phrases suivantes décrit le mieux ce que vous ressentez en rapport 
avec l'avenir de votre relation (S.V.P. choisir un seul éconcé): 

Je veux désespérément que ma relation réussisse et je ferai tout pour cela. 
Je veux beaucoup que ma relation réussisse et je ferai tout ce que je peux pour 
cela. 
Je veux beaucoup que ma relation réussisse et je ferai ma juste part pour cela. 
Ce serait bien si ma relation réussissait et je ne peux pas faire beaucoup plus que 
ce que je fais actuellement pour cela. 
Ce serait bien si ma relation réussissait, mais je refuse de faire plus que ce que je 
fais actuellement pour cela. 
Ma relation ne pourra jamais réussir et je ne peux plus rien y faire. 



Permission Letter 

Date: Tue, 28 Sep 7999 14:12: 17 EDT [Show full headersl 

Rom: "Jacques Baillargeon" <Jacques-Baillargeon@UQTR.UQuebec.CA> 
JAdd to Address Book1 

To: 'Viola Polomeno" ~vpolomeno@excite.com~ [Add to Address Book1 
Subject: Re: Échelle d'ajustrnent dyadique 

Bonjour madame Polomeno, 

II n'y a vraiment aucune difficulté ou restriction concernant l'utilisation 
de la version française de l'Échelle d'ajustement dyadique. 

II est d'ailleurs de pratique courante et acceptée d'utiliser pour fins de 
recherche les instruments de ce type, sans même en obtenir l'autorisation 
préalable. Évidemment cela fait toujours plaisir de constater que d'autres 
chercheur(e)s utilisent le matériel que vous avez mis au point. Je vous 
prierais simplement de mettre en référence notre article de 1986. 

Je vous souhaite le meilleur des succès dans la poursuite de votre projet, 

Jacques Baillargeon 
Département de psychologie 
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(Inventaire de comportements de soutien) 
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INVENTAIRE DE COMPORTEMENTS DE SOUTIEN ' (FEMMES) 

Je m'intéresse à déterminer des comportements qui pourraient aider les futurs parents 

pendant la grossesse. Ci-dessous, vous trouverez une liste de comportements que les 

personnes ont les unes envers les autres. Pour chaque comportement de soutien, veuillez 

indiquer votre degré de satisfaction en encerclant le chiffre correspondant. Vous devez 

indiquer votre satisfaction à l'égard des personnes (famille, amis (es)) qui vous entourent, 

en n'incluant pas votre conjoint/partenaire. 

EXEMPLES: 

Dans quelle mesure êtes-vous satisfaite du nombre 
de fois que les autres personnes font ceci pour 
vous? 

insatisfaite Plutor Ni lnsatisfâiiel Plut13 
Insat- Ni satisfaite Satisfaite 
isfaitc 

1. Fait l'épicerie pour moi 1 2 3 4 

2. Rapporte mes livres à la 1 2 3 4 
bibliothèque 

Satisfaite Très Ne s'applique 
Satisfaite Pas 

1 Traduit de "Soutien Behaviors Inventory", Marie-Amette Brown, Washington, 8 1986, 
par Céline Goulet, inf., Ph.D., Montréal, 1992. 
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Dans quelle mesure êtes-vous satisfaite du nombre de fois que les autres personnes font ceci pour vous? 

insatisfaite PIutot Ni Insatisfaite/ Plutdt Satisfaite Très Ne s'applique 
Insa- Ni satisfaite Satisfaite Satisfaite Pas 
isfaite 

1. Fait des efforts pour faire des 1 2 3 4 5 6 7 
choses spéciales pour moi ou 
rendre service 

2. Passe du temps avec quelqu'un 1 2 3 4 5 6 7 
qui vit ou a vécu une expérience 
semblable de grossesse 

3. Aide à organiser la maison et 1 2 3 
à préparer Ies choses pour 
l'arrivée du bébe 

4. Comprend mes inquiétudes au 1 - 7 3 
sujet des changements que Ie 
bébé apportera dans notre 
relation et notre façon de vivre 

5. Me touche pour me démontrer 1 -  3 3 
qu'il/elle s'occupe de moi ou 
qu'il/elle m'aime 

6. M'aide à garder un bon moral 1 2 3 
pendant cette grossesse 

7. Me fait savoir combien je suis 1 - 7 3 
une partenaire importante 
pendant la grossesse 

8. S'intéresse à la grossesse et 1 2  3 
au bébe 

9. M'aide quand je suis à bout 1 2 3 

IO. Participe aux activités liées 1 - 7 3 
à la gr&sesse (visites chez le 
médecin, cours etc.) 

S'intéresse à mes problèmes 1 2 3 
et A mes activités quotidiennes 
(autres que ceux se rapportant 
à la grossesse) 

12. M'aide à faire face à mes peurs 1 2  3 
au sujet de la possibilité 
d'avoir un enfant malade ou 
anormal 

13. Me laisse faire quand je veux 1 2  3 
me défouler 
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Dans quelle mesure êtes-vous satisfaite du nombre de fois que les autres personnes font ceci pour vous? 

14. M'encourage à prendre soin 
de moi 

15. M'aide à faire ce qui doit 
être fait 

16. Passe du temps avec 
quelqu'un qui se sent 
bien à l'idée d'avoir 
un enfant 

17. Me fait savoir que, rnaIgré les 
ennuis, cette grossesse 
en vaut la peine 

18. M'aide avec les tâches, Ies 
courses OU les travau 
domestiques pendant la 
grossesse 

19. Me renseigne sur ce à quoi je 
dois m'attendre pendant Ia 
grossesse ou comme parent 

20. Me rassure en me disant que 
je serai un bon parent pour 
le bébé 

2 1. Me permet de discuter de 
choses personnelles 

22. Me rassure en me disant que 
je suis be!le 

23. M'aide à apprendre des tmcs 
pour être en bonne santé 

24. Me fait sentir que nous 
partageons cette 
grossesse 

25. Me rassure en me disant qu'une 
fois le bébé arrivé, nous 
pourrons amver 
financièrement 

26. Accepte mes heures et mon 
horaire de travail 

Pluiot Ni Insatisfaite/ Plut& 
insat- Ni satisfaite Satisfaite 
isfai te 

7 - 

2 

2 

3 - 

3 

7 - 

2 

2 

2 

2 

2 

Satisfaite 

5 

5 

5 

5 

5 

5 

Trks Ne s'applique 
Satisfaite Pas 



Dans quelle mesure êtes-vous satisfaite du nombre de fois que les autres personnes font ceci pour vous? 

Insatisfaite Plutot Ni Insatistàite/ Plutdt Satisfaite Très Ne s'applique 
insat- Ni satisfaite Satisfaite Satisfaite Pas 

isfaitr 

Me fait voir qu'iVelle 1 
apprécie ce que je fais pour 
lui/elle 

Accepte mes sautes d'humeur 
et mes comportements 
inhabituels 

Est patient(e) et 
compréhensiWive face aux 
changements dans notre vie 
sexuelle pendant cette grossesse 

M'encourage à faire ce que je 
prends plaisir à faire 

M'aide en me permettant de 
comparer nos pensées et nos 
sentiments sur le rôle de 
parent 

M'aide à prendre des décisions 

Me fait savoir qu'i Welle a 
besoin de moi 

M'aide a faire face à mes peurs 
concernant les risques physiques 
de la grossesse et de 
l'accouchement 

Me prend au sérieux quand j'ai 
des inquiétudes 

Me dit des choses qui rendent 
ma situation plus claire et plus 
facile à comprendre 

Me réconforte en me 
démontrant de la 
tendresse 

Me renseigne ou me conseille 
sur la façon de faire 
certaines choses 

M'aide à évaluer mes attitudes 
et mes capacités en jouant le 
rôle de quelqu'un dans une 
situation semblable 



Dans quelle mesure êtes-vous satisfaite du nombre de fois que les autres personnes font ceci pour vous? 

insatisfaite Plutot Ni Insatisfaitd Plutdt Satisfaite Trés Nc s'applique 
Insat- Ni satisfaite Satisfaite Satisfaite Pas 

40. Me rassure en me disant 1 
qulii/elle sera là si j'ai 
besoin d'aide 

41. Me donne ses commentaires 1 
sur la façon dont je  m'adapte 
Lt la grossesse 

42, M'explique ce à quoi je dois 1 
m'attendre des situations 
a venu 

43. Est prêt(e) a m'accorder 1 
des faveurs 

44. Me gâte si je suis fatiguée ou 1 
si je ne me sens pas bien 

45. Me rassure en me disant 1 
qu'un accouchement est 
un événement naturel et 
que les gens "survivent" 

isfaitc 

2 3 4 5 6 7 



INVENTAIRE DE COMPORTEMENTS DE SOUTIEN ' (HOMMES) 

Je m'intéresse à déterminer des comportements qui pourraient aider les futurs parents 

pendant la grossesse. Ci-dessous, vous trouverez une liste de comportements que les 

personnes ont les unes envers les autres. Pour chaque comportement de soutien, veuiilez 

indiquer votre degré de satisfaction en encerclant le chiffie correspondant. Vous devez 

indiquer votre satisfaction à l'égard des personnes (famille, amis (es)) qui vous entourent, 

en n'incluant pas votre conjointe/partenaiïe. 

EXEMPLES: 

Dans quelle mesure êtes-vous satisfait du nombre 
de fois que les autres personnes font ceci pour 
vous? 

Insatisfait Plutot Ni Insatisfait/ Plutdt 
Insat- Ni satisfait Satisfait 
isfait 

1. Fait l'épicerie pour moi 1 2 3 4 

2. Rapporte mes livres à Ia 1 2 3 4 
bibliothèque 

Satisfait 

5 

5 

Très 
Satisfait 

6 

6 

Ne s'applique 
Pas 

7 

7 

' Traduit de "Soutien Behaviors Inventory", Marie-Annette Brown, Washington, 0 1986, 
par Céline Goulet, inf., Ph.D., Montréal, 1992. 
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Dans quelIe mesure êtes-vous satisfait du nombre de fois que les autres personnes font ceci pour vous? 

Insstisfait Plutot Ni Insatisfait/ Plutdt Satisfait Trés Ne s'applique 
Insat- Ni satisfait Satisfait Satisfait Pas 
isfait 

Fait des efforts pour faire des 
choses spéciales pour moi ou 
rendre service 

Passe du temps avec quelqu'un 
qui vit ou a vécu une expkrience 
semblable de grossesse 

Aide à organiser la maison et 
à préparer les choses pour 
l'arrivée du bébé 

Comprend mes inquiétudes au 
sujet des changements que le 
bébé apportera dans notre 
relation et notre façon de vivre 

Me touche pour me démontrer 
qu'ilklle s'occupe de moi ou 
qu'il/eile m'aime 

M'aide à garder un bon moral 
pendsint cette grossesse 

Me fait savoir combien je suis 
un partenaire important 
pendant la grossesse 

S'intéresse à la grossesse et 
au bébé 

M'aide quand je suis à bout 

Participe aux activités liées 
à la grossesse (visites chez le 
médecin, cours etc.) 

S'intéresse a mes problèmes 
et à mes activités quotidiennes 
(autres que ceux se rapportant 
à la grossesse) 

M'aide à faire face à mes peurs 
au sujet de la possibilité 
d'avoir un enfant malade ou 
anormal 

Me laisse faire quand je 
veux me défouler 
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Dans quelle mesure êtes-vous satisfait du nombre de fois que les autres personnes font ceci pour vous? 

Insatisfait Plutot Ni Insatisfait/ Plutdt Satisfait T h  Nc s'applique 
Insat- Ni satisfait Satisfait Satisfait Pas 
isfai t 

13. M'encourage à prendre soin 
de moi 

15. M'aide à faire ce qui doit 
être fait 

16. Passe du temps avec 
quelqu'un qui se sent 
bien a l'idée d'avoir 
un enfant 

17. Me fait savoir que, malgré les 1 
ennuis, cette grossesse 
en vaut la peine 

18. M'aide avec les tâches, Ies 1 
courses OU les travaux 
domestiques pendant la 
grossesse 

19. Me renseigne sur ce à quoi je 1 
dois m'attendre pendant la 
grossesse ou comme parent 

20. Me rassure en me disant que 1 
je serai un bon parent pour 
le bébé 

21. Me permet de discuter de 1 
choses personnelles 

22. Me rassure en me disant que 1 
je suis beau 

23. M'aide apprendre des tmcs 1 
pour être en bonne santé 

24. Me fait sentir que nous 
partageons cette 
grossesse 

25. Me rassure en me disant qu'une 1 
fois le bébé arrivé, nous 
pourrons amver 
financièrement 

26. Accepte mes heures et mon 
horaire de travail 



Dans quelle mesure êtes-vous satisfait du nombre de fois que les autres personnes font ceci pour vous? 

insatisfait Plutot Ni Insatisfait/ Plutdt Satisfait Tr& Nc s'applique 
Insat- Ni satisfait Satisfait Satisfait Pas 

isfait 

27. Me fait voir quWiVelIe I 
apprécie ce que je fais pour 
luifelle 

28. Accepte mes sautes d'humeur 
et mes comportements 
inhabituels 

29. Est patient(e) et 
compréhensiE'ive face au.. 
changements dans notre vie 
sexuelle pendant cette grossesse 

30. M'encourage à faire ce que je 
prends plaisir à faire 

3 1. M'aide en me permettant de 
comparer nos pensées et nos 
sentiments sur le rôle de 
parent 

32. M'aide à prendre des décisions 

33. Me fait savoir quTiVelle a 
besoin de moi 

33. M'aide à faire face à mes peurs 
concernant les risques physiques 
de la grossesse et de 
l'accouchement 

35. Me prend au sérieux quand j'ai 
des inquiétudes 

36. Me dit des choses qui rendent 
ma situation plus claire et plus 
facile à comprendre 

37. Me réconforte en me 
démontrant de la 
tendresse 

38. Me renseigne ou me conseille 
sur la façon de faire 
certaines choses 

39. M'aide à évaluer mes attitudes 
et mes capacités en jouant le 
rôle de quelqu'un dans une 
situation semblable 



hi 

Dans quelle mesure êtes-vous satisfait du nombre de fois que les autres personnes font ceci pour vous? 

40. Me rassure en me disant 
quliVelle sera 18 si j'ai 
besoin d'aide 

41. Me donne ses commentaires 
sur la façon dont je m'adapte 
à la grossesse 

42. M'explique ce 8 quoi je dois 
m'attendre des situations 
à venir 

43. Est prêt(e) a m'accorder 
des faveurs 

44. Me gâte si je suis fatigué ou 
si je ne me sens pas bien 

45. Me rassure en me disant 
qu'un accouchement est 
un événement naturel et 
que les gens "survivent" 

Insatisfait Plutot 
insat- 

isfait 

2 

2 

7 - 

3 - 

2 

2 

Ni Insatisfaitd Plutôt 
Ni satisfait Satisfait 

Satisfait T m  Ne s'applique 
Satisfait Pu 
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Permission Letter 

Date: Thu, 26 Aug 1999 I7:43:O8 -0700 (PDT) 
From: "Marie-Annette Brown" ~mabrown@u.washingtonedu> JAdd to Address Book1 

Subject: Re: Fwd: Fwd: info on the suppn behavion inventory 
To: vpolorneno@excite.com 

Hi, I am honored you are  interested in my work and xx happy to 
g ive  you 
permission to use and modify the instrument in whatever w z y  you 
choose. 



Appendix 5 

The Stress Appraisal Measure 

(Échelle d' évaluation du stress) 

-Women0s Version 

-Men's Version 

-Permission Letter 
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Code # : (FI 

ÉCHELLE D~EVALUATION DU STRESS ' (FEMMES) 

Vous vivez présentement un problème pendant votre grossesse. Ce problème imprévu 
vous obIige à changer certains comportements et certaines attitudes sous le conseil du 
médecin. Ceci entraîne beaucoup de changements dans votre vie personnelle, familiale, et 
sociale. Ces changements peuvent vous sembler bouleversants ou stressants. 

Ce questionnaire se rapporte à vos opinions et vos attitudes concernant différents aspects 
de votre situation d'être enceinte et hospitalisée ou d'être le conjoint d'une femme 
enceinte et hospitalisée. Répondez à chacune des questions suivantes en tenant compte 
de vos perceptions face à cette situation. 11 n'y a pas de bonne ou de mauvaise réponse. 

S.V.P. Veuillez répondre à toutes les questions. 

Pour toutes les questions de ce questionnaire, vous devez encercler une seule réponse. 

EXEMPLE : 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND À CHACUNE DE VOS RÉPONSES. 

Pas du Un Peu Passablement Beaucoup Excessivement 
tout 

1. Est-ce que le film me rend 1 - 7 3 4 5 
anxieuse? 

1 Traduit de "Stress Appraisal Measure". Dr. Peacock and Dr. Wong, Trent, Ontario, 
1990, traduction française par D. Pelchat et aI., Montréal, 1993. 



lxv 

ÉCHELLE D~EVALUATION DU STRESS 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND À CHACUNE DE VOS &FONSES. 

Est-ce que cette situation est insurmontable:> 

Est-ce que cette situation me rend tendue? 

Est-ce que les conséquences de cette 
situation sont hors du contrôle de qui que 
ce soit? 

Est-ce qu'il y a quelqu'un ou existe-t-il une 
agence à qui je pourrais demander de 
l'aide si nécessaire? 

Est-ce que cette situation me rend 
angoissée? 

Est-ce que cette situation a d'importantes 
conséquences pour moi? 

Est-ce que cette situation aura un impact 
positif sur moi? 

À quel moment suis-je empressée de 
m'attaquer à ce probtéme? 

A quel point serai-je affectée par 
les conséquences de cette situation? 

10. A quel point puis-je devenir une 
personne plus forte suite a ce problème? 

1 1. Est-ce que les conséquences de cette 
situation seront négatives? 

12. Suis-je capable de bien faire dans cette 
situation? 

13. Est-ce que cette situation a des 
implications sérieuses pour moi? 

14. Est-ce que j'ai les ressources 
personnelles pour réussir dans 
cette situation? 

Pas du 
tout 

Un Peu 

2 

2 

2 

Passablement Beaucoup Excessivement 
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ÉCHELLE D'ÉVALUATION DU STRESS 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND A CHACUNE DE VOS RÉPONSES. 

Pasdu Un Peu 
Tout 

Passablement Beaucoup 

3 4 

Excessivement 

5 15. Est-ce qu'il y a de l'aide disponible 
afin de me permettre de résoudre ce 
problème? 

16. Est-ce que cette situation pourrait 
dépasser mes capacités de m'y adapter? 

17. Est-ce qu'il y a assez de ressources 
disponibles pour m'aider à faire face à 
cette situation? 

18. Est-ce au-delà du pouvoir de qui que ce 
soit de faire quelque chose face à cette 
si tua tion? 

19. A quel point cette situation me motive 
à trouver des solutions? 

20. A quel point est-ce que cette situation me 
menace? 

2 1. Est-ce que ce problème est sans solution 
pour qui que ce soit? 

22. Est-ce que j'ai la capacité de surmonter 
ce problème? 

23. Y a-t-il quelqu'un qui peut m'aider à faire 
face à ce problème? 

24. A quel point je perçois cette situation 
comme stressante? 

25. Est-ce j'ai ies habiletés ndcessaires pour 
réussir dans cette situation? 

26. Jusqu'à quel point cet événement me 
demande des efforts pour y faire face? 

27. Est-ce que cette situation a des conséquences 1 
a long terme pour moi? 

28. Est-ce que cette situation aura un impact 1 
negatif pour moi? 



lxvii 

Maintenant, il faut que vous vous mettiez à la place de votre parteanire. Comment croyez-vous qu'il 
répondrait s'il avait a répondre aux mêmes questions? 

ENCERCLEZ LE CHIFFRE QUI CORRESPONC A CHACUNE DE VOS RÉPONSES. 

Pas du Un Peu Passablement Beauccup Excessivement 
tout 

Est-ce que cette situation est insurmontable? 1 2 3 4 5 

Est-ce que cette situation me rend tendu? 1 2 3 4 5 

Est-ce que les conséquences de cette 1 2 3 4 
situation sont hors du contrôle de qui que 
ce soit? 

Est-ce qu'il y a quelqu'un ou existe-t-il une 1 
agence à qui je pourrais demander de 
l'aide si necesssaire? 

Est-ce que cette situation me rend 1 
angoissé? 

Est-ce que cette situation a d'importantes 1 
conséquences pour moi? 

Est-ce que cette situation aura un impact 1 
positif sur moi? 

À quel moment suis-je empressé de 1 
m'attaquer a ce problème? 

À que! point serai-je affecté par 
les conséquences de cette situation? 

A que! point puis-je devenir une 1 
personne plus forte suite ii ce problème? 

Est-ce que les conséquences de cette 1 
situation seront négatives? 

Suis-je capable de bien faire dans cette 1 
situation? 

Est-ce que cette situation s des 
impkations sérieuses pour moi? 

Est-ce que j'ai les ressources 
personnelles pour réussir dans 
cette situation? 
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ÉCHELLE D'ÉVALUATION DU STRESS 

Pas du Un Peu PassabIement Beaucoup Excessivement 
Tout 

15. Est-ce qu'il y a de i'aide disponible 1 2 3 4 5 
afin de me permettre de résoudre ce 
problème? 

16. Est-ce que cette situation pourrait 
dépasser mes capacités de m'y adapter? 

17. Est-ce qu'il y a assez de ressources 
disponibles pour m'aider à faire face B 
cette situation? 

18. Est-ce au-delà du pouvoir de qui que ce 
soit de faire quelque chose face à cette 
situation? 

19. A quel point cette situation me motive 1 2 3 4 5 
à trouver des solutions? 

20. A quel point est-ce que cette situation me 1 2 3 4 5 
menace? 

2 1 .  Est-ce que ce problème est sans solution 1 - 3 3 4 5 
pour qui que ce soit? 

22. Est-ce que j'ai la capacité de surmonter 1 2 3 4 5 
ce problème? 

23. Y a-t-il quelqu'un qui peut m'aider à faire 1 2 3 4 5 
face à ce problème? 

24. À quel point je perçois cette situation 1 2 3 4 5 
comme stressante? 

25. Est-ce j'ai ies habiletés nécessaires pour 1 2 3 4 5 
rkussir dans cette situation? 

26. Jusqu'à quel point cet événement me 1 2 3 4 5 
demande des efforts pour y faire face? 

27. Est-ce que cette situation a des conséquences 1 2 3 4 5 
à long terme pour moi? 

28. Est-ce que cette situation aura un impact 1 2 3 4 5 
négatif pour moi? 
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Code # : (H) 

ÉCHELLE D'ÉVALUATION DU STRESS ' (HOMMES) 

Vous vivez présentement un problème pendant votre grossesse. Ce problème imprévu 
vous oblige à changer certains comportements et certaines attitudes sous le conseil du 
médecin. Ceci entraîne beaucoup de changements dans votre vie personnelle, familiale, et 
sociale. Ces changements peuvent vous sembler bouleversants ou stressants. 

Ce questionnaire se rapporte à vos opinions et vos attitudes concernant différents aspects 
de votre situation d'être le conjoint d'une femme enceinte et hospitalisée. Répondez ii 
chacune des questions suivantes en tenant compte de vos perceptions face à cette 
situation. Il n'y a pas de bonne ou de mauvaise réponse. 

S.V.P. Veuillez répondre à toutes les questions. 

Pour toutes Ies questions de ce questionnaire, vous devez encercler une seule réponse. 

EXEMPLE : 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND À CHACUNE DE VOS EZÉPONSES. 

Pas du Un Peu Passablement Beaucoup Excessivement 
tout 

1. Est-ce que le film me rend 
anxieux? 

1 Traduit de "Stress Appraisal Measure", Dr. Peacock and Dr. Wong, Trent, Ontario, 
1990, traduction française par D. Pelchat et al., Montréal, 1993. 



1. 

2. 

3- 

4. 

5, 

6. 

7. 

8. 

9. 

1 O. 

I I .  

12. 

13. 

14. 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND A CHACUNE DE VOS RÉPONSES. 

Pas du Un Peu Passablement Beaucoup Excessivement 
tout 

Est-ce que cetre situation est insurmontable? 

Est-ce que cette situation me rend tendu? 

Est-ce que les conséquences de cene 
situation sont hors du contrôle de qui que 
ce soit? 

Est-ce qu'il y a quelqu'un ou existe-t-il une 
agence a qui je pourrais demander de 
l'aide si nécesssaire? 

Est-ce que cette situation me rend 
angoissé? 

Est-ce que cette situation a d'importantes 
conséquences pour moi? 

Est-ce que cette situation aura un impact 
positif sur moi? 

À quel moment suis-je empressé de 
m'attaquer à ce problème? 

À quel point serai-je affecté par 
les conséquences de cette situation? 

À quel point puis-je devenir une 
personne plus forte suite à ce problème? 

Est-ce que les conséquences de cene 
situation seront négatives? 

Suis-je capable de bien faire dans cette 
situation? 

Est-ce que cette situation a des 
implications sérieuses pour moi? 

Est-ce que j'ai Ies ressources 
personxÏelles pour réussir dans 
cette situation? 
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ÉCHELLE D'ÉVALUATION DU STRESS 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND A CHACUNE DE VOS RÉPONSES. 

Pas du Un Peu f assablement Beaucoup Excessivement 
Tout 

15. Est-ce qu'il y a de l'aide disponible 1 2 3 4 5 
afin de me permettre de résoudre ce 
problème? 

16. Est-ce que cette situation pourrait 1 2 3 4 
dépasser mes capacités de m'y adapter? 

17. Est-ce qu'il y a assez de ressources I 2 3 4 
disponibles pour m'aider à faire face à 
cette situation? 

18. Est-ce au-delà du pouvoir de qui que ce 1 - 3 3 4 
soit de faire quelque chose face à cette 
situation? 

19. A quel point cette situation me motive 1 2 3 4 
à trouver des solutions? 

20. A quel point est-ce que cette situation me 1 2 3 4 
menace? 

2 1. Est-ce que ce problème est sans solution 1 2 3 4 
pour qui que ce soit? 

22. Est-ce que j'ai la capacité de surmonter 1 2 3 4 
ce probléme? 

23. Y a-t-il quelqu'un qui peut m'aider à faire 1 - 7 3 4 
face a ce problème? 

24. A quel point je perçois cette situation 1 2 3 4 
comme stressante? 

25. Est-ce j'ai Ies habiletés nécessaires pour 1 2 3 4 
réussir dans cette situation? 

26. Jusqu'à quel point cet événement me 1 2 3 4 
demande des efforts pour y faire face? 

27. Est-ce que cette situation a des conséquences 1 2 3 4 
à long tenne pour moi? 

28- Est-ce que cette situation aura un impact 1 2 3 4 
négatif pour moi? 



Maintenant, i1 faut que vous vous mettiez à la place de votre partenaire. Comment croyez-vous qu'eiIe 
répondrait s'elle avait a répondre aux mêmes questions? 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND A CHACUNE DE VOS RÉPONSES. 

Pas du Un Peu Passablement Beaucoup Excessivement 
tout 

1, Est-ce que cette situation est insurmontable? 1 2 3 4 5 

2. Est-ce que cette situation me rend tendue? I 2 3 4 5 

3. Est-ce que les conséquences de cette 1 2 3 4 5 
situation sont hors du contrôle de qui que 
ce soit? 

4. Est-ce qu'il y a quelqu'un ou existe-t-iI une 1 2 3 4 5 
agence à qui je poumis demander de 
l'aide si nécessaire? 

5. Est-ce que cette situation me rend 1 - 7 3 4 5 
angoissée? 

6. Est-ce que cette situation a d'importantes 1 2 3 4 5 
conséquences pour moi? 

7. Est-ce que cette situation aura un impact 1 2 3 4 5 
positif sur moi? 

8. A quel moment suis-je empressée de 1 2 3 4 5 
m'attaquer à ce problème? 

9, A quel point serai-je affectée par 1 2 3 4 5 
les conséquences de ceqe situation? 

10. A quel point puis-je devenir une 1 2 3 4 5 
personne plus forte suite a ce problème? 

1 1. Est-ce que les conséquences de cette 1 2 3 4 5 
situation seront négatives? 

12. Suis-je capable de bien faire dans cette 1 2 3 4 5 
situation? 

13. Est-ce que cette situation a des 1 2 3 4 5 
implications sérieuses pour moi? 

13. Est-ce que j'ai les ressources 
personnelles pour réussir dans 
cette situation? 
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ÉCHELLE D'ÉVALUATION DU STRESS 

ENCERCLEZ LE CHIFFRE QUI CORRESPOND A CHACUNE DE VOS RÉPONSES. 

15. Est-ce qu'il y a de l'aide disponible 
afin de me permettre de résoudre ce 
problème? 

16. Est-ce que cette situation pourrait 
dépasser mes capacitgs de m'y adapter? 

17. Est-ce qu'il y a assez de ressources 
disponibles pour m'aider à faire face à 
cette situation? 

18. Est-ce au-delà du pouvoir de qui que ce 
soit de faire quelque chose face à cette 
situation? 

19. À quel point cette situation me motive 
à trouver des solutions? 

20. À quel point est-ce que cette situation me 
menace? 

21. Est-ce que ce problème est sans solution 
pour qui que ce soit? 

22. Est-ce que j'ai la capacité de sumonter 
ce problème? 

23. Y a-t-il quelqu'un qui peut m'aider a faire 
face à ce problème? 

23. A quel point je perçois cette situation 
comme stressante? 

25. Est-ce j'ai les habiletés nécessaires pour 
réussir dans cette situation? 

26. Jusqu'à quel point cet événement me 
demande des efforts pour y faire face? 

Pas du 
Tout 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

27. Est-ce que cette situation a des conséquences 1 
à long terme pour moi? 

25. Est-ce que cette situation aura un impact 1 
négatif pour moi? 

Un Peu Passablement Beaucoup Excessivement 

2 3 4 5 
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Permission Letter 

Dcpnrtment of ~ u y d d o g y  
Trent University 

Peterborough, Ontario 
-da K9J 788 

(705) 748-1535 FAX: (705) 748-1580 

FAX COVER SHEET 

TO: Vio la  Polonieru,  

FAX: 5 1 g-clh 

FROM: pni i l  T P 1.1 

Nvmber of pages inclriding this page: 'I 

COMMENTS: 
Ms V I 0 1  a Polomeno 
1878 rue Adolphe Pinard 
Level, PQ 
H7M 4A5 

near M s .  Polomeno: 

The to ta l  score i s  not very meanlngful uriless you arq interested I n  the 
extent  of appra l  sa1 acClvi  ty. 

WIth regards t o  your secortd question, yuu can d e f t n i t e l y  cqmpare the 
.- ores u f  husbands w i t h  those from the wives,  but you need t g  consult an 
rxperl  in s t a t l s t  i cs  10 control for Lhe posslble correlatlons b e h e e n  . - -  
duadS. 

W C  would be happy t o  see the  instrument tr-anslated lnto French. Would 
1 i kc t o  know t h e  psycho met ri^ 

- .  

Professor 
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Explanation for Nurses 

(Explication au. infirmières) 



Appendix 7 

Information Sheet for Couples 

(Explication au couple) 



EXPLICATION AU COUPLE 

Je me n o m e  Viola Polomeno. Je suis idinnière et étudiante au doctorat à la 
Faculté de médecine de l'université de Montréal. J'entreprends présentement un projet 
de recherche dont le but est de déterminer le lien entre la qualité de la relation conjugale 
et le stress vécu par les couples sans enfant lors de l'hospitalisation prénatale. 

Je viens solliciter votre collaboration pour participer à cette étude. Pour faire 
partie de ce projet, il faut remplir les conditions suivantes: 

1. Une première grossesse pour chacun des partenaires. 
3 -. L'âge de chacun des partenaires de 18 ans et plus. 
3. Le couple doit vivre ensemble depuis au moins 1 an. 
4. Le couple doit être francophone d'origine québécoise ou provenant d'autres 

provinces du Canada, et doit être capable de parler, lire et écrire le français. 

Si vous acceptez de collaborer à l'étude, votre participation consistera à compléter 
4 questionnaires lors d'une seule rencontre. Les conjoints répondent a u .  questionnaires 
en même temps mais séparément. Cela vous demandera environ 30 à 45 minutes de votre 
temps. Votre participation est volontaire. 

Toutes les informations obtenues demeureront confidentielles et vos noms 
n'apparaîtront pas sur aucun questionnaire. Toutes les informations ne serviront qu'aux 
fins de l'étude et seront détruites aussitôt l'étude terminée. Vous êtes libres de vous 
retirer de l'étude à n'importe quel moment ou de refuser de répondre à n'importe quelle 
question. Votre refus de participer n'influencera pas les soins, ni les services que vous 
recevez ou êtes en droit de recevoir. Si les résultats des questionnaires indiquent des 
difficultés au niveau de votre relation conjugale, je  pourrais vous réferer à l'intervenant 
du milieu approprié selon votre situation. 

Votre participation est très importante pour les futurs parents et pour les 
infirmières. Elle permettra une meilleure compréhension de la relation conjugale et du 
stress vécu par le couple lors de l'hospitalisation de la femme enceinte. Ces 
connaissances aideront les infirmières a planifier leurs interventions et contributeront à 
améliorer les soins offerts aux couples qui vivront des expériences semblables. 

Je vous remercie très sincèrement de votre collaboration et demeure disponible 
pour répondre à vos questions. 

Viola Polomeno, inf., Tél.: (5 14) 343-61 1 1 poste 2735 
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Consent Fonn 

(Formulaire de consentement) 



FORhlUL+AIRE DE CONSENTEMENT 

Nous, et 9 

consentons volontairement à participer à l'étude portant sur la qualité de la relation 

conjugale et le stress chez les couples sans enfant lors de l'hospitalisation prénatale. 

Notre participation consiste a compléter 4 questionnaires en une seule rencontre qui 

durera environ 30 à 45 minutes. 

Il est entendu que notre anonymat et la confidentialité de nos réponses sont 

assurés. Nous comprenons que nos noms n'apparaîtront pas sur aucun questionnaire, ni à 

aucun autre endroit. Nous comprenons que nous sommes libres de retirer notre 

participation à n'importe quel moment et de rehiser de répondre I n'importe quelle 

question. Cela n'influencera pas les soins, ni les services que nous recevons et sommes en 

droit de recevoir. Si les résultats des. questionnaires indiquent que nous avons des 

difficultés au niveau de notre relation conjugale, l'investigatrice pourrait nous référer à 

l'intervenant du milieu approprié selon notre situation. 

Nous comprenons que nous ne retirons aucun bénéfice direct de cette étude mais 

que l'information obtenue sera utile tant pour les infimières que pour les futurs parents. 

Cette étude permettra une meilleure compréhension du stress familial et de la qualité de 

la relation conjugale lors de l'hospitalisation de la femme enceinte. Ces connaissances 

aideront les infirmières à planifier leurs interventions et contribueront à améliorer la 

qualité des expériences vécues par d'autres couples. 

Nous avons lu et compris les explications de cette étude et nous nous sentons 

suffisamment informés pour donner notre consentement éclairé. 

Date: Signature de Ia participante: 

Date: Signature du participant: 

Date: Signature de l'investigatrice: 
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Certificate of Honor: 

Larnaze International 
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October 3,2000 

Dear Childbirth Edutation: Practicc, Rcscarch and î7zcory Author: 

Lamaze International recently held it's annual Awards Ceremony during its 2000 
Annual Conference in Memphis, TN. At the Awards Ceremony, individuals and 
organizations were honored for their contributions to the field of childbirth 
edumtion. Enclosed please find a certificate issued by Lamaze International in 
recognition and appreciation of your contribution to ChiIdbirth Ehat ion:  Prmticc8 
Research and Theory. Thank you for your continued support of the Lamaze 
Philosophy of Birth. 

Sincerely. 

Teri Shilling, MS, IBCLC, LCCE. %CCE 

0 
President 

education 

advocacy 

reform 

Lamaze International 
1200 19th Street, N W  

Suite 300 
Washington, DC 20036-2422 

(202) 857-1 128 
(800) 368-4404 

larnaze@dc.sba.corn 
wwzu.larnaze-childbirth.com 
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LAMAZE, INTERNATIONAL 

WOULD LIKE TO RECOGNIZE AND HONOR 

Viola Polomeno 
FORYOURCONTRXBUTXON TO THE FIELD OF CHILDBIRTH EDUCATION 

THROUGH YOUR PARTICIPATION 
AS AN AUTHOR FOR 

CHILDBIRTH ED UCA.TION: PRACTICE, RESEARCH AND THEORY 

A VITAL, REFERENCE FOR ALL CHILDBIRTH EDUCATORS 

SEPTEMBER 21, 2000 




