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Abstract:  Given their socioeconomic status and utilization of prenatal care, first-

generation women of Mexican descent have lower rates of low birth weight than 

expected, with these rates increasing in subsequent generations.  Direct determinants of 

birth weight explain a portion of this variance.  Researchers are now calling for 

qualitative studies to explore possible indirect social and cultural influences on birth 

outcomes.   

This qualitative study explored the experience of pregnancy of 28 married and 

unmarried primiparous women of Mexican descent along the United States/ Mexico 

border.  During semi-structured interviews lasting 60 to 90 minutes participants described 

social support, behaviors and attitudes related to pregnancy in their preferred language.  

Text analysis of verbatim transcripts identified areas of similarity and difference in 

participant’s experiences of pregnancy.   

Women experienced their pregnancies against the backdrop of their constructions 

of the mother role.  Before and after the discovery of the pregnancy, positive or negative 
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features of the mother role, along with associated roles or tasks, influenced its place in 

the constellation of available roles.  Based on their constructions of this role, participants 

estimated their capacity to make the transition to motherhood successfully by anticipating 

changes in life plans, in other social roles, and in demands on time and energy.   

Participants described social networks made up primarily of extended and 

immediate family members.  Family members’ responses to the pregnancy initially 

reflected pre-pregnancy role expectations, followed by behavior suggesting integration of 

motherhood into their perceptions of the participant.  Participants valued advice about 

diet and activity, the most frequently described form of social support, more as a sign of 

concern more than as a source of information.   

Changes in relationships with the father of the baby reflected the permanence of 

the relationship prior to pregnancy.  Married and cohabiting women described minor 

relationship changes.  Relationships of unmarried women who were not living with the 

father of the baby either dissolved or were very tenuous.  

Study results suggest the need to further explore women’s constructions of 

motherhood and related roles as possible indirect determinants of birth outcomes and as a 

potential source of culturally appropriate tools that promote successful adaptation to 

motherhood. 



 viii 

Table of Contents 

List of Tables ......................................................................................................... xi 

CHAPTER ONE:  THE PROBLEM .......................................................................1 
Statement of the Problem................................................................................1 
The Current Study...........................................................................................3 
Relevance of the Problem to Social Work......................................................6 

CHAPTER TWO:  REVIEW OF THE LITERATURE........................................11 
Defining Low Birth Weight ..........................................................................12 
The Mexican-Descent Birth Weight Paradox ...............................................13 
Risk Factors for Low Birth Weight ..............................................................18 

Maternal Behaviors and Low Birth Weight.........................................20 
Prenatal Care...............................................................................20 
Maternal Nutrition ......................................................................21 
Maternal Smoking, Alcohol Consumption and Drug Use ..........22 
Maternal Employment ................................................................23 

Psychosocial Influences on Birth Weight .....................................................23 
Cultural Orientation and Birth Weight .........................................................26 

CHAPTER THREE:  DESIGN AND METHODOLOGY....................................28 
The Qualitative Framework ..........................................................................28 
The Research Process ...................................................................................30 

Research Site and Participants .............................................................30 
Questionnaire Development.................................................................33 
Description of the Sample....................................................................35 

Data Collection and Management.................................................................37 
Data Analysis ................................................................................................38 

CHAPTER FOUR:  CULTURE-RELATED DIFFERENCES IN THE CURRENT 
STUDY .........................................................................................................47 
Cultural Orientation in the Current Study.....................................................49 



 ix 

CHAPTER FIVE: PERCEPTUAL CONTEXTS OF PREGNANCY: SOCIAL 
NETWORKS AND SOCIAL SUPPORT.....................................................60 
The Roles of Social Network Members........................................................61 

Social Network.....................................................................................62 
Living Arrangements ...........................................................................63 

Anticipated and Actual Social Network Reactions to Pregnancy.................66 
Anticipated Network Reactions to the Announcement of Pregnancy .67 
Actual Network Reactions ...................................................................68 

Relationship With the Father of the Baby.....................................................73 
Descriptions of Relationships With the Father of the Baby ................74 
Patterns of Change in Relationships With the Baby’s Father..............80 
Cultural Orientation and Cohabitation.................................................85 

Forms and Sources of Social Support in Pregnancy and Motherhood .........86 
Support With Pregnancy-related Expenses..........................................88 
Support With Housing and Related Expenses .....................................89 
Advice ..................................................................................................94 

Pregnancy-Related Activity Changes .........................................................102 
Changes in Alcohol and Tobacco Use ........................................................106 
Relationship With the Unborn Baby...........................................................109 
Conclusion ..................................................................................................111 

CHAPTER SIX: PERCEPTUAL CONTEXTS OF PREGNANCY:  LIFE PLANS 
AND SELF AS MOTHER..........................................................................114 
The Mother Role and Relationships ...........................................................115 
Future Time and Task Demands .................................................................125 
Pregnancy and Life Plans............................................................................128 
Self as Mother .............................................................................................135 

Financial Capacity .............................................................................136 
Maturity..............................................................................................137 
The Mother Ideal: Emotional Capacity..............................................139 

CHAPTER SEVEN:  DISCUSSION AND CONCLUSIONS ............................143 
Introduction.................................................................................................143 



 x 

Salient Features of Women’s Experience ...................................................144 
Social Networks and Social Support...........................................................144 
Relationship With the Father of the Baby...................................................147 
The Mother/Child Relationship ..................................................................148 
Perception of the Mother Role....................................................................149 
Patterns of Difference Related to Cultural Orientation...............................151 
Limitations of the Study..............................................................................152 
Contributions and Implications for Future Research ..................................155 

Appendices...........................................................................................................159 

Appendix A:  English and Spanish Question Guides ..........................................160 

Appendix B: Participant Consent Forms .............................................................178 

Appendix C: Cultural Orientation Score Appearing in Text ...............................182 

References............................................................................................................183 

Vita .....................................................................................................................192 



 xi 

List of Tables 

Table One:  Demographics of the Sample .............................................................36 

Table Two:  Sample Scoring of Cultural Orientation Based on Markers..............52 

Table Three:  Ratings of Participant Cultural Orientation as Derived from Markers

...........................................................................................................54

Table Four:  Participant’s Living Situations..........................................................64 

Table Five:  Network Member Initial Reactions and Resolutions.........................69 

Table Six:  Relationship With Father of the Baby.................................................76 

Table Seven:  Types of Described Support............................................................87 

Table Eight:  Pre and Post Pregnancy Resource Profiles ......................................90 

Table Nine:  Interactions With the Baby in the Uterus........................................110 

Table Ten:  Images of the Baby in the Future .....................................................121 

   

 



 1 

CHAPTER ONE:  THE PROBLEM 

STATEMENT OF THE PROBLEM 

The exploration of social and cultural features of pregnancy-related attitudes and 

behaviors is a necessary next step in exploring an epidemiologic paradox in terms of birth 

outcomes in the Mexican-descent population in the United States (Markides & Coreil, 

1986).  The term "epidemiologic paradox" came into use in the early and mid-1980s to 

describe unexpected favorable morbidity and mortality rates in the Mexican-descent 

population, when compared to other racial and ethnic groups who face similar 

socioeconomic and health care challenges (Forbes & Frisbie, 1991; Frisbie, 1994; 

Guendelman, 1994; Markides & Coreil, 1986).  On some demographic measures, the 

Mexican-descent population fares as well as, or better than the non-Hispanic white 

population (Balcazar, Aoyama, & Cai, 1991; Forbes & Frisbie, 1991; Guendelman, 1994; 

Markides & Coreil, 1986).  Low rates of neonate morbidity and mortality among the 

Mexican-descent population have been called one of the most surprising and consistent of 

the paradoxical demographic trends observed (Forbes & Frisbie, 1991; Frisbie, 1994; 

Markides & Coreil, 1986). 

Prior to and since the identification of this paradox, researchers in many 

disciplines have worked to explain patterns of low birth weight (LBW) that lead to infant 

mortality (McLean, Hatfield-Timajchy, Wingo, & Floyd, 1993; Moss & Carver, 1992; 

Bragonier, Cushner, & Hobel, 1984), with some focusing on the health of Mexican-

descent infants in particular (e.g., Forbes & Frisbie, 1991; Frisbie, 1994; Guendelman, 

1994; Guendelman, Gould, Hudes, & Eskenazi, 1990; Markides & Coreil, 1986; 

Mendoza, Ventura, Valdez, Castillo, Saldivar, Baisden, & Martorell, 1991;  Perez-

Escamilla & Pollitt, 1992;  Scribner & Dwyer, 1989).  Research exploring direct 
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biological influences on outcomes, such as maternal height-to-weight ratio, maternal 

parity, and weight gain during pregnancy, is giving way to increased interest in indirect 

influences on pregnancy outcomes.  These factors include maternal behaviors such as 

attendance at prenatal care clinics and maternal smoking (Cogswell & Yip, 1995; 

Culpepper & Jack, 1993; Gardner & Goldenberg, 1995; Walsh, 1994).  Still, cigarette 

smoking, prior pre-term births, low pre-pregnancy weight, and similar risk factors 

account for only a portion of variation in birth outcomes (Behrman & Shiono, 1995).   

Birth-weight and neonate mortality profiles have been shown to differ 

significantly across Mexican-descent generational groups, with Mexican-culture-oriented 

populations having lower rates of neonate mortality and LBW than groups with a more 

Anglo-American cultural orientation (Guendelman et al., 1990; Scribner & Dwyer, 

1989).  Past studies of differences across generations of Mexican-descent groups have 

used various markers of cultural orientation, such as language preference, country of 

birth, country of residence, or length of residence in the United States (Guendelman, 

1994; Guendelman et al., 1990; Guendelman & English, 1995; Scribner & Dwyer, 1989; 

Scribner, Dwyer, & Baley, 1992).   

Despite exploration of direct physical determinants of LBW and of less direct 

behavioral determinants, the paradox of Mexican-descent advantage remains unexplained 

(Forbes & Frisbie, 1991; Guendelman, 1994).  Increasingly, researchers and theorists 

suggest that these favorable outcomes may be best explained by an examination of 

cultural and social factors that influence maternal physiology indirectly.  Culturally 

derived attitudes toward pregnancy and motherhood may motivate healthy maternal 

behaviors, may result in differing quantities or types of social support, or may influence 

levels of maternal stress (Balcazar et al., 1991; Culpepper & Jack, 1993; Frisbie, 1994; 
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Markides & Coreil, 1986; McLean et al., 1993; Orr & Miller, 1995; Scribner & Dwyer, 

1989).   

THE CURRENT STUDY 

The current study was motivated by the Mexican-descent birth weight paradox 

described above.  Since this was a qualitative study, using a purposive participant 

selection process, actual birth outcomes were not part of the data collected.  The study 

explored the pregnancy-related perceptions and behaviors of 28 women of Mexican 

descent living in three communities along the United States - Mexico border.  These 

women's perceptions and behaviors related to pregnancy were studied because streams of 

quantitative research discussed above suggest that culturally derived perceptions of 

pregnancy may have an influence on birth outcomes.   

The women identified for participation in the study were from El Paso, Texas; 

Ciudad Juarez, Mexico; and Matamoros, Mexico.  Markers from the birth weight 

literature, such as place of birth or language preference, were used to estimate women's 

cultural orientation, but clear patterns of difference in their perceptions of pregnancy 

were difficult to discern.  It is possible that the commingling of cultural influences in the 

border region made it difficult to distinguish the influence of the respective cultures in the 

experiences of study participants.    Difficulty in identification of differences related to 

cultural orientation may also reflect the utility of markers when used at the individual 

level.  Had the study sample been more dichotomous in terms of markers of cultural 

orientation, identification of differences associated with cultural orientation may have 

been enhanced.     

El Paso study participants were attendees at a prenatal care clinic to which R. E. 

Thomason General Hospital (RETGH) made many referrals.  RETGH provides the bulk 

of indigent care in the El Paso area.  Consequently, attendees at the clinic were, for the 
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most part, low-income women whose care was self-funded, or paid for by Medicaid.  

This meant that women who had reimbursement sources outside of Medicaid, such as 

private insurance, or who did not have access to Medicaid or to other resources, such as 

assistance from their social network were less likely to be represented in the study 

sample.  Future studies that select participants from broader range of socioeconomic 

circumstances may identify patterns of social support and attitudes toward pregnancy that 

are qualitatively different than those identified by this study.   

The population from which El Paso participants were selected attended one of 

three offices within in the prenatal care clinic, based on their source of funding for their 

prenatal care and on whether the pregnancy was considered normal or high-risk.  Women 

were selected regardless of which clinic was providing their care; so several participants 

did have high-risk pregnancies.  I treated these women's concerns related specifically to 

their physical conditions as individual variations rather than as culturally based concerns.  

With this in mind, study results reflect the experience primarily of women with normal 

pregnancies. 

Women in the current study described their constructions of pregnancy by 

participating in in-depth interviews.  Features of their constructions of pregnancy were 

compared and patterns of similarity and difference across participants were identified.  

Patterns of similarity and difference were compared with women’s cultural orientations 

as defined by markers used in birth weight research.  It was thought that in this way 

differences among cultural constructions of pregnancy could be identified, lending 

insight into possible sources of indirect influence on birth weight outcomes.  Since the 

goal of the study was examine participant’s perceptions and behaviors related to 

pregnancy, data about actual birth outcomes was not gathered.   
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Specific perceptions that were explored with study participants were factors 

identified in the quantitative birth weight research literature as possible sources of the 

birth weight paradox.  These included social network behaviors in response to pregnancy, 

maternal behaviors in relation to pregnancy, and attitudes associated with pregnancy and 

the maternal role (Cobas, Balcazar, Benin, Keith, Chong, 1996; Zambrana, Scrimshaw, 

Collins, Dunkel-Schetter, 1997). 

Women were asked about the supportive behaviors of people in their lives, 

thereby self-defining their networks and behaviors they found supportive.  Women most 

often described their families as sources of support, with female family members 

experienced in pregnancy as the primary source of support.  Most support was in the form 

of advise about diet and daily activities.  Women valued advise more as an expression of 

support than as a source of information.  All women described a period of adjustment 

among network members upon announcement of the pregnancy, followed by a return to 

old patterns of support provision. 

Women were invited to participate in the study regardless of marital status, so 

relationships with the father of the baby were quite varied across the study participants.  

For most unmarried, non-cohabiting women, pregnancy resulted in major changes in their 

relationships with the baby's father.  Cohabiting women, most of who lived in Mexico, 

described their partners and relationships using marital terms.  Women described the 

emotional features of their relationships with the father of the baby more than they did 

other aspects of their relationships.  Any instrumental support described was financial or 

with chores.  In unmarried, non-cohabiting couples, dissolution of the relationship was 

not uncommon.   

At the time of the interviews, all participants said they wanted their pregnancy, 

although many had not planned pregnancy at this time in their lives.  During their 



 6 

pregnancies women spent time imagining themselves as mothers.  Other research 

examining women's adaptation to pregnancy (Lederman, 1996) describes daydreaming 

and fantasy as a way of preparing for motherhood.  Participants in the current study 

talked more about motherhood than pregnancy.  Their feelings about of pregnancy and 

motherhood were influenced by their constructions of the mother role, and their 

experience of pregnancy reflected a process of incorporation of the mother role into life 

plans and self-concepts.  Positive or negative constructions of the mother role may 

influence the goodness of fit between women's life plans and self-concepts, and the fact 

of pregnancy and motherhood.  Future research that examines adaptation to pregnancy or 

indirect influences on birth outcomes may benefit from examination of women's 

constructions of the mother role.   

RELEVANCE OF THE PROBLEM TO SOCIAL WORK 

My interest in this topic is a result of my work with individuals and families of 

Mexican-descent in medical settings, and of my doctoral-level studies.  While working in 

a hospice setting, I became aware of the influence of cultural differences across 

generations on family functioning.  In addition, I became interested in the influence of 

psychosocial factors on physical functioning.  While working with families receiving 

hospice services, I struggled with moving between the hospice setting, where illness was 

constructed primarily in biomedical terms and the client’s homes where illness had 

multiple cultural meanings.  The theoretical discussion of the cultural basis of 

biomedicine in my doctoral studies gave me a helpful context in which to place these 

experiences.  In addition, my studies of theories of race, ethnicity, acculturation, and 

assimilation have alerted me to criticism directed at theoretical models that propose 

monolithic and/or linear descriptions of change at the interface of two cultures.  All of 

these factors have contributed to the theoretical conceptualization of the present study. 
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Discourse in medical sociology (Link & Phelan, 1995; Mishler, 1989; Mosley, 

1984; Riessman, 1989), medical anthropology (Kleinman, 1995; Scheper-Hughes, 1990), 

and medical social work (Berkman, et al. 1990; Rodwell, 1990; Turner, 1990), 

increasingly identifies strictly biomedical etiological models as insufficient to explain 

patterns of disease and health, giving impetus to exploration of models that include 

sociocultural factors.  This discourse posits that application of biomedical constructions 

of health, which do not consider sociocultural influences, can result in misleading results 

in research (Rodwell, 1990; Turner, 1990), and decreased effectiveness of resulting 

programs and interventions (Fitzpatrick, 1989; Link & Phelan, 1995; Mishler, 1989; 

Mosley, 1984).  Within the field of social work, the biomedical model has been criticized 

for precluding the person-in-environment construct (Saleebey, 1992; Turner, 1990), and 

running counter to the valuing of diversity (Turner, 1990).   

From an epistemological standpoint, biomedical models have been described as 

being positivist in character and based in understandings of illness and health from 

Western culture (Riessman, 1989; Rodwell, 1990; Scheper-Hughes, 1990; Turner, 1990).  

Constructionist epistemologies are based on the assumption of multiple interpretations of 

experience and so provide an avenue for the expression of diverse constructions of well-

being.  Understanding unique cultural constructions of health and illness, and how these 

influence health-related behaviors, provides necessary information for the development 

of culture-relevant health policies and interventions (Fitzpatrick, 1989; Mishler, 1989).  

In response to these concerns, there has been movement away from the biomedical 

paradigm in medical sociology, anthropology, and social work (Rodwell, 1990).   

Responding to this discourse, the current study sought to identify features of 

women's lived experience that may indirectly influence pregnancy outcomes.  Based on  

the contextual social constructionist point of view, lived experience is influenced by 
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culture through the formation of social constructions (Franklin, 1995).  Applying this 

theoretical stance to a biopsychosocial model permits the consideration of cultural, social, 

psychological, and biological influences on human experience and functioning.  By 

striving for a culturally-based epistemology of pregnancy, assumptions based in 

biomedical models are avoided, and culture-specific constructions of pregnancy may 

emerge.  The goal of this study was to explore the social construction of pregnancy 

among women of Mexican-descent, and to identify differences between those who are 

more oriented to the American culture and those who are more Mexican-culture-oriented 

through examination of behaviors, attitudes and social support related to pregnancy.  

Identifying differences in the social constructions of pregnancy in the two cultures may 

lend insight into factors that indirectly determine birth outcomes. 

The implications of this type of research for social work are important.  

Guendelman (1994b) points out that research must be directed not just at identifying but 

also at maintaining features of Mexican cultural orientation that result in positive birth 

outcomes.  Similarly, Scribner and Dwyer (1989) caution that research into this 

phenomenon should not modify or erode the cultural factors contributing to Mexican-

descent advantage.  James (1993) encourages the formulation of health-care policy that 

strengthens cultural resources that contribute to such patterns of advantage.  Through this 

research, culturally derived strengths of Mexican-descent peoples are made explicit, 

lending credence to the valuing of cultural diversity by social workers.  Such knowledge 

will help justify the promotion of diversity through social policy, and provide models of 

world-views on which to build culturally sensitive health outreach and intervention.   

An additional impetus for this type of research is the enormous cost of short- and 

long-term medical treatment, education, and specialized care for LBW infants (Hack, 

Klein, & Taylor, 1995; Lewit, Baker, Corman, & Shiono, 1995), the compromises and 
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adjustments the care of a LBW child may bring (Hack et al., 1995), and the immeasurable 

loss that accompanies the death of an infant.  Identification of biopsychosocial factors 

associated with positive birth outcomes could ultimately lead to the reduced incidence of 

LBW and infant mortality in all populations and the decrease of the societal costs of 

caring for such children. 

Chapter Two will describe current knowledge about risk factors for LBW.  To do 

so, LBW will be clinically defined.  Research that has explored the influence of risk 

factors on birth weight directly or indirectly will be described.  Investigation of maternal 

factors thought to have an indirect effect on birth outcomes, such as maternal stress and 

cultural factors will be discussed.   

Chapter Three presents the research process.  Use of qualitative methods for the 

study will be explained.  The processes for development of the question guide and data 

collection will be described.  Participant selection and the characteristics of respondents 

will be presented.  Finally the data analysis process will be detailed.   

Chapter Four will explore theoretical concepts related to change in cultural 

orientation in culturally diverse environments.  The implications of these concepts in 

relation to methods of quantifying cultural orientation used in the birth weight literature 

will be examined.  The process for designating cultural orientation in the current study 

will be described. 

In Chapter Five, the social networks and social support as described by 

participants will be detailed.  The chapter will focus on changes in relationships, with 

particular emphasis on the relationship with the father of the baby.  The types of support 

participants received and how this support changed in response to pregnancy will be 

described.  The women in the study received a great deal of advice about their 

pregnancies.  This, and women’s behavioral changes in response to the advice they 
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received will be explored.  Finally, the chapter will describe women’s relationships with 

their unborn babies. 

Chapter Six describes features of women’s explorations of the influence of 

pregnancy on life plans and self-perceptions.  Women’s anticipated relationships with the 

baby, and how motherhood would influence other relationships will be described.  

Women’s discussions of anticipated changes in their use of time and in plans for their 

lives will be described.  Finally women’s explorations of how well they would meet the 

demands of motherhood, and of how motherhood would change them as people, will be 

detailed.   

Chapter Seven will summarize the patterns of similarity and difference of 

participants’ experiences of pregnancy across the women interviewed.  Variability in 

women’s experience that appears to be culturally linked will be described.  The 

limitations of the study will be identified.  Finally, contributions and implications of the 

study outcomes for practice and future research will be explored. 
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CHAPTER TWO:  REVIEW OF THE LITERATURE 

A study that seeks to identify possible indirect social and cultural influences on 

birth outcomes by describing maternal behaviors, attitudes toward the maternal role, and 

characteristics of social supports may draw on the work of many disciplines.  Theory and 

streams of research that deal with social and cultural aspects of pregnancy can be found 

in medicine, public health, sociology, and anthropology.  A comprehensive review of this 

literature would require several volumes, and so cannot be presented here.  Drawing 

primarily on recent overviews, this review of the literature will cover several areas.   

First, LBW will be defined, and its costs explored.  As a result of research into the 

birth weight paradox, definitions of poor birth outcomes including LBW have become 

increasingly precise.  More precise definitions birth outcomes have also resulted in 

revisions of classifications used in reporting demographic profiles of occurrence of 

specific birth outcomes.  Births that may have previously been included in LBW studies 

may now be excluded because they do not meet current criteria.  Through the process of 

refining classifications of birth outcomes, light has also been shed on the factors that 

contribute to the birth weight paradox itself.   

Research identifying and quantifying factors that contribute to problematic birth 

outcomes will be examined.  Identification of risk factors for LBW, occurrence of risk 

factors in populations of interest, and quantification of the contribution of specific risk 

factors to patterns of LBW have helped explain some of the variation in birth weight 

across population groups.  As the impact of direct risk factors for poor birth outcomes has 

become better quantified, researchers have begun to examine possible proximate or 

indirect determinates of birth outcomes.  Factors that are in fact proximate determinants 
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of birth outcomes are as yet poorly defined.  Consequently, the extent to which possible 

proximate determinants may influence birth weight is just beginning to be explored.  

While direct determinants explain a portion of the variation between expected and 

actual birth outcomes, there remains a significant proportion of the variance that is not 

explained.  In looking at the birth weight paradox, researchers postulate that features of 

culture may be proximate determinants of birth outcomes.  Researchers who are 

exploring the birth weight paradox in women of Mexican descent postulate an erosion of 

protective social or cultural factors thus explaining the inverse relationship between 

generational status and birth weight.   

Finally, research about the influence of stress and stress moderators, such as 

social support, on birth outcomes will be reviewed.  I included this background, because 

birth weight researchers point to social support as a cultural factor that may indirectly 

influence birth outcomes.   

The current research was designed to capture information about factors discussed 

in the research literature as possible proximal determinants of birth weight outcomes.  

This included information about social support, as well as attitudes about pregnancy and 

life with a baby.  By looking at this information among pregnant women with various 

cultural orientations, I sought to detect differences in social support or attitudes about 

pregnancy that coincided with differences in women’s cultural orientations.  Information 

about differences in cultural constructions of pregnancy might inform inquiry into the 

indirect influence of culture on birth outcomes.   

DEFINING LOW BIRTH WEIGHT 

Research to explain paradoxical birth weight trends in the Mexican-American 

population has informed and been informed by efforts to trace the etiology of LBW.  

While mean birth weight differs from population to population, the World Health 



 13 

Organization defines LBW as birth weight less than 2500 grams, or 5 pounds, 8 ounces 

(Paneth, 1995).  Balcazar, et al. (1991) discuss the importance of recognizing multiple 

causes and types of LBW.  These include premature birth (birth before 37 weeks of 

gestation), and intra-uterine growth retardation (IUGR) (Pollack & Divon, 1992).   

The United States ranks 22nd among nations in rates of infant mortality, a public 

health problem that arises to a significant degree from LBW (Paneth, 1995).  In addition 

to infant mortality, costs of LBW arise from increased morbidity in infancy and 

childhood, and from physical and cognitive disabilities that may accompany poor birth 

outcomes.  While infant mortality was greatly reduced between 1949 and 1992 and 

continues a slow decline, rates of pre-term birth do not reflect similar trends (Paneth, 

1995).  According to Orr and Miller (1995), rates of LBW actually increased between 

1985 and 1991.  Recent declines in infant mortality result more from high-cost life-saving 

technologies than from success in prevention of LBW (Paneth, 1995).  In short, while the 

U. S. has had some success in ameliorating the effects of poor birth outcomes, the causes 

of high rates of LBW in the United States have not been addressed (Paneth, 1995).  Better 

understanding of indirect determinants of birth outcomes may help reduce the frequency 

or severity of LBW. 

THE MEXICAN-DESCENT BIRTH WEIGHT PARADOX 

In 1986, Markides and Coreil published a seminal article that summarized several 

decades of research on patterns of morbidity and mortality of Hispanics in the 

southwestern region of the United States.  Using the term "epidemiologic paradox" from 

research that they reviewed, Markides and Coreil described unexpected positive health 

outcomes on a variety of traditional demographic markers of morbidity and mortality, 

one of which was infant mortality (Markides & Coreil, 1986).  Better-than-expected birth 

outcomes were discussed in light of the well-documented inverse correlation between 
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infant mortality and socioeconomic status, as well as the relationship between ethnicity 

and infant mortality (Markides & Coreil, 1986).   

Markides and Coreil concluded that, in terms of morbidity and mortality, 

Southwestern Hispanics resembled non-Hispanic whites, despite socioeconomic 

circumstances similar to those of African Americans.  Exploration of several possible 

explanations for the Mexican-descent advantage was recommended, including the 

influence that extended family support may have on of maternal stress, and cultural 

practices that may contribute to low rates of neonate mortality and LBW (Markides & 

Coreil, 1986). 

Since the Markides and Coreil (1986) review, research on the birth weight 

paradox has more narrowly defined groups that exhibit paradoxical birth outcomes and 

has more clearly quantified behavioral factors that contribute to the paradox, as will be 

described below.  In addition, researchers have examined differences across ethnic or 

racial groups and variability in birth outcomes among Hispanics of differing national 

origins.  Studies have compared birth outcomes between United States and foreign-born 

women.   

Forbes and Frisbie (1991) compared mortality in Spanish surname and non-

Hispanic white infants to identify differences in the timing and cause of death.  During 

the first 28 days of life, neonate mortality is usually the result of conditions in the 

prenatal period.  Post-neonate death is usually due to factors in the infant's environment.  

By looking at differences in the timing of deaths, they examined how cause of deaths in 

these two groups differed over time.   

Rates of neonate mortality from the 1930s to the 1960s in the two groups were 

similar.  Post-neonate mortality in the two groups, however, was widely divergent from 

1930s to the 1950s.  Since then, post-neonate mortality in the Spanish-surname 
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population remained about 25% higher than that of non-Hispanic white infants (Forbes & 

Frisbie, 1991).  These findings demonstrated the Mexican-descent advantage in infant 

mortality was due primarily to influences in the prenatal period and demonstrated that 

this advantage is not a new phenomenon.   

Frisbie (1994) compared Spanish-surname and non-Hispanic white birth weight 

and infant mortality distributions to determine if differences in birth weight profiles 

explained these group's similar rates of infant mortality.  According to Frisbie, the 

research literature reflects an assumption that paradoxical infant mortality figures can be 

explained by examining changes in standard birth weight distributions of Mexican-

descent populations.  That would mean that Spanish surnamed neonates exhibited a 

broader range of weights or were heavier as a group later in the historical time span 

studied than had been the case at earlier points in time.  This finding would mean that 

population-level factors, such improved nutrition or access to health care were the 

primary cause for the infant mortality paradox.   

Frisbie (1994) found that historically only the non-Hispanic white population 

exhibited changes in neonate birth weight structure that affected infant mortality, while in 

the Spanish-surname population, changes in infant mortality were more related to 

changes in weight-specific risk factors, rather than changes in birth weight distribution 

(Frisbie, 1994).  This finding extends the findings of Forbes and Frisbie (1991) by 

showing that the patterns of Spanish-surname neonate mortality in the period studied 

were not a result of population-level changes, but rather because of changes in specific 

risk factors influencing birth outcomes.  

Mendoza, et al (1991) compared pregnancy outcomes across several Hispanic 

groups, including Mexican-Americans, mainland Puerto Ricans, and Cuban-Americans.  

Mexican Americans were found to have the lowest incidence of LBW of the three 
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groups.  Additionally, of women of Mexican-descent, those born in Mexico had lower 

rates of LBW (5.0%) than those born in the United States (6.7%).  This research served to 

point out the heterogeneity of birth outcomes among Hispanics of differing national 

origin, and confirmed past indications of Mexican-descent advantage in terms of pre-term 

birth (Mendoza, et al, 1991). 

Scribner and Dwyer (1989) examined the relationship between acculturation, and 

LBW in two groups of women of Mexican-descent.  Women with a more Mexican 

cultural orientation, as indicated by several markers for cultural orientation, had better 

birth outcomes than did those with a more non-Hispanic white cultural orientation.  

Cobas, et al.  (1996) reexamined the data used by Scribner and Dwyer (1989) employing 

structural equation models.  Their findings supported those of Scribner and Dwyer 

(1989), but also found that language preferences having a stronger relationship to LBW 

than did women’s place of birth or ethnic identification.  Also, having controlled for 

multiple risk factors, acculturation continued to have a strong direct association with 

LBW.  Cobas, et al. (1996) reached similar conclusions to those of Scribner and Dwyer 

(1989) stating that latent behavioral, cultural, or psychosocial variables influencing birth 

weight were at play.  

Collins and Shay (1994) conducted a similar study of Hispanic United States- and 

foreign-born women.  In addition to the factors mentioned above, they examined the 

influence of urban poverty on birth weight in Hispanic women of various national origins 

living in Chicago.  LBW was lowest among infants born to women of Mexican-descent.  

Occurrence of LBW among Mexican-descent women born in the United States was twice 

that of foreign-born women, when comparing women in economically similar census 

tracts.  United States-born Mexican-descent women living in very low-income census 

tracts had rates of LBW equal to those of African-American women living in Chicago 
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(Collins & Shay, 1994).  These findings suggest that birth in Mexico is a marker for a 

cultural orientation that buffers against traditional risk factors, and that socioeconomic 

status attenuates cultural advantage to some extent (Collins & Shay, 1994).   

Guendelman, et al. (1990) compared rates of miscarriage between generations of 

Mexican-descent women as a possible explanation for positive birth outcomes for first 

generation women.  Logistic regression revealed statistically significant differences 

between first and following generations in terms of socioeconomic variables and 

behavioral risk factors.  Risk of LBW was 1.73 times higher in the second generation and 

beyond than in first generation births.  No significant difference was found in rates of 

miscarriage when comparing generational group, and cultural orientation was found to be 

a poor predictor of miscarriage.  Guendelman, et al, (1990) concluded that higher rates of 

miscarriage among Mexican-culture oriented women do not explain the LBW paradox.   

Frisbie, Biegler, DeTurk, Forbes, and Pullum (1996) looked at how birth 

outcomes differ across Mexican Americans, African-Americans, and non-Hispanic 

whites when controlling for a large number of demographic and behavioral risk factors.  

In addition, their analysis employed sex- and race/ethnic-specific birth weight means, and 

a revised typology for classification of birth outcomes that included a category for high 

birth weight neonates.  When association between birth outcome and race or ethnicity 

was examined, relationships between the groups were similar to those found in previous 

studies.  Mexican Americans had the lowest rate of IUGR and premature births.  Only 

rates of heavy premature infants were higher for Mexican Americans than non-Hispanic 

whites.  Their findings suggested that larger numbers of heavy premature infants in the 

Mexican American population may be due to the high incidence of diabetes in this 

population group.  This study, by inclusion of multiple risk factors, sex- and ethnicity- 
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specific birth weight standards, and a more complete classification of poor birth 

outcomes, helped confirm the robust nature of the birth weight paradox.  

Singh and Yu (1996) examined LBW, pre-term birth, and infant mortality in ten 

ethnic/racial groups using national-level data.  Four Hispanic groups were included.  For 

most ethnic/racial groups, the majority of women were born outside the United States.  

Among women of Mexican-descent, 55% were born in Mexico.  Outcomes supported 

those of past research in this area.  Foreign-born women tended to have lower rates of 

LBW, pre-term birth, and infant mortality.  Foreign- and United States-born women of 

Mexican-descent exhibited some of the largest LBW differentials.  Singh and Yu (1996) 

acknowledged that these outcomes could reflect positive selection through migration.  

However, they also state that these outcomes could reflect health-promoting behavioral, 

cultural and social practices, such as diet, social support, and positive attitudes toward 

maternity.  

Singh and Yu (1996) reiterate the conclusions researchers in this area have drawn 

since Markides and Coreil's seminal work in 1986.  Researchers have described the range 

and distribution of LBW.  A broad range of demographic and behavioral risk factors, and 

the influence of these factors across racial and ethnic groups have been quantified.  

However, a significant proportion of birth weight variance remains unexplained.  The 

social and cultural context of pregnancy appears to contribute to differential birth 

outcomes in an important way.  Research must be directed at exploration and description 

of these contexts if variations in LBW in the United States are to be understood.   

RISK FACTORS FOR LOW BIRTH WEIGHT 

Researchers in the area of birth outcomes recognize a number of factors that 

influence birth weight, and are exploring the influence of others.  Recognized risk factors 

are associated with mother's health, demographic factors, and specific maternal behavior.  
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The influence of stress, and its mediator, social support, on birth outcome is also being 

explored. 

Maternal health risk factors include previous poor birth outcomes (Gardner & 

Goldenberg, 1995); short birth intervals (Gribble, 1993), parity, low pre-pregnancy height 

to weight ratio, and low weight gain during gestation (Coggswell & Yip, 1995).  

Maternal medical conditions such as hypertension and diabetes are also known to be 

associated with differences in birth outcome (Gardner & Goldenberg, 1995).  Studies of 

LBW, pre-term birth and IUGR typically analyze the influence of these risk factors on 

birth outcome, or control for them based on their consistent influence on outcomes in the 

research literature.   

Some demographic factors are also correlated with birth weight.  Researchers 

have examined the influence of socioeconomic status and its correlates, maternal age, 

marital status, education, and ethnicity or race, on birth weight.  Difficulty in separating 

out the interactive effects of maternal age from socioeconomic status marks the research 

in this area (Chomitz, Cheung, & Liberman, 1995; Geronimus, 1987).  However, many 

researchers state that there is an increased incidence of LBW among teenagers, and 

among women 35 years of age and older (Chomitz, Cheung, & Liberman, 1995; 

Coggswell & Yip, 1995; Frisbie, et al, 1996; Geronimus, 1987).   

Coggswell and Yip (1995) found that increasing years of maternal education is 

positively correlated with birth weight.  This finding is consistent with many previous 

studies and has been observed in developed and developing countries (Cleland & van 

Ginneken, 1991; LeVine, et al, 1991; Mosley, 1984; Simons, 1991).  However, Scribner 

and Dwyer (1989) found that, among women of Mexican descent, LBW increased with 

increasing orientation to the American culture.   



 20 

Maternal Behaviors and Low Birth Weight 

A broad range of maternal behaviors has been explored in relation to birth 

outcomes, and some of these are included in most birth outcome studies.  These include 

prenatal care usage, maternal nutrition, cigarette smoking, alcohol consumption, and use 

of illegal drugs.  Within the context of maternal employment, type and intensity of work-

related activities have been explored, as has exposure to toxic chemicals.   

Prenatal Care 

While there have been recent improvements in prenatal care, rates of pre-term 

birth and LBW for the United States population as a whole are comparatively unchanged 

(Paneth, 1995).  The literature concerning the impact of prenatal care on birth outcome 

reflects mixed findings, due perhaps to the varied constellations of services and 

definitions of adequate care that fall under the rubric of prenatal care (Alexander & 

Korenbrot, 1995; Klein & Goldberg, 1990; McDuffie, 1996).  While the American 

College of Obstetrics and Gynecologists recommends fourteen prenatal visits during the 

course of pregnancy, studies of low-risk women who made fewer visits showed no 

increase in poor outcomes (McDuffie, 1996).   

Low rates of attendance at prenatal care clinics are considered a classic risk factor 

for poor birth outcomes.  However, low rates of utilization of prenatal care are 

characteristic of Hispanic sub-groups, and women of Mexican-descent in particular, 

(Balcazar, et al., 1991; Guendelman, 1994; James, 1993; Scribner & Dwyer, 1989).  

Despite low rates of utilization of prenatal care, they still have more positive birth 

outcomes than would be expected.  With this in mind, patterns of birth weight and of 

prenatal care usage in the Mexican-descent population may reflect either the imprecise 

definition of adequate care, that prenatal care has minimal impact on birth outcomes in 
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general, or that the impact of prenatal care on birth outcomes for women of Mexican 

descent is as yet undefined.  

Maternal Nutrition  

As mentioned above, relationships between maternal stature and birth weight 

have been established.  Generally, women who have a low height-to-weight ratio, also 

called Body Mass Index (BMI) before pregnancy, and who fail to gain sufficient weight 

during pregnancy have a greater risk of LBW (Coggswell & Yip, 1995).  The specific 

influence of insufficient caloric intake depends to a great extent on pre-pregnancy BMI 

and the trimester during which caloric insufficiency is experienced (Scholl & Heidiger, 

1995).  The influence of nutrients such as calcium, iron, or zinc on birth weight are less 

well established, although linkages between some nutrients and other poor birth 

outcomes, such as neural tube defects, have been established (Murtaugh & Weingart, 

1995).  Scholl and Heidiger (1995) suggest that a finding of poor overall dietary intake 

may also constitute a marker for poor vitamin and mineral intake. 

Guendelman and Abrams (1995) compared the diets of Mexican-descent and non-

Hispanic white women.  They found that diet among Mexican-descent women is 

influenced by cultural orientation.  Using generational status as a marker for cultural 

orientation, first generation women were found to have higher average intakes of protein, 

carbohydrates, and several vitamins and minerals when compared with second-generation 

women of Mexican-descent and non-Hispanic white women.  Indications of advantage 

due to dietary practices in first generation Mexican-descent women persisted, even after 

controlling for smoking and socioeconomic factors.  In discussing their findings, 

Guendelman and Abrams (1995) suggest that differences in diet may explain, in part, the 

LBW paradox.   
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Maternal Smoking, Alcohol Consumption and Drug Use  

Much research has been done to quantify the influence of smoking, alcohol 

consumption, and use of illicit drugs on birth outcomes.  For some of these behaviors, 

strong relationships with LBW have been found.  Overall, Mexican-descent women, and 

those who are more Mexican-culture oriented in particular, tend to report less cigarette 

smoking, alcohol consumption (Scribner & Dwyer, 1989), and use of illicit drugs 

(Guendelman, Gould, Hudes & Eskenazi, 1990; Zambrana, et al., 1997) than do non-

Hispanic white women.   

Smoking has one of the strongest influences on LBW of any identified risk factor 

(Chomitz, Cheung, & Liberman, 1995).  Smoking during pregnancy doubles the risk of 

LBW and increases the risk of spontaneous abortion, stillbirth, and neonate mortality by 

one-third (Walsh, 1994).  Women who consume 3 to 5 alcoholic drinks a day double their 

risk of LBW, and risk is tripled for those who consume 6 or more drinks a day (Chomitz, 

Cheung, & Liberman, 1995).    

Jones and Lopez (1990) provide a thorough review of the influences of drug 

abuse on pregnancy outcome, covering seven classes of psychoactive drugs.  In addition 

to direct physical effects on the fetus, use of illicit drugs may be associated with other 

maternal behaviors that place the fetus at risk (Jones & Lopez, 1990).  Five to seven 

percent of pregnant women may use cocaine, but percentages among lower 

socioeconomic groups have been reported to range between 8% and 40% (Chazotte, 

Youchah & Freda, 1995).  Lower rates of utilization of illicit drugs have been related to 

positive birth outcomes in women of Mexican descent (Guendelman, Gould, Hudes & 

Eskenazi, 1990; Zambrana, et al., 1997). 
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Maternal Employment 

Studies that examine the influence of employment on pregnancy outcome 

accompanied increases in the number of women in the work force (Culpepper & 

Thompson, 1990).  Many studies have found that women who work have better 

pregnancy outcomes than those who do not.  This is because women who work outside 

the home tend to exhibit fewer risk factors, and to have sociodemographic advantages 

over women who do not work, resulting in the "healthy worker effect" (Colie, 1993; 

Moss & Carver, 1993).  In Moss and Carver (1993), pregnant women who worked were 

more likely to have higher socioeconomic status, medical insurance, be married and be 

non-Hispanic white than women who were not working.  Still, some working conditions 

such as prolonged standing, heavy lifting or other strenuous work have been found to 

increase the odds of pre-term birth (Colie, 1993).   

PSYCHOSOCIAL INFLUENCES ON BIRTH WEIGHT 

In the birth outcome literature, stress, depression and social support are frequently 

examined concurrently.  Theory and research identify three paths through which stress 

and depression could influence pregnancy outcomes.  People under stress, including 

pregnant women, may place highest priority on addressing sources of stress, and in doing 

so, neglect other life concerns, such as pregnancy (Culpepper & Jack, 1993).  As a result, 

saludogenic practices such as seeking prenatal care, or attending to diet may be 

overlooked.  Secondly, pregnant women may attempt to moderate stress through 

unhealthy behaviors such as smoking or substance abuse (Culpepper & Jack, 1993).   

A third path, the impact of stress and depression on the functioning of the body, is 

being researched.  Hormones released in response to stress have been found to increase 

maternal blood pressure, and through complex biochemical processes, decrease blood 

flow to the uterus and fetus (Bragoiner, Cushner, & Hoebel, 1984; McLean, et al, 1993; 
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Paarlberg, Vingerhoets, Passchier, Dekker, & Van Geijn, 1995; Reading, 1983).  Also, 

increased stress has been linked to decreased function of the body's immune system, 

which may lead to increased risk of pre-term labor (Bragoiner, et al, 1984, Paarlberg, et 

al, 1995).   

According to Derogatis and Coons (1994), stress is a subjective experience.  

Stress associated with pregnancy, stemming from concern for the health of the fetus, 

about bodily changes, or about becoming a mother (Affonso & Sheptak, 1989), may 

differ from woman to woman.  Walzer (1995) states that the maternal role is socially 

constructed.  Differences in the social construction of the maternal role may influence 

women's subjective experience of pregnancy.  This possibility must be kept in mind when 

examining the influence of perceptions of the maternal role within the context of this 

study.  Positive cultural constructions of pregnancy and the maternal role may result in 

less stress in reaction to pregnancy. 

Another psychosocial aspect of pregnancy that has been included in many studies 

of birth outcome is the intent of the woman to conceive, also referred to as "wantedness", 

since the desire to have children may influence maternal behavior.  There is recent debate 

(Klerman, 2000; Campbell & Mosher, 2000; Hobbs, Jameson, De Witt, & Fischer, 2000) 

about the definition of intention to conceive.  Unintended pregnancies may be classified 

in two ways (Klerman, 2000).  Pregnancies may be classified as mistimed, meaning that a 

child is not wanted now but rather at some point in the future.  The second classification 

is unwanted, meaning that a child is not wanted now or at some point in the future.  

Women who are ambivalent about pregnancy may be less likely to use prenatal care, 

curtail smoking, or alcohol consumption, while women who welcome pregnancy may be 

more attentive to their diet (Cooney, 1985; Joseph, 1989, cited in Alexander & 

Korenbrot, 1995, p. 110).      
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The linkages between stress and physical well-being as well as the link between 

social support and stress are still being explored (Thoits, 1995).  Still, social support is 

recognized in the literature as a moderator of stress, and has been studied in relation to 

stress and depression in pregnancy (McLean, et al, 1993).  Using structural equation 

modeling, Feldman, Dunkel-Schetter, Sandman and Wadhwa (2000) found that social 

support factors were a significant predictor of fetal growth.  With the influence of social 

support on fetal growth, the influence of social support in Mexican-descent families may 

be of particular importance.  Families of Mexican descent have been described placing 

high value on familial cohesiveness and cooperation (Delgado & Humm-Delgado, 1982; 

Keefe, Padilla, & Carlos, 1979; Miranda, 1980), and the influence of generational status 

on patterns of familial support (Keefe, 1979; Sabogal, Marin, Otero-Sabogal, Marin, & 

Perez-Stable, 1987).   

Collins, Dunkel-Shetter, Lobel, and Scrimshaw (1993) explored the influence of 

social support on birth outcomes and depression.  Three aspects of social support were 

examined; amount received, quality, and network resources.  A hypothesized link 

between social support and maternal health was supported.  There was a strong 

relationship between quantity of social support, satisfaction with social support, and 

infant's five-minute Apgar scores.  Also, birth weights were higher among women with 

more network resources.   

Magaña and Clark (1995) identify religiosity as an important aspect of Mexican 

cultural orientation, and as a possible source of influence on birth outcomes in the 

Mexican-descent population.  Religious proscriptions may result in avoidance of 

smoking, drinking, and other behaviors that influence birth outcomes.  Additionally, 

spiritual beliefs and activities may be a source of positive maternal role models, and may 

be perceived as a resource or refuge in times of stress (Magaña & Clark, 1995).  As such, 
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religion may serve a function similar to that of social support in influencing birth 

outcomes. 

CULTURAL ORIENTATION AND BIRTH WEIGHT 

As has been noted above, birth weight research focusing on the Mexican-descent 

population increasingly calls for examination of the indirect influences of culturally 

derived phenomenon such as maternal behavior, patterns of social support, and factors 

influencing stress.  Differential patterns of cigarette smoking, alcohol consumption, and 

diet have been found to correlate with markers of cultural orientation.  Markers of 

cultural orientation that have been used in birth outcome research include language 

preference (Acevedo, 2000; Guendelman, 1994;  Scribner, Dwyer, & Baley, 1992), place 

of birth of respondent and/or respondent's parents (Gardner & Goldenberg, 1995; 

Guendelman, et al., 1990, Singh & Yu, 1996), years of residence in the United States 

(Guendelman & English, 1995; Zambrana, et al., 1997), self-identified ethnicity (Solis, 

Marks, Garcia, & Shelton, 1990) or a composite of these measures (Cobas, et al., 1996).  

Theories about cultural orientation, such as those describing patterns of change at 

the interface of two cultures, are marked by controversy.  The concept of acculturation, 

used extensively in the birth outcome literature, has been criticized on several counts.  

Early theories implied monolithic, unidirectional change, usually in the direction of self-

described "dominant" Western cultures (Keefe & Padilla, 1987).  More recent theory 

avoids this implication but tends to assume that cultural change will take place, that one 

culture will be lost in the other, or that a hybrid culture will emerge (Keefe & Padilla, 

1987).  As such, research that focuses on cultural orientation must acknowledge this 

controversy. 

The streams of research reviewed above depict a complex picture of multiple and 

interacting influences on the etiology of LBW and the birth weight paradox.  The effects 
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of demographic factors, maternal physical characteristics, and behaviors that increase the 

risk of poor birth outcomes have largely been identified and measured.  Still, much of the 

Mexican-descent advantage remains unexplained.  Researchers have repeatedly 

suggested that cultural factors appear to be the source of Mexican advantage.  Routes of 

influence that have been suggested include the promotion of saludogenic behaviors, 

superior strength and functioning of social support networks, and attitudes toward 

maternity that positively affect stress levels.   

In keeping with these findings, this study explored variations in the perception of 

pregnancy of women of Mexican-descent, with special attention to patterns of difference 

that coincided with participants’ cultural orientations.  Current research indicates that 

something happens to women of Mexican descent as they become more oriented to 

American culture, resulting in erosion of favorable birth weight outcomes.  Identifying 

cultural differences in perception of pregnancy and motherhood may help identify 

cultural factors that indirectly influence birth outcomes.   
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CHAPTER THREE:  DESIGN AND METHODOLOGY 

THE QUALITATIVE FRAMEWORK 

I chose qualitative methodologies for this study for several reasons.  Quantitative 

research has described patterns of difference of birth weight in various populations, and 

has identified factors that account for some variation in birth weight.  This same research 

calls for the exploration of the proximate determinants of birth outcomes, and suggests 

that social and cultural factors might have an indirect impact on birth outcomes (Balcazar 

et al., 1991; Frisbie, 1994; James, S. A., 1993, Markides & Coreil, 1986; McLean et al., 

1993).  Specific social and cultural factors that might result in this influence have not 

been identified, although researchers suggest that socially and culturally derived 

perceptions of pregnancy may result in differential maternal and social support behaviors, 

and levels of maternal stress (Zambrana, et al., 1997; James, S. A., 1993).   

Rather than trying to measure actual birth outcomes, this research explored social 

and cultural contexts of pregnancy in depth, as expressed in the behavior and attitudes of 

expectant women and their social networks.  Qualitative methodologies lend themselves 

to exploratory studies and to gathering in-depth understandings of complex phenomenon 

(Marshall & Rossman, 1994).  Additionally qualitative methods allow for examination of 

phenomena such as subjective meanings and social contexts for which quantitative 

variables are difficult to operationalize (Neuman, 1994).   

Culturally derived interpretive frameworks are best discerned using qualitative 

measures (Marshall & Rossman, 1994).  The social construction of pregnancy and 

maternity constitute culturally derived interpretive frameworks that can be expected to 

influence behaviors and how people interpret events around them.  Use of qualitative 

methods to explore the perceptions of pregnancy of women of various cultural 
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orientations can increase our understanding of the ways in which cultural constructions of 

pregnancy differ.     

This research combines contextual social constructionist (Franklin, 1995) and 

biopsychosocial viewpoints of human functioning (Berkman, et al., 1990; Rodwell, 1990; 

Saleeby, 1992).  Contextual social constructionism is theoretically constructionist, and 

says that we construct our realities through interaction with the social environment.  

Brown (1995) states that the examination of social constructions of diagnosis and illness 

can identify the impact of culture on understandings, meanings and actions related to 

physical conditions.  Contextual social constructionsim accepts that physical conditions 

exist, but states that the individual’s experience of the condition is influenced by social 

contexts at the individual, social network and cultural levels (Brown, 1995).  Gergen 

(1985) in Franklin (1995) says that, through social processes, including those related to 

institutions, communities and cultures, we come to form social constructions of 

experience.  As social contexts change, so do our social constructions.   

Based on medical research literature, and taking a biopsychosoical stance, and, I 

assumed that women’s emotional reactions to their constructions of pregnancy influence 

them physically.  Biopsychosocial viewpoints acknowledge the interconnectedness of 

social, psychological and biological aspects of human experience  (Berkman, et al., 1990; 

Rodwell, 1990; Saleeby, 1992).  Berkman, et al. (1990) expand the biopsychosocial view 

point to include cultural and environmental influences.  While there is a great deal of 

overlap between contextual social constructionist theory and a biopsychosocial point of 

view, they complement each other.  A biopsychosocial theoretical stance recognizes the 

connection between the physical body, and the human experience of the external 

environment that contextual social constructionist theory lacks, while contextual social 

constructionist thinking takes an epistemological stance, which the other does not.  Both 



 30 

theoretical models, biopsychosocial and contextual social constructionist viewpoints, 

stress the bi-directional nature of influence between the individual and her environment, 

while the social constructionist viewpoint emphasizes the subjective nature of experience. 

According to Franklin (1995), people's stories about phenomena, and exploration 

of meanings attached to a given phenomenon by social networks, are tools for 

understanding social constructions of phenomenon of interest.  I expected that by 

listening to women’s stories about their pregnancies I would be able to discern social 

constructions of pregnancy that were influenced by culture.  Women’s stories would 

describe constructions of pregnancy learned in the social environment, as well as 

women’s reactions to these constructions.  I expected that women’s perceptions would 

differ somewhat at an individual level, but that I would be able to identify patterns of 

similarity and difference in women’s constructions of pregnancy, resulting from 

variability in women’s cultural contexts.   

THE RESEARCH PROCESS 

In order to explore social constructions of pregnancy, I conducted in-depth 

interviews with study participants.  Interviews explored perceptions of pregnancy and 

motherhood, and the pregnancy-related behaviors of participants and their social 

networks.  In-depth interviews provided opportunities to explore the depth and breadth of 

attitudes and behaviors necessary to describe the cultural context of pregnancy.     

Research Site and Participants 

The collection of data for this project took place the summer of 1997 as part of a 

larger University of Texas, Department of Sociology, Population Research Center (PRC) 

study that collected similar data in Ciudad Juarez and Matamoros, Mexico.  El Paso was 

chosen as the site for this part of the study because the PRC had recently conducted two 
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large quantitative surveys exploring maternal health at RETGH (Casique & Gonsalez, 

1996).  The PRC planned to compare results of the two previous studies and the current 

study.  It was determined that about fifty percent of women who use the labor and 

delivery services at RETGH also use Texas Tech University Health Sciences Center's 

(Texas Tech) Obstetrics Clinic, making Texas Tech clients fairly representative of the 

RETGH population.  During the work with RETGH to develop the question guide, I 

initiated contact with Dr. Kellie Flood-Schafer, Residency Program Director at the Texas 

Tech Obstetrics Clinic, and obtained permission to review Obstetric Clinic patient files.   

I reviewed 637 charts over the course of three weeks, looking for premiparous 

women with Hispanic surnames.  I recruited premiparous women because I felt that 

social support changes as well as perceptions and attitudes related to pregnancy would be 

more identifiable for women who were experiencing these for the first time.   

I eliminated 327 women because they were not in their first pregnancy.  Twenty-

two charts had no information about parity.  Thirty-nine women were eliminated because 

they had non-Hispanic surnames.  I recorded data from the remaining 249 files on index 

cards.  Data included women’s names, addresses and phone numbers, dates of birth, date 

of the last menstrual period when available, and estimated due dates.  Also recorded were 

the dates of any appointments scheduled for the future.  Among the premiparous Hispanic 

surnamed women that were identified, 77 were so close to their expected delivery date 

that scheduling a visit prior to the baby’s birth would be difficult.  Thirty-five were 

eliminated because they were less than 18 years of age.   

I placed index cards with recorded information in order of the women’s expected 

delivery dates, in order to increase the likelihood that I would make contact and conduct 

the interview before the baby was born.  I developed a list of points to cover in the initial 

conversation with each woman so that information I provided would be consistent and 
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thorough.  I began telephoning potential participants to describe the study and request 

their participation.  If a woman expressed interest in participating in the study, an 

appointment was scheduled at a time and place convenient to her.  If a participant did not 

have a telephone or if the telephone number given was incorrect or not working, I 

attempted to contact her by being present at the clinic during a scheduled visit.   

I encountered several difficulties in establishing contact with participants.  Eleven 

potential participants had non-working telephone numbers, and three were no longer at 

the address they had given at the clinic.  Attempts to trace them or contact them at 

scheduled clinic visits were unsuccessful.  I left messages with 17 women to contact me, 

but did not receive calls back.  Two women had given birth by the time I spoke with them 

about their availability for interviews.  Five women declined to participate when I 

contacted them.  I moved through the index cards, attempting to contact women and 

interviewing those who wanted to participate until I had completed 26 interviews.  Three 

participants declined to be tape-recorded.  Two interview tapes were incomplete due to 

failure of the tape recorder, and five interviews were rendered incomplete when portions 

of the tapes were lost in the transcription process.  

 I later decided to include a second group of twelve interviews that were 

conducted in Matamoros and Ciudad Juarez, Mexico around the same time as part of the 

larger PRC study.  Including these interviews helped replace interviews that had to be 

excluded.  I also reasoned that the additional interviews would increase the heterogeneity 

of the sample since I expected that these women would be unequivocally Mexican in 

their cultural orientation.  By virtue of their cultural orientation, I thought these women’s 

constructions of pregnancy would be relatively homogenous in comparison to women 

whose constructions of pregnancy had been influenced by having lived in the United 

States.  Marshall and Rossman (1994) state that there must be sufficient variability within 
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the selected population to provide data of the quality needed to answer research 

questions.   

The 12 interviews from Matamoros and Ciudad Juarez, Mexico were drawn from 

part of a convenience sample of 24 pregnant women that were interviewed using the 

survey instrument developed for the current study.  The participants met the selection 

criteria for this study based on parity, ethnicity, and age.  Participants were identified 

through clinics, community organizations and through other respondents in low-income 

neighborhoods.  Two women who were familiar with the goals of this research and with 

the survey instrument conducted interviews the summer of 1997 (Fernandez, 2000).   

Questionnaire Development 

Originally, two interview schedules were developed with questions based on areas 

of interest mentioned in the research literature.  I pre-tested the English version of the 

two-interview form of the question guide with three women of Mexican descent residing 

at a shelter for the homeless in El Paso, Texas.  Based on the time involved in the two-

interview format and discussion with pre-test participants, students and faculty from the 

PRC, I combined the two question guides, reducing the number of times participants 

would need to commit to the interview process.  Working with the PRC, the resulting 

questionnaire was translated into Spanish.  Three bilingual volunteers who had worked 

on the Obstetrics and Gynecology ward at RETGH for some time and were familiar with 

issues related to pregnancy as well as the terms and language used by the population that 

the hospital served, reviewed the question guides to suggest revisions in terminology.   

The resulting English and Spanish question guides (See Appendix A) included 

both open- and closed-ended questions.  Closed-ended questions were used to collect 

specific information, such as demographics and information about household structure.  

Information about social network composition was gathered using both open and closed-
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ended questions.  This approach allowed participants to include people in their networks 

that were not anticipated while also gathering information about people in specific roles, 

such as parents or the father of the baby.     

Interviewers, including myself, also asked participants to describe the anticipated 

and actual responses that a broad range of social network members had to the pregnancy.  

Initial reactions and current attitudes of network members about the pregnancy were 

discussed.  While not purposely elicited, women wove information about the quality of 

relationships and types of support received prior to pregnancy into their descriptions.  By 

combining specific and general questions about network composition and behavior, I was 

able to gather specific information required by the research questions and also identify 

and explore relationships and behaviors that were unexpected or otherwise fell outside of 

what I might have anticipated.   

Women were asked to describe their current and recent living situations, 

behaviors that people in their lives exhibited in relation to the pregnancy, and behaviors 

they expected of social network members in the future.  Participant’s financial situation 

prior to pregnancy and at the time of the interview, as well as changes in daily activities 

at home, work, and school associated with the pregnancy were also explored.  Women 

were asked if the pregnancy was planned.  Many also spontaneously discussed aspects of 

their lives related to pregnancy planning.  Stress in reaction to pregnancy was explored 

through questions eliciting positive and negative thoughts about future motherhood.   

Markers of cultural orientation based on the birth weight literature were gathered.  

These markers included the participant’s place of birth, place of her parent's birth, and 

several questions about language preference.  Each participant’s self-reported ethnicity, 

years of residence in the United States and Mexico, and years of education in each 

country were recorded.  The PRC included questions about diet, and women's migration 
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and work histories for use in other studies.  The questionnaire remained basically the 

same through the course of the research process.  The only area of change was the 

addition of questions about exercise habits when participants described changes in 

exercise when asked about changes in daily activities in response to pregnancy.   

Description of the Sample 

All participants were in their first pregnancy and ranged from 18 to 35 years of 

age with a mean age of 21.75 (see Table One, Demographics of the Sample).  I excluded 

women under the age of 18 were because I anticipated that some minors might have 

parents living in Mexico, which would complicate obtaining parental permission for their 

participation.  Twelve of the interviews were conducted in English, and 16 in Spanish. 

Seven of the women interviewed received all their education in the United States, 

nine in both the United States and in Mexico, and 13 were educated solely in Mexico.  

Women educated solely in Mexico had lower mean years of education than those 

educated in both countries or only in the United States.  This disparity may be due to the 

educational structure in Mexico.  In Mexico, the first six years of school, primaria, are 

government subsidized and mandatory.  Secundaria or secondary education lasts for three 

years, is usually available through private schools, and must be paid for by the attendee.  

After completing primaria and secundaria, students who wish to continue their education 

can take short technical courses of study, or studies to prepare for university admission.  

Again, the government does not pay for trade and college-preparatory schooling.  

It was not unusual for participants born in one country to live for extended periods 

of time in the other.  This was true both for women born in the United States and those 

born in Mexico.  Only six participants had lived in the United States all their lives.  Many 

women interviewed in the United States had lived or received a significant part of their 

education in Mexico.  I will discuss the participant’s self-reported ethnicity, place of 
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birth, language preferences, and other markers of cultural orientation used in the LBW 

literature in Chapter Four.   

Table One:  Demographics of the Sample  

Interview Age Years in 
U. S. 

Years of 
Education* 

Language 
of 
Interview 

Marital 
Status 

Employment Status When 
Interviewed 

004 23 23 12 English Single Working 
005 23 <1 10* Spanish Married Never Worked 
007 25 1.5 14* Spanish Cohabit Unemployed 
008 26 15 5*, 9 English Single Never worked 
009 35 11 6* Spanish Cohabit Never worked 
011 22 12.5 3*, 9 Spanish Single Unemployed 
012 23 <1 11* Spanish Married Unemployed 
013 18 18 13 English Married Unemployed 
014 19 19 12 English Married Unemployed 
015 19 19 11 English Cohabit Never worked 
017 20 8 5*, 5 Spanish Married Unemployed 
020 20 17 10 English Single Never worked 
021 26 10 7*, 4 English Single Working 
022 19 11 6*, 6 English Single Never worked 
023 19 19 11 English Married Unemployed 
024 21 21 10 English Cohabit Unemployed 
025 20 11 4*, 8 English Single Laid off 
026 25 18 5*, 9 English Married Working 
100 23 0 11.5* Spanish Married Unemployed 
101 28 0 12* Spanish Married Unemployed 
103 20 3 9*, 3 Spanish Married Never worked 
104 18 0 10* Spanish Cohabit Unemployed 
106 19 0 6* Spanish Single Unemployed 
108 21 0 7* Spanish Married Working 
109 18 0 7* Spanish Cohabit Maternity Leave 
301 19 0 9* Spanish Cohabit Maternity Leave 
302 19 0 9* Spanish Cohabit Maternity Leave 
311 22 0 6* Spanish Married Working 

* School in Mexico 

Women were asked directly about their marital status and living arrangements.  

At the time of the interviews, all women were living with family members or their 

partner, rather than alone or with friends.  Nine women were living with partners 

(married and unmarried), and six lived with parents in a traditionally nuclear or single -

parent household.  The balance lived in households other than the traditional nuclear 
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family.  Two women lived with extended family members who had raised them from 

childhood, one with her aunt, and another with her grandparents.  Eight extended families 

included the participant’s partner.  For example, one woman (311, 4)* lived with her 

husband, mother-in-law, two aunts-in-law, and two minor children.  Another (104, 9) 

lived with her mother and father, three siblings, and her husband.   

DATA COLLECTION AND MANAGEMENT 

Interviewers collected date through tape-recorded, in-depth interviews with each 

woman and by taking notes during the interview.  We gathered additional information 

about the women's diets and home environments using instruments designed for the PRC 

study.  One interview lasting from one to two hours was conducted with each participant.  

During the initial contact with each El Paso respondent, the relationship between the 

researcher and the Texas Tech prenatal care clinic was defined.  Prospective participants 

were given an idea of the time involved in data collection and the nature of the questions 

they would be asked.  The study was presented to potential participants as an opportunity 

to contribute to the understanding of positive birth outcomes among women of Mexican-

descent.  The initial and subsequent contacts were conducted in either English or Spanish, 

following the lead of the participant.  Sixteen interviews were conducted in Spanish and 

twelve were conducted in English. 

 
*Examples and quotes appearing in the text and tables are identified by participant interview number and 
cultural orientation ranking as identified in Appendix C.   

Women who were willing to participate in the study were asked where they would 

prefer to be interviewed.  They were informed of the sensitive nature of some of the 

questions, and it was suggested that interviews be scheduled at times and in locations that 

would allow the respondent to speak openly.  All El Paso participants chose to be 

interviewed in their own homes.  In most cases, although most women were not alone in 
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their homes, they were the only interview participants.  In four cases another person or 

persons were present for part of the interview.   

At the beginning of the data collection interviews, a more in-depth overview of 

the research project was provided to participants, and they were asked to sign a consent 

form.  The consent form stressed the voluntary nature of participation in the interview 

process.  English and Spanish consent forms can be found in Appendix B.   

I assigned each interview a code number that was used as an identifier on all 

materials generated throughout the transcription and analysis process.  I sent tape 

recordings of El Paso interviews to contractors of the PRC for transcription.  Transcribers 

then returned computer disks of the transcriptions and the tape recordings to me.  In order 

to retain important inferences, culture-specific meanings, and other artifacts of language 

that can be lost in translation, interviews were fully transcribed in the language used 

during the interview.   

DATA ANALYSIS 

In qualitative research, “analysis proceeds by extracting themes or generalizations 

from evidence and organizing data to present a coherent, consistent picture (Neuman, 

1994, p. 317)."  Although a tentative plan for data analysis must be formulated in 

response to research questions and to guide data collection, the plan must be seen as a 

flexible strategy that will respond to the emergent features of the data (Marshall & 

Rossman, 1994).  

I will review my analysis process chronologically, describing the challenges I 

encountered, the tools I used or developed, my logic in the selection or development of 

tools, and the products of the use of the tool.  Miles and Huberman (1994) were an 

important source of both encouragement and ideas for many of the tools and techniques I 

used in the later stages of the analysis process.   
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My primary analysis technique was template analysis (Crabtree & Miller, 1992).  

In the analysis process, I developed many tools to organize and examine data, such as 

charts for collection of specific data.  Some charts gave overviews of all participants in a 

specific area of interest, such as living arrangements, while others presented a range of 

information about individual women.  These tools allowed me to examine details about 

individual participants within the context of the data as a whole.  The charts also helped 

me track themes that emerged when looking at the data as a whole back to the discrete 

statements and observations that gave rise to those themes.   

In the initial steps of analysis, I explored the completeness of the data, and using 

NUD.IST software (Qualitative Solutions and Research Pty, Ltd, 1994), coded sections 

of interviews based on a list of categories of interest.  I based the list of coding categories 

on common themes in the birth weight and social support literatures.  Coding categories 

included demographic variables, data related to cultural orientation, sources and types of 

social support, daily activities, and a broad category for attitudes toward pregnancy, the 

baby, and self.   

As I read and coded interviews, I checked the accuracy of the transcriptions.  

Several transcribers were used, and the quality of the transcriptions varied from 

transcriber to transcriber.  Although I had decided that the interviews would not be 

translated, I found it necessary to do extensive corrections of some of the English 

transcriptions.  The transcribers employed by the PRC were primarily Spanish speaking, 

and it appeared that they might not have understood some words in the English-language 

interviews.  The Spanish transcriptions were more accurate.  When I moved on to later 

Spanish transcriptions, I discovered that some transcriptions and the corresponding 

interview tapes were missing or portions of taped interviews had been erased.    
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I began the analysis process with three English and three Spanish interviews, 

rather then focusing on one language or the other.  I felt I would be more likely to see 

differences if I compared interviews side by side.  The interviews were read and coded 

using the NUD.IST software as described above, yielding compilations of excerpts within 

each coding category.  The excerpts from each coding category were printed, and I read 

them again, making margin notes and looking for themes.  I subsequently examined the 

incidence and length of discussion of each subject, trying to establish which subjects 

seemed to be most important to the participants.  I collapsed some coding categories, 

such as those for women’s attitudes toward work, which I originally divided into the 

reasons for and against working that participants discussed.  I combined them into one 

category because there was not extensive discussion of the pros and cons of working, and 

because women’s attitudes were relatively homogeneous.   

I also read the next six interviews, three Spanish and three English, while 

listening to the tapes in order to check transcriptions.  I made margin notes on the 

transcriptions according to the revised NUD.IST coding scheme, indicating, for example, 

where women talked about cultural orientation or changes in daily activities.  In addition 

I developed one- or two-page handwritten summaries of each participant’s situation with 

observations pertinent to existing coding categories.  I created summaries for each of the 

six interviews of women’s observations about the types, and sources of social support 

they received.  These summaries helped validate earlier decisions to collapse some 

coding categories.   

I was concerned that I did not already notice differences between the two 

language groups in terms of social network member’s reactions to pregnancy at this 

point.  As a result, before beginning analysis of the next group of interviews I read 

sections of Miles and Huberman (1994) looking for guidance on methods to be used in 
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comparing groups.  Miles and Huberman (1994) argue heavily for use of displays such as 

matrices, graphs, and charts to condense the data of extensive narratives so features are 

more readily observed.  They also discuss role-ordered matrices using one axis to 

represent people and the other to represent features of roles such as role expectations 

(Miles & Huberman, 1994, p. 123).  Using these ideas, I developed two matrices for each 

interview, placing network members on one axis and types of social support on the other.  

One matrix was for enacted support and the other was for perceived or anticipated 

support.  This approach resulted in two matrices for each interview. 

From the original twelve interviews I coded each description of enacted or 

perceived support by type and network source on a matrix for that interview.  I also tried 

to determine how respondents felt about support they were or anticipated receiving, and 

coded this into the matrices as well.  I grouped the matrices based on language preference 

to see if there were any differences in patterns of support provision.  Data that did not fall 

within the bounds of the social network, such as attitudes of the respondents toward their 

babies, lead me to create categories on the perceived support matrix to include God and 

the baby.  I also developed a special indicator for what I called “negative social support” 

from network members.  Notes I made as the analysis progressed reflected emergence of 

data that lay outside the bounds of social support.   

Concurrent with these steps in the data analysis, I examined the cultural 

orientation of the women who participated in the study, a key feature of the research.  I 

initially grouped data based on the language of the interview, comparing English 

interviews with Spanish interview to identify systematic differences between the two 

groups.  After multiple attempts to identify differences using this method, I developed a 

scale based on the markers of cultural orientation used in the birth weight paradox 

literature.  I applied this to the participants, resulting in two continua reflecting measures 
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of Mexican-culture orientation and American-culture orientation for each participant.  I 

organized data in accordance with these continua in most steps of analysis, in order to 

identify patterns in the data related to cultural orientation.  Chapter Four is a discussion of 

the development of the continua, and observations related to participant’s cultural 

orientation. 

When most of the interviews had been coded to indicate types and sources of 

social support, I hired a second reader to examine the coding.  The second reader was an 

Advanced Placement student in psychology in her senior year of studies for a Bachelor’s 

degree in Psychology at Pomona College in Claremont, California.  She had worked in 

the past as a research assistant translating and coding data in English and Spanish, and 

had participated in research projects as an interviewer, in which she also evaluated and 

summarized data.   

The second reader reviewed printed transcripts from which my coding had been 

removed and coded them based on the existing coding scheme.  I asked that she use a 

strict interpretation of the existing coding scheme and make margin notes of any 

questions or observations she might have, particularly anything that fell outside of the 

existing coding scheme.  Training included a discussion of the research project, reading 

my research proposal, selected readings related to social support, a review and 

explanation of the existing coding scheme, and discussion of emerging features of the 

data that did not fit within the existing coding scheme.  As the second reading progressed, 

we met once a week to compare our coding, reviewing an average of four interviews each 

meeting.  When there were discrepancies in coding, we reviewed our observations until 

we reached an agreement about what should be done with the particular piece of data we 

were reviewing.   
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Our coding of features of social support agreed for the most part.  We discussed 

my assignment of positive or negative interpretations to particular social network 

behaviors and decided that this approach introduced too much subjectivity.  As a result I 

removed positive or negative interpretations of support from the coding.   

As anticipated, new themes outside of those related to social support did emerge.  

Some were categories of data I had identified but had not included in the social support- 

coding scheme.  For example, we created a distinction between network members initial 

reactions to pregnancy and social support provided subsequent to the announcement of 

pregnancy.  We also created new coding categories for a variety of reactions to 

pregnancy such as “Relationship with baby”, “Modulation of emotions”, “Future with 

baby”, and “Pregnancy as life-changing”.  As new themes emerged, I recoded interviews 

accordingly.  I then cut the coded transcripts into sections by coding category and sorted 

them into labeled envelopes.   

Through multiple reviews of the coded data, I developed tools with which to 

summarize and examine information in each new category and in the initial social 

support categories.  These reviews resulted in further refinement of coding categories and 

the gradual identification of themes that were common across the interviews.  I 

summarized themes in a series of increasingly developed tables and charts.  

During the interview and analysis processes it became evident that some of the 

study results would run contrary to some of my early assumptions about what the analysis 

would yield.  The assumptions that were challenged were related to the relative 

importance of social support in participant’s experience of pregnancy, the magnitude of 

change in social network members’ behaviors in response to pregnancy, and the 

centrality of pregnancy to participants’ experience.    
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I had expected that the social support women received would be the source of 

greatest difference among the women interviewed.  The birth weight literature suggests 

that systematic differences in social support may explain paradoxical birth weight 

outcomes.  My initial work on developing the question guides focused heavily on 

gathering detailed information about social networks and the social support each network 

member provided, although clinical articles about the impact of stress on maternal 

physiology encouraged me to include questions about sources of stress, such as feelings 

about pregnancy.  Based on my assumptions about social support my initial coding 

focused exclusively on features of the social network and supportive behaviors.  It was 

evident to me as I did the coding on the first few interviews that there were aspects of 

women’s experience that were not related to social support.  Work with the reader helped 

me confirm and examine features of women’s experience besides social support. 

I had also assumed women’s stories would reflect changes in social support in 

response to pregnancy, but even prior to beginning formal analysis of the interviews, I 

realized that the great majority of women were not reporting major changes in social 

support in response to pregnancy.  I had expected that there would be several distinct 

changes in patterns of social support along lines of women’s cultural orientation.  In 

particular I anticipated that Mexican culture-oriented women would report noticeable 

increases in supportive behaviors by network members, and new involvement by network 

members who had been peripheral to women’s lives before pregnancy.  Another pattern I 

had expected was that it would not be uncommon for unmarried women with more 

American culture orientations to be ostracized by social network members.  These 

assumptions were based in part on my reading of the birth weight literature, and to an 

extent on anecdotal experiences I had when I was growing up. 



 45 

When I was growing up, I heard stories about young women who were thrown out 

of the house because they were pregnant.  I also heard stories about women who were 

sent out of town to live in homes for unwed mothers, until they could return home after 

the baby was born and placed for adoption.  Although these things did not actually 

happen to any one I knew, these images were part my perceptions of social support in 

pregnancy that I brought with me to the study.   

Also, researchers exploring the Mexican descent birth weight paradox have 

indicated that social support may be an indirect determinant of birth outcomes.  I 

reasoned that differences in social support between cultural groups might influence 

women’s feelings about pregnancy.  With this in mind, I expected that I would find 

differences in patterns of social support, with Mexican-culture oriented women receiving 

increased support from a broader range of network members.  I thought I might find that 

American-culture oriented women received support from a narrower range of network 

members, and that support received would be based on the woman’s marital status.       

The return of social networks to old patterns of provision of social support, and 

the relative infrequency of women being thrown out of their homes at the announcement 

of pregnancy was evident to me early on.  My analysis did focus on identifying changes 

in social support, resulting in the finding that, while there might be initial upheaval in 

response to an unplanned pregnancy, subsequent patterns of social support were very 

similar to those that preceded the announcement of the pregnancy.   

The third of my assumptions that were challenged was that pregnancy would be 

the primary focus of women’s concerns when talking about their situations.  This 

assumption was based also on emerging examination of pregnancy-related concerns in 

the research literature, and was reflected in the question guide.  I included questions 

about women’s daydreams about becoming a mother because I thought they would yield 
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insights into women’s attitudes about pregnancy.  While women did talk about their 

attitudes about pregnancy, their primary focus was on becoming a mother.  Examining 

women’s responses to questions about motherhood, it became evident that even during 

pregnancy, these women’s primary concern was not the pregnancy they were 

experiencing, but rather what their life as a mother would be like.  

The areas of change mentioned above constitute some of the major findings of 

this study, since in my assumptions were based to a large extent on researcher’s 

comments about the possible indirect determinants of the birth weight paradox.  In my 

examination of women’s experience it was important to keep an open mind so that all 

possible constructions of this time of life had opportunities for expression.  Chapters Five 

and Six will describe women’s experience of pregnancy, including social network 

members’ initial reactions to the pregnancy, and subsequent behaviors, and women’s 

concerns about becoming mothers.   

Another area of unexpected outcomes for the study is explored in Chapter Four.  

A primary goal of this study was to identify how women with varying cultural 

orientations would differ in terms of their experience of pregnancy.  While women did 

describe a broad range of experiences in relation to pregnancy, linking differences in 

experience to cultural orientation was unexpectedly difficult.  Reasons for my difficulties 

in linking variability in perceptions of pregnancy to cultural orientation will be explored 

in Chapter Four.  
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CHAPTER FOUR:  CULTURE-RELATED DIFFERENCES IN THE 
CURRENT STUDY 

One of the central tasks of analysis for this study was to identify variation in 

cultural orientation across the sample of women interviewed.  By doing so, I would be 

able to examine variation in pregnancy-related behaviors and attitudes that coincided 

with variation in cultural orientation.  Identifying variation in cultural orientation posed 

two problems.  First, there is no consensus about the nature of change at points of cultural 

interface.  Second, methods used to identify cultural orientation in the birth weight 

literature do not reflect the complexity of processes implied by theories of change at 

cultural interfaces.   

In this chapter I will explore the issues surrounding quantification of cultural 

change in environments of cultural interface within the context of this study.  Markers of 

cultural orientation used in the birth weight literature will be explored.  I will describe the 

tools I used as markers for cultural orientation in the current study and how they were 

developed.  Finally, the measurement of cultural orientation in the current study will be 

discussed within the context of theoretical debate about the process of cultural change.  

There is an extensive literature discussing concepts related to change at the 

interface of two cultures (Feagin, 1989; Gordon; 1964; Keef, 1987; Omi & Winant, 1994; 

Takaki, 1987).  Within this literature, the concepts of assimilation and acculturation are 

seen as controversial and questioned as being simplistic and even ethnocentric (Feagin, 

1989; Omi & Winant, 1994; Takaki, 1987).  In reviewing the discourse related to changes 

in cultural orientation it becomes clear that the only area of agreement may be that 

cultural orientation is a very complex phenomenon involving multiple facets of human 

experience.  What constitutes cultural orientation has not been well defined.  What 
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changes and what remains the same when people are in culturally diverse environments 

has not been described.  Rates of change in components of cultural orientation have not 

been quantified.  Since there is no consensus about what happens when cultural 

orientation changes, there are no tools with which it can be measured.     

In the birth weight literature, methods used to distinguish between racial or ethnic 

populations do not reflect the theoretical discourse on cultural change.  Rather, birth 

outcome studies most often quantify cultural orientation using methods that are reflective 

of the data that is available or the goals of the research being done.  Much of the research 

comparing birth outcomes uses large, pre-existing databases and depends on the data 

originally gathered to determine the ethnicity or cultural orientation of the research 

participants.    

For example, in some studies of large pools of demographic information, 

Hispanic surname was used as a marker of ethnicity in order to examine differences in 

birth outcomes for Hispanic and non-Hispanic groups (Forbes & Frisbie, 1991, Frisbie, 

1994).  Rockhill and Winkleby (1992) examined the probability that persons self-

identifying as Hispanic would have Spanish surnames, and that persons having Spanish 

surnames would self-identify as being Hispanic.  Drawing several random samples of 

cross-sectional population data from five geographic areas, logistic regression analysis 

showed that 84.1% of self-identified Hispanics had Spanish surnames, and 77.9% with 

Spanish surnames self-identified as Hispanic.  This study helped quantify the validity of 

the use of Spanish surnames as a marker for Hispanic self-identity, but indicates a 

potential weakness in studies using this criterion for assignment of ethnicity.   

Birth weight research related specifically to Hispanic or Mexican-descent 

populations has employed several means of determining women’s ethnicity or cultural 

orientation.  Mendoza, et al (1991) used participant-stated place of birth to distinguish 
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among subgroups when comparing pregnancy outcomes across several Hispanic groups, 

including Mexican-Americans, mainland Puerto Ricans, and Cuban-Americans.   

The Hispanic Health and Nutrition Examination Study (HHANES), a large study 

conducted by the National Center for Health Statistics, used participant-identified 

ancestry to determine Hispanic sub-groups ethnicity (see Cobas, et al. 1996; Zambrana, et 

al., 1997).  To measure cultural orientation, the HHANES used a modified version of the 

1980 Cuellar Acculturation Scale (Cuellar, Lorwen & Ricardo, cited in Scribner & 

Dwyer, 1989, p. 1263).  Eight questions from the Cuellar scale were used.  These 

included four items related to language usage, three related to ethnic identification, and 

one related to nativity (Scribner & Dwyer, 1989).  Several research studies such as those 

conducted by Cobas, et al. (1996), Zambrana, et al., (1997) and Scribner & Dwyer, 

(1989) have used the data generated by the HHANES to study the birth weight paradox.   

The birth weight literature refers to language preference and similar measures as 

markers of acculturation or cultural orientation.  Markers are said to be proxies of 

participant’s level of acculturation, and use of markers of cultural orientation has helped 

us identify the birth weight paradox.  Markers are easily measurable features of 

populations and have been found to be associated with variation in birth weight.  

Markers, however, do not indicate what is changing at the individual or family level as 

people adapt to life in a multicultural environment.  With this in mind, it is not surprising 

that quantitative researchers are asking for qualitative exploration of what happens in 

social networks and at an individual level during pregnancy in multi-cultural 

environments.       

CULTURAL ORIENTATION IN THE CURRENT STUDY 

The use of proxies for cultural orientation in birth weight research, juxtaposed 

with current theory about process at cultural interfaces created a problem for me in the 
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design of the research.  I had to determine the cultural orientation of study participants in 

order to compare them, but had no theoretical or research-based tools for determining the 

cultural orientation of individuals from which to draw.  With the debate on theories of 

cultural interface in mind, I entered the study acknowledging that the markers used in 

birth weight studies were not direct indicators of the components or process of cultural 

adaptation.  Still, differences in birth weight across large data sets had coincided with 

changes in these markers.  Since the goals of this research did not include developing 

theories about cultural orientation or adaptation, I felt constrained to use markers of 

cultural orientation recognized in the birth weight literature, with the expectation that 

they would adequately distinguished between women of varying cultural orientations. 

I designed the interview schedule for this study to collect information on 12 

markers of cultural orientation present in the birth weight literature.  These included: 

birth place of the respondent and each of her parents (Collins & Shay, 1994; Guendelman 

et al., 1990; Scribner & Dwyer, 1989); language used in interactions with each parent, 

with partners, and with friends; the participant’s preferred language; the language the 

participant used during the interview (Guendelman, 1994; Scribner, Dwyer and Baley, 

1992); the participant’s years of residence in the United States and/or Mexico 

(Guendelman & English, 1995); years of education in the United States and/or Mexico 

(Zambrana, et al., 1997); and the participant’s self-identified ethnicity (Solis, et al., 

1990).   

I initially planned to divide women into two groups based on their preferred 

language.  Language is one of the more frequently used markers in the birth weight 

literature.  Scribner, et al. (1992) found that language preference predicted differential 

rates of LBW in Latina women giving birth at a University of Los Angeles Medical 

Center.  In a reanalysis of HHANES data (Cobas, et al. 1996) structural equation 
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modeling showed language measures were a more important predictor of LBW than were 

ethnic identification measures.  As I moved through the analysis process, I periodically 

divided my results by interview language looking for differences between the groups.  

Although I was able to identify a range of expression related to a given topic, differences 

across the range of expression did not always coincide with participant’s language 

preferences.       

Current discussion about cultural interface theory states that adaptation models 

should reflect the complexities of human experience (Amsel, et al, 1996).  Past models of 

processes in cultural interface have been criticized for measuring orientation to one 

culture, when in theory, people can identify with and function successfully in more than 

one culture (Marin and Gamba, 1996).  With this in mind, I developed a scoring tool that 

would use all the marker-based information gathered in the interviews to yield two scores 

for each participant.  One score was a compilation of ratings on markers indicating 

Mexican cultural orientation, and the second score was a compilation of ratings on 

markers indicating American cultural orientation.  Based on these ratings, interview 

materials could be placed along a continuum from low scores to high scores, and then 

compared to identify patterns of similarity and difference.   

I used 12 markers.  The first three markers were the birthplaces of the participant 

and each of her parents.  I used six language preference markers.  These included the 

language used by the participant in interactions with each parent, with the father of the 

baby, and the participant’s best friend; the participant’s stated language preference, and 

the language she used during the interview.  Three additional markers were the number of 

years the participant had resided in the United States and/or in Mexico; years of 

education in each country, and the participant’s stated ethnicity.  
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 I scored the interviews as follows.  For the three birthplace markers, I assigned 

each a rating of one based on the birth country of each parent and of the participant 

(Collins & Shay, 1994; Guendelman et al., 1990; Scribner & Dwyer, 1989).  In the 

example below (Table Two), the participant was born in the United States, and her 

parents were born in Mexico, so she received one point for American orientation and two 

points for Mexican orientation.   

Table Two:  Sample Scoring of Cultural Orientation Based on Markers  

Respondent’s Age Years in United 
States 

Ratio U.S. to 
Mexico 

Years in Mexico Ratio Mexico to 
U.S. 

20 10 .5 10 .5 
Years of 
Education 

Years of 
education in 
United States 

Ratio U.S. to 
Mexico 

Years of 
education in 
Mexico 

Ratio Mexico to 
U.S. 

12 6 .5 6 .5 
Birthplace Markers Mexico  United States 
     Respondent’s birth place 0  1 
     Mother’s birthplace 1  0 
     Father’s birthplace 1  0 
 2  1 
Language preference Spanish Bilingual English 
     Language of Interview 0 0 1 
     Language w. Parents 1 0 0 
     Language w. Partner 1 1 1 
     Language w. best friend 1 1 1 
     Language Preference 1 0 0 
Ethnic ID: Mexican-American   1 
Totals 7 ---- 6 

I used the same procedure for all the language-related markers.  One point was 

given in each language category unless a woman reported that she spoke both English 

and Spanish in a given relationship, in which case she was asked to characterize the 

percentage of use of each language.  If she reported using both about half the time in that 

relationship, she was given a rating of one for each language.  The example above shows 

a woman who spoke English during the interview, reported speaking Spanish with both 

her parents, and used both languages equally with her best friend and with her partner but 

preferred to speak Spanish in general.  I calculated ratings for years of residence in the 
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United States and Mexico as a ratio.  Guendelman and English (1995) used length of 

residence in the United States as a marker of cultural orientation and found it to be 

associated with differential birth outcomes across women of Mexican-descent.  In 

addition, Collins et al. (1997) found that inclusion of years of residency in Los Angeles 

strengthened the relationship between markers from the ten-item Cuellar Acculturation 

Scale and LBW.   

For this study, I calculated years of residence in each country as ratios of the age 

of participants.  This meant that a woman who was 20 years of age at the time of the 

interview, and who had lived ten of those years in Mexico, would receive a rating of .5 

for American cultural orientation and .5 for Mexican cultural orientation.   

I calculated the ratio of years of schooling in each country in a similar way.  I 

divided the number of years of schooling in each country by each participant’s total 

number of years of education.  The inclusion of this marker was also based on Collins, et 

al. (1997) who found that inclusion of years of education in the United States 

strengthened the relationship between items on the Cuellar Acculturation Scale and 

LBW.   

Interviewers discussed women’s perceptions of their cultural orientation or ethnicity and 

asked women to characterize their ethnicity.  If women had difficulty responding to the 

question, they were read a list of terms with which one might characterize ethnicity, such 

as Mexican, Mexican American, Chicana, or Hispanic.  We talked about perceived 

differences in behavior between participants’ identified ethnicity or cultural group and 

the groups with which they did not identify.  Women were also asked to characterize 

differences in behavior between their ethnic or cultural group and American women of 

European descent.  In general, women’s responses tended to impute negative 

characteristics to other ethnic groups, such as being less educated, more timid, more self-
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centered, being ill-mannered, or as acting in suggestive or promiscuous ways in public or 

in relationships with men. 

Table Three:  Ratings of Participant Cultural Orientation as Derived from Markers 

Descending by Mexican Score Ascending by American Score 
Interview 
Number 

Mexican  American Interview 
Number 

Mexican American 

101* 12 0 101* 12 0 
100* 12 0 100* 12 0 
012 12 0 012 12 0 
311** 12 0 311** 12 0 
108* 12 0 108* 12 0 
302** 12 0 302** 12 0 
301** 12 0 301** 12 0 
106* 12 0 106* 12 0 
104* 12 0 104* 12 0 
109* 12 0 109* 12 0 
007 11.94 .06 007 11.94 .06 
009 11.69 .31 009 11.69 .31 
005 11 1 005 11 1 
103* 10.51 1.48 103* 10.51 1.48 
017 10.1 1.9 017 10.1 1.9 
011 9.68 4.32 021 9.25 3.74 
021 9.25 3.74 011 9.68 4.32 
026 7.64 6.36 025 6.78 6.21 
025 6.78 6.21 026 7.64 6.36 
020 6.15 7.85 022 6.08 6.92 
022 6.08 6.92 024 6 7 
024 6 7 020 6.15 7.85 
004 4 10 008 1.78 9.22 
023 2 10 004 4 10 
008 1.78 9.22 023 2 10 
013 1 12 013 1 12 
014 0 12 014 0 12 
015 0 12 015 0 12 
* interview done in Matamoros, Mexico 
** interview done in Tamaulipas, Mexico  

I considered women who were born in Mexico and residing there to be Mexican 

in their cultural orientation.  I also considered women who identified themselves as 

Mexican as being Mexican in their cultural orientation.  I rated women who identified 

themselves as Hispanic, Mexican-American or Chicana as being American-culture 

oriented.  I based this decision on discourse on cultural identification that argues that 
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monolithic racial or ethnic identities preclude a strong national identity (Stanfield II, & 

Dennis, 1993).  With this in mind, women with strong orientation to the Mexican culture 

would tend to identify themselves as Mexican, while those with a weaker orientation to 

the Mexican culture would self-identify using terms that were less related to nationality, 

such as "Hispanic" and "Latina” (Stanfield II & Dennis, 1993).  

Based on this process, I generated two scores for each respondent.  One score was 

the total of the ratings for American-culture markers and the other was the total for 

Mexican-culture markers.  These scores were then placed along two continua; one 

reflecting scores for American-culture orientation, and the other reflecting scores for 

Mexican-culture orientation.   

In placing the continua side by side, many participants’ scores indicated that they 

were clearly Mexican-culture-oriented, while others were clearly American-culture-

oriented.  All women who were interviewed and living in Mexico but one (103, 14) had 

scores that indicated that they were totally Mexican-culture oriented (see Table Three 

above).  Women who preferred and spoke English in all relationships, who were born, 

raised and educated in the United States, and who identified their ethnicity as other than 

Mexican had scores that reflected a totally American cultural orientation.  I arranged 

women who had the same scores, such as 101 through 109 on Table Three, by age, with 

the oldest being ranked higher in relative Mexican-culture orientation than the youngest.  

I did this anticipating that women who had lived in a culture longer would be more 

strongly influenced by the culture than those who were younger.   

I used these continua by placing data from the interviews in order by scores on 

these cultural markers.  I then examined the data to identify any patterns of social 

support, attitudes, behaviors or perceptions that changed when moving along the 

continua.  Although I identified some patterns of difference in this manner, there were 
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participants that were exceptions to the proposed pattern.  I will discuss specific patterns 

later, but it is important to first explore the possible weaknesses in this method for 

identifying culture-linked differences.     

One unexpected finding of the current study and possible reason for lack of clear 

patterns of difference was that there was minimal variability in cultural orientation scores 

across the women interviewed, with the bulk of participant’s scores indicating a more 

Mexican cultural orientation.  This may be due to several factors.  The commingling of 

the American and Mexican culture may make the differences between the two more 

difficult to identify or even constitute a unique culture unto itself.   

El Paso may be more Mexican in cultural orientation than other cities, which 

would mean that people in El Paso have less exposure to the American culture than do 

most United States residents.  The 2000 Census shows that 78.2% of persons living in El 

Paso are Hispanic (United States Census Bureau, 2000 - a).  This is well in excess of the 

percentage of the Hispanic population in the United States, which is 12.5% (United States 

Census Bureau, 2000 – b), or of Texas, which is 32% (United States Census Bureau, 

2000 – c).  In addition, about 64.7% of El Paso residents who responded to the 1990 

census indicated that they spoke primarily Spanish while at home (United States Census 

Bureau, 1990 – a), while in Texas 22% did (United States Census Bureau, 1990 – b) and 

in the United States 7.5% spoke Spanish (United States Census Bureau, 1990 – c).   

If speaking Spanish is indeed a marker of Mexican cultural orientation, El Paso is 

culturally more Mexican than much of the nation.  If living in a culture-rich environment 

helps preserve that culture, El Paso residents may be quite homogenous in their cultural 

orientation.  This homogeneity would make variations in cultural orientation difficult to 

identify.  Conducting research with a more culturally diverse population may reveal 
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greater utility of markers of cultural orientation and clearer patterns of difference across 

women's lived experience.   

The lack of difference based on cultural orientation could have also resulted from 

the homogeneity of the population of women who access prenatal care at the Texas Tech 

Clinic.  About 50% of women who give birth at RETGH use the services of Texas Tech 

(Casique & Gonzalez, 1996).  RETGH is the provider of indigent care in El Paso County 

and frequently provides health care to recent immigrants who may not have health 

insurance.  It is possible that recent immigrants are over-represented in the Texas Tech 

client base, and as a result in the sample drawn for the study.  Among the 18 El Paso 

interviews, six were born in Mexico.  Of these, two had lived in the United States less 

than a year, and two for three years or less.  Of the 12 participants born in the United 

States, five had parents who were both born in Mexico, and two had one parent who was 

born in the United States.  Both parents of the remaining five were born in the United 

States.  Out of the 18 women interviewed in El Paso, six had lived their entire lives in the 

United States.   

Similarity in culture-related features across the interviewees could also be a 

reflection of the aspects of culture that were being explored.  Discourse on change at the 

intersection of cultures criticizes the perception of cultural adaptation as a monolithic 

process, that is, that cultural conversion occurs in all expressions of culture along the 

same time continuum (Keefe & Padilla, 1987).  Gordon (1984), in his classic study of 

cultural assimilation of European immigrants to American culture, identified two layers 

of cultural content.  He called one layer of cultural content Intrinsic, including such 

things as values, language, and religion that were essential to the culture.  The other he 

called Extrinsic, which included features of the culture that were not, and were typified 
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by such things as music, dress, and diet (Gordon, 1984).  He posited that intrinsic features 

were more resistant to change than extrinsic features of culture.   

Keef and Padilla (1987) proposed a multidimensional model of acculturation that 

postulates that the rate of acquisition of new cultural traits may vary from trait to trait.  

Besides allowing for variable rates of trait acquisition, their proposed model also allowed 

for the existence of new cultural patterns that are a combination of the cultural traits of 

the native and the new culture.  A variation of the multidimensional model is selective 

acculturation, in which change only takes place in those cultural features that are most 

crucial to functioning adequately in the new culture, such as language, while other traits 

of the native culture are retained (Keefe & Padilla, 1987).   

If Gordon (1984) and Keefe and Padilla (1987) are correct, changes in cultural 

orientation may manifest themselves in only some areas of cultural expression, perhaps in 

more extrinsic, less essential features.  Keefe and Padilla’s (1987) findings indicated that 

change occurs with some cultural traits, but that others, such as the importance of family 

ties, grow stronger with each generation.   

 Some research has begun to examine factors that may attenuate the protective 

qualities that are supposed to accompany Mexican cultural orientation.  Collins and Shay 

(1994) for example, found that women who were geographically isolated from family or 

extended family and lived in low-income neighborhoods had rates of LBW similar to 

African-American women.  This finding may indicate variable rates of change in 

different aspects of cultural orientation.  If this interpretation is correct, areas of similarity 

and difference between Mexican- and American-oriented participants in this study may 

reflect a resistance to change in the cultural features being explored.  

A third possible explanation for the lack of consistent patterns of difference across 

the women interviewed is that the method I used for determining cultural orientation was 
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inadequate for this type of study.  As mentioned earlier, the majority of studies of the 

birth weight paradox have used population-level data or large sample sizes.  Using large 

data pools allows the broad features of the population studied to emerge but subsumes 

much individual variation within the margin of error.  The markers used in the birth 

weight literature are convenient tools for distinguishing between population groups, but 

they do not explain what leads to differences at the individual level.  If aspects of cultural 

orientation do contribute to birth weight outcomes, perhaps markers used in large studies 

do not adequately identify women’s cultural orientation at this level of examination.   

In looking at possible reasons for difficulty in identifying differences along the 

continuum of scores created using markers in the current study, it is possible that any or 

all of the factors mentioned above were at work here.  With that in mind, mid-point in the 

analysis I decided to proceed, leaving differences based on cultural orientation in the 

background, and to focus instead on women’s experience of pregnancy   

The next two chapters describe the thoughts and experiences associated with the 

women’s pregnancies.  There were several areas of variability in women's experience of 

pregnancy, some of which seemed to correspond to women’s cultural orientation scores.  

Any patterns of difference that appear to be related to cultural orientation must be viewed 

within in the context of the uncertainty that surrounds the estimation of women's cultural 

orientation.     
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CHAPTER FIVE: PERCEPTUAL CONTEXTS OF PREGNANCY: 
SOCIAL NETWORKS AND SOCIAL SUPPORT 

The primary goals of this chapter are to describe study participants’ social 

networks, the types of social support these networks provided, and how relationships with 

network members were affected by pregnancy.  Also, the implications of this aspect of 

the participant’s experience of pregnancy will be explored.  First, I will describe the 

features of participant’s social networks.  Any changes in living arrangements in response 

to pregnancy will be described.  Women’s descriptions of anticipated and actual reactions 

by network members to the pregnancy will be presented.  I will examine changes in 

women’s relationships with the father of the baby separately, because change was most 

frequent in these relationships.  I will also elaborate upon the types and sources of social 

support received during pregnancy and anticipated during motherhood, including advice 

about self-care and resulting changes in the women’s behavior.  Participants’ developing 

relationships with their babies will be described.  Finally, I will explore the implications 

of women’s perceptions of social support within the context of this study. 

When I use examples of women’s experience from specific interviews or 

quotations, the interview will be identified using two numbers.  For quotes, the first 

number will be the participant’s interview identification number as reflected in the left 

hand column of Table One.  The second number will indicate the participant’s Mexican-

culture identification rating as reflected on Table Three.  On tables, interview 

identification numbers will be used and will be arranged in descending order by 

participant’s Mexican cultural orientation score.  This will allow the reader to review 

women’s comments and experiences with markers of cultural orientation in mind. 
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THE ROLES OF SOCIAL NETWORK MEMBERS 

A primary goal of this research was to explore the behavior of social network 

members in response to the respondent’s pregnancy.  One current line of research 

investigates the impact of social support on health and has extended into the etiology of 

negative birth outcomes (Collins, Dunkel-Shetter, Lobel, & Scrimshaw, 1993; Feldman, 

Dunkel-Schetter, Sandman & Wadhwa, 2000).  Mexican culture is described as being 

more family oriented than is American culture and as emphasizing the importance of the 

group over the individual (Delgado & Humm-Delgado, 1982; Keefe, et al., 1979; 

Miranda, 1980).  Based on this difference, social networks or the social support received 

by Mexican-culture oriented women might differ from that received by American-culture 

oriented women.  I reasoned that identification and examination of differences in the 

social support received by women in the current study might provide insight into the 

variations in social support in environments of cultural diversity.     

Exploration of social network composition or interactions could take many forms.  

While there is an extensive literature that explores definitions and measures of social 

network and social support, I was concerned that existing measures of the social network 

might not allow culturally unique features of networks or social support to emerge.  I 

reasoned that it was important that the women’s descriptions of behavior in relation to 

their pregnancies be used to define their social networks and the support they received.   

For the purposes of this research, the size of the social network was not measured.  

Rather, I wanted to examine the ways in which social support varied across the women 

interviewed.  This would include identifying with whom women interacted on a regular 

basis, the type of support provided through these relationships, and how interactions and 

support changed in response to pregnancy.  This information would also lend insight into 

how variability in social support influenced women’s experience of pregnancy. 
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Social Network  

The social networks of the study participants were composed primarily of family 

and extended family members.  When asked directly, women did say that friends, 

coworkers or classmates were members of their social networks.  Participants described 

interactions with family more frequently than they did interactions with friends.  When 

women talked about friends, coworkers or classmates the range of supportive behaviors 

described was narrower than support from family members.  The most common support 

from friends was occasional contact to see how the pregnant woman was doing or small 

gifts for the baby.   

One exception (009, 13) was a woman who described a friend as her most 

important source of social support, second only to her husband.  The friend provided 

advice and emotional support, and offered to help the respondent after the baby was born.  

The respondent was geographically isolated from her family and felt constrained to not 

reveal her pregnancy to them.  She wished that she could call on them for support but did 

not do so because of her parent’s health and their geographic separation.  It was evident 

in talking to her that she would have preferred the support of family to that of her friend.   

Women talked more about family members who lived in the household than 

family living outside the home, and more about family living outside the home than about 

friends.  I observed these patterns whether participants were married and living with their 

husband, married and living with their husband and extended family, or living with 

family members.  While household structures were quite varied (See Table Four), all 

women were living with family members, if we consider the father of the baby a family 

member.   

Research into the impact of social network support on birth outcomes is limited, 

but growing.  The influence of social support in Mexican-descent families may be of 
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particular importance, based on cultural valuing of familial cohesiveness and cooperation 

(Delgado & Humm-Delgado, 1982; Keefe, Padilla, & Carlos, 1979; Miranda, 1980), and 

the influence of generational status on patterns of familial support (Keefe, 1979; Sabogal, 

Marin, Otero-Sabogal, Marin, & Perez-Stable, 1987).   

Collins, Dunkel-Shetter, Lobel, and Scrimshaw (1993) explored the influence of 

social support on birth outcomes and depression.  Three aspects of social support were 

examined; amount received, quality, and network resources.  A hypothesized link 

between social support and maternal health was supported.  There was a strong 

relationship between quantity of social support, satisfaction with social support, and 

infant's five-minute Apgar scores.  Also, birth weights were higher among women with 

more network resources.   

Living Arrangements 

In most cases, changes in living arrangements were motivated by a desire to 

increase access to resources during the pregnancy or after the baby was born.  Table Four 

shows women’s living arrangements before and after their pregnancies were diagnosed, 

and the reasons women cited for making any changes in living arrangements.  The first 

column of Table Four identifies the interviews in descending order of orientation to 

Mexican culture.  The second column, titled “Residence Prior to Pregnancy” indicates 

with whom the woman lived prior to pregnancy.  The third column indicates with whom 

the woman was living at the time of the interview.  The last column gives a summary of 

general reasons women made moves.   

Nineteen of the 28 participants did not move.  Six moved for increased stability or 

support, which included women who moved in the interest of stability or support during 

the pregnancy and those who moved anticipating increased availability of resources once 
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the baby was born.  One moved for because she wanted to be more independent, and two 

were forced to move.  Motivations to move are discussed below.  

 Table Four:  Participant’s Living Situations 

 Residence Prior to Pregnancy Residence At Time of Interview Reason for 
Move 

101 Alone Husband  IS 
100 Husband NA 
012 Husband, brother in law and his wife NA 
311 Husband, mother in law, his aunts, and aunt’s children NA 
108 Husband NA 
302 Partner * NA 
301 With partner in shanty on mom’s property NA 
106 Mother and father  Mother in cousins home FM 
104 Parents and siblings  Parents, siblings, and partner NA 
109 Partner NA 
007 Uncle, grandmother, and two nephews NA 
103 Grandparents Husband and niece IS 
009 Partner NA 
005 Mother and partner  Aunt, uncle, cousins IS 
017 With husband in her parents home NA 
021 Parents NA 
011 Mother and siblings NA 
026 With husband. NA 
025 Grandparents (raised her) and brother NA 
024 With partner in his mother’s house NA 
022 Partner  Mother IS 
020 Mother and siblings NA 
008 Friend  Aunt IS 
004 Father and step family  Sister and sister’s family FM 
023 With husband in his parent’s home NA 
013 Mother.  Husband in military NA 
014 First with in-laws, now her parents.  Husband in military IS 
015 Mother  Partner II 

*I use the term ”Partner” for common law marriages although participants may have actually referred to 
their common law partner as their husband. 
 
NA= Not Applicable  IS= Increased Stability/Support 
FM= Forced Move  II= Increased Independence 
 

Most respondents presented moves or other changes in living arrangements as 

being chosen rather than imposed, and as being positive in nature.  The changes were 

made for practical reasons, such as one woman (008, 23) who moved from a friend’s 
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apartment to her aunt’s home because her aunt provided financial and practical support 

the participant would not have otherwise had available.   

Only two women experienced changes in living arrangements that were seen as 

negative.  One woman was living with her father and step-family (004, 24) when she 

discovered she was pregnant.  She and her father had a history of friction, and she said 

that she knew he was going to “throw her out” at some point, even prior to the pregnancy. 

She described wanting to get pregnant so she would have some company when the 

inevitable happened.  When she announced her pregnancy, he did indeed throw her out.  

She then went to live with her sister and her sister’s family.  The participant felt that her 

presence might be inconvenient for her sister, but that the environment there was better 

than that at her father’s house because of the emotional support she received from her 

sister.   

In the second case (106, 8), the change in living situation was not a result of the 

pregnancy but gave rise to concerns related to the pregnancy.  The pregnant woman was 

living with her mother and stepfather who had a disagreement that resulted in the 

stepfather throwing the participant and her mother out of the house.  The two women 

were living with a cousin at the time of the interview.  The participant worried about her 

and her mother’s financial situation, as neither were working.  Also, the participant had 

counted on her mother’s help with the expenses associated with the pregnancy and was 

unsure where she and her mother would be living when the baby was born.   

Some women considered moving in response to the pregnancy, but did not 

because their current circumstances were seen as the more stable and supportive option.  

Others moved with the express intent of improving their circumstances during the 

pregnancy.  For example, one woman (005, 14) was living with her husband and mother 

in Mexico when she conceived and moved to the United States because of the pregnancy.  
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She planned to return to her home in Mexico after the baby was born.  She moved 

because she and her husband wanted to access the superior prenatal health services 

offered in the United States.   

The women described in the preceding paragraphs illustrate an underlying theme 

in most women’s thinking about residence.  With little variability across the women 

interviewed, participants presented living arrangements from a perspective of benefit to 

the pregnancy.  Changes in residence were presented as a means to secure or maintain 

stable and supportive environments in which to spend the rest of the pregnancy, secure 

other resources needed for the pregnancy, and to a lesser extent, set the stage for 

continued social support once the baby was born.  

ANTICIPATED AND ACTUAL SOCIAL NETWORK REACTIONS TO PREGNANCY  

We asked participants a variety of questions about their relationships with 

members of their social networks, and the types of support they received from network 

members.  Participants talked about past, present and anticipated behaviors of the father 

of the baby and other network members related to pregnancy and motherhood.  In 

addition, many women described thoughts and behaviors that indicated a developing 

relationship with the unborn baby.  In talking about their babies, some women explored 

the expected mother-child relationship, and the future role of the baby in the life of the 

social network.   

Descriptions of network relationships before the pregnancy were interwoven with 

women’s descriptions of the current status of these relationships, and how they imagined 

these relationships in the future.  The content of women’s descriptions of network 

relationships can be grouped in three broad categories: the features and quality of social 

network support, network members’ perceptions of the place of pregnancy and 
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motherhood in the respondent’s future, and the network’s capacity to help with the 

respondent’s current and future financial needs.     

Many women were initially concerned about how their pregnancy might affect 

their relationships in both the short and long term.  Some women based initial concerns 

on network members’ expectations of them regarding education, employment, marriage, 

and motherhood.  Some women were also initially concerned about the impact of 

pregnancy and motherhood on practical support from their social networks.     

Anticipated Network Reactions to the Announcement of Pregnancy 

Women’s initial reactions to the confirmation that they were pregnant reflected a 

broad range of concerns about important network members.  Women expected reactions 

ranging from joy and disbelief to anger and rejection.  These anticipated reactions were 

based on women’s perceptions of network member’s expectations of them in relation to 

pregnancy and motherhood.  Women who expected a joyful reaction were generally in 

committed relationships, or had been told by family or friends that pregnancy was 

acceptable.  One woman (103, 12) described her sisters’ ongoing anxiety that she and her 

husband had not started a family and had anticipated a joyful and perhaps incredulous 

response from them at the announcement that she had conceived.   

I: And, and how did your sisters react when they found out you were pregnant?   

R: No, well, they were very happy also. 

---# 

I: Why do you think your sisters were so happy? 

R: Because since I married they wanted me to get pregnant right away, and I 
didn’t want to.  I was using birth control, and I kept using it.  And each time they 
would tell me “Come on, have a baby” and “Have a baby” and I’d say “No.”  
“Oh, then I guess you don’t want a baby.”  And I’d say, “Yes, but wait a little 
while longer”.  (103, 12, page 13-14, translated) 

# Three dashes indicate that a portion of the interview was deleted for the sake of brevity and clarity.  
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Another (013, 26) described her anxiety as she anticipated the reactions of loved 

ones, since their hope that she would finish college might not be realized.  As in the 

examples above, study participants anticipated reactions to the pregnancy based on the 

network members’ supposed perceptions of the place that pregnancy and motherhood had 

in the life of the respondent rather than other factors, such as how the woman felt about 

the pregnancy. 

Actual Network Reactions 

Actual reactions by social networks to the announcement of the pregnancy did 

range from happiness and celebration, to being thrown out of the house, as some women 

predicted.  Women descriptions of network member’s actual reactions to the 

announcement of the pregnancy did indicate that reactions were motivated by role-related 

expectations.  Initial reactions to pregnancy by network members could be placed along a 

continuum from positive to negative.  Generally, reactions the pregnancies of married or 

cohabiting women were at the positive end of the continuum, while most reactions to 

pregnancy in unmarried women who were not cohabiting were more neutral or negative. 

The reaction described below was at the negative end of the continuum.   

I: …  So, you moved recently? 

R: Yes, just on Wed...  on Tuesday 

I: And can you tell me about that? 

R: Ah it’s hard.  I got thrown out of my father’s house, by him. 

I: And what, what made him do that, or what... 

R: I came and spent a weekend with her [Respondent’s sister]. 

I: Oh, and he got upset because you spent a weekend with her? 

R: But he, you see he's remarried and since he's remarried, I guess his new family 
made him throw me out, probably because I'm pregnant. 
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I: You think so? 

R: Ah ha [Yes].  (004, 24, page 4) 

This excerpt shows one end of the continuum between network members’ 

negative and positive initial reactions to pregnancy.  Responses to pregnancy by social 

network members were less negative than the example above, in spite of many women’s 

dire predictions.   

Table Five summarizes the initial reactions of people important to the 

participants, as well as the same network member’s attitude about the pregnancy at the 

time of the interview.  Column Three shows network member’s initial reactions.  The 

fourth column shows comments women made that indicated the status of the same 

relationships at the time of the interview.  The fifth column contains information about 

social network member’s perception of the pregnancy, based on the role expectations 

they had for the respondent before the pregnancy was announced.  

Along the continuum from positive to negative, network member’s reactions could be 

characterized as falling into five categories, and as being reflective of the role 

expectations network members had for the woman before she became pregnant.  One 

reaction that women reported was that network members responded to the pregnancy as 

an expected part of the normal life course of a woman or a couple.  A second type of 

positive reaction was seeing motherhood as completing the couple as a family or ushering 

in the next generation of the family line.  These first two reactions reflected congruence 

between network members’ role expectations for the participant before and after 

pregnancy was announced.   

 

Table Five:  Network Member Initial Reactions and Resolutions 

(Information is arranged in descending order by Mexican cultural orientation score) 
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 Network 
Member 

Initial Reaction Resolution Role-related 
Perceptions* 

101 Boyfriend Very happy Prayed that R was pregnant 1, 4 
100 Husband Very happy Directs affection at stomach 1 
012 Baby’s father Unhappy Supportive 5 
311 Husband Happy More protective 1 
108 Husband [Not reported] Helps more, wanted baby 1, 2 
302 Common law 

spouse 
Good Helps less, worries more 1 

301 Common law 
spouse 

Happy Rejects affection 5 

106 Mother Supportive Supportive - 
104 Mother Upset Pushed to keep pregnancy 3 
109 Common law 

spouse 
Happy Wanted pregnancy 2 

007 Parents Worried Worried 3 
103 Husband Happy Happy 1, 2 
009 Baby’s father Happy Supportive 5 
005 Husband [Not reported] [Not reported] 2 
017 Husband Happy Happy 1 
021 Parents Supportive Supportive 4, 5 
011 Mother Very angry Practical support but resentful 3 
026 Husband Very happy Happy 1, 2 
025 Grandparents Happy Supportive 3 
024 Baby’s father Happy Happy - 
022 Baby’s father Happy Happy 1, 4 
020 Mother Screamed, threw 

things 
More accepting 3 

008 Aunt Supportive Supportive 3, 5 
004 Father Threw her out Estranged 3 
023 Mother Neutral Possibly estranged 3 
013 Mother Very upset Supportive 3 
014 Baby’s father Shocked (on Pill) Supportive 3 
015 Mother Laughed Supportive 4 

1 – Pregnancy is a normal part of life     
2 – Pregnancy completes a couple 
3 – This pregnancy was mistimed, not wanted or counterproductive  
4 – Pregnancy a rite of passage for a woman 
5 – Pregnancy will have a maturing influence on the respondent 

A third reaction described by participants, usually on the part of siblings or peers 

saw pregnancy as a rite of passage for the young woman, the ushering in of the next stage 

of her life.  This network reaction was interpreted by some participants as being based on 

number of pregnancies among other women in the participant’s age group.  For the 

siblings or peers that participants described, having a baby was part of the process of 

becoming an adult.  A fourth, similar reaction by network members was anticipating that 
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pregnancy and subsequent motherhood would have a maturing influence on the young 

woman.   

Viewing the pregnancy as mistimed or counterproductive for the young woman 

was the fifth type of network member reaction.  As with the other types of reactions 

described above, participants interpreted these negative reactions as stemming from role 

expectations that family had of the young woman, such as finishing school.   

Although there was emotional upheaval in response to some women’s pregnancy, 

respondents reported that most conflicts were resolved fairly quickly.  In many cases, 

network members became supportive if not accepting of the pregnancy, as the respondent 

below describes.   

I: Were there people that were really mad at you? 

R: Um, my mother at first and I knew she would, she was the only one that I 
knew.  Um, my father didn't say anything to me, absolutely anything and my 
parents are divorced so I don't really see my father that much.  But he had no, um, 
expression, nothing, he didn't say absolutely anything.  Um, but my mother was 
the most, I've said the most, that was, she was really, really angry at first.  Um, 
like she, she said right to me, um, like I was just gonna wind up on Medicare, 
Medicaid and I was not gonna amount to anything and that I ruined my life and, 
and things like that.  I was gonna be a housewife, like I said and, and…  Um, but, 
then what I did tell her the day, that “Yes Mother, I did find out that I'm 
pregnant”.  It took her a day.  I guess God spoke to her in her dreams or 
something.  It's nothing she can do about it now, so her tone and time has 
absolutely changed from that one day that she really put me down.  (013, # 26, 
page 9) 

The mother’s initial reaction to the announcement of the pregnancy was strongly 

negative, because she saw it as mistimed in terms of other goals she imagined for her 

daughter, but with time she became more supportive.  The young woman went on to 

describe how she and her mother began talking more often and gotten closer over time as 

a result of her pregnancy.  As with expected reactions, many participants interpreted 
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actual reactions as being based on network members’ role-related expectations of the 

participant.   

In addition to reflecting role expectations, some women interpreted network 

member reactions as an expression of the preexisting features of a given relationship.  A 

woman who was raised by her grandparents (025, 20) described her relationship with 

them as being very open, with her grandparents encouraging her to think independently 

and form her own opinions.  Although she knew that her grandparents were disappointed 

that she was unexpectedly pregnant, she interpreted their reactions as being supportive 

and reflective of the open relationship she had with them.  Another woman had a 

problematic relationship with her father for some time (004, 24) prior to the pregnancy, 

and interpreted his reaction to her pregnancy as reflective of both his role expectations for 

her, that she would be a virgin when she married, and the tension and discord that had 

existed in their relationship for some time. 

Women’s expectations about future assistance from the social network were also 

based on existing features of relationships.  In addition, they also considered past patterns 

of supportive behaviors, as well as the network’s actual resources.  For example, some 

women discussed theirs’ and their husband’s jobs and the need to work to pay for 

pregnancy and child rearing expenses.  Unmarried women discussed the financial 

assistance they might anticipate from family in the future, some expressing concern about 

the family’s financial challenges or their expectation that there would be no concerns 

about finances because the family had always provided for them.  

To summarize, women discussed the reactions they thought social network 

members would display when pregnancy was announced, network member’s actual 

reactions, and behaviors they expected network members would display in the future, 

after the baby was born.  Women based their predictions of network members’ initial 
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reactions to the pregnancy primarily on role expectations that the members were thought 

to have, and to a lesser extent, on the pre-existing nature of relationships.  Some women 

did describe strong positive or negative reactions to the announcement of the pregnancy.  

In most cases, however, relationships with network members did not change significantly 

once they had adjusted to the idea of the pregnancy.  Women based estimations of future 

support on the pre-existing nature of relationships and role-related expectations,  but also 

considered past patterns of supportive behavior, and the actual availability of resources, 

either through participants’ employment or through their social networks. 

RELATIONSHIP WITH THE FATHER OF THE BABY 

I have chosen to discuss relationships between the study participants and the 

fathers of their babies separately because there was much more change in these 

relationships than I observed in others.  This section will provide detailed information 

about how relationships with the babies’ fathers changed to serve as backdrop to 

discussion of patterns of change.  An important area of difference across the women 

interviewed was the way they framed their relationships with the fathers of their babies.  

Framing of the relationship with the baby’s father in terms of its stability influenced what 

happened in the relationship when the pregnancy was announced.   

Participants’ relationship with the father of the baby was not a selection criterion 

for this study, so I invited women to participate regardless of the status of their 

relationship with the baby’s father.  The birth weight literature addresses the pregnant 

women’s relationship with the father of the baby within the context of social support.  

Thus, I explored women’s relationships with the fathers of their babies as a component of 

the social network rather than using marital status or living arrangements as a selection 

criterion.  
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The father of the baby, regardless of the circumstances of the relationship, did not 

emerge often when women were asked to describe supportive behaviors.  Women 

described interactions with the father of the baby with a focus of on the emotional content 

or impact of his behavior.  Some men were described as being more loving or attentive 

than they were in the past.  Fathers of the baby who lived with the study participant did 

generally provide or help with the cost of housing and other necessities.  Some were 

described as providing help with household chores.   Still, these behaviors were not 

described specifically as social support but rather when women were asked who helped 

them with tasks, in describing the reaction of the father of the baby to the pregnancy, or 

as part of the women's descriptions of their resources.  

Women’s relationships with the father of the baby were quite varied in terms of 

the level of permanence or commitment before the pregnancy.  Women’s discussion of 

their relationships once the pregnancy was announced included the couple’s marital 

status or living arrangements, contraception and planning for children in the relationship, 

the timing of the pregnancy within the context of the relationship, and actual or perceived 

future plans for the relationship in light of the pregnancy.  Upon announcement of the 

pregnancy, some unmarried relationships went through marked change, with withdrawal 

of social support on the part of the baby’s father.  Some unmarried women thought about 

how well the baby’s father met their expectations of a good father.  Minimal change was 

described in other relationships, with the baby’s father perhaps becoming more attentive 

or flexible in conforming to the participant’s wishes.  Table Six summarizes features and 

changes of each woman’s relationship with the father of the baby.   

Descriptions of Relationships With the Father of the Baby 

In the following descriptions of women’s relationships, I will include information 

about couple’s interactions in relation to contraception, desire for children, the timing of 
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the pregnancy, and any plans for the future of the relationship the couple may have had, 

including couple’s marital status or living arrangements.  The descriptions are grouped by 

the status of women’s relationship with the father of the baby at the time of the 

interviews.   

The eight women in the first group had been married for some time before the 

pregnancy.  For most of them, the pregnancy was welcome though not always expected.  

Within this group, there was one woman who had been married for some time and was 

concerned about her ability to conceive (100, 2).  Two (103, 12; 108, 5) reached a 

decision with their husbands to discontinue the use of birth control, and two others said 

their pregnancies were planned (311, 4; 023, 25).  The remaining three married women 

stated that their pregnancies were not planned (005, 14; 017, 15; 026, 18).   

The six women in the second group were not married, but were living with the 

father of the baby at the time their pregnancies were diagnosed.  Four of these lived in 

Mexico (104, 9; 109, 10; 301, 7; 302, 6).  These women described their relationship as a 

“union libre” which translates literally to “free union”, and more colloquially, as a 

common-law marriage.  These women referred to their partners as  ”marido” or 

“esposo” both of which translate to  “husband”.  This was also the case with one of the 

women living in El Paso (009, 13).  Looking at all the unmarried women who were living 

with the father of the baby at the time of diagnosis, two (302, 6; 009, 13) were concerned 

about not being able to conceive, and two stopped using birth control in order to conceive 

(301, 7; 109, 10).  The fifth woman (104, 9) had been living with her parents when she 

discovered she was pregnant.  She had not planned on pregnancy at any point in her life.  

When her pregnancy was diagnosed the father of the baby moved in with her and her 

parents.  The sixth woman (015, 28), rated the most American of the participants in her 

cultural orientation, referred to her partner as her “boyfriend” and stated that her 
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Table Six:  Relationship With Father of the Baby 

(Information is arranged in descending order by Mexican cultural orientation score) 
 Pre diagnosis Notes Post 
101 Single Both happy at diagnosis Married 
100 Married  Concern about not conceiving Spouse more attentive 
012 Engaged  Moved wedding forward Married 
311 Married 1.5 yrs Pregnancy was planned  Married 
108 Married 1 yr Stopped using contraception Spouse is more tender 
302 “Union Libre”  (common-

law marriage) 
Concerns about not conceiving 
FOB wanted baby,  

Partner is more grumpy “Union 
Libre” 

301 “Union Libre”  FOB wanted baby, stopped 
using contraception 

“Union Libre” 

106 Dated 14 months Contraception failed  At diagnosis FOB* said he would 
help but has not 

104 “Union Libre” 9 months Both living with her parents “Union Libre” 
109 “Union Libre”- 2 years  Stopped using contraception “Union Libre” 
007 Dated 4 mos.  Pregnancy not planned No longer sees FOB 
103 Married 3 years Stopped using contraception Married 
009 “Union Libre” 5 years Were concerned about not 

conceiving 
“Union Libre” 

005 Married  Pregnancy not planned Married 
017 Married  FOB wanted baby, pregnancy 

not planned 
Married 

021 Single  Broke up prior to diagnosis  FOB does not know 
011 Dated 4 months  FOB questions paternity  New boy friend 
026 Married 1.5 years Not planned Spouse more affectionate 
025 Casual relationship FOB does not call.  

Respondent “is OK” with this 
No contact 

024 Dated 10 months Lives with FOB and his family Her “boy friend” 
022 Lived with FOB FOB wanted baby  Lives with family, dates FOB.   
020 Single  FOB refused to use condoms FOB questioned paternity, then 

wanted custody of baby 
008 Dated 1 year FOB angry at diagnosis No contact 
004 Single Does not want to be with 

FOB.   
FOB questioned paternity 

023 Married  Both planned pregnancy He spoils her. 
013 Dated 4 years, engaged  Wedding plans moved forward Married, husband in service 
014 Engaged  Wedding plans moved forward Married, husband in service 
015 Living with FOB  Respondent is “not the 

marrying type” 
Living with FOB 

*FOB = Father of Baby  

pregnancy was not planned.  When asked about future plans for her relationship with the 

father of the baby, she said that she was “not the marrying type”.    

For most of the 14 relationships mentioned above, upheaval upon the 

announcement of the pregnancy was minimal.  Couples who were in common-law 
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relationships may have already perceived their relationships as permanent or committed, 

and pregnancy as a normal part of these relationships.  In most interviews with women 

who were married or cohabitating prior to the pregnancy, women showed less concern 

about their relationships with the father of the baby than did women who had not been 

living with the baby’s father.  This was evidenced by them talking less frequently about 

the reactions of the baby’s father than did other women, describing happy reactions to the 

announcement of the pregnancy, pre-pregnancy planning for children, or a good 

relationship with the baby’s father.  Some women in this category described their 

husbands as being more attentive or affectionate, or as spoiling them by conceding to 

their wishes.  Comments about men’s reactions by married or cohabitating women tended 

to be less frequent or detailed than those of women in other types of relationships.       

A seventh woman (022, 21) was living with the father of the baby when her 

pregnancy was diagnosed and subsequently moved in with her family.  Her partner 

wanted to have a baby, but she did not want to.  She presents a history of him cajoling her 

to stop using birth control, hiding her birth control pills and the like.  She eventually 

relented and did conceive.  At that point, she went to live with her family, and he went to 

live with his.  After a brief separation unrelated to the pregnancy, they started seeing each 

other again.  The respondent said they might eventually move in together but did not like 

his suggestion that they move in with his parents because she wanted them to have a 

place of their own.  He helped with some expenses directly related to the pregnancy, as 

well as costs related to dating.  Otherwise, the support she received was more like that of 

other women who lived with their families.  Negotiations about the future of the 

relationship as demonstrated by this couple were most common in unmarried couples that 

were not married or living together.   
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The balance of the respondents, 14 women, were not married or living with the 

father of the baby when their pregnancies were diagnosed.  Six of these women married 

the father of the baby or began cohabitating in response to the diagnosis.  Of these six, 

three (013, 26; 014, 27; 012, 3) were engaged to the father of the baby at the time of the 

diagnosis and moved their plans to marry forward.  Two of these (013, 26; 014, 27) were 

living with family members as their husbands had joined the military.  Another woman’s 

fiancé was upset because the pregnancy spoiled their plans for a big wedding (012, 3).  A 

fourth woman (101, 1) was not engaged when diagnosed but had felt that she and her 

partner would marry at some point in the future, and did marry in response to the 

pregnancy.  She described the characteristics of her new husband that she felt signaled 

success for the relationship.  He was a serious person, a homebody, who was very happy 

that she was pregnant.  Two other women were not living with the father of the baby at 

the time of the diagnosis but were at the time of the interview.  In one case (104, 9), the 

father of the baby moved in with the respondent and her parents.  The other respondent 

(024, 20) moved in with the baby’s father and his parents.   

The eight other women who were not living with the father of the baby when 

diagnosed had a tentative or no relationship with the father of the baby at the time of the 

interviews.  In many of these relationships, the father of the baby withdrew his support of 

the participant when the pregnancy was announced.  All couples’ estrangements were 

related to pregnancy except in one case, in which the couple dissolved their relationship 

before the woman discovered she was pregnant (021, 16).  At the time of the interview, 

this woman had not yet informed her former partner that she was pregnant because she 

was not interested in pursuing a relationship with him.  Another woman (004, 24) wanted 

to conceive because of her home situation, described earlier on pages 58, 63 and 66.  

When she told her partner of her diagnosis, he claimed he was not the father of the baby.  
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He later recanted and was assisting her in limited ways at the time of the interview.  He 

had asked the participant to move into his parent’s house with him, but she would not 

consider a serious relationship with him unless he was convinced that the baby was his.   

Two pregnancies (106, 8; 020, 22) were the result of failed birth control, preceded 

by disagreements between the man and woman about contraception, and blaming each 

other for the pregnancy when the diagnosis was made.  In another case (008, 23), the man 

had been asking the participant for some time to stop using birth control so they could 

have a child.  He became angry when the pregnancy was announced, saying the baby was 

not his.  He later told the respondent he wanted sole custody of the child once it was born.   

In the remaining three cases, the pregnancies were not planned, and the 

participants were no longer in a relationship with the baby’s fathers.  One (007, 11) said 

the father of the baby did not want the responsibility of a baby.  A second participant 

(011, 17) said that the baby’s father was not sure that it was his baby, and she was not 

sure she was mature enough to be a good wife.  At the time of the interview, she had a 

new boyfriend who was supportive of her pregnancy.  The third participant (025, 19) said 

the pregnancy came at a good time for her, but that neither she nor the baby’s father was 

eager for commitment.  He had initially said that he would assist her but subsequently 

stopped contacting her.  She said that the dissolution of the relationship did not bother 

her.   

In reviewing women’s characterizations of their relationships with the fathers of 

their babies before and after their pregnancies were diagnosed, we see a great deal of 

change in some and relative stability in others.  The next section will further describe the 

characteristics of these changes, and explore the possible implications of identified 

patterns of stability and change.    
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Patterns of Change in Relationships With the Baby’s Father 

In discussing change in the relationship with the father of the baby, it is important 

to keep in mind the time line of events associated with the discovery of the pregnancy.  

Many women thought they might be pregnant before it was clinically diagnosed, or 

delayed telling others about their pregnancy for a time after it was confirmed.  During 

this time they thought about implications of the pregnancy.  As with other relationships, 

women thought about how to present the pregnancy to the father of the baby, what his 

reaction might be, and what her course of action would be in response to him.     

In reviewing women’s experience with the fathers of their babies, their 

relationships could be characterized as falling into three groups.  One group of couples 

had previously, or in response to the pregnancy, taken action that signaled a commitment 

to continue the relationship throughout the pregnancy and after the birth of the baby.  

Previously married or cohabitating couples, engaged couples that married, and most 

women who began living with baby’s father after the diagnosis of pregnancy fell into this 

group.  The second group of couples was those who’s future remained uncertain at the 

time of the interviews.  These included couples that began living together in extended-

family households after the pregnancy was diagnosed.  Also, some of the couples where 

paternity was questioned fell into this category.  Although the father of the baby 

exercised some control over the future of the relationship, in cases where the relationship 

was in question, participants considered how continuing the relationship would influence 

their lives once the baby was born, and in some cases, how well the man would fulfill the 

father role.  The third group were couples whose relationships dissolved because of the 

pregnancy.   

In situations where the father of the baby was not present when the participant 

was given the diagnosis, women thought about their partner’s possible reactions to the 
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announcement.  Women’s concerns about the father’s reactions were influenced by two 

of the factors mentioned in relation to other network member’s reactions, namely the 

nature of the pre-pregnancy relationship and the expectations about pregnancy the couple 

had prior to the diagnosis.  Women related discussions or decisions the couple had made, 

if any, about long-term commitment, contraception, pregnancy or children prior to 

conception.  Women recalled these interactions and considered the status of their 

relationships when they first thought they might be pregnant and upon receiving 

confirmation of the diagnosis.  The relationship status and past discussions about the 

future and children served as signposts to the women of how the father of the baby would 

react to the pregnancy and of the possible future of the relationship, as in the excerpt that 

follows. 

I: What was your first reaction when you discovered that you were pregnant.  You 
know everybody is different; their situations are different… 

R: Well I was happy, 'cause I knew that my husband would be happy. 

I: Ok.  

R: At the time he was just my boyfriend, but we had been together for so many 
years, we had a ready planned that we were gonna get married and everything in 
the future.  (014, 27, page 7) 
 

This woman’s first reaction to her diagnosis was to think about her boyfriend.  

Their plans prior to the pregnancy included getting married, and presumably, starting a 

family.  Based on these prior plans, she was sure he would be happy with the diagnosis; 

and in her mind, this set the stage for his continued involvement in her life, despite the 

fact that she had been taking contraceptives at the time she conceived, and everyone was 

surprised at her diagnosis.   

Women who were not married, engaged or living with the father of the baby at the 

time of diagnosis tended to evaluate the relationship to decide its future, or negotiated 
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with the man to try to decide what role, if any, he would play in the future.  Some women 

talked about whether he would be a good father or husband.  In evaluating a relationship 

most women engaged in interactions with the baby’s father, though much of the decision-

making process was internal.  A few sought the counsel of family or friends. 

The excerpt below demonstrates one woman’s engagement in interactive 

negotiation and an internal decision-making process concerning the father’s role.   

R:  Uh-huh.  I knew the guy, you know he was... my best friend’s friend like, like 
that I would see him in Juarez.  We would dance together sometimes, and after a 
year we started seeing each other and, that's what happened. 

I:  OK...  Does he know that you're expecting? 

R:  Yeah, uh-huh 

I:  OK.  What was his very first reaction when you told him? 

R:  Well I, I didn't tell him for four months... because I didn't know what he was 
gonna think, like we weren't boyfriend or girlfriend or anything.  We're just seeing 
each other when we go to Juarez and we would end up together, so I, I don't want 
him to tell me ”No it's not mine”, like I didn't need that, besides that I need, he 
need, I didn't need him either, so I said, so I said, so I said OK, I'm not gonna tell 
him, or maybe later on I'll tell him, but one of his friends knew, and after four 
months he told him, and I bumped in to him at the mall and, he told me “Hey!  
You know what?  My friend already told me!  How come you didn't tell me?” and 
this and that and, “How could, how could you?  You're four months already and 
you didn't tell me a thing.  I want the baby to know who his father is and I'm 
gonna be there for the baby,” and I said, “OK, that's fine.”  He talked about 
moving in together and I said no (Laughing)...  'cause I really didn't, I mean I 
know who he is but, like I said, I, I have everything in my house, I don't wanna go 
suffer with someone I really don't know, or it goes, I don't know I just didn't want 
to, I said no, I don't want to, you know we can still see each other but, it works out 
when it works out, when it doesn't it doesn't... and then again we saw each other 
like a couple of times after that and, I haven’t heard from him, like he hasn't 
called or anything, and I haven't looked for him 'cause I'm not gonna look for him 
so…(025, 19, page17) 

 

The participant did not initially see the relationship as implying any commitment, 

and did not expect any.  She also reasoned that the baby’s father did not have anything to 



 83 

offer her in her new situation.  In fact, she thought a continued relationship with him 

might be more of a burden.    

In most cases, the baby’s father was definitely in or out of the picture at the time 

of the interview.  There were some cases however where there was some uncertainty 

about the father’s involvement at the time of the interview.  The woman in the next 

excerpt (301, 7) was interviewed in Matamoros, Mexico at about seven months of 

pregnancy.  She had known the father of the baby for about a year and was living with 

him when the baby was conceived.  He had wanted a baby, so the participant had stopped 

using birth control pills.  He was happy when she first announced the pregnancy.  After 

receiving the diagnosis, the couple moved in with her mother.  The respondent said that 

he had become less affectionate and more irritable recently, and that they had argued the 

day before the interview. 

I:  How long did you say you had been living with the baby’s father?  Before you 
got pregnant? 

R:  Let’s see…  It was two months. 

I:  And so you say that his treatment of you has changed, since he…  Instead of 
helping more he helps less? 

R:  Yes, well yes, because, like there are husbands [Respondent uses the word 
“marido”] that will help you, or like you crave something and they go get it, 
right? 

I:  But, you have noticed that this is due to the pregnancy [his recent irritability]. 

R:  Yes… a lot because before he wasn’t that way with me. 

I:  And what do you think about after the baby is born, that he will be the same 
way, like he was before? 

R:  Well since, since we are separated right now… that, that is, he just left 
yesterday, and I tell Mom “If we get back together in… if he comes back, like if 
he comes back now or something, I’ll get back together with him.  If after the 
birth, he’s not here, that is, he’s not here, then I won’t go back with him.” 
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I:  So, you will give him a time limit to come back.  (301, 7, page 13, translated) 
 

Like the previous example, this woman was also involved in a process of decision 

making about her relationship with of the father of the baby.  Her decision making 

process involved both their desires and actions to an extent, as well as the history of the 

relationship.  She also based her desire to have him in her life after pregnancy based on 

his behavior during pregnancy.  As with situations where men stated that the baby was 

not theirs, there may have been some doubt in this woman’s mind about the man’s level 

of commitment to the baby.  This for other women in the study was an important factor in 

decision making about continuing the relationship.  Also, for this woman, as for the 

others we talked to, continuing or ending the relationship with the baby’s father had 

important implications for her life after the baby was born.     

Changes in women’s relationships with the father of the baby had obvious 

implications for the availability of social support from him.  Although the interview 

schedule elicited information about changes in the support provided by the father of the 

baby, review of women’s conversations reveal less about social support from the babies’ 

fathers than about other network members.     

The literature on social support and social networks discusses the place of 

negative social interactions in concepts related to social support.  In terms of social 

support, the fathers of participant’s babies were presented most often as having an 

emotional impact on the participants.  In many cases this was through the provision of 

emotional support and in some cases through negative social interactions.  As with other 

network members, women described any changes in the father of the baby’s instrumental 

social support as being motivated by the desire for a positive outcome for the pregnancy.    
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Cultural Orientation and Cohabitation 

An interesting pattern emerges when reviewing women’s relationships with the 

fathers of their babies.  Table Six is arranged in order of decreasing orientation to 

Mexican culture and summarizes information about the relationships women had with the 

fathers of their babies.  As we move from women with more a Mexican cultural 

orientation to those with American cultural orientation, there are an increased number of 

terminated relationships.  Fewer relationships among Mexican oriented women dissolved 

when the pregnancy was announced.  An examination of attitudes toward relationships 

may provide some insight into this pattern.   

Among women who were not married when they conceived, those with a 

Mexican cultural orientation defined relationship status differently than did women with 

a more American cultural orientation.  For example, Mexican- oriented women referred 

to their common-law partners as husbands and considered them selves to be in common-

law relationships rather than living together.  Also, when asked about marital status, some 

married women made a further distinction between being married in the church rather 

than in a civil ceremony.   

Rather than marriage being dichotomous, it is possible that Mexican culture has a 

continuum of being married, with common law couples being least married, followed by 

couples married by the courts.  Those married by the church are seen as being most 

married.  If in Mexican culture there are degrees of being married, rather than marital 

status being an all-or-nothing concept, it is possible that Mexican-oriented women 

consider common-law marriage more similar to formal marriage than do American-

oriented women.   

Mexican-culture couples that live together may be perceived as being in 

committed marital relationships while couples in similar relationships in American 
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culture are not.  This perception may explain in part why some more Mexican-culture 

oriented participants who were in common law relationships were not engaged in 

contraception, or were worried because they had not conceived.  If common-law 

marriages are seen as more permanent and legitimate in Mexican culture, pregnancy and 

children may be more expected, and accompanied by less social stigma, emotional 

distress, and more social support than are out-of-wedlock pregnancies in American 

culture.   

In conclusion, relationships with the father of the baby reflected more change than 

did relationships with most other network members.  Women sought understanding of 

relationship change by examining previous negotiation about contraception or children, 

or indications of the permanence of the relationship.  Mexican women’s perceptions of 

their relationships more often reflected an assumption of permanence.  The degree of 

upheaval and change when the pregnancy was announced, and the resulting relationship 

as the pregnancy progressed, influenced the type of relationships women anticipated 

having with the fathers of their babies in the future. 

FORMS AND SOURCES OF SOCIAL SUPPORT IN PREGNANCY AND MOTHERHOOD  

The interview guide was designed to elicit information across the range of 

classifications of supportive behaviors described in the social support literature.  Using 

women’s descriptions of enacted social support, I then identified the supportive behaviors 

that they described most often, and grouped the described behaviors based on 

classification systems found in the social support literature.  Table Seven shows the types 

and most common examples of support the women described.  

I eliminated or subsumed some categories of social support under other categories 

because of the way women responded to questions about social support.  For example, 

women described informational support when we asked how they found out about social 
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services such as WIC (Women, Infants, and Children) and Medicaid, or where to go for 

prenatal care.  However, when asked to describe supportive behaviors and advice 

received, participants infrequently mentioned the provision of this type of information.  

Similarly, respondents rarely described socialization per se when asked about network 

support, although women described social activities within the context of advice-giving 

and assistance with daily activities.  As a result, I subsumed informational support and 

socialization under other headings as the analysis proceeded.  

The majority of supportive behaviors that participants described came from 

persons living in the respondent’s household.  This was true of even if the participant 

lived with extended family when more immediate family lived nearby.  As described 

above, an initial upheaval in response to the pregnancy was not uncommon; but in most 

instances, both women and their social networks adapted to the idea of pregnancy and 

eventual motherhood.  Fathers who lived in extended households with the participant 

were not described as being as active in helping with household duties as other household 

members, although they were described as a source of monetary support.  On the other 

hand, when women lived only with the father of the baby, his role as a provider of 

practical support overshadowed that of other network members.   

 Table Seven:  Types of Described Support  

Classification for Type of Support What Women Described 
Instrumental Housing-related expenses 

Food 
Pregnancy-related Expenses 
Help with chores 

Emotional Asking how she is doing 
Advice Prenatal activity 

Prenatal diet 

Household members provided most instrumental support, defined here as help 

with household and pregnancy-related expenses, food, and help with chores.  Advice, 
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whether it was about physical activity or diet, was usually provided by other females 

within the existing social network who were seen a knowledgeable based on their past 

experience with pregnancy, childbirth, and motherhood.   

Peers, such as siblings, cousins or friends, most often provided explicitly 

described emotional support.  Except for one or two women who received a few small 

gifts, emotional support was the only support that friends, coworkers, neighbors or fellow 

students provided.   

As with network member’s reactions to the announcement of pregnancy, 

women’s estimations of future financial or housing support were based on three factors:  

the social network’s past helping patterns, the financial capacity of key network 

members, and for some women, the type of relationships they had with social network 

members.  Most women described past helping behaviors as continuing at the time of the 

pregnancy and expected that they would continue into the future.  In some cases the 

woman’s greatest concern was the network’s financial capacity to provide for her and the 

child.   

Support With Pregnancy-related Expenses 

Many women received or anticipated assistance with the cost of prenatal care and 

the baby’s birth from Medicaid.  Those who were not eligible for this benefit received or 

anticipated help from household members.  Women who were living with the baby’s 

father reported this expectation, as did those who had other living arrangements.  A few 

women who were not living with the baby’s father did receive some assistance from him 

such as help paying for the cost of prenatal care.  A few women were not sure how they 

would pay for the delivery.  One example is the woman described before (106, 8) who 

was thrown out of her house along with her mother.  She was not sure how the two of 

them would be able to afford the cost of the delivery.  
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Preparedness for the arrival of the baby emerged in women’s conversations, 

although it was not explored explicitly.  Women displayed a broad range of preparedness 

for the arrival of the baby in terms of having supplies such as clothing or diapers and 

furniture like a crib.  While some participants were purchasing these items themselves, 

many received gifts from family and, to a lesser extent, from friends.  One woman’s 

friends were making afghans and quilts.  Another described an elaborate baby shower her 

family had helped her plan and showed me a closet full of baby clothes and other 

supplies.  The same woman’s family had purchased new bedroom furniture for her in 

anticipation of the baby’s birth. 

Support With Housing and Related Expenses 

Living arrangements and household finances were explored within the context of 

social support, rather than with the goal of understanding household economies.  

Information about who provided financial help and assistance with living arrangements 

helped identify members of the participants’ social networks and identified those who 

provided social support that was monetary in nature.  Table Eight summarizes social 

support women received in the form of housing and financial assistance before the 

pregnancy and at the time of the interviews.  

Although there were some changes in living arrangements in response to 

pregnancy, some due to factors in women’s relationship with the father of the baby, 

actual living arrangements did not change for most women (see Table Four).  Most 

women planned on remaining in their current residence once the baby was born.  None of 

the women were living alone at the time of the interview, and most were not working, so 

most received help with the cost of housing.  I considered married women living with 

their husbands to be receiving instrumental help with the cost of housing, as I did women 

living with relatives, or with relatives and their husband.  This is because many  
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Table Eight:  Pre and Post Pregnancy Resource Profiles 

(Information is arranged in descending order by Mexican cultural orientation score) 
 Pre-pregnancy 

Resources 
Intervening Factors Post-pregnancy Resources 

101 Both worked Very poor.  R fired due to pregnancy His work 
100 Both worked Both need to work Both will work 
012 Both worked  R. wants to stay home with baby His work 
311 Both worked Would like to stay home with baby Will work in future 
108 Both worked Enjoys working Will rotate shifts 
302 Worked Worked out of necessity Will work 
301 Worked Likes work, gets bored, needs money Will work 
106 Mother, step-father R and mother thrown out Unknown 
104 Parents FOB moved in with R & parents Parents & FOB 
109 Worked Wants to work, needs money to help 

mom, gets bored 
Will work 

007 Family Lives in extended household Will work at 6 months 
103 Husband None Husband 
009 Baby’s father He does not want her to work. Baby’s father 
005 Husband Wants to go to school Husband 
017 Husband, parents Husband got laid off Parents, Husband 
021 Parents Quit work, too stressful.  Wants to finish 

school 
Parents 

011 Mother & siblings Family very poor Will work at 1 year 
026 Working Works due to finances Will work 
025 Family Worked for spending money, laid off.  

Will return to school. 
Family 

024 FOB’s family Wants to be independent, return to school Will work 
022 Mother Goes to school Mother 
020 Mother All family on AFDC.  Has never worked.  

Wants to return to school 
Wants to work 

008 Aunt Lives in extended household. Aunt 
004 Father, self Thrown out by father Sister 
023 Worked None Will work after baby is born 
013 Parents, husband Husband in military.  Will join him. Husband 
014 Parents, husband Husband in military.  Will join him.  Will 

work at 10 months. 
Husband 

015 Parents Wants to be independent. FOB, parents 

respondents described housing as a form of social support, because they would otherwise 

have to work.  In reviewing Table Eight, most of the women who worked prior to 

pregnancy were those living in Mexico (with interview identification numbers of 100 up).  

Women living in the United States described relatively brief periods of employment, if 

any.  Most women who had been working or who planned to work in the future did so for 

economic reasons, although a few stated they wanted to work in order to socialize or 
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because they would be bored if they did not.  All women said they thought it was 

appropriate for a pregnant woman to work, and that a pregnant woman should stop 

working when she started experiencing discomfort because of her pregnancy.   

Eleven participants in total had worked before their pregnancy.  Several of the 

women from Mexico who had worked during their pregnancies left their work because of 

government-mandated pregnancy benefits offered in Mexico that allow several weeks of 

leave before a woman’s predicted delivery date.  Most of the women that had worked had 

helped with household expenses to varying degrees.  Only four were still working when 

interviewed.  As such, many of the study participants had not or were no longer able to 

contribute to the cost of housing.   

The relative importance women placed on the availability of housing and 

financial help was based on the respondent’s estimation of the future need for and 

availability of economic assistance.  In a few cases, women’s greatest concern was the 

network’s financial capacity to provide for her child and herself in the future.  The 

following two excerpts reflect women’s concerns about the capacity of their social 

network to provide financial support in the future.     

I:  …You were telling me that you still don’t know where your baby will be born.  
Why, why don’t you know yet? 

R:  Well, no, because, since right now we aren’t, we aren’t living in our house, 
right, I don’t know right now how my mom is on money and all that… we don’t 
know.  [R’s mother’s husband had recently thrown R and her mother out of the 
family home.] 

I:  So, it’s your mom who will pay for the birth for you? 

R:  Right now, well, right now, yes.  She is the one who is helping me, and 
everything.  (106, 8, page 5, translated) 
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I:  OK.  In thinking about the economic situation, uh… what else did you think 
about that? 

R:  Well, another problem for the house, since I am not yet with my partner… 
because of the expenses from when I don’t have money I think my Mom will be 
the one who will be giving it to me. 

I:  Because your mother will be helping you… ? 

R:  Yes. 

I:  Yes. 

R:  And that’s what I don’t want (laughs). 

I:  You don’t want, you don’t to be helped?  It is what you don’t want? 

R:  It’s what I don’t want.  That is, she can just barely make it by with her things, 
and it’s like giving her another, one more problem.  (011, 17, page 8, translated) 
 

These two women were the exception as most women were not concerned about their 

family or husband’s capacity to provide for them in the future.   

In some cases, the circumstances of key relationships had an impact on the 

expected availability of instrumental support in the future.  In the following excerpts, the 

participants base their estimation of the future availability of support on the attributes of 

relationships they have with members of their social network.  

I:  After the baby is born, do you think life is gonna be harder or easier? 

R:  I don't think it's gonna be, either harder or easier, it's just gonna be different... 
like I think you know, thanks to God I have my family, and they're really 
supportive, and I know they're gonna help me, and even if I'm not working, I 
know my baby is not gonna need anything 'cause I have them you know, I'm the 
first one born, and my baby it's gonna be their first bisnieto [grandchild] and 
everything, so everybody is like... you know it's, I know, I know my baby is not 
gonna need anything um... like I, you know I don't think it's gonna be harder or 
easier it's just gonna be, a little bit different you know 'cause now I, I have… 
(025, 19, page 30) 
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Because this woman had a positive relationship with her family, and because she 

was giving birth to the first grandchild, she expected a great deal of assistance in meeting 

her needs.  

The following woman considers network members’ perception of her and her 

husband in assessing whether help would be provided if needed.   
 

I:  Who do you think would lend you money if you found you needed it? 

R:  Ah, I think that any person who knows me.  And I think without having to ask 
for it.  Eh, most of my friends from here, my neighbors, even my friends from far 
away, know how we live, what the economic situation of my husband and I is.  
And in case of an emergency, which we hope to God doesn’t happen, we could 
count on any one of them.  (101, 1, page 18, translated) 

In the next excerpt, we look again at the situation of the woman who was thrown 

out by her father.  Prior to her pregnancy she had been living with her father, stepmother 

and the stepmother’s children, but had been paying for her own expenses, except housing 

for some time.  Even before her pregnancy she thought he and his new family wanted her 

out of the house.  At the time of the interview, she was living with extended family.  She 

had described a developing estrangement from her father prior to her pregnancy, and had 

planned the pregnancy knowing he would eventually tell her to leave the home.     

I:  Was, was a... were you hoping to get pregnant right now?...  Was that part of 
your plan? 

R:  Now it was. 

I:  Tell me about that.  Tell me how you made that decision. 

R:  Well, I didn't wanna be left alone, because I knew my father soon enough, he 
was gonna throw me out of the house or something. 

I:  So you sensed it?  Kind of? 

R:  Mm-hum.  I sensed it coming and I wanted to... be able to take care of my 
own baby.  I'd taken care of all the other kids, I wanted to be able to take care of 
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my own baby... and I felt it mine, in heart, that I was ready.  I mean I have a good 
job and I thought I was ready to have this baby.  (004, 24, page 5) 

 

Based on their relationship prior to the pregnancy, and his throwing her out when 

she announced her diagnosis, she anticipated that he would not help her in the future.  

Thus, this woman, as the others in the preceding examples, estimated the availability of 

future support based on the nature of key relationships rather than the financial 

circumstances of network members or past patterns of support.  

In summary, after any initial upheaval at the announcement of the pregnancy, 

most women found that their family was supportive as ever.  As a result, most women’s 

estimates of future support were not based on network member’s feelings about the 

pregnancy, but on preexisting features of relationships that in the past had determined the 

availability of social support.  These features included the perceived capacity of the 

network to assist, the type and quantity of help provided in the past, and the nature of 

relationships with key network members.   

Advice 

The social support literature recognizes the giving of advice as a form of enacted 

support.  According to Goldsmith (1997), advice may be perceived as supportive because 

it demonstrates to the receiver that the advice provider is concerned about his or her well 

being.  In addition, advice can provide information that the receiver might find helpful.  

On the other hand, advice can be seen as an intrusion on the receiver’s autonomy.  The 

interpretation of advice is influenced by several factors, including the cultural context 

within which the giver and receiver function (Goldsmith, 1997).   

I intended for questions about advice in the present study to gauge group 

differences in the source, quantity and content of advice that women received.  In 
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addition, my analysis focused on whether the women took the advice received, or if the 

advice was perceived as intrusive.  I will first discuss sources of advice.  Then I will 

explore the primary topics of advice women received, physical activity and diet.  I will 

also address how women felt about the advice received and how they put it to use.    

Participants received a great deal of advice about their pregnancies from a broad 

range of people.  Several women specifically stated that everyone gave them advice.  

Looking at women’s responses as a whole, the statement that every one gave them advice 

seems an accurate description of the patterns of advice-giving described.  Advice came 

from parents, spouses or partners, siblings, grandparents, aunts and uncles, in-laws, 

neighbors, male and female friends, supervisors, co-workers, teachers, and even people 

on the street.  Although many people gave advice, the bulk of advice described came 

from family members.   

I:  Is there anyone who gives you advice about your pregnancy? 

R:  Oh.  Yes, everyone, everyone I can think of. 

I:  Ok.  So that's probably your mom...  

R:  My mom, he's mo...  my mother-in-law, my grandparents, his grandparents, 
my dad, everyone, my brother.  Everyone's like “Don't do this,” and “Don't do 
that.” and “It’s best if you do this,” and…  (014, 27, page 12) 

I:  OK...  Is there anyone here at home who gives you advice about your 
pregnancy? 

R:  My mother in law 

- - - - - - 

I:  What does she tell you about eating?  [R. mentioned earlier that mother-in-law 
advises her on what to eat] 

R:  To eat right, like the vegetables and all that, other things that I need 

I:  Eat vegetables, what else? 
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R:  Um...  To eat ah, like start eating fruits and everything 

I:  What does she tell you about walking, did you say she tells you to walk?  [R. 
mentioned earlier that mother-in-law tells her to walk] 

R:  Yeah, to walk around the block 

I:  What other advice does she give you? 

R:  Just that, that’s mostly it.  (023, 25, page 13) 
 

R:  My mom and my sister, they tell me eat healthy, eat fish, they tell me don’t eat 
things that aren’t of benefit in your… to your baby, eat fish soup, beef soup, drink 
lots of water, drink juices, don’t drink soda.  They tell me to eat well, to sleep 
well, to not do so much housework, to ay!  I have to clean because…  (she 
laughs).  They give me advice, that’s what they have given me, advice to eat well, 
healthy, a balanced diet.  (017, 15, page 21, translated) 
 

These excerpts convey the typical scope, focus, and sources of advice women 

described.  The bulk of the specific advice described came from older female family 

members, usually the mother or mother-in-law, although on occasion cousins, aunts or 

sisters were mentioned.  Few male network members, including the husband or partner 

were described specifically as giving advice.  When asked, women said advice about 

activities and dietary practices was given with the intent of promoting a healthy 

pregnancy. Also, although we asked about advice on a range of specific topics, the advice 

women received focused primarily on women’s daily activities and diet.  Women valued 

advise more because it was a sign of concern and involvement on the part of network 

members, rather than for the information provided.   

Women did not frequently receive unsolicited advice about the benefits of 

medically directed prenatal care or other medical attention from their social network.  

Most women knew prenatal care was important before they conceived, and some did ask 

female family members where to obtain medical care.  When we talked about the advice 
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they received women did not mention advice about medically directed prenatal care.  It 

was when we asked how they decided where to obtain prenatal care that they mentioned 

network members.  The same was true of governmental benefits such as Medicaid and 

the Women, Infants, and Children program.  Less frequently, women reported that family 

members told them about the specific benefits they would receive.  Some women learned 

about governmental benefits during prenatal care visits, not from their families.    

In talking with participants, I did not get the sense that they saw advice as 

unwelcome, meddlesome, or intrusive but was rather a natural part of relationships.  They 

frequently mentioned advice as a way that family and friends showed support for them.  

Although some women indicated that not all advice believable, they still considered a 

natural part of a supportive relationship, as stated in the following excerpts. 

I: O.K.  Is there anyone who gives you advice about your pregnancy? 

R:   The whole world.  The whole world, from just talking about a superstition to 
care that you should really have.  And… they really lift my spirits (me dan 
muchos animos), they give me lots of support.  (101,1, page 17, translated) 

 

I:   Now what I still need to ask you is if there is any one who gives you advice 
about your pregnancy? 

R:  Well, the people I talk to.  That is, they have to say something, right, to be 
nice?  Although many times I have noticed that they are myths.  Well, they are 
people’s ideas or whatever, right?  But I tell them “Oh yes, that’s great”, right?  
Because, well, if people are raised a certain way, that is what they tell me, right?  
Because it feels like the right thing to do…  (100, 2, page 21, translated) 

Although women did not feel advice was intrusive, they did not always take it to 

heart.  Respondents seemed to listen to advice appreciating the caring it expressed, but 

shrug off that which they felt was not in their best interest, or if it was not believable to 

the respondent.  Many women did receive advice that seemed to me to be based in folk 

beliefs.  Examples of this included being told not to eat spicy food or the baby would be 
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born with a rash, not to sweep or the baby would become tangled with the umbilical cord, 

and to wear a safety pin during an eclipse or the baby would be born with a cleft palate.  

Most women who received such advice pointed out that they did not believe it, but some 

still followed it “just in case”, as in the following excerpt.   

R:  Um...  Like, I know there's a lot of, of stories that... um... my grandmother has 
told me and that my mother says, that my grandma used to always tell her.  And, I 
don't really...  I kind of believe 'em but I don't... like...  Um... let me see, what was 
one story... that... and also two of my friends that go to school with me at New 
Mexico State, their families are like, really very religious and they believe like, all 
the stories that their parents tell 'em.  One of my friends told me that... um... when 
you're pregnant, that if you don't, like, if you crave something, if you don't eat 
what you're craving, that your baby will come out, not deformed, but... like with 
some little complications, and I had never ever heard of that before at all, and I 
was, like, well, whatever, and then... um... my mother told me... um... that when 
you're pregnant, of course you're not supposed to, you know, pick up heavy 
things...  Um... but my grandma said, my grandma told me, you know, don't pick 
up any heavy things, don't do too, you know, too much vigorous work or 
anything... um... and she said, these are her words: "O se, se cae la matriz.”  
[“Your uterus will fall.”] 

I:  Uh huh... That uh... 

R:  It'll fall out...  (laughing) 

I:  Oh, “se cae”, it falls.  (013, 26, page 3) 

Women were not asked directly if they took the advice they were offered.  Still, 

two criteria for accepting or ignoring advice emerged from women’s discussion of advice 

they received.  These were the believability of the advice, and the advisor’s prior 

experience with pregnancy, childbirth and motherhood.   

In the example below the respondent received advice from her mother-in-law 

about sleep that conflicted with what her mother had told her.  She decided to take her 

mother’s advice based on what she felt was reasonable, and on her mother’s experience 

with her pregnancies. 
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I:  What other advice have your mother and sister given you, about nutrition, that 
you shouldn’t do so much…? 

R:  Mm hmm (Yes). 

I:  Oh, you told me “Sleep well”.  What does that mean?  (I. laughs) 

R:  Sleep well.  Yes, they say that… not to stay up late (Que no me desvele.) 

I:  Stay up late? 

R:  That is, I should get to sleep early, that I shouldn’t get to sleep at two, three in 
the morning, because if I already have dark circles under my eyes, then they will 
come down to here.  That I should sleep well the hours I need to sleep, that is, 
eight hours, that I get enough sleep, that I don’t stay up late. 

I:  If you feel tired during the day, uh, do you lie down? 

R.  Yes, I sleep. 

I:  And have they said you should do that, or do you just do it? 

R:  Uh huh.  Well, my mother in law tells me, since I sleep one or two hours every 
day, she tells me, my mother-in-law, not to do that because the baby is going to 
get stuck (Se me va a pegar el nino.).  Stuck I don’t know where, in the stomach 
maybe.  So I told my Mom and she said, “No, it’s not true.  I always slept, with 
my five children.  I was very lazy, and not one of them got stuck.”  (R laughs.)  
Of course, I’m not going to take advantage of it, right.  I don’t sleep all night and 
all day, but I do sleep. 

R:  OK.  (017, 15, page 21, translated).  

Women were advised to eat a healthy diet.  A healthy diet was described in 

various ways, including drinking water instead of sodas, avoiding greasy or highly spiced 

foods or eating plenty of fruit.  When asked why they were given this advice those who 

replied said that it was good for the baby’s development or promoted a healthy 

pregnancy. 

Respondents also described advice about activities as being aimed at promoting a 

healthy pregnancy, and according to several women, an easier delivery and quicker 

recuperation.  Many women were told not to carry heavy items, such as gallons of milk or 
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wet laundry.  Some women were advised not to bend over or engage in activities that 

involved twisting back and forth such as sweeping or mopping.  Several women were 

advised to walk, as this activity would promote a healthier pregnancy or an easier 

delivery. 

In addition to advice about diet and daily activities, several women were told to 

avoid negative thoughts and feelings.  This suggestion too was thought to promote a 

healthy pregnancy.   

I:  And you imagine it [the baby], you have imagined it? 

R:  Yes, I have imagined it.  I have dreamed about it many times.  I have dreamed 
and um, and almost always when I wake up, you know?  Well yes, that is, I tell it 
it’s a baby and that I was dreaming about it and things like that.  And for the same 
reason I try to not think about things that can make me sad because I know that 
they get sad.  That’s what they have told me.  So, in remembering something, for 
example, of something will make me sad, of some person rejecting me, or 
something, I change, not so much for me, but for him (100, 2, page 30, translated) 

 

R:  …Mmm, ah, I think that, that I try to be… always happy, because there are 
problems and everything, and I try to, to not let it get me down (de no 
apachurrarme), to not be sad and crying because I think  it affects the baby.  I feel 
and I try to be happy, singing so the baby feels what I feel, because they say that 
if your are sad the baby feels it. 

I:  Hmmm 

R:  And, that is, they say that when you cry the baby resents it.  It knows when it’s 
mom is sad, that she is crying, and, and when the mom feels content the baby 
knows it’s mom is content, or when I sing, or when you are singing, the baby 
knows “My mom is singing, (laughs) she is happy!”  I try to always be happy.  
(017, 15, page 23, translated) 

The two excerpts show the link thought to exist between women’s emotions and 

the experience of the baby.  In another interview, a woman was told to modulate her 

emotions not only by family and friends, but also by her doctor from Mexico (021, 16, 

pages 8-9).  Another woman’s (103, 12, pages 13, 15 and 16) Mexican doctor also told 
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her to avoid emotional upset.  Her husband and family conceded to her wishes to avoid 

upsetting her, because they thought it was important for the baby.  This type of advice 

was similar to other counsel related to the pregnancy in that it was motivated by the 

desire to promote a healthy pregnancy.  

After the baby was born, women expected advice to continue for some time, 

primarily in the areas of the physical care of the newborn and self care, as described in 

the following excerpt.   

I:  Any other advice? 

R:  How to take care of myself once I have the baby 

I:  Ok.  Like bathing or what, I'm sorry? 

R:  No, as far as... maternity ah...girdles or... well that I shouldn't go out because 
if the, if the wind hits you, you can stay fat and all... all these things that they 
have. 

I:  How interesting  

R:  Yeah, and ah...  I mean what else...  That you should just bathe at night instead 
in the mornings, 'cause that way if you, have to go out the wind won't hits you 
because you have to keep your diet for the 6 weeks 

I:  Um-huh (yes), um-huh 

R:  Well, that's basically what they told me on that 

I:  OK... 

R:  Living like this for 40 days 

I:  And there’s a lot of things you can't do? 

R:  Um-huh (yes) (026, 18, page 10) 

Several women talked about the “quarentena” or “la dieta”, described as a 40-

day or six-week quarantine, or a behavioral “diet”, during which the new mother was to 



 102 

avoid specific activities and female family members would lend support and teaching 

about self- and child-care.     

In summary, women received advice from most people.  Advice focused on diet, 

physical activity, and to a lesser extent, preventive actions a woman could take to 

promote the health of the baby and avoid negative outcomes.  As stated by Goldsmith 

(1997), advice may be perceived as supportive because it demonstrates to the receiver 

that the person providing it is concerned about his or her well-being.  Goldsmith (1997) 

also stated that advice must be interpreted within the cultural context of the giver and 

receiver.  Within the context of this study, advice was not seen as intrusive and was 

valued more for the emotional message it sent than for the utility of the information 

provided.  For the great majority of respondents, the important feature of advice was not 

who provided it or its utility but that people cared enough to give it.   

PREGNANCY-RELATED ACTIVITY CHANGES 

Advice resulted in pregnancy-related activity changes motivated by the desire to 

have a healthy pregnancy.  To some women a healthy pregnancy meant that they were 

comfortable or that delivery would be uncomplicated.  Others expressed their desire to do 

what was best for the baby.  These attitudes and resulting behaviors emerged most in 

discussing changes women made in their daily behavior in response to pregnancy.  While 

there was little indication that these changes would persist after pregnancy, exploring 

them gave me an idea of the women’s motivations for change, the type of social support 

that they received that made temporary change possible, and what participants perceived 

as social network member’s motivations for helping.   

Involvement in household chores before pregnancy varied widely from woman to 

woman.  Some women described household activities such as daily cooking, dusting, 

sweeping and mopping, doing laundry, ironing, or frequently moving the furniture to 
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clean.  Others said they did very little around the house before pregnancy.  In general, 

women who were living with their mothers or other older female family members 

described less pre-pregnancy involvement in household chores than did women who were 

living with their husbands or partners.  Whether they did a lot or very little, most women 

continued to perform most of the household tasks they had preformed prior to pregnancy.  

Generally, other household members performed activities that participants altered or 

stopped performing.     

Most women did adapt some of their household activities.  These changes 

included decreasing the frequency of certain activities, performing identified activities 

more slowly, changing the way a task was done, or stopping altogether.  Across the 

sample, the types of activities that were curtailed and reasons for cutting back were 

similar.  The change mentioned most often was avoiding lifting or carrying heavy items 

such as baskets of laundry or heavy bags of groceries.  Also, many women described 

stopping or cutting back on mopping or sweeping.  Although changes were frequently 

said to be the result of advice from female family members, participants had difficulty 

identifying a specific threat that these activities posed.   

A few women changed their daily activities as a result of fatigue or actual signs of 

physical stress, such as back pain.  The following excerpts illustrate motivations, scope of 

activities, and other’s involvement in helping with chores, as related to advice-motivated 

activity changes.  Though most women reported some type of change in daily household 

chores, these were never presented as being a permanent change.     

I:  Do you help with the grocery shopping? 

R:  Yes.  My mom and I go grocery shopping together.  Sometimes when she 
can’t go, I go. 

I:  O.K.  And has that changed in some way? 
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R:  Going grocery shopping?  No. 

I:  In bringing in the groceries? 

R:  …to the house? 

I:  Yes. 

R:  No, I don’t do that any more. 

I:  O.K.  And you have stopped completely, or… 

R:  I only carry the things…  Like the bread and eggs, really light things, yes 
light, because there are times that we bring home sodas or something and now I 
don’t… gallons of milk, all that…  (017, 14, page 1, translated)   

 

I:  OK.  Did you mop [prior to the pregnancy]? 

R: Yes. 

I:  And you continue to do it? 

R:  Yes. 

I:   The same [as before]? 

R:  Mm, they told me that, that… that sometimes it [the baby] can get tangled in 
the umbilical cord when mopping, so like, I try not to put a lot of effort into it 
[trato de no hacer mucha fuerza].  I don’ t know if it is true, but well…  I try not 
to put a lot effort into it, to not mop a lot, to not move around a lot so that, well, 
well so that the baby doesn’t move around a lot.  (012, 3, page 5, translated) 

Questions about exercise were not included in the initial interview guide.  When 

respondents began including exercise in their discussions of activity in pregnancy, PRC 

investigators and I added questions about exercise to the interview.  As a result, six 

participants were not asked about exercise and did not bring it up themselves.  Baseline 

information to determine how frequently or vigorously women exercised prior to 

pregnancy was not consistently gathered.   
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Women brought up exercise in several contexts, although it was discussed most 

often in relation to activity change.  Although some women received advice from 

network members about exercise, similar numbers were aware of possible health benefits 

prior to pregnancy or had received advice through prenatal care clinics, magazines, and 

the like.  The great majority of women across the sample, 17 of them, did not exercise 

before or after their diagnosis.  Of these 17, only one (025, 19) commented that she knew 

she should exercise but did not.  Another (017, 15) was exercising less because she tired 

easily and because family members said too much exercise could be harmful.  The four 

women who exercised before pregnancy increased or did not curtail their exercise 

because they felt it would promote a healthier pregnancy or easier labor and delivery, as 

in the example below.   

I:  How about doing exercises, sometimes walking, running, aerobics? 

R:   A lot of walking. 

I:  Ok.  And you still, you still do that? 

R:  Uh huh.  [Yes.] 

I:  Has that increased, decreased? 

R:  Uh, it’s increased, because my mom wants me to keep real fit, so I can have 
an easy labor. 

I:  Ok.  So she, she uh, is of the opinion, she may be right, I don't know, that uh, 
being really fit will give you an easy labor?  

R:  Uh, the walking, walking, 'cause it extends the muscles, and it helps your 
labor, 'cause you open faster.  (014, 27, page 6) 

As with other activities, women made decisions about exercise based on its 

positive or negative impact on pregnancy outcome.   



 106 

CHANGES IN ALCOHOL AND TOBACCO USE 

We also talked with women about their use of alcohol and about smoking patterns 

before and after they discovered they were pregnant.  With a few exceptions, participants 

who did smoke or drink before the pregnancy stopped or decreased these activities.  

These changes were motivated by the desire to have a healthy baby.  Women reported 

that they had learned about the negative impact of smoking or drinking on pregnancies 

through sources such as school health classes, public service advertisements, or 

information provided by the prenatal care clinic, rather than through their social support 

network.   

Two women reported that they smoked prior to pregnancy, one stating she 

smoked three to four cigarettes a day, and the other saying she had smoked a cigarette 

two or three times a week.  Several women had experimented with smoking at some point 

in their lives.  Both women who said they previously smoked stopped when they 

discovered they were pregnant. 

Eleven women reported regular social drinking prior to discovering they were 

pregnant.  All but one stopped drinking when they learned of their diagnosis.  Four 

women reported that family members had told them that beer in small quantities was not 

bad for their babies.  One example is given below. 

I:  Do you drink beer, wine or some other kind of alcoholic beverage? 

R:  Wine, no.  Beer, well, yes I’ve had a drink, like to have a taste of beer, but to 
drink, drink no, just a taste… 

I:  Like on what occasion? 

R:  No.  Not for some occasion.  No.  Here, just here in the house, and then 
because I have a craving. 

I:  Now that you are pregnant? 
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R:  Yes.  If I really crave it. 

I:  For you is it like a soft drink?  (¿Lo ves como un refresco?) 

R:  Hmm…  Yes, yes but I don’t drink too much.  I drink less then half of… 

I:  Half of… 

R:  Yes 

I:  … a glass or half a beer? 

R:  Well, less than half a glass.  And that because I get a strong craving, but…  
That, that because [my husband’s] aunt told me to drink beer, but… until six 
months because like, it, well it makes more milk.  That beer is O.K.  (108, 5, 
pages 18-19, translated) 

For most women, changes in alcohol consumption were motivated by concern for 

the baby’s health.  This is illustrated in the two excerpts below. 

I:  … And when you went out, about how much did you drink?  

R:  'Till I would get drunk. 

I:  Ok.  And would that be like three beers, or a six pack, or... 

R:  Maybe a six pack. 

I:  And have you changed the amount you drink since you found out that you’re 
pregnant? 

R:  I never drink at all right now. 

I:  You don't drink at all right now? 

R:  No. 

I:  Why?  Why would you say that you stopped drinking? 

R:  My baby's health.  (022, 21, page 17) 

 

[R states that she drinks on occasion and that she prefers mixed drinks]  

I:  But that was when you went dancing? 
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R:  Yes but every week I went I didn’t drink.  But when I ordered something 
that’s what it was, and it was one or two drinks. 

I:  That was when you went out dancing, but now you don’t go dancing? 

R:  No, I haven’t gone. 

I:  Since you have been pregnant, right? 

R:  Well, that is, I’ve gone, for example, to social events, but to a dance hall or a 
discotheque, no. 

I:  And now that you’re pregnant and you go to a party, you don’t drink? 

R:  No, just soft drinks… 

--- 

I:  And now why don’t you drink? 

R:  Because of the pregnancy. 

I:  Because you think it will harm you? 

R:  Yes 

[R goes on to explain that the alcohol is passed on to the baby].  (100, 2, page 29-
30, translated) 

While a few women stated that they stopped drinking alcohol for other reasons, 

such as the smell nauseating them, most women did so out of concern for the baby’s well 

being.  Most stated that they had knowledge of the risks associated with drinking while 

pregnant before they discovered their diagnosis.   

In analysis I was able to easily identify changes in women’s use of alcohol and 

tobacco.  In contrast with information that motivated changes in daily tasks, information 

about the risks associated with smoking and drinking was obtained from sources outside 

women’s social network such as from public service advertisements and prenatal clinics.  

However, as with other pregnancy-related activity changes, decreases or cessation of 

alcohol or tobacco use was motivated by the desire to have a healthy pregnancy.   
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RELATIONSHIP WITH THE UNBORN BABY 

An unexpected feature of pregnancy that became evident as we conducted 

interviews was the expectant mothers’ existing or anticipated relationships with their 

unborn babies.  Women presented relationships with their babies in three contexts: the 

woman’s current relationship with the unborn baby, the anticipated mother-child 

relationship, and the future place of the child in the woman’s social network.     

Women varied in the amount of time they spent thinking about their babies, the 

subjects they thought about, and the degree to which they engaged in overt behaviors as a 

result of their relationships with their babies.  Discussion of the relationship with the 

baby will be divided into two sections.  Women’s relationships with the unborn baby will 

be described in this chapter, as these relationships were frequently presented in terms of 

social interactions.  Discussion of the imagined relationship with the baby once born 

reflected women’s thoughts about taking on the mother role so these will be discussed in 

Chapter Six, which explores changes in women’s self-perceptions as motherhood 

approached.   

Women’s relationships with their babies as they grew in their bodies ranged from 

wondering how big or small the baby might be, to activities designed to physically 

stimulate and communicate with the baby in the uterus.  Some women talked, read, and 

played special music for the baby, and touched or caressed the belly.  

I:  Is there…  Do you do anything special for the health of your baby? 

R:  Um…  I read a lot.  For example I am buying the magazines that talk about, 
about pregnancy.  The processes before and after the pregnancy.  I really like to 
read stories… not novels, but to educate myself about scientific things.  Right 
now I am focusing on everything that talks about pregnancy about… about 
parents.  The psychology of the parents before and after the pregnancy.  Like for 
example in the music.  We now have music appropriate for him, for the baby in 
the womb.  And we play it.  Instrumental music, children’s music, without, 
without singing, only notes.  That’s what I am doing now.  I really like to watch 
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cartoons.  I think I’m attracted cartoons now that I am pregnant, and then I talk 
about them to the baby.  “Look there, Tom and Jerry are going to fight, but you, 
you won’t fight…”  Or if not, when I am resting, now that I have time, I talk to 
him [the baby] a lot about his father, about his family, and about mine.  That’s… 
that what I do (101, 1, page 19, translated)  

This woman did things she thought the baby would experience directly.  Her 

comments and those of several other respondents reflected the perception that unborn 

babies are influenced by and respond to the environment and that they experience  

Table Nine:  Interactions With the Baby in the Uterus 

(Information is arranged in descending order by Mexican cultural orientation score) 
 Interactions With the Baby in the Uterus 
101 Talks, plays music; FOB caresses belly 
100 Talks, reads to baby, gives advice, modulates emotions 
012 Talks to baby 
311 None 
108 None 
302 None 
301 Talks to baby.  Holds stomach and baby moves 
106 None 
104 None 
109 None 
007 None 
103 None 
009 Husband caresses stomach sometimes 
005 None 
017 Talks, sings 
021 Plays Beethoven, Mozart 
011 None 
026 Husband caresses stomach 
025 Talks to baby, plays music, rubs oil on stomach.  Grandparents talk to baby, touch stomach 
024 Talks to baby 
022 None 
020 None 
008 Talks to baby (at times) 
004 “Keeps baby warm”  Rubs oil on stomach 
023 None 
013 None 
014 None 
015 None 

emotion and learn while in the uterus.  Some women were advised by network members 

to engage in behaviors to stimulate or communicate with the baby.  Table Nine 

summarizes behaviors in which women engaged intended to create relationship or 
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stimulate the unborn baby.  A few women also described their partners or other family 

members engaging in these same behaviors.  Women who gave reasons for these 

behaviors said they were good for the baby’s health and development.   

Through their fantasies, sometimes played out in actions, women built 

relationships with their babies.  For many women, the unborn baby was already a 

member of their social network at the time of the interview.  The degree of development 

of the social role of the baby varied from woman to woman and differed also in the 

manner in which the relationship was imagined or expressed.  Most women exhibited 

both a current and an imagined future relationship with the baby.  Current relationships 

reflected women’s understanding of the unborn baby’s experience, and for some included 

beliefs about its capacity to experience environmental stimulation.  The developing 

relationship with the unborn baby provided women with images, emotions and 

information about what being a mother was like.   

CONCLUSION 

Social network members’ responses to the pregnancy were an important focus for 

study participants.  When pregnancy was diagnosed, women’s perceptions of social 

network expectations in relation to motherhood and other roles came into play.  Women’s 

initial predictions of network reactions to the pregnancy were based on these 

expectations.   

Relationships with the social network were important for both emotional and 

practical reasons.  Most participants lived in low-income neighborhoods and were 

depending on others to continue to provide food, housing, and other assistance during 

pregnancy and after the baby was born.  Continued positive relationships and patterns of 

support lent predictability to participants’ lives and helped define the amount and type of 

assistance they could anticipate once their babies were born.   
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After some initial upheaval at the announcement of the pregnancy, most social 

networks returned to patters of support similar to those demonstrated before the 

pregnancy, as social network members integrated the mother role into their perceptions of 

the participants.  Any resource concerns women had related more to the social network’s 

capacity to provide support than to network members’ desire to provide support.  

Changes in residence were most often motivated by a desire to increase resource 

accessibility rather than negative reactions to the pregnancy by network members.  With 

few exceptions, participants perceived social network members actions as intended to 

promote the woman’s well-being and the health of the pregnancy.     

Participants interpreted network members’ advice as a show of support motivated 

by a desire to promote a healthy pregnancy and secondarily as a source of information.  

Advice influenced behavior primarily in the areas of diet and physical activity.  Women 

changed their patterns of alcohol consumption and tobacco use, but this was based on 

information from sources outside the social network.   

Except for women who were married or cohabiting before conceiving, pregnancy 

became a turning point for women’s relationship with the fathers of their babies.  Women 

engaged in decision-making and in some cases, negotiation with the baby’s father to 

determine what his role in the future would be.  The relationships of cohabiting women, 

most of whom lived in Mexico exhibited greater stability after the announcement of the 

pregnancy than did those of unmarried women who were not cohabiting.  This may 

reflect a perception of cohabitation as being a form of marriage, and therefore 

intrinsically more stable.    

The women interviewed were in the process of developing relationships with their 

babies.  Some imagined what the baby would look like, or what it would be like to care 

for a baby.  Some imagined and tried to influence the baby’s experience in the uterus.  
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Women thought about the influence of the baby on their daily lives, and about the place 

of the baby in the social network.  In this way women began mentally integrating caring 

for the baby into their lives. 

In her qualitative study of primiparous women, Lederman (1996) explored a 

conceptual model that views the first pregnancy as a transition between two life styles 

and two states of being.  Lederman identified women’s relationships with their mothers 

and husbands as being more important than others in determining a woman’s adjustment 

to pregnancy.  For the women in the current study, a greater number of relationships had 

influence on their experience of pregnancy.  For example, women’s relationships and 

interactions with such network members as mothers-in-law, sisters, aunts, brothers and 

fathers that had an impact on their thoughts and feelings about pregnancy and 

motherhood.  While participant’s relationships with their mothers and the fathers of their 

babies were important, the attitudes of other important people in their social network also 

had important influences on women’s adjustment to motherhood.   

For the women interviewed and their social networks, pregnancy was initially 

perceived within the backdrop of the woman’s current lifestyle and existing role 

expectations.  Women engaged in both an internal and social processes of adjustment and 

preparation for motherhood.  In an interactive process, women and the members of their 

social network engaged in redefining the woman’s social roles.  Redefinition was 

accomplished through such actions as advice-giving, activity changes, preparation for and 

fantasy about life with the baby, and marriage or other changes in relationships with the 

baby’s father.  This chapter has explored the more external, visible processes in which 

women and their social networks engaged.  Chapter Six explores women’s personal 

processes of change as evidenced in their discussions of life plans, role expectations and 

self-perceptions in response to pregnancy. 
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CHAPTER SIX: PERCEPTUAL CONTEXTS OF PREGNANCY:  
LIFE PLANS AND SELF AS MOTHER 

This chapter examines the interplay of women’s constructions of pregnancy and 

motherhood with their self-perceptions and life plans, and how goodness of fit between 

these aspects of women’s experience influenced their feelings about pregnancy.  In her 

study of psychosocial adaptation in pregnancy, Lederman (1996) described becoming a 

mother as a developmental process requiring a paradigm shift through which women 

integrate being a mother into their self-concepts and life styles.  Women in her study 

prepared for motherhood through fantasizing and daydreaming, a means by which they 

rehearsed the mother role.  Lederman found that the greater the difference between 

women’s self-concepts and their concept of woman as mother, the more difficulty they 

had integrating motherhood into their self-concepts.   

The women interviewed for the current study were similar to those in Lederman’s 

(1996) study.  Based on their constructions of motherhood, they began to imagine 

themselves as mothers.  Women’s images of mothers included the types of lives mothers 

lead, what a being a good mother requires, the nature of the relationship between mother 

and child, and the roles of the mother and child in society.  Women compared these 

images to themselves, their lifestyles, and plans for the future before the pregnancy.  

They considered how becoming a mother would change them as people, how their life 

styles and plans for the future would be altered, and how well they would live up to their 

images of a good mother.   

Taking a contextual social constructionist point of view, women’s fantasies are 

social constructions, formed through interaction with the social network.  There are 

several ways this chapter will examine women’s constructions of pregnancy and 
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motherhood.  The sections of the chapter identify components of social constructions that 

were common to women’s experiences.  Variability within each area of common 

experience will be described.  Examples of individual’s examination of goodness of fit 

between their construction of the mother role and themselves will be explored.  By 

examining women’s self-images and their images of motherhood, we can gain insight 

into how social constructions of pregnancy and motherhood affected participant’s 

feelings about pregnancy and motherhood, and how they differed across the women who 

were interviewed.  Identifying aspects of women’s constructions that were most 

consistent across the group may lend insight into those facets of the construction of the 

mother role are least subject to change, and conversely, those that may be subject to 

change in response to the social environment.   

The chapter is structured based on features of women’s experience that were 

explored by most participants.  I will look at participant’s perceptions of the influence 

taking on the mother role would have on their social relationships.  In particular I will 

describe constructions of the relationship between the mother and child, and the role of 

mother and child in society, in women’s social networks, and in relation to the baby’s 

father.  I will describe women’s exploration of the demands they anticipated motherhood 

would make on their time and energy, and how it would change their life plans.  Finally I 

will describe women’s thoughts about of how motherhood would change them as people, 

including their capacities to meet the demands of the new role.   

THE MOTHER ROLE AND RELATIONSHIPS 

Women’s thoughts about the child in the future, and about the mother/child 

relationship were not solicited, so represent an unexpected outcome for the study.  Much 

of what women said about the future with the baby was in response to the question about 

whether they think about the baby during the day, and if so, what they thought about. 
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Most women in this study had imagined that they would have children in the future, even 

if they had not planned a pregnancy when it occurred.  As described earlier, many women 

began to develop relationships with the baby while it was growing in the womb.  Their 

thoughts about the baby also extended into the future.  They thought about their lives as 

mothers in relationship to the child and in relationship with others.  Women varied in the 

ways they portrayed these anticipated relationships.  Imagined future relationships 

reflected the participants’ ideals of the mother-child relationship, and of the place of 

mothers and children in the family and society.  Women’s thoughts varied in their 

frequency and complexity and the degree to which they projected into the future.   

Most women imagined the child in infancy.  Women imagined caring for the 

newborn, wondered about the baby’s gender or appearance, or if the baby would be fussy 

or quiet.  Others imagined the child attending school as an adolescent or an adult.  

 I.  What else do you think about the baby?  What other thoughts come to you 
about it? 

R:  Well, I don’t know.  I think about what I will name it if it’s a boy, what I will 
name it if it’s a girl.  No, well plenty of things.  Will it be little or big, fat, skinny.  
Um, I think about many things.  (103, 12, page 21, translated) 

I:  OK.  OK.  What type of things do you think about when you are thinking about 
the baby?  You told me, how it will be born, and what else? 

R:  Who it will look like?  What will I name it?  Who will baptize it for me [Who 
will be the godparents]?  What will I by it, how will I dress it? 

I:  That is, are you talking about clothes, or how you will buy them? 

R.  Yes, how I will… what kind of clothes will I buy?  How will I raise it (educar 
lo)?  More than anything, how I will raise it.  Just many things, if it will be fussy 
(latoso),like if it will cry a lot when it’s little.  There are lots of things I think 
about the baby.  (011, 17, page 20, translated) 
 

These two excerpts demonstrate the varying extent to which women thought 

about the baby in the future.  The first woman’s imagined the baby in infancy while the 
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other thought more into the future, talking about the baby’s baptism.  Also, she began to 

imagine social relationships that would involve the baby.   

The excerpt below demonstrates one woman’s thoughts about the nature of the 

relationship she hopes to have with her child and illustrates images that project well into 

the future.   

R:  …Well I see him like everyone sees their children - good.  I think, a cultured 
man, um, educated.   

I:  What, how do you think when you think about him… what will he be for you.  
What kind of relationship would you like to have with your… 

R:  With my child?  Well, a relationship, well, that’s nice (bonita).  Where we 
aren’t just mother and child but are like friends, where he can tell me everything, 
or she, you know, can tell me everything.  And in the same way, I, that I can see 
myself not just as a mother, but as a friend.  That in his problems, what ever they 
are, that I can be there in the good times and the bad times.  To have a nice 
relationship, teach him from when he is small that his parents aren’t just going to 
be there with the whip in the hand, that “If you misbehave I will hit you”, but to 
teach him, educate him (educarlo), in the best way possible.  (017, 14, pages 26-
27, translated)   
 

This woman’s thoughts about the relationship with the baby are quite well 

developed and emphasize positive aspects of the mother role, including supporting the 

child’s growth of character.   

In addition to the extent to which thoughts about the baby extended into the 

future, imagined relationships with the child took a variety of forms.  Several women 

imagined that the baby would provide them with companionship or emotional or social 

support.  These women talked about feeling important, being needed, looked up to, not 

feeling alone, or having something to live for as a result of becoming mothers.   

I:  And during the day do you think about your baby? 

R:  Yes… a lot. 

I:  And what do you think about? 
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R:  I think about that I want him in my arms, now, cuddling him.  When I stay 
here alone when, well, my husband is school, I would like to have someone here. 

I:  And what things do you think will be the nicest about having a child. 

R:  That I will feel, I don’t know, more happiness in the house, and also it will 
feel, um, it’s like there was an empty place (habia un hueco) and um, this empty 
place will be filled, and it will feel better, with the noise of a child… like, well, 
me talking with him, feeling… it seems to me, I don’t know, but, nice.  (108, 5, 
page 9, translated) 

This woman thinks of the mother/child relationship as being a source of emotional 

comfort and personal fulfillment.  Several women presented similar views of becoming a 

mother.  Another example follows. 

I:  How does being a mom change a woman?  I mean, how does it change the way 
you feel about yourself, I guess. 

R:   That there is not an emptiness in the heart, there is not an emptiness in the 
mind... there is...  You know your gonna come home to somebody that's gonna be 
willing to see you every day, every morning, every minute...  It's a good feeling! 

I:  So you won't be alone? 

R:  I won't be alone.  I'll always have somebody to come home to.  I'll always 
have somebody pulling on my leg, or (laughing) talking to me, I...  I'm the type of 
person that I wake up in the middle of the night and I don't have no one to talk to, 
so I go in to the refrigerator and start eating.  (Both laugh.)  Now I'll have 
somebody to calm me down.  So... yeah, I'm very happy.  I'm proud of myself.  I 
tell everybody I'm proud of my self, because I'm becoming a mom.  (004, 24, 
page 8) 

 

This woman described the mother/child relationship as a source of social support, 

relieving loneliness, providing comfort and purpose in her life.   

Other women imagined being the child’s friend and companion, or being the 

moral educator of the child.  Women who considered mothers to be educators of children 

placed a high importance on this function.  The woman below identifies education as the 

most pleasurable and most important part of being a mother.       
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  I:  And what things do you think will be nicest about having your child?  What is 
nicest about having a child? 

R:  I think that the nicest thing, apart from caring for it, bathing it, feeding it.  I 
think is the upbringing (educación) that you can give it because it is that which 
will make it grow. 

[Background voice] 

R:  Oh yes, of course, yes, well, enjoy it.  Yes well, the upbringing, it’s the most 
fundamental. 

I:  Watching it grow? 

R:  That is, watching it grow also in the sense of how it develops, in that it could 
do many things that I don’t do.  (100, 2, 30-31, translated) 
 

The woman speaking in the next excerpt also thinks about education, in this case 

the moral education of the child as being an important part of being a mother. 
 

I:  OK.  During the day do you think about your baby? 

R:  Yes. 

I:  What types of things do you think about him or her? 

R:  I think about… that I want a future for him.  I would like… to have all the 
best…  I think about … giving him an education… that he would be an educated 
child. 

--- 

I:  OK.  What you say you a want a good future for him, what would that be?  
What do you want for him? 

R:  That he would be a studious child, one who stayed home… healthy.  That is, I 
would not like that he was an incorrect child, because to me a… like a cholo or 
something like that, to me is incorrect.  (009, #13, Page 11, translated) 
 

The woman below identifies a child’s upbringing as an important aspect of the 

mother role, but seems to doubt her capacity to meet this goal. 
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 I:  What kind of things do you think about?  When you think about the baby? 

R:  Uh...  Well right now, uh..  I guess what it's gonna look like, Uh... the thing 
that worries me the most is how I'm gonna, how the baby is gonna be brought up.  
Uh...  I think the thing that worries me or scares me the most is the, the education, 
or the morals that I'm gonna be able to, to Uh...  I don't know, I don't know how to 
say it, it's just...  I'm worried about her or his education, and the way I can brought 
him up, bring her up, or him up.  (021, 16, page 23) 

The next participant also acknowledges the difficulty of educating the child, but 

resolves any emotional conflict about the difficulty by focusing on the perceived rewards 

of motherhood.  

R:  Uh, kids are a lot harder.  [R smiles.] 

I:  It seems like you don't, you know… you say that with a smile. 

R:  Oh yeah, it gets harder, but then its all worth it in the end. 

I:  Ok.  How will it be harder, do you think? 

R:  Uh, its a lot harder to have a baby with you, and you know you got to buy 
certain things that they need, and then, you just, you have to teach him how to 
talk, and how to, potty train them, I think its a lot harder.  But then once they learn 
all that, it gets a little easier, and then you got your own little baby.  (014, 27, 
page 17) 

Women differed in extent to which they saw being a mother as an important role.  Some 

women saw being a mother as primarily a care giving role, bringing with it more hardship 

than reward.  Other women anticipated intangible rewards, such feelings of worth 

generated by participation in a child’s social and moral education.   

The children’s social and moral education was an important part of the mother 

role for a number of the women interviewed.  Positive aspects of women’s constructions 

of the mother role, such as this one, helped some women feel justified in taking on other 

less positive changes such as the drudgery some anticipated in becoming a mother.  There 

were also women whose constructions of motherhood did not include similarly positive 

or important tasks in association with the mother role.   
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Table Ten:  Images of the Baby in the Future 

 Pregnancy and at 
birth 

Mother/child Relationship Child as a 
youth/adult 

101 Baby’s health Child a reflection of her, wants to stay home to care 
for it 

Child’s character 

100 Bathing and feeding Being a mother is “her place”.  Raising and educating 
a person most important of responsibilities 

Education 

012 - - How to provide a 
good school 

311 Holding baby - - 
108 Holding and cuddling Child will keep her company.  Will have someone to 

live for, fight for.   
- 

302 - - - 
301 Appearance Baby will be part of her - 
106 Birth process Worried about finances once the baby is born, where 

they will live. 
 

104 Birth process, 
nursing baby 

Having a baby is not an impediment.  Babies require a 
lot of patience, which she does not have 

- 

109 Holding baby - - 
007 How cute baby will 

be 
Will have someone Education, baby’s 

life stages 
103 Appearance - - 
009 - Will have someone in the U. S.  Will not be lonely.  

Will have to take baby everywhere.   
Will be a 
gentleman, 
educated  

005 Gender, fussiness - What school to 
send child 

017 Gender Will also be child’s friend Character 
021 Appearance Baby will be part of her Teaching morals 
011 Appearance Child will be a source of pride.  Can not go out 

dancing as much, has to think of baby first, be more 
responsible 

Money for care 

026 Appearance Have to think about a third person, but can “make a 
great person”.   

- 

025 Appearance  - 
024 Baby’s experience in 

uterus 
Child will motivate R to make something of her self - 

022 Size, appearance Do something with life so child will know she cares. School at 5 or 6 
020 Size, appearance Worries about childcare and what kind of mother she 

will be 
- 

008 - R will have someone to live for Will not be alone. - 
004 The way a baby 

smells, appearance 
Baby will “fill the emptiness”, will need & want her, 
a reason to push self 

- 

023 Baby’s experience in 
uterus 

She will “bring a little life into the world”.- Finances when 
baby is older 

013 Appearance Making time for the child Child’s 
personality,  

014 Baby’s experience in 
uterus 

- - 

015 Appearance, 
fussiness 

- - 
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For these women, lack of anticipated advantages or rewards in motherhood also 

influenced their feelings about becoming mothers.  When constructions of pregnancy did 

not include important tasks the role of mother was seen as being less important in 

comparison to other roles.  

 Table Ten summarizes women’s descriptions of their anticipated relationships 

with the baby.  The first column identifies the women interviewed in descending order by 

Mexican cultural orientation score.  The second column describes women’s images of the 

baby while in the uterus or at the time of birth.  The third column summarizes specific 

statements women made about the mother/child relationship, as discussed above.  The 

fourth column describes any descriptions that projected more into the future.  As 

discussed above there are two ways to use this information.  One is to identify similarities 

and differences in women’s constructions and the other is to understand the impact of the 

construction of the mother/child relationships on women’s experience of pregnancy.   

As Table Ten demonstrates, women’s thoughts about the baby before or at the 

time of birth were quite similar, dealing primarily with the baby’s physical 

characteristics.  There were a number of women whose conversations about the baby did 

not project into the future.  When women talked about the baby as a child or adult, they 

frequently described involvement in the child’s scholastic and moral education.  The 

inclusion of the scholastic and moral education of the child as an aspect of the mother 

role was an area of variability across the study participants.  Women gained some 

satisfaction in anticipating their role in the child’s scholastic and moral education, 

although for some this was tempered by other factors such as financial concerns.  In 

addition, although for some women, the education of the child was the most salient 

characteristic of their construction of the mother role, other participants did not mention 

it, or seemed more interested or concerned about other features of life as a mother.   
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Another area of variation in the construction of the mother/child relationship was 

whether the child was seen as a provider of social support.  Some women described the 

child as a source of companionship, or a motivation to improve themselves.  Although 

not always the case, many of the women who described the baby as a provider of social 

support also described themselves as currently lacking support or motivation.  It seemed 

that their construction of the role of the baby included addressing problems they 

identified in themselves or their lives.      

In addition to imagining mother-child relationships some women talked about the 

role of the child in the social network.  While women described some anticipated changes 

in their relationships with extended family, they focused primarily on the spousal 

relationship.  As described in Chapter Five, the onset of pregnancy brought the end to 

some women’s relationships with the father of the baby, while other women perceived a 

deepening of the relationship.  Women who imagined the baby in the context of an 

existing relationship with the baby’s father saw the baby as either enhancing the 

mother/father relationship, or as an added responsibility within the existing 

responsibilities associated with the spousal relationship.   

The woman in the following excerpt anticipated that the baby would enhance her 

relationship with the baby’s father.  Although she already viewed her husband and herself 

as a family unit, the baby was seen as making the family complete. 

I:  … What do you think will be the nicest thing about having a baby?  

R:   Ay, well, well what?  I haven’t thought about it. 

I:  What, what do you think will be nice? 

R:  Well, I think that, my husband and I, we are united (estamos unidos), right?  
We communicate a lot, but the communication will be much, much greater, the 
communication and the unity for all three. 

I:  Do you think that right now you are a family, you and your husband? 
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R:  Uh huh.  Yes, yes, we are. 

I:  Or will it be, well, would it be as complete with the baby as without the baby, 
the family? 

R:  Well, I believe that you need to have children (se necesita tener familia) to 
become…  We are complete, but I think that now with the baby we will have a 
family.  (005,14, page 12, translated) 

Some women also imagined the impact of the baby on the social network or on 

other relationships within the social network.  Many of these women described the 

positive influence the baby would have on the social network or their relationships with 

network members.   

In the excerpt below, the woman describes the role of the baby in continuing the 

family line, and as the fruit of the couple’s union.   

I:  Um…  What do you think will be the nicest thing about having a child? 

R:  To know that, like I'm giving, giving a life and then it's a part of me, and that 
is part of, you know, [her husband] and that, we made it together, and to feel… 
and like also bringing another generation of my family into the world.  (013, 26, 
page 20) 

Her perception is similar to that of the woman in the next excerpt, who feels that 

children not only complete a couple, but make a house a home.   

I:  Why do you say that there was an emptiness? 

R:  Because always in all, in all couples, that is, there have to be children, because 
alone, no.  Always, the home has to be opened, the family, and, and a home with 
out children isn’t a home.  And that why you need a child in the house, to make a 
ruckus (que haga bulla), to make noise, that cries, that plays.  That’s what is nice 
about a home, that there are children, because without the children, there, there is 
no home…  (108, 5, page 9, translated) 

These perceptions were in contrast to some women who were concerned about the 

impact of the demands of the mother role on the expectations associated with the spousal 

role.  In the example below, the respondent describes problems women have in 

prioritizing the demands of the two roles.     
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I:  For example, that is, will their [women having babies] lives get better? 

R:  They will get worse. 

I:  Worse?  And how, why? 

R:  That is, in their homes, because there are many women who stop taking care 
of the house because they are caring for the child.  But, that is, I think there is a 
little time for everything, to take care of the house and to take care of the baby, 
the husband, but you know that there are many women who ignore their 
housework (que descuidan mucho su casa), that are sloppy (son cochinas).  (109, 
page 20, translated)  

While she describes herself as being able to avoid the problems inherent in 

balancing the demands of multiple roles, this is part of her construction of motherhood, 

and contributes to her perceptions of what being a mother is like.   

In summary, an important aspect of many women’s experience of pregnancy 

involved imagining the social roles of the baby they were carrying.  Women’s 

constructions of the social roles of the baby, including the mother/child relationship, were 

part of their constructions of motherhood.  The most common theme of women’s 

conversations about the baby was its appearance or character at the time of birth or while 

an infant.  Participant’s thoughts about the child’s social roles dealt with the mother/child 

relationship, and the impact of the baby on other relationships, such as that with the 

baby’s father or other network members.  The images women had of the mother/child 

relationship, and the influence the baby’s imagined roles would have on other 

relationships affected women’s feelings about pregnancy and motherhood.  For some 

women, aspects of the mother/child relationship, or the influence of the baby on other 

relationships, were pivotal in determining women’s feelings about the pregnancy.   

FUTURE TIME AND TASK DEMANDS  

Women also discussed the influence motherhood would have on their daily lives.  

While a few women had no other demands on their time, most identified aspects of their 
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lives that would be affected by caring for the child.  Participants talked about these 

demands in discussing scheduling time for work and school, balancing child care with 

maintaining the home, being with the baby’s father, or participating in social activities.  

Constructions of the time and task demands attached to the mother role differed from 

woman to woman, and feelings about meeting these demands were influenced by 

women’s existing role aspirations.  For example, some women were concerned that 

having to work would take them away from caring for their baby.  Others reversed these 

priorities, and talked about how caring for the baby would make it more difficult to attend 

school or to work.  A variation of this theme was concern that new responsibilities would 

limit the social life some had engaged in before pregnancy.  Across the women who 

participated in the study there were various degrees of goodness of fit between the roles 

to which the women aspired, and the role of mother, as they each constructed it.  This 

finding was similar to that of Lederman (1996) who found that women’s estimations of  

the ease or difficulty of integrating the roles of motherhood with other roles determined 

their ease in accepting the mother role. 

The woman below talks about the challenge of integrating childcare into a work 

schedule and the role her husband will take.   

I:  And do you think you’ll go back to school after your baby is born? 

R:  I would like to take a refresher (reprepararme), but I won’t know anything 
until, I won’t know what is the… how things will go for me when my baby, or my 
babies, are born.  [She thinks she might have twins] 

I:  Because if there are two…  

R:  I will carry one in front and the other behind (they laugh). 

I:  And work? 

R:  Well, my husband can take one and I can take the other, but we’ll see.  (101, 
1, page 4, translated) 
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Later this woman described negotiating work and childcare schedules with her husband, 

including time for her husband to study. 

The woman below also describes the impact of motherhood on her daily routine. 

I:  OK.  Do you think that a woman changes after having her first child, that 
becoming a mom changes a woman? 

R:  In general?  In all, in all aspects? 

I:  Yes. 

R:  Well I think so, because now there is another responsibility.  You take charge 
of a baby.  It won’t be the same when, when, for example, a person who works 
who doesn’t have children, right, she gets out of work, and well “I’m going to go 
here to shop, and then the groceries, and then …”.  And a person who already has 
her baby that someone is taking care of gets off work and her thoughts are about 
taking care of the baby.  “If I need to go shopping, I will go pick up my baby, and 
then I will go.”  Now you have one more responsibility.  (017, 14, page 28, 
translated) 

For these women, the mother role had to be integrated into other roles, such as 

running a household or being a marital partner.  In anticipating these time and task 

demands they explored how they might fit motherhood into existing roles. 

The woman below described the balancing act she imagines performing in order 

to fulfill the roles of mother and marital partner. 

I:  Do you think that, having your baby, your life will be more difficult or less 
difficult? 

R:  Well I think it will get a little more complicated.  I think so. 

I:  How, for example? 

R:  Well, attending to the baby, that is, it needs lots of attention.  So it is 
something I need to learn, to divide the attention that I have to give my husband, 
that is, I think you have to learn that.  

I:  So, one change will be that you won’t have so much time for your husband? 
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R:  Yes.  That now it won’t be 100%, it will be 50, right?  Because now there will 
also be clothes for the baby that have to be washed, …(012, 3, Page 13, 
translated). 
 

As with the women above, many of the women interviewed thought about the 

influence time spent in caring for the baby would have on other activities important to 

them.  Women’s constructions of the time and task demands of motherhood differed in 

two ways.  One was the degree to which women thought child care would influence their 

capacity to fulfill other roles.  The other area of difference across the women interviewed 

was more specifically related to how child care would influence their use of time and 

energy.  Women’s feelings about child care demands were influenced by the time and 

energy demands of other roles, as well as the importance of those roles in comparison to 

motherhood.     

PREGNANCY AND LIFE PLANS 

The impact of pregnancy on life plans emerged primarily in women’s discussion 

of other roles, such as those related work, school, and life as a single woman.  Most 

participants had some plans, hopes, or dreams for the future before they discovered they 

were pregnant.  A few women did not mention future plans per se but talked about how 

their life styles had or would change because of pregnancy and motherhood.  A few 

women had extensive plans for future roles they might fill, some including pregnancy and 

motherhood.   

We asked women if they had planned to conceive.  Women’s responses mirrored 

categories of intent to conceive described in research in this area.  Categories of 

intendedness of pregnancy identified in the literature include intended pregnancy, 

mistimed, and unwanted pregnancy (Fischer, Stanford, Jameson & De Witt, 1999).  In 

their qualitative study of pregnant women, Fischer et al (1999) found that intent to 
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conceive was not as important in determining women’s feelings about the pregnancy as 

This was also the case with the women in the current study.  Here I will examine the 

range of participant’s intentions to conceive, and relationship between intendedness, life 

plans, and women’s perceptions of their futures at the time of the interview. 

Most women, even those not trying to avoid pregnancy, experienced some shock 

when pregnancy was clinically confirmed, regardless of prior life plans or whether they 

already suspected they were pregnant.  Eleven of the 28 women interviewed said they 

planned their pregnancies.  Some were actively trying to conceive, and others had 

stopped using birth control methods.  The balance described their pregnancies as 

unplanned, but ultimately wanted.  Based on current classifications, these were mistimed 

pregnancies, in that the respondents did want a baby at some time in the future (Fischer, 

et al. 1999).  Only one woman indicated that she had not wanted children at any time in 

her life.  Her pregnancy would be classified as unwanted.   

Women’s intentions to conceive did not determine their feelings about pregnancy 

and motherhood.  Many respondents made a distinction between actively pursuing 

pregnancy, and being happy, excited or accepting of a pregnancy that was not planned.  

This response was typical: 

I:  OK.  Was your pregnancy planned? 

R:  …I wanted it.  I did want it… 

I:  OK, but was it, was it planned? 

R:  Planned, no, because I hadn’t married or anything, but I did want it.  (007, 11, 
page 5 translated) 

Women’s feelings about pregnancy and motherhood varied widely from those 

who saw motherhood a blessing from God to others who saw it as a major barrier to the 

completion of important life goals.  While some participants had experienced some 
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disappointment that they were pregnant, the impact of motherhood on life plans more 

directly influenced women’s perceptions of their situation.  For some women, 

motherhood fit well with existing constructions of their life plans and anticipated roles.  

For others, finding a way to make roles fit together well was not as easy.  The following 

excerpts will demonstrate the range of women’s experience of goodness of fit with their 

prior life plans.   

The woman quoted below had spent a lot of time planning her life before she 

discovered that she was pregnant.  Part of her plan was to have children at this point in 

her life regardless of her relationship status.  She was not engaged to or living with the 

baby’s father when she discovered she was pregnant.   

I:  … Will your life [as a mother] be more difficult or less difficult than it is now? 

R:  It will be less difficult because I have lived alone a long time.  I liked my 
solitude a lot.  I enjoyed, enjoyed… my stages [the stages of my life] are marked.  
I really enjoyed my solitude, but I also enjoyed the moment in which I came to 
have a partner.  That I would have a child, and, and, the plan to have a child, a 
family, was at this age…  That is my, my life was planned and this is how I 
planned it.  It was true that I was not, I hoped 100% that there would be a father, 
but now that I also have that, it, it, isn’t an extra, but still, how cool, no, [que 
padre, no?) that also, the father is also here for my child.  It will be much better 
because I will have someone to be concerned about [por quien pensar].  Now I 
will have someone for whom, that is, I can imagine myself with lizard eyes 
because I haven’t slept.  But, well, how cool that it’s because of this, and not from 
staying up late at a party.  (101, 2, page 11, translated) 
 

It was clear that being a mother was not only part of this woman’s life plans but 

that motherhood was an important role for her.  At one point in the past she had told her 

mother that she planned to get pregnant at a specific point in the future, even if it meant 

being a single mother.  Although she was changing from one birth control method to 

another when she conceived, she was not upset when she received the diagnosis because 

becoming a mother at that time in her life was something she had already imagined.  
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Motherhood was a role to which she had aspired, and she was at the age when she had 

hoped it would happen, so integrating motherhood into her life plans was not a struggle.   

The woman below falls somewhere in the middle of this range of goodness of fit 

of motherhood with life plans.   

I:  OK, OK...  Um...  So when you got the pregnancy test your first reaction was 
that you were happy? 

R:  I had a big smile on my face (Laughing)...  The lady was like; “Well, were you 
planning the pregnancy?”  And I’m like, no, but I, I already have a big faith 'cause 
I already, I’d already seen the, the, the positive sign on the thing. 

I:  A-ha (yes) 

R:  And she was like; “Well you're pregnant” and I, “OK” (Smiles) 

I:  So, tell me how this is the perfect time in your life?  [An idea she had 
expressed earlier in the interview.] 

R:  I don't know um...  I just feel it, you know, like I think it couldn't have been 
better, like I wouldn’t have wanted to have a baby, at like...  I don't know 30, 
probably 20 something, I think this is the right time. 

I:  You're the right…  You feel like you're the right age? 

R:  A-ha (yes), I mean I'm not a teenager anymore and I'm saying; “Oh my god 
I'm 19, I'm a teenager, 20, I'm a grown up”, you know, I'm not even 21 so I can't 
drink but, I don't know.  I think it for me, not for everybody, but for me I think it’s 
the right time.  (025, 19, page 14) 

This woman was single and did not intend to marry the father of the baby at the 

time of the interview.  Her family was disappointed when she announced her pregnancy 

because they had looked forward to a traditional wedding at some point in the future.  

She was eager to work and go back to school.  Once pregnant however, she imagined 

having a baby at other times in her life, such as when she was younger or older; and 

concluded that this was the right time to have a baby, and that motherhood was 

appropriate for her.   
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The following excerpt is from an interview with a woman for whom pregnancy 

and motherhood conflicted with life plans.    

I:  And were you planning on getting pregnant? 

R:   No!  (laughing) 

I:  I know. 

R:  I had really wanted to finish college first, but it's one of those unexpected 
things, but…  Ah...  I'll go finish college.  It'll just take a little longer. 

- - - 

I:  What was your first reaction, when you discovered your pregnancy.  You 
know, everybody is different. 

R:  Yeah…Um…I was very, very disappointed in my self. 

I:  Ah…a… 

R:  Very sad, just because of the fact that...  Um...I didn't want this to happen, but 
you know you just have to…  I'm responsible for my… you know, my actions n’ 
stuff…um…  And 'cause I knew that my family… um…  You know I graduated 
from High School with honors and everything and got accepted to a university 
and just, you know, high expectations, and not to say that having a baby is bad 
when you're young or anything, I mean things happen to everybody but um…  
Just 'cause I never thought it would happen to me, I mean just like you know 
everybody, whether it be drugs or whether it be having a baby early, in an early 
age, I just never thought it will happened to me… um…  And when I was at High 
School there were about 3 girls that I knew that they were pregnant, not that I'd 
put'em down, but I would always think ‘Oh, how sad, its gonna be so hard on 
them’, and… you know things like that, but um…  And I always thought, you 
know, I'm not gonna let it happen to me, because I'm gonna finish school before I 
get married, and before I have a baby… but it happened, so...(laughing).  Well, it 
was, yeah, I was very disappointed in my self.  (013, 26, pages 8-9) 

Before she discovered she was pregnant, this woman had thought about starting a 

family but had imagined it would occur after finishing college and marrying.  She was 

having difficulty accepting that she would soon become a mother because it conflicted 

with other plans she had made.  At the time of the interview, the respondent was living 

with her parents and married to the father of the baby who was away in the military.  For 
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her, pregnancy and motherhood interfered with her role as a student and resulted in 

feelings of disappointment.  It was difficult for her to integrate the mother role into the 

constellation of roles she had already imagined for herself at that point in her life.   

Another woman (104, 9) had marked, ongoing difficulty accepting pregnancy.  

There was a big difference between what she had imagined for her future and the life she 

imagined she would experience as a mother.  She wanted to work and study, and enjoy 

being a single woman, and had made a conscious decision earlier in the life never to have 

children. 

…  Like I have seen other women who, they have a baby, and in the house, 
washing, ironing, without education, without doing all the things they can do, 
with out taking care of themselves.  And I am still young.  I really like to go out 
and have fun and have lots of friends.  I like school a lot.  That is what, more than 
any thing, I want, even if I didn’t work, to stay in school.  (104, 9, page 13, 
translated) 

When she discovered she was pregnant, she asked her mother to help her get an 

abortion, but her mother would not.  She said that she was not accepting of her pregnancy 

until she was in her fifth month and described her efforts to terminate the pregnancy up to 

that point.  Her mother and workers at the clinics she attended convinced her to accept 

the pregnancy, saying that it was not the baby’s fault she was pregnant.  This woman’s 

experience reflects a poor fit between her construction of motherhood and her existing 

and hoped-for roles.   

In reviewing these women’s experiences, several observations can be made.  One 

is that there was wide range of difference across the women in terms of their plans for 

motherhood before pregnancy.  Several women were trying to get pregnant, and 

motherhood was part of their plans at that point in their lives.  The bulk of the women 

interviewed planned on having children at some point in their lives, but had not planned a 

pregnancy when it occurred.  In examining these women’s reactions to pregnancy, their 
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life plans, construction of the mother role, and role aspirations were more important in 

determining their feelings about pregnancy than was whether the pregnancy was planned 

or not.   

Women’s conversations about pregnancy planning provided important 

information about their constructions of pregnancy and motherhood before the 

pregnancy, and some insight into the process they went through to bring prior plans and 

constructions of motherhood into closer agreement.  The participants also talked about 

other roles they had imagined for themselves, and the processes they were going through 

at the time of the interviews to integrate the mother role into constellations of preexisting 

roles. 

Women’s images of life as a mother also reflected the comparison of motherhood 

to other roles, such as being a student, a career women or wife, and examination of how 

these roles would influence each other.  Comparisons emerged when women talked about 

changes in their lifestyles and future plans as a result of motherhood.  The influence of 

motherhood on roles related to work, school, marriage, and family and the importance of 

these roles relative to each other influenced women’s perceptions and feelings about 

motherhood. 

In thinking about being a mother, women imagined a whole constellation or 

hierarchy of roles they did or might fill.  Regardless of their desire for children prior to 

the pregnancy, women were in a process of fitting motherhood in with other roles they 

held and into their plans for the future.  Women could be placed along a continuum in 

terms of the goodness of fit between the mother role and existing or hoped-for roles, and 

the importance women placed on the mother role in relation to other roles.  For a number 

of women in the current study, the mother role, whether planned or not, came to 

supersede other roles in importance.  Others had minimal difficulty setting aside other 
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roles or seemed to find direction in taking on the role of mother.  At the other end of the 

continuum were women who fit motherhood into a constellation of other important roles, 

with varying degrees of success.  The participants in the study thought about the mother 

role within the context of the roles they already filled or to which they aspired.  Women’s 

various roles, including their existing social roles, the role of the baby’s father, of the 

baby itself, and of mother, influenced the ways in which motherhood was seen to 

influence the lives they would live, from their day to day activities to their long-range 

plans.  

SELF AS MOTHER 

Women’s also compared their constructions of what a good mother is like with 

their own characteristics, yielding another factor influencing the goodness of fit between 

the mother role and self.  Ideas about what makes a good mother emerged when 

participants were asked about how becoming a mother changes a woman, and about the 

difficult and rewarding aspects of motherhood.  Women interviewed looked not just at 

the impact of the mother role on their goals, but also at their capacity to take on the 

mother role.  This examination of capacity was based on women’s constructions of the 

mother role.  Women looked at capacity in terms of the goodness of fit between 

themselves, and the characteristics they thought a mother should have.  Women’s 

constructions of being a mother included images of mother’s positive and negative 

emotional experiences, or of the emotional characteristics that are best for a mother to 

have.  Participants compared these images to themselves as they thought about becoming 

mothers. 

In Lederman’s (1996) study, differences between self-image and the mother ideal 

resulted in difficulty adapting to the mother role.  I made similar observations in the 

current study.  While some women had a high level of congruence between self-image 
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and the mother ideal, others did not.  As with other aspects of women’s construction of 

motherhood, goodness of fit between the construction of motherhood and self influenced 

women’s feelings about becoming a mother. 

Financial Capacity 

For some women, concerns about their capacity to provide for the child in 

financially were among their first reactions to their diagnosis.  Although most women in 

the study lived in low-income neighborhoods, many did not mention finances or 

resources as a concern during our interviews.  There were several women who worried 

about money or resources when they imagined their life once the baby was born.  

Women’s capacity to contribute financially to the upkeep and rearing of the child, and the 

capacity and willingness of the social network to provide assistance, were reflected in 

thoughts about how they would deal with financial challenges.     

Women framed financial concerns in two ways.  Some women talked about 

providing basic necessities, such a shelter or clothing, while others talked about wanting 

to give their child “the best”.  In the conversation below, the participant’s first concern 

about pregnancy was financial in nature.  She thought about the financial demands she 

expected to encounter and her capacity to meet them, and was frightened that she might 

not be able to do so.    

I:  OK…  What was your first reaction when you came up pregnant, since each 
person is different? 

R:  …I got scared [laughing]. 

I:  You got scared? 

R:  I was very frightened. 

I:  But, afraid of what? 

R:  Of what I would face. 
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I:  OK.  And to you, what is it that you would face? 

R:  How to take care of the child. 

I:  OK.  Take care of… in what… 

R:  Economically. 

I:  OK  

R:  Right now I don’t have… secure work… and if… my reaction, I got very 
frightened.  (011, 17, page 7, translated) 

For some women financial concerns about motherhood meant going back to 

school or work, regardless of whether they wanted to or not.  These themes emerged 

when finances were a concern, due to lack of resources, or when providing material 

goods were part of a woman’s construction of a good mother.  For some women, 

concerns about capacity to provide either the necessities or the better things in life did 

affect the goodness of fit between the mother role and they thought they could attain. 

Maturity 

Women also talked about how they would change as people by virtue of 

becoming mothers.  One of the changes in self most often mentioned by participants was 

increased maturity.  The concept of maturity in the current study emerged in several 

forms.  Some women defined their responses to changes in time and task demands as 

signs of increased maturity.  Others said that mothers focus less on themselves and more 

on meeting the needs of their baby or others.  Some felt motherhood would settle them 

down.   

 I:  OK.  Uh...  Do you think a woman changes after she becomes a mother, do 
you think that becoming a mother changes a woman? 

R:  Yeah. 

I:  In what ways would you say? 
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R:  I don't know...  It's just, I guess the... maturity part.  Before, before you have a 
baby all you think about is your self, and after that everything changes.  I mean 
you have to think about somebody else beside...  I mean before your self, and 
there is somebody depending on you.  So you have to change a lot of things.  
(021, 16, page 24) 

I:  So... what would have happened if you didn't get pregnant, do you think?  
What did they, or what were they afraid might happen to you, if you didn't have a 
child then?  [R had said her siblings were afraid of what would happen to her if 
she did not have a child.] 

R:  Become a drunk, I, I mean  'cause I, before I got pregnant, I'd be partying a 
lot.  I would be partying a lot, I...  If something on the street would happen to me, 
I'd be driving, something would happen to me, there were... because it was rare 
that I'd spend time at my father's house.  So they were...  I was always out, and I 
wasn't out with them, I was always out with my friends, so they, they were 
worried, that I... something on the road would happen, or something would 
happen when I was with my friends, so...(004, 24, page 7) 
 

The women above anticipated that they would mature by virtue of taking on the 

mother role.  In the first example, the woman seems neutral about becoming more 

mature.  In the second example the woman frames increased maturity in a positive light.  

Even though, as for the first woman, there is not a good fit between how the second 

woman sees herself and how she constructs motherhood, she frames the changes she 

anticipates in a positive light.  It seems that she acknowledges that she needs to be, or 

aspires to be more mature, and that motherhood helps her achieve this goal.  These two 

reactions to the construction of motherhood as a maturing event in one’s life were 

characteristic of many of the women who framed motherhood in this way.  For some 

other participants, these same changes were framed as burdens in the form of increased 

responsibility or decreased freedom.  This was the case of the woman who sought an 

abortion for some time after she discovered she was pregnant (014, 9).  Here the 

anticipated change in self thought to be brought on by motherhood was not welcome.    



 139 

The Mother Ideal: Emotional Capacity  

Another aspect of women’s feelings of goodness of fit between self and what 

being a mother required involved emotional capacity.  Based on their constructions of 

motherhood, women had ideas about the interplay of their emotional make-up and the 

emotional demands of motherhood.  Most felt that becoming a mother would change 

them as people.  The idea of change in self mirrors Lederman’s (1996) observation that 

pregnancy involves the integration of the mother role into women’s self-perceptions.   

The women in the current study explored how becoming a mother would affect 

who they were as people.  They talked about past behaviors or fantasies that reflected 

their emotional make up, and examined these in relation to the emotional demands 

anticipated in motherhood.  Goodness of fit in an emotional sense influenced women’s 

estimation of their capacity to be good mothers. 

 I:  And do you think that in having a baby, your life will be more difficult or less 
difficult than it is now. 

R:  Well I say less difficult, no? 

I:  Less difficult.  Why? 

R:  Well because it well, because well…  Well because, that is, since I, I, I wanted 
to have a child, right?  And I really like children.  To me it seems that, well, they 
say that children are a lot of trouble, that you can’t do a good job of cooking any 
more, and this and that.  But no, I like children a lot.  I have patience with 
children.  (103, 12, page 22, translated) 
 

The woman above discounts what others have told her about the rigors of 

motherhood, and bases her feelings that she will be a good mother on her patience and 

desire to have children.  Women who anticipated receiving social support, or expected a 

new sense of direction, feelings of importance or motivation to improve themselves as a 
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result of their relationship with the baby are also examples of goodness of fit between 

constructions of motherhood and self.   

Also among the study participants were a few women who perceived a bad fit 

between their emotional make up and the emotional characteristics they thought 

motherhood would require.  The woman who best exemplified this was the one who 

sought an abortion for several months after her pregnancy was diagnosed (104, 9).  She 

described herself as not having the patience that motherhood required.  Based on 

comparisons of her self and life plans to her construction of the mother role, her initial 

reaction to pregnancy was to seek an abortion. 

In summary, when asked to describe their thoughts during pregnancy, most 

participants described images of themselves in the role of mother.  This was also true of 

the women in Lederman’s study (1996) for whom daydreaming was a rehearsal for 

motherhood.  Rehearsing for motherhood implies that women already have ideas about 

what motherhood will be like.  Ideas of what motherhood would be like were reflected in 

the conversations of the women in the current study.  Taking a contextual social 

constructionist point of view, the study participant’s ideas about motherhood were social 

constructions, derived from interactions with the social environment, and therefore 

influenced by culture.  Women’s constructions of motherhood varied across the study 

participants, as did their preexisting self-images, role aspirations, and social relationships.  

Women’s conversations reflected relationships and interactions between their 

constructions of motherhood, other role aspirations, self-images, and social relationships 

that influenced how they felt about becoming a mother.   

In discussing the mother role, many women described tasks they would perform 

once the baby was born.  The tasks described varied from woman to woman, as did 

women’s perceptions of the importance and relative difficulty of tasks.  Perceptions of 
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the importance of the tasks of motherhood influenced women’s feelings about the mother 

role, and the place the mother role held in the constellation of goals to which each woman 

aspired.   The best example of this is the construction of the mother as the moral educator 

of the next generation.  Women who described this task tended to view motherhood as 

being more important in relation to other roles than did women whose construction of the 

role did not include this task.  They also seemed to have less difficulty setting aside plans 

that were incompatible with motherhood than did other women in the study.   

In this way, the features of each woman’s construction of the mother role in 

relation to other roles to which she aspired determined the importance and legitimacy of 

the mother role in relation to other roles.  In some cases, the women’s constructions of 

motherhood overrode potentially negative influences motherhood might have had in other 

areas of particular women’s experience.  Patterns of difference across women’s 

constructions of the tasks of the mother role, and women’s resultant feelings about 

pregnancy and motherhood may be the result of cultural influences on the construction of 

the mother role. 

Women also varied in their estimations of their capacity to fulfill the emotional 

and material demands inherent in the imagined tasks of motherhood.  They compared the 

requirements of the mother role with the resources available to them, and with their 

personal characteristics.  For some, resource issues colored their feelings about becoming 

mothers.  Perceptions of goodness of fit on an emotional level also contributed to 

individual participant’s estimations of how well they would fulfill the imagined demands 

of motherhood.   

In imagining motherhood, study participants compared who they were and what 

they wanted in life with their constructions of motherhood.  They imagined taking on the 

tasks and demands of motherhood and estimated their capacity to become the type of 
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mothers they thought they should be.  Imagined tasks of motherhood and the importance 

each woman placed on these influenced the place motherhood took among the 

constellation of roles participants imagined would be available in the future.  These 

comparisons generated expectations about the types and degree of difficulties and 

rewards motherhood would bring, which expectations were reflected in participant’s 

worries and happiness as they anticipated taking on the mother role. 
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CHAPTER SEVEN:  DISCUSSION AND CONCLUSIONS 

INTRODUCTION 

Quantitative research into the etiology of the birth weight paradox proposes that 

there is an indirect link between social and cultural factors and patterns of birth weight in 

women of Mexican descent.  Other streams of research explore possible links between 

perception and stress, and the influence of stress on pregnancy outcomes.  In the current 

study I asked participants to describe social support, and their thoughts and feelings in 

relation to their pregnancies.  This being the goal, data on birth outcomes was not 

gathered.  My analysis of the participant’s experience of pregnancy focused on 

identifying patterns of similarity and difference in constructions of pregnancy across the 

women who participated in the study.  I explored the use of markers of cultural 

orientation drawn from birth-weight research as tools to quantify the cultural preference 

of each woman.  Differences in social support or in constructions of pregnancy between 

cultural groups may indicate social and cultural factors that indirectly influence birth 

outcomes.     

In this chapter I begin by summarizing the findings delineated in chapters Four, 

Five, and Six, with a description of features of the context of pregnancy that were fairly 

consistent across the study participants, as well as features of the context of pregnancy 

where there was greater variability across participants.  I will then offer a discussion of 

possible explanations for the variability of several of these features, followed by an 

overview of the study’s limitations.  I conclude with a discussion of this study’s 

contributions to and implications for future research, and possible utility for social work 

interventions. 
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SALIENT FEATURES OF WOMEN’S EXPERIENCE 

There were several findings from this study that I did not expect.  Since these 

expectations were based in part on my reading of the birth outcome research literature, I 

will treat these as study outcomes.  Based on my readings suggesting social support as an 

indirect influence on birth outcomes, I expected that there would be noticeable changes in 

the type and amount of social support women would describe, and that the social support 

women received would be the most important part of their experience of pregnancy.  I 

also expected that women’s experience of pregnancy itself would be participant’s 

primary focus during the interview process.     

I expected that a primary feature of women’s experience of pregnancy would 

involve social network reactions to the pregnancy, including marked changes in social 

support, such as increases, decreases, or changes in the quality or type of social support 

participants received.  As discussed in Chapter Five, after some initial upheaval, 

primarily when the pregnancy was not expected, the social support received by most 

women stabilized at a level similar to that received before pregnancy.  Related to this, I 

thought that the most important outcomes from this study would be in the area of social 

support.  Instead, women’s constructions of pregnancy emerged as being as important as 

their experiences with their social networks.  As data collection and analysis progressed, 

it also became evident that pregnancy itself was not the primary concern of the women 

being interviewed.  Women explored their expectations about motherhood much more 

frequently and deeply than they did pregnancy.  Women’s images of motherhood 

influenced their experience of pregnancy more than did the pregnancy itself.     

SOCIAL NETWORKS AND SOCIAL SUPPORT 

Study participants were asked multiple questions about the support they received 

in association with their pregnancy.  The bulk of the support described was from 
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immediate family members, primarily older women or the participant's sisters or other 

female family members of the same general age.  Women were less likely to 

spontaneously describe the father of the baby as a provider of social support than they 

were female relatives.  When women described support from the father of the baby, it 

was usually in the form of emotional support, although a few did describe instrumental 

support in the form of money or help with chores.    

Women’s relationships with their social network were influenced by women’s 

emerging role as a mother.  Network members initially reacted to the pregnancy with 

anger or joy depending on their role expectations of the pregnant woman.  Social network 

member’s initial reactions to pregnancy reflected their perceptions of the place of 

pregnancy and motherhood in the woman’s life.  Network members initial comments 

about the pregnancy reflected perceptions of the appropriateness of pregnancy given the 

participant’s marital status, age and existing social roles.  Network members behaviors 

reflect a redefinition of study participants’ roles in the social network that was similar to 

women’s internal process of integrating the mother role into their self-concepts.  In most 

cases, initial negative reactions gave way to acceptance of the pregnancy.   

With the exception of women’s relationships with the father of the baby, there 

was actually minimal change in women’s social networks and the social support women 

received once initial reactions to the pregnancy were dealt with.  Emotional and financial 

support continued for most women from the sources and in the quantities they had 

experienced prior to the pregnancy.  Factors that most influenced the quantity, type and 

source of social support women received included past patterns of supportive behaviors, 

the nature of women’s relationships with key network members, and the network’s 

available resources.   
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Women received a great deal of advice about diet and daily activities.  Family 

members stepped forward to fill any gaps in chores resulting from the women’s 

progressing pregnancy.  Although some participants were amused by the advice they 

received, and some mentioned that advice was received in large quantities, none 

expressed irritation about advice, seeing it as an expression of support.  Advise and 

changes in practical support such as help with daily tasks were perceived by study 

participants as motivated by a desire to promote a healthy pregnancy.  Changes in 

smoking or alcohol use, and changes women’s daily activities were also motivated by a 

desire to promote a healthy pregnancy.   

Continued instrumental support and advice were important aspects of women’s 

experience of pregnancy.  While the relative capacity of each participant’s network to 

provide support varied, women’s experience reflected a focus on the intent of behaviors 

rather than the actual benefit provided.  Since social support before pregnancy was not 

measured, and women’s descriptions of support were subjective, there is a possibility that 

the quantity and types of support received before pregnancy differed across the women 

interviewed. An important focus for future research is how baseline social support, as 

well as perceptions of appropriate involvement by the social network during pregnancy 

differ across culturally diverse groups of women.  Cultural variability in pre-pregnancy 

support baselines, in pregnant women’s perceptions of appropriate support, support 

actually received, and in women’s level of comfort in accepting support, may result in 

differential influences of social network support during pregnancy.  

Cultural variability in expectations of social support during pregnancy may also 

have implications for social work intervention.   Interventions aimed at enhancing social 

support during pregnancy have had mixed outcomes.  Exploring women’s perceptions of 

appropriate social support during pregnancy may help identify interventions to help fill 



 147 

gaps in social support.  This approach may be particularly helpful when working with 

diverse populations for which cultural definitions of appropriate social support are not 

known.    

RELATIONSHIP WITH THE FATHER OF THE BABY 

An area of marked variability within the study was in women’s relationships with 

the fathers of their babies.  As mentioned in Chapter Five participants were selected 

regardless of marital status.  Because they were so varied, interpreting participant’s 

experiences is difficult, but suggest several lines of inquiry for future research.     

The results of this study suggest that women’s relationships with the fathers of 

their babies may influence their experience in two ways.  One source of influence is 

through the supportive or non-supportive behavior of the baby’s father.  Recent research 

(Feldman, Dunkel-Schetter, Sandman & Wadhwa, 2000) concluded that social support 

from the male partner had an impact on birth outcomes.  Women in the Feldman, et al 

(2000) study were asked if their partners would provide financial assistance before or 

after the pregnancy, and if they would offer emotional support.   

In the current study, women anticipated and interpreted the reactions of baby’s 

fathers to the pregnancy based on interactions with the baby’s father that related to 

pregnancy planning or relationship status that took place before and after the pregnancy 

was diagnosed.  Women whose relationships ended or were in flux described interactions 

with the father of the baby more often and with more detail than did women whose 

relationships remained unchanged.  These observations support the importance to women 

of social support from the baby’s father.   

These and other observations also point to the importance of these women’s 

constructions of the marital or procreative relationship in their experience of pregnancy.  

As noted in Chapter Five, most unmarried women living with the father of the baby were 
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living in Mexico, and referred to their partners as their spouses.  Changes in their 

relationships were similar to those described by most married participants.  Unmarried 

women living in the United States generally were not living with the baby’s father, and 

experienced marked changes in their relationships in response to the pregnancy.  It seems 

possible that Mexican culture defines marriage more broadly than does American culture, 

and constructs cohabitation as being a more permanent relationship than it is considered 

to be in the United States.  With this in mind, women in culturally Mexican social 

networks may receive social support like that associated with marital relationships, even 

if they are not married as defined in the United States.  Also, pregnancies considered out 

of wedlock in the United States may be considered legitimate in Mexico.         

Perceptions of unmarried relationships seemed to differ based on where 

participants lived.  With that in mind, it is possible there are differences between the 

Mexican and American cultures in the social construction of marriage.  While there are 

other possible explanations for this pattern, such the cost of a formal wedding ceremony 

in Mexico, constructions of marital relationships as well as patterns of social support in 

such relationships warrant exploration.  

THE MOTHER/CHILD RELATIONSHIP 

Women developed relationships with the unborn baby, as demonstrated by 

women talking, reading and singing to the baby, and by fantasies of the baby’s 

experience in the uterus.  Women also imagined the baby once it was born.  Almost all 

participants imagined holding, feeding, or changing the baby as an infant, but varied in 

the extent to which their thoughts about the baby extended into the future and in the way 

the mother-child relationship was portrayed in fantasy.  In thinking about motherhood 

women explored the anticipated relationship between mothers and babies, parents and 

children, and the role of babies and children in the social network.   
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Women began to imagine their participation in the social roles of children and to 

think about the influence of the mother-child relationship on other relationships within 

the social network.  The relationships women imagined with their children varied widely 

across the women interviewed.  One common construction of the mother/child 

relationship was that having a child would provide various forms of social support, such 

as companionship, or a sense of being needed.  Some women described the social and 

moral education of their children as key task of mothers.  Others described mothers as 

being tied to the home or unable to develop to their full potential.   

Women’s constructions of the mother/child relationship were closely linked with 

their constructions of the mother role.  Women who saw mothers as social and moral 

educators of the next generation tended to see motherhood as the most important role to 

which a person could aspire, and more important than being a career woman or being 

well educated.  Women’s positive and negative constructions of the mother/child 

relationship influenced their feelings about becoming a mother.   

PERCEPTION OF THE MOTHER ROLE 

The women interviewed thought more about motherhood than they did about 

being pregnant.  Women imagined themselves in the mother role and in doing so 

rehearsed their future behavior as mothers.  Women’s thoughts about motherhood were 

important in several ways.  First, they influenced participant’s feelings about becoming 

mothers.  Some women imagined motherhood would be stultifying and limit their 

potential.  Others presented motherhood as a status to which to aspire, and estimated their 

capacity to demonstrate the ideal characteristics of a mother.  Women who thought 

motherhood was important, or who thought they had the characteristics necessary to be a 

good mother were more comfortable with anticipated life and role changes than were 
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those who thought motherhood was secondary in importance other roles, or that they 

would have difficulty being a good mother.   

Second, constructions of the mother role influenced the importance of 

motherhood in relation to other roles to which individual participants aspired.  Women 

examined the goodness of fit between life plans and self-perceptions, and the images of 

motherhood inherent in their fantasies.  For some woman, becoming a mother was a 

major life goal, and so was reflected in their life plans.  For others, becoming a mother 

was secondary to other goals.  Some women who aspired to other roles expressed regret 

that pregnancy had occurred at this point in their lives because it interfered with the 

accomplishment of other goals.   

Women described thoughts and fantasies that dealt with the goodness of fit 

between old plans and the new reality, and between self-perception and their images of a 

good mother.  Perceptions of the mother role and associated tasks and roles influenced 

the ease or difficulty with which women integrated the idea of motherhood into their self-

concepts and life plans.  Women whose life plans conflicted with constructions of life as 

a mother experienced more ambivalence about pregnancy and motherhood than did 

women whose life plans were more congruent with becoming a mother.  The tasks 

women associated with motherhood influenced the relative importance the mother role 

took in comparison to other roles to which they aspired.   

Women’s thoughts and feelings related to motherhood were varied and touched 

on many areas of their lives.  Future research related to pregnancy outcomes would 

benefit from exploration and description of variability in constructions of motherhood 

and its related concepts.  Interventions with women in relation to pregnancy may benefit 

from consideration of variability in constructions of pregnancy and motherhood in their 

design.   
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PATTERNS OF DIFFERENCE RELATED TO CULTURAL ORIENTATION  

In light of the difficulties in determining participant’s cultural orientation, I have 

not drawn strong conclusions about differences in the cultural contexts of pregnancy for 

the women interviewed.   Since the study participants’ cultural orientations were not well 

defined, my analysis focused instead on features of the data that showed more variability 

than other features.  This variability may be evidence of cultural differences in the 

perception of pregnancy and motherhood across the sample.     

One area if difference that may be culturally linked is in the perception of the 

function of mothers in society.  Women’s perceptions of the importance of mothers, 

based on their constructions of the mother role, varied quite a bit.  Some women viewed 

mothers as homebound diaper changers who had little opportunity to develop as people, 

and who made minimal contributions to society.  Others saw mothers as the primary 

providers of social and moral education to the next generation of children.  Women with 

more Mexican-culture markers expressed positive perceptions of the role of mothers in 

society more frequently than did women with more American-culture markers. 

 The relative importance and the tasks associated with the mother role may be 

components of culture that change as women become more American-culture oriented.  If 

more positive perceptions of the role of mothers are associated with Mexican cultural 

orientation, this view would give the role more salience and import than it might carry in 

American culture.  The association of moral and social education or other important tasks 

with the mother role may give it greater legitimacy than when the role is associated with 

less important tasks.  If this is the case, the role of mother in Mexican culture may be 

more important in the constellation of available roles than is the case in American 

culture.  Being a mother would be a more likely part of women’s life plans and self-

images.  When pregnancy occurs, planned or not, any associated adjustment and resulting 
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stress would be less for women for whom motherhood is more a part of their identity, or 

for those who associate important tasks with motherhood.   

In addition, features of the role of children in Mexican culture may enhance 

perception of motherhood.  For example, it appears that children may be seen as an 

essential element in the creation of a true family.  For women who see children in this 

light, by taking on the role of mother, the woman also creates a family.  If children are 

not seen as an essential component of families in American culture, women who are 

American-culture oriented may be less likely to imagine having children, and so have less 

opportunity to prepare to take on the role should pregnancy occur.  If in Mexican culture 

children are seen as essential to the family, the mother role may gain importance through 

its association with the role of children, which may not be the case in American culture.       

A third potential area of cultural difference is in the definition of marriage.  In 

Mexican culture, there may be a variety of relationships construed as marriage, where in 

the United States matrimony is more dichotomous.  If such is the case, women from 

Mexico may have regarded themselves as married in situations where women from the 

United States did not.  If relationships that have not been formalized are seen as a type of 

marriage, they may be seen as more permanent, and pregnancies as more legitimate than 

would be the case if marriage were constructed as dichotomous.   

LIMITATIONS OF THE STUDY 

This research study had several limitations that must be remembered as the results 

are interpreted.  One constraint is related to the question of the efficacy of markers of 

cultural orientation at the individual level.  While I have taken the stance that markers of 

cultural orientation used in quantitative studies of birth weight are not adequate in 

qualitative studies, they may in fact mark characteristics associated with, and be valid 

indicators of, cultural orientation.  I have identified several areas of variability across the 
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women interviewed, some of which I have attributed to cultural orientation.  To truly 

understand which differences are associated with cultural orientation, research must 

better define cultural orientation, and identify how it can best be measured. 

Another limitation of this study is that the women interviewed were homogeneous 

in both their decision to continue their pregnancy, and in that they were seeking prenatal 

care.  We did not interview women who terminated pregnancies or those who did not 

seek prenatal care, although that population was in evidence in this sample.  Two women 

mentioned abortion, one to say that she was glad she decided not to have an abortion, and 

the other, who sought help from her mother at one point to obtain an abortion.  Women 

who did not return my phone calls when I was recruiting participants may have fallen 

into either category.  Some may have decided to end the pregnancy or felt prenatal care 

was not necessary or too expensive.  Inclusion of women who had decided to terminate 

their pregnancies might have revealed attitudes about pregnancy and motherhood not 

reflected among the women interviewed. 

The women selected for the interviews were homogeneous in their decision to 

seek prenatal care.  Views of pregnancy and motherhood among women who seek 

prenatal care may differ in from those who do not.  During interviews, we asked women 

about their understanding of the benefits of prenatal care and the frequency of their clinic 

visits.  Participants had a general understanding of the overall goals of prenatal care.  

While a few women were motivated to attend the clinic because of their physical 

concerns, most attended based on the advice of their social network.    Birth outcome 

research has shown that use of prenatal care in women of Mexican descent may indicate 

higher levels of orientation to American culture.  Higher levels of orientation to 

American culture are also associated with other risk factors for poor birth outcomes such 

as smoking (Scribner & Dwyer, 1998).  Conversely, accessing prenatal care could be an 
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indication of wanting the pregnancy.  Exclusion from the sample of women who did not 

seek prenatal care possibly excluded important information about constructions of 

pregnancy, and about the influence of social networks and social support on women’s 

experience of pregnancy and motherhood.  

The study participants were also homogenous in terms of socioeconomic status.    

The resource limitations of the participants and of their social networks were a source of 

concern for several women. No participant had abundant economic resources.  Also, 

women who could not attend the clinic because of financial hardship, or because of 

concern about the cost of care were not present in the sample.  Future qualitative studies 

with women in relation to pregnancy may include greater variability in participants in the 

area of socioeconomic status in order to examine the impact of abundant or scarce 

resources on women's experience of pregnancy. 

A final limitation of this study is that I am not of Mexican descent, and Spanish is 

not my first language although I have spoken Spanish in the work environment for many 

years.  My ethnicity and competence in speaking Spanish have two possible implications.  

The first one is related to access to participants.  The women I interviewed were 

cooperative, and presented themselves and their situations in an open and friendly 

manner.  Some were initially suspicious of my motives in interviewing them.  At the time 

the interviews were taking place, there were stories in the newspapers about people 

wanting to purchase and sell children for adoption.  In addition, fear of detection by the 

Immigration and Naturalization Service is a ubiquitous undercurrent to the lives people 

who are living in the United States without documentation.   

My impression was that I was able to allay any suspicions of my motives in every 

case.  The voluntary nature of the study, the affiliation of the study with a university, and 

the cooperation of Texas Tech lent legitimacy to the study.  In addition, when I suspected 
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immigration concerns, I broached the subject in order to assure participants that I was just 

a college student. 

My more basic concern is that I do not appear to be of Mexican-descent, and 

Spanish is not my first language, although I learned Spanish when I lived in Mexico for 

several years.  In addition, I was older by twenty years than many of the participants.  It 

is difficult to speculate about the degree of any impact these characteristics might have 

had on the information or topics they discussed, but I must consider that it did with some 

participants.  In addition, in my analysis of Spanish interviews it is possible that I 

occasionally missed the nuances of meanings of words or phrases with implications for 

this study.   

CONTRIBUTIONS AND IMPLICATIONS FOR FUTURE RESEARCH 

There are several potential contributions of this study, some of which have been 

outlined above.  The results of this study have implications for birth outcome research 

and for research about change when two cultures interface.  The study outcomes define 

possible lines of research related to women’s experience of pregnancy.  They may also 

give direction to research that seeks to identify the proximate determinates of birth 

weight outcomes.  Finally, research of this type validates social work values, which honor 

diversity, by exploring the strengths of Mexican culture. 

A first contribution of this study is the question it raises about the utility of the 

markers of cultural orientation used in large quantitative studies for research into the 

proximate cultural determinants of birth outcomes.  The cultural markers from birth 

outcome research were not effective in determining participant’s cultural orientation in 

this study.  As discussed above, this finding may reflect cultural homogeneity in the 

women interviewed for this study.  Had data been collected with a population exhibiting 

greater variability in the cultural markers, perhaps there would have been more 
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identifiable patterns of difference the participant's experience of pregnancy.  It is also 

possible that the cultures along the United States - Mexico border are intermixed to the 

degree that distinguishing between the features of one or the other at the individual level 

is not possible.  Researchers may consider using cultural markers as tools to first identify 

discrete groups that differ cultural orientation at the population level in preparation for 

research similar to the current study.   

Still, that markers of cultural orientation would have decreased utility at the 

individual level has face validity in light of the ongoing theoretical discussion about the 

dynamics of change in environments of cultural interface.  A necessary next step in 

research that includes cultural orientation as a variable is to reach consensus about valid 

measurements of cultural orientation at the individual level.  Identifying underlying 

factors that contribute to the efficacy of currently used markers of cultural orientation 

may yield tools for measurement of cultural orientation at the individual level.  Recent 

discourse on the preparation of health-focused messages for diverse populations (Institute 

of Health, 2002) recommends identification of unique groups based on shared social and 

cultural experiences, rather than markers of race or ethnicity.  The current study is an 

example of this type of work.     

The current study makes a contribution to birth weight research by suggesting a 

broader focus when examining factors that might indirectly influence birth outcomes.  In 

a recent quantitative study, Rini, Dunkel-Schetter, Wadhwa and Sandman (1999) 

concluded that pregnancy-related anxiety influences birth outcomes.  Questions used in 

their study to measure pregnancy-related anxiety focused primarily on labor and delivery 

and the health of the baby.  In the current study participants explored a range of 

experience that began prior to pregnancy and extended into the distant future.  Not only 

were relationships with key social network members important to the participants, so 
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were women’s constructions of the mother role, the role of children, and perceptions of 

the spousal relationship.  This finding indicates that exploration of a broad range of 

women’s experience may be necessary to understand the context of a seemingly time-

limited event.  As such, these areas that may warrant further exploration or inclusion in 

future studies of the proximate determinates of birth weight outcomes.   

To this end, research that explores the proximate determinants of birth outcomes 

of a unique group should start with qualitative inquiry.  Qualitative methods allow 

participants to define the scope and content of their experience.  The participants in the 

current study defined their social networks by describing their interactions with the 

people in their lives.  They also delineated the types of social support they received by 

telling us what they perceived as supportive.  In doing so, their unique constructions of 

social network and social support were able to emerge.    

The current study also has implications for social work interventions with 

pregnant women.  Participants were encouraged to describe their experiences and to 

define for themselves what was helpful, and what was not.  Looking beyond questions of 

birth outcomes, women’s perceptions of the tasks of motherhood influenced their self-

perceptions, relationships with others, and their plans for the future.  With this in mind, 

interventions in relation to pregnancy need to build on women’s perceptions of strengths, 

problems, and available resources.  In working with women in relation to pregnancy 

social workers should draw upon women’s own experience to define concerns and plan 

interventions.  Also, development of interventions, or educational messages or materials 

related to pregnancy and motherhood should include consideration of cultural 

constructions of pregnancy and motherhood in order to enhance their impact, as well as 

to help preserve cultural values.   
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  Finally, by virtue of demonstrating the impact of diverse constructions of a 

phenomenon on participant’s lived experience, this research lends support to the 

importance and value placed by social work on understanding and working in concert 

with client’s culturally-derived world views.  The current study paints an intriguing 

picture of the diversity of perceptions of motherhood of a small group of women who 

may, in fact be rather homogeneous in their cultural orientations.    While the study 

outcomes identify aspects of women’s perceptions of motherhood that could influence 

birth outcomes, it is important to note the impact women’s perceptions had on their 

quality of life.  This study demonstrates both diversity in perceptions of lived experience, 

and the impact that these perceptions have on people’s lives.  These findings support the 

exploration and understanding of people’s lived experience as a means to identify 

strengths inherent in their unique perception of the world.  It is by building upon these 

unique understandings that social workers can empower clients to live self-defined lives, 

and   preserve the strengths inherent in diverse world views. 
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Appendix A:  English and Spanish Question Guides 



Maternal Behaviors, Attitudes, and Social Support in TEXAS 
 
Interview Date  ____________________   Respondent Code Number  _____________________ 
Place of interview _______________________________________________________________ 
 
DEMOGRAPHICS AND CULTURAL ORIENTATION  
(1.) Age  ________  (2.)  Where were you born? _______________________________________ 
(3.) Where were your parents born? 
 (a.) Mother: ________________________  (b.)  Father: __________________________ 
(4.) What do (did) your parents do for a living?  
 (a.) Mother: _________________________  (b.)  Father: _________________________ 
(5.) In what language do you speak with your parents?  _________________________________ 
(6.) In what language do you speak with your best friend?  ______________________________ 
(7.) In what language do you speak with your partner?  __________________________________ 
(8.) Which language do you prefer?  _________________________________________________ 
(9.) Which do you consider you ethnicity?  (PROBE: Mexican, Mexican-American, Hispanic, 
Latina) ________________________________________________________________________ 
 
 
 
 
 
 
 
 

(10.) What are some of the differences in behaviors or attitudes that you have seen 
between women of your cultural group, and women of the other groups?  (PROBE - for 
example, in their relationships with men, their parents, respect for elders, in 
following traditions, the role of family, and the role of women as mothers and 
daughters)? 

 
 
 
 
 
 
 

(11.) What are some of the differences in behaviors or attitudes that you have seen 
between women of your ethnic group, and Anglo women?  (PROBE - for example, in 
their relationships with men, their parents, respect for elders, in following 
traditions, the role of family, and the role of women as mothers and daughters)? 

(12.) How many years have you lived in the United States? ______________________________ 
 (If she has lived in the United States all her live, continue with number 16.) 
(13.) With whom did you come to the U. S.?  _________________________________________ 
(14.) Did you migrate to the border region before coming to the U.S.?  _____________________ 
From where _____________________________  (b.)  When _____________________________ 
 
 
 
 
 
 

(15.) What you remember about how you and your family decided to move to the U.S. 
(PROBE:  Who took the decision, under what work and economic circumstances, 
what were the original plans, how did she feel about the move, how old was the 
when she first came to the U.S., etc)?   

 
EDUCATION 
(16.) How many years of education have you completed: 
 (a.) In Mexico? ___________________  (b.) In the U.S.? ________________________ 
(17.) In the months before you became pregnant, were you attending school? ________________ 
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(If NOT attending school before pregnancy, skip to question #18.) 
 (a.) Where were you going to school?  (In Mexico or the U.S.?) ____________________ 
 (b.) Are you still going to school?  ______________ 
 (c.) When will you stop going?  (OR)  When did you stop going? __________________ 
 (d.) Do you think you will return to school after the baby is born?  __________________ 
 
EMPLOYMENT HISTORY 
(18.) Have you ever worked for wages?  _____________ 
 
 
 
 

(19.) How did you decide (not) to work?  (PROBE.  For example:  Did you talk to 
someone, needed money, do you like to work, they don't give you permission, etc.) 

(If respondent has NOT worked for wages, skip to question #31) 
(20.) Did you work for wages in the months before you became pregnant?  __________________ 
(21.) What type of work did you do?  (For example, waitress, cashier) ____________________ 
(22.) How much were you earning?  __________________________ 
(23.) Are you still working?  _____________  
 
 
 
 

(24.) Do you want to work, or do you continue to work for some other reason?  (Probe.  
For example: Ask how her earnings a spent differently now that she is pregnant.) 

(25.) What do (did) you do in your work?  
 (a.) Lift heavy things?    Yes____   No_____ 
 (b.) Walk a lot?     Yes____   No_____ 
 (c.) Stay on your feet many hours?  Yes____   No_____ 
 (d.) Are you exposed to chemicals  Yes____   No_____ 
 (e.) Some other activity which you find difficult to do, or that tires  
 you, now that you are pregnant? _____________________________________________ 
(26.) When did you stop working, or until when do you plan to work?  _____________________ 
(27.) Do you plan to go back to work after the baby is born?  _____________________________ 
 
 
 
 

(28.)  Do you want to go back to work after the baby is born?  (Probe:  For example, 
ask her reasons to return or not return to work) 

(29.) How long after the baby is born do you plan to go back to work?  ____________________ 
(29A.) Do you have access to child care in your job?  __________________________________ 
 (a.) Do you plan to use it?  ______  (b.)  Why (not)? ____________________________ 
 
 
 
 
 

(30.)  How can a pregnant woman tell when it is time to stop working?  (Probe: For 
example, what are the symptoms, who told her about them, what will happen to her 
or her baby if she continued to work after feeling these symptoms.) 

 
HOUSEHOLD ACTIVITIES 
(31.) Before you were pregnant, what were your daily activities? 
     Did before?    Do now? 
 (a.) Sweep   ________    ________ 
 (b.) Mop   ________    ________ 
 (c.) Vacuum   ________    ________ 
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 (d.) Cook   ________    ________ 
 (e.) Clean the kitchen  ________    ________ 
 (f.) Clean the bath  ________    ________ 
 (g.) Make the beds  ________    ________ 
 (h.) Wash clothes at home 
  By hand  ________    ________ 
  In the washer  ________    ________ 
 (i.) Take clothes to the 
  Laundromat  ________    ________ 
 (j.) Hang the clothes  ________    ________ 
 (k.) Iron   ________    ________ 
 (l.) Grocery shop  ________    ________ 
 (m.) Take care of children ________    ________ 

(n.) Drive a car    ________    ________ 
 (o.) Exercise   ________    ________ 
 (p.) Other (specify)  _________________________________________ 
 
(32.) Is there someone who helps you now to do any of these activities, who did not help you 
before you were pregnant? ________________________________________________________ 
 
 
 
 

(33.) Why does (s)he help you?  (Explore in depth.  For example:  Do they think it 
will affect your health, put your pregnancy at risk, it is a tradition, etc.) 

HOUSEHOLD ECONOMY 
(34.) Are you receiving government assistance like: WIC ________?         HUD ________?  

Medicaid ________?   Food Stamps?  __________    
(35.) Are you receiving help from another agency,  
such as a church, or a community center?  ___________________________________________ 
Which one?  ___________________________________________________________________ 
 (b.) What type of services are you receiving?  __________________________________ 
(36.) How did you find out about this (these) service(s)? (Answer for each service received.)  
______________________________________________________________________________ 
(37.) Have you made arrangements to pay for the delivery?  (Is there someone who is going to 
help? _________________________________________________________________________ 
(38.) Besides government assistance and/or your wages  
from work, do you receive any other economic help?  ___________________________________ 
 (a.) Who helps?  _________________________________________________________ 
(b.) What kind of help do they give you?  (For example:  Buying groceries? Do they lend or 
give you money?) _______________________________________________________________ 
 
MATERNAL HEALTH AND PREGNANCY PLANNING 
(39.) How do you consider your health?   Excellent _______ Very Good _____    
   Good _____     Fair _____     Poor _____ 
(40.) Do you have: 
 (a.) diabetes? __________  (b.)  high or low blood pressure? ___________ 
 (c.) vaginal irritations? __________ (d.)  anemia? _____________ 
(41.) Is there a history of diabetes in you family?  _____________________________________ 
(42.) What is your delivery date?  ___________________________________________________ 
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(43.) Was this pregnancy planned?  _________________________________________________ 
(44.) How did you become aware that you were pregnant?  _______________________________ 
 
 
 
 
 

(45.) What was your first reaction when you discovered your pregnancy, given that every person 
is different?  (Explore in depth. For example, ask if she felt anguished at any time, what 
were her first thoughts, how she felt when the pregnancy was still uncertain?  

 
 
 

(46.) Is there something about your pregnancy or your current health that worries you? (Explore 
in depth.  For example, ask if she has any concerns about the baby’s health.) 

 
(47.) Where do you think your baby will be born?  (hospital/country) ______________________ 
 
 
 
 
  

(48.) Tell me how you decided on this place (Explore in depth.  For example,  Did you think 
about using a midwife, did you think about the baby's citizenship, was it the only place you 
knew of, did it seem easier economically, etc.) 

(49.) (a.) Do you plan to breast feed the baby?  ___________ (b.) How long?  _______________ 
 
 
 
 
 

(50.) What are the good things, and the bad things about breast feeding?  (Explore in depth.  For
example, ask what are the consequences, for her and the baby, of breast feeding as opposed 
to bottle feeding.) 

HOUSEHOLD STRUCTURE AND SOCIAL SUPPORT 
(51.) What was your economic situation (who supported you) when you became pregnant?  
______________________________________________________________________________ 
(52.) What was your family situation (who did you live with) when you became pregnant?  
______________________________________________________________________________ 
(53.) Are you living with your partner? ________________ 
(54.) What is your marital status? 
Single _____   Married  ______      In a union but not married ______   Divorced/widow _______ 
 
(If NOT living with her partner, skip to question # 55) 
(54A.) What does your husband/partner do for a living?  (What is his schedule like?) 
______________________________________________________________________________ 
(54B.) How long have you been married/in this union?  _________________________________ 
(55) Who do you live with right now?  
 
Relationship Age Economic Contribution Other contribution, and how much 
    
    
    
    
    

 
(56.) Have you moved recently? __________________  
 (If she has NOT moved recently, skip to question #57) 
 (a.) When ___________ (b.)  From where to where?  _____________________________ 
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 (c.)  Why?  ______________________________________________________________ 



(57.) Where will you live when the baby is born? ______________________________________ 
(58.) How long had you been involved with the father of the baby when you got pregnant? 
______________________________________________________________________________ 
 
 
 
 
 
 

(58A.) How did your partner react when he learned that you are pregnant?  (Probe.  For 
example, ask if he was indifferent to the news or expressed any type of emotion.  Ask if he 
would have preferred the pregnancy to occur earlier or later, and if he was happy with 
how your pregnancy came to be or he would have preferred different circumstances.) 

 
(58B.) How has your relationship with your partner changed since he learned that you are 
pregnant?  (For example, does he help you more than before; does he treat you better or worse; do 
you fight more or less often than before; does he ignore you or pay more attention to you than 
before?  _______________________________________________________________________ 
(59.) When your parents found out about your pregnancy, how did they react? _______________ 
(If the woman lives with the father of the baby, skip to #61) 
(60.) Did any of your relatives try to get in touch with the baby's father?  ___________________ 
 
 
 
 
 
 

(61.) Why do you think they reacted this way?  (Explore in depth.  For example, ask if they 
would have preferred different timing for the pregnancy, if they are happy with how the 
circumstances of her pregnancy or whether they have preferred different arrangements.)   

(62.) How long had you been pregnant when you told  
someone for the first time that you are pregnant? _______________________________________ 
 
(63.) Who was the first person you 
told that you are pregnant? ________________________________________________________ 
 
(64.) How did this person react? ____________________________________________________ 
 
 
 
 
 

(65.)  Why do you think (s)he reacted this way?  (Explore in depth.  For example, ask how has 
the pregnancy changed her relationship with this person, their plans for the near future, 
etc. ) 

(66.) Who was the second person you  
told that you are pregnant? ________________________________________________________ 
 
(67.) How did this person react? ____________________________________________________ 
 
 
 
 
 
 

(68.)  Why do you think (s)he reacted this way?  (Explore in depth.  For example, ask how 
has the pregnancy changed her relationship with this person, their plans for the near 
future, etc. ) 

(69.)  How do the people who live with you show how they feel about your pregnancy? (For 
example:  Is there someone who is not speaking to you? Someone who buys you things for 
the baby, etc.?). ________________________________________________________________ 
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(70.) Is there someone who gives you advice about your pregnancy? 
Person/Relation to her  Advise they give 
________________________ ____________________________________________________ 
________________________ ____________________________________________________ 
________________________ ____________________________________________________ 
 
(71.) What do your family members do for you now that they did not do before you were 
pregnant?  (PROBE:  provide transportation, bring or prepare special meals or presents.)  
______________________________________________________________________________ 
(72.) Who would loan you money if you needed it? _____________________________________ 
(73.)   (a.)  Do you think someone will be helping you care for the baby once it is born? (Your 
parents, in-laws, sisters, other relatives)   

(b.) What do you think they might help with?  (advice, money, time, buying things, 
bathing it, making things to eat, etc.) 
Person/Relationship       Kind of help 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
(74.) Are there people in your neighborhood who offer you support? ______________________ 

(a.) How do they help? ____________________________________________________ 
(If the woman works, skip to question #76) 
(75.) Are there people at school who offer you support? _________________________________ 
 (a.) How do they help? _____________________________________________________ 
(76.) Are there people at work who offer you support? __________________________________ 
 (a.) How do they help? _____________________________________________________ 
 
MATERNAL BEHAVIOR 
(77.) Do you do things for the health of your baby? (i.e.; sleep on your back, take vitamins, 
exercise, diet, etc.)  _____________________________________________________________ 
 
 
 
 

(78.) How does doing these things help your baby? (Explore in depth.  For example, if the 
woman takes vitamins, ask how the baby benefits.) 

(79.) Have you attended any clinic to find out how your pregnancy is going?  ________________ 
(If the answer is NO, skip to questions #84A) 
How many times have you seen the doctor?  _________________________________ 
When was the last time you went to the doctor?  ______________________________ 
Where did you go to the doctor?  __________________________________________ 
(80.) How did you know where to go (who advised you to go there)? _______________________ 
(81.) Did this person tell you why it is  
important to go to the doctor? (What did (s)he tell you?) _________________________________ 
(82.) How many months pregnant were you when you went to the clinic the first time? ________ 
(83.) What services have you received during your visits to the prenatal clinic? 
 (a) medical opinions? ______________________________________________________ 
 (b) classes? (About what?)__________________________________________________ 
 (c) laboratory tests ________________________________________________________ 
 (d) others? (for example, vaccinations; specify) ________________________________ 
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(84.) What have they told you in the clinic that you did not know about having a baby.  (For 
example: Has anyone there explained to you how a normal baby develops, what symptoms 
you may have, what you will feel when delivery approaches, etc.)   
______________________________________________________________________________ 
 
(84A.) Do you plan to go to the doctor before the baby is born? ___________________________ 
Has anyone advised you to have prenatal medical consultation (who)? ______________________ 
Has anyone told you where to go (who)?  ____________________________________________ 
 
Smoking Behavior 
(85.) When you were growing up, did anyone in your house smoke? ______________________ 
 (a.) Who?__________________  (b.)  Did this person smoke inside the house? ________ 
 (c.) Did anyone protest?  __________  (d.) Why (not)? ___________________________ 
(86.) Have you ever smoked cigarettes?  _____________________________________________ 
 
(If the woman has EVER smoked, skip to question #91.) 
 
Only for women who have NEVER smoked: 
 
 
 
 
 

(87.) What do you think of women who smoke?  (Explore in depth.  For example, ask how 
come she does not smoke; whether she has some particular reaction to women smoking, or 
if she is indifferent to them; Whether she thinks it (in)appropriate for anyone, and whey, 
etc.)   
(88.) Who is the person who would be most upset if you smoked?  ________________________ 
(89.) What would this person's reaction be? ___________________________________________ 
(90.) In what way do you think cigarettes could affect the baby you are carrying?  
______________________________________________________________________________ 
 
(If the woman has NEVER smoked, skip to question #95) 
(91.) Did you smoke during the months before you became pregnant?  _____________________ 
(92.) How many cigarettes did you smoke per day before you became pregnant?  _____________ 
(93.) Have you changed the quantity that you are smoking?  ______________________________ 
(94.) What motivated you to change the amount you are smoking?  
______________________________________________________________________________ 
 
Alcohol Consumption 
(95.) On occasion, do you drink beer, wine, or other types beverages that contain alcohol? 
_______________________  (For example: champagne at a wedding, eggnog with your 
family at Christmas, or a beer with your partner?) 
 
(If the woman NEVER drinks alcohol, skip to question #100.)  
(96.) Which alcoholic beverage do you drink most often?  _______________________________ 
(97.) How often (did) do you drink this beverage?  _____________________________________ 
(98.) Have you changed the amount you drink since you found out your were pregnant?  _______ 
 
(If she has REDUCED her consumption of alcohol, ask:)  
(99.) Why have you reduced your alcohol intake?  _____________________________________ 
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MATERNAL ATTITUDES  
(100.) Do you think about your baby during the day?  ___________________________________ 
(101.) What kinds of things do you think about him or her?  ______________________________ 
(102.) What do you think will be the nicest things about having a child?   
______________________________________________________________________________ 
(103.)  (a.) After your baby is born do you think life will be harder, or easier than it is now? 
______________ 
 (b.) How come?  (For example:  more difficult to find work, people will respect you 
more, less money, not sleeping at night, etc.)   
______________________________________________________________________________ 
(104.) Is there something, or some situation in your home, or in your life that worries you or does 
not let you sleep at night?  ________________________________________________________  
(105.) What is it?  _______________________________________________________________ 
(106.) Do you think that a woman changes after she becomes a mother?  ____________________ 
(If the answer was NO, skip to question #108) 
 
 
 
 
 

(107.) How does a woman change after her first baby is born?  (Explore in depth.  For example,
ask if it betters a woman, or whether the increased responsibilities that motherhood brings 
changes a woman’s perspective or appreciation of persons around her, etc.)   

RELIGION 
(108.) Do you belong to a certain religion?  ___________________________________________ 
(If the answer is NO, skip to question #110) 
(109.) (a.)  What religion are you? _________________________________________________  
 (b.) Do you go to church?  __________________________________________________ 
(If the answer is no, skip to question #110) 
 (c.) How many times a month would you say you go to church?  ____________________ 
(110.) Do you pray?  _____________________________________________________________ 
(If the answer is no, skip to question #111) 
How often do you pray?  __________________________________________________________ 
 
 
 
 

 

(111.)  Has you spiritual life changed because you are pregnant?  (Explore in depth.  For 
example, ask whether she thinks more often about God, or if she prays more/less often than 
before.) 

END OF THE INTERVIEW 
 

THANK YOU VERY MUCH FOR YOUR PARTICIPATION! 
 

ON THE BACK, please indicate who, besides the participant, answered questions during the 
interview.  Indicate his or her relationship with the participant.  Also, you may put other 
comments on the back of this paper. 
 
Completed “Diet Record”  ________  Completed "Environmental Observations" ________ 
 
LANGUAGE OF INTERVIEW:   Spanish  ______       English  ______          Both  ______ 
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Conducta Materna, Actitudes y Apoyo Social en TEXAS 
 
Fecha de Entrevista _________________ Código de Identificación _________________ 
Lugar de Entrevista ______________________________________________________________ 
 
INFORMACIÓN DEMOGRÁFICA Y ORIENTACIÓN CULTURAL 
 
(1.)  Edad _____________  (2.)¿Dónde nació usted?  ___________________________________ 
(3.)  ¿Dónde nacieron sus padres?:   
 (a.)  Madre  _________________________  (b.)  Padre __________________________ 
(4.)  ¿A que se dedican sus padres?:   
 (a.)  Madre  _________________________  (b.)  Padre __________________________ 
(5.)  ¿En qué idioma habla con sus papás? ____________________________________________ 
(6.)  ¿En qué idioma habla con su mejor amiga? _____________________________________ 
(7.)  ¿En qué idioma habla con su pareja? __________________________________________ 
(8.)  ¿Cuál idioma prefiere Ud? __________________________________________________ 
(9.)  ¿A qué cultura se siente Ud. mas cercana, o con cual se identifica mejor? (Por Ejemplo: A la 
Mexicana, Mexico-Americana, Hispana o Latina?)    ___________________________________   
 
 
 
 
 
 
 

(10.)  ¿Cuáles son algunas de las diferencias en conducta o actitudes que Ud. ha visto entre las 
mujeres de su cultura, y las mujeres de los otros grupos? (Explore a fondo - por ejemplo, 
pregunte sobre diferencias en relationes con hombres, con los padres, en cuanto a respeto a 
los ancianos, en apegarse a tradiciones, diferencias en la importancia que la familia tiene es 
sus vidas, y en el papel que desempeñan las mujeres como hijas y como parejas)? 

 
 
 
 
 
 
 

(11.)  ¿Cuáles son algunas de las diferencias en conducta o actitudes que Ud ha visto entre las 
mujeres de su cultura y las mujeres Americanas (Explore a fondo - por ejemplo, pregunte 
sobre diferencias en relationes con hombres, con los padres, en cuanto a respeto a los 
ancianos, en apegarse a tradiciones, diferencias en la importancia que la familia tiene es sus 
vidas, y en el papel que desempeñan las mujeres como hijas y como parejas)?   

(12.)  ¿Cuántos años ha vivido en los Estados Unidos? ________________________________ 
 
(Si ha vivido en los Estados Unidos toda la vida, pase a la pregunta #16.) 
(13.)  ¿Con quien vino a este pais?  _________________________________________________  
(14.)  ¿Emigró del interior de México hacia alguna ciudad fronteriza antes de cruzar a Estados 
Unidos? ______    

(a.)  ¿De donde?  _________________________  (b.)  ¿Cuándo?  __________________  
 
 
 
 
EDUCACION 
 
 

(15.)  ¿Que se requerda Ud. de como Ud. y su familia decidieron mudarse a vivir aqui?  
(Explore en fondo- por ejemplo, preguente quien tomo la decision, y bajo que 
circunstancias de trabajo o situacion economica.  Cuales eran los planes que hicieron 
acerca de a donde irian?  Que penso ella del cambio, y como se sintio a llegar a esta 
ciudad? , que edad tenia cuando decidieron venir aca, etc.) 
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EDUCACION 
(16.)  ¿Cuántos años de educación terminó ___________________________________________ 
 (a.)  ¿Cuántos en México? ________________ (b.)  ¿En los E. U.? __________________ 
(17.)  ¿Antes de embarazarse, estaba usted asistiendo a la escuela? ________________________  
 
(Si no estaba asistiendo a la escuela antes del embarazo, pase a la preguenta #18.) 
 (a.)  ¿Donde esta las escuela a la que iba (En México o en las E.U.?) ________________ 
 (b.)  ¿Sigue asistiendo? ____________________________________________________   
 (c.)  ¿Cuando piensa dejar de ir? (o) ¿Cuándo dejó de ir? __________________________ 
 (d.)  ¿Piensa regresar a la escuela despues que nazca su bebe? ______________________ 
 
HISTORIA LABORAL 
(18.)  ¿Alguna vez a trabajado por un sueldo?  _________________________________________  
 
 
 
 

(19.)  ¿Como decidio (no) trabajar? (Explore mas al fondo.  Por ejemplo:  Hablo con alguien,
necesitaba dinero, le gusta trabajar, no le dan permiso, etc.) 

(Si no ha trabajado por un sueldo, pase a la pregunta # 30.) 
(20.)  ¿Trabajaba usted en los meses antes de embarazarse? ______________________________ 
(21.)  ¿En qué trabajaba (por ejemplo, de mesera, de cajera)? _____________________________ 
(22.)  ¿Cuanto le pagaban de sueldo? ________________________________________________ 
(23.)  ¿Sigue trabajando? _________________________________________________________ 
 
 
 
 
 

(24.)  ¿Queire trabajar, o hay otro razon por la qual sigue trabajando ahora que esta 
embarazada? (Explore a fondo – por ejemplo:  Pregunte en que usa el dinero que gana 
ahora que esta embarazada y como lo gastaba antes de estar embarazada). 

(25.)  ¿Que hace (hacia) en su trabajo?   
 (a.) Levanta cosas pesadas?       Si____   No_____ 
 (b.) Camina mucho?                 Si____   No_____ 
 (c.) Esta de pie muchas horas?       Si____   No_____ 
 (d.) Tiene contacto con productos quimicos?  Si____   No_____ 
   (e.) Hay alguna otra actividad que Ud. encuentre difícil de hacer, o que la   
 canse mucho, ahora que está embarazada? __________________________ 
(26.)  ¿Cuando dejó de trabajar, o hasta cuando va a trabajar? _____________________________ 
(27.)  ¿Planea regresar a trabajar después de que nazca su bebé? __________________________ 
 
 
 
 
 

(28.)  ¿Queire regressar a su trabajo despues que nazca su bebé? (Explore a fondo ejemplo, 
preguente cuales son los razones pro las cuales ella quisiera o no quisiera regresar a su 
trabajo.)  

(29.)  ¿Cuánto tiempo después de que nazca su bebé piensa regresar al trabajo? ______________ 
(29A.)  En su trabajo tiene acceso a una guarderia?  ____________________________________ 
 (a.) Piensa Ud. usarla? _____  (b.)  Porque (no)?  ________________________________ 
 
 
 
 
 

(30.)  Como sabe una mujer embarazada cuando es tiempo de dejar de trabajar? (Explore a 
fondo – por ejemplo, pregunte cuales son los sintomas fisicos, y quien le dijo acerca de 
ellos; que pasaria si siguiera trabajando despues de sentier tales sintomas, etc.) 
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ACTIVIDADES EN LA CASA 
(31.)  ¿Antes de embarazarse, cuales eran sus actividades diarios? 
     Hacia antes?    Hace ahora? 
 (a.)  Barrer   ________    ________ 
 (b.)  Trapear   ________    ________ 
 (c.)  Aspirar   ________    ________ 
 (d.)  Cocinar   ________    ________ 
 (e.)  Limpiar Cocina  ________    ________ 
 (f.)  Limpiar el baño  ________    ________ 
 (g.)  Alzar las camas  ________    ________ 
 (h.)  Lavar Ropa en casa 
   A mano? ________    ________ 
   En lavadora? ________    ________ 
  Llevar ropa a las  
   lavadoras ________    ________ 
 (i.)  Tender ropa  ________    ________ 
 (j.)  Planchar   ________    ________ 
 (k.) Traer mandado  ________    ________ 
 (l.)  Cuidar ninos?  ________    ________ 
 (m.)  Manejar Auto  ________    ________ 
 (n.)  Hacer ejercicio  ________    ________ 
 (m.)  Otro(especifíque)  ________________________________________ 
 
(32.)  ¿Hay alguien que le ayude ahora, ya que esta embarazada, que antes no le ayudaba? 
_____________________________________________________________________________ 
 
 
 
 
 

(33.)  ¿Porqué le ayuda? (Explore a fondo - por ejemplo: Piensan que alguna actividad en 
particular puede afectar su salud o la del bebe, o causar un riesgo a su embarazo, es un tradicion, 
etc.) 

SITUACION ECONOMICA DEL UNIDAD FAMILIAR 
(34.)  ¿Está Ud. recibiendo asistencia del gobierno como:  WIC? ______  HUD? _______ 

  Medicaid? ______    Estampillas de Comida? ________ 
(35.)  ¿Está Ud. recibiendo asistencia del alguna otra institucion como una igleisa, or centro 
comunitario? _____ ¿Cual? _______________________________________________________ 
 (b.)  ¿Que tipo de servicios recibe?  __________________________________________ 
(36.)  ¿Como supo Ud. de (estos) servicios? (Preguntar para cada uno de los servicios que 
recibe.)  _______________________________________________________________________ 
(37.)  ¿Ha hecho areglos para pagar el parto? (Hay alguien que la va a ayudar?) 
______________________________________________________________________________ 
(38.)  ¿Aparte de las fuentes de ayuda que menciono antes, y/o el  
sueldo de su(s) trabajo(s), recibe Ud. alguna otra ayuda economica?  _______________________ 
 (a.)  ¿Quién(s) la ayuda(n)? _________________________________________________ 
(b.)  Que tipo de ayuda le dan? (Por ejemplo:  Le compran mandado? Le dan o prestan dinero?) 
______________________________________________________________________________ 
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SALUD MATERNA Y PLANIFICACION PARA EL EMBARAZO 
(39.)  ¿Como considera Ud. su salud?  Excellente ____  Muy buena ____ 
   Buena ____  Regular ____  Mala _____  
(40.)  ¿Padece usted de:  (a.)  ¿Diabetis?  _________   (b.)  ¿Presion alta o baja?  ___________ 
 (c.)  ¿Iritaciones vaginales?  __________    (d.) ¿Anemia  ___________ 
(41.)  ¿Hay historia de diabetis en su familia?  _________________________________________ 
(42.)  ¿Cual es la fecha de su parto? _________________________________________________ 
(43.)  ¿Estaba planeado este embarazo?  ______________________________________________ 
(44.)  ¿Cómo se dio cuenta de que estaba embarazada? __________________________________ 
 
 
 
 
 

(45.)  Cual fue su primera reaccion cuando supo que estaba embarazada, ya que cada persona es 
diferente?  (Explore a fondo – por ejemplo, preguente si hubo algun momento en que sintio 
angustia, en quien penso primaro, si lo sospecho antes de confirmarlo, y como se sitio cundo
aun no era segruo.) 
 
 
 
 
 
 

(46.)  ¿Hay algo de su embarazo o de su estado de salud que le preocupe?  (Explore a fondo – 
por ejemplo, pregunte si siente que todo esta bien con la forma en que su bebe se esta 
desarrollando, o si tiene algunos temores al respecto.)    

(47.)  ¿Donde cree Ud. que va a nacer su bebé? (hospital y pais) __________________________ 
 
 
 
 
 

(48.)  Cuentame como escogio este lugar (Explore a fondo - por ejemplo, pregunte si penso en 
usar una partera; si ha pensado en tener a su bebe en E.U., si le preocupa o ha pensado en 
la ciudadania del bebe; si este era el unico lugar que conocia;  si lo escogio basada en su 
situacion economica, etc.) 
 
(49.)  (a.) ¿Va a dar pecho al bebé?  _______  (b.)  Cuantos meses piensa darle pecho?  ________ 
 
 
 
 
 
ESTRUCTURA DE LA UNIDAD FAMIAR Y APOYO SOCIAL 

(50.)  ¿Para Ud. cuales son las cosas buenas y malas de dar pecho?  (Explore a fondo – por 
ejemplo, pregunte lo que ella piensa que son las consecuencias de dar pecho, para el bebe y 
para ella, comparado con no dar pecho.) 
 

(51.)  ¿Cuál era su situación económica (quien la ayudaba con sus gastos) cuando se embarazo?  
______________________________________________________________________________ 
(52.)  ¿Cuál era su situación familiar (con quien vivía) cuando se embarazo?  
______________________________________________________________________________ 
(53.)  ¿Esta usted viviendo con su pareja?  ____________________________________________ 
(54.)  ¿Cuál es su estado civil?  Soltera ____  Casada ______  Union libre ______ 
divorciada/viuda _________  
 
(Si la mujer NO vive con su pareja, pase a la pregunta #55) 
 
(54A.)  A que se dedica su esposo o companero? (Cual es su horario?)  
______________________________________________________________________________ 
 
(54B.)  Cuanto tiempo llevan casados/en union libre?  __________________________________ 
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(55.)  ¿Con quién(es) vive usted actualmente?  
 
Parentesco Edad Ayuda economica Con que, y cuanto 
    
    
    
    
    
 
(56.)  ¿Ha cambiado de domicilio recientemente? ______  
 
(Si NO ha cambiado de comicilio, pase a la pregunta #57:)  
 (a.)  ¿Cuando? _____________  (b.)  ¿De donde a donde? _________________________ 
 (c.) ¿Por qué? ____________________________________________________________ 
(57.)  ¿Donde va a vivir cuando nazca su bebé? ________________________________________ 
(58.)  ¿Cuanto tiempo llevaba de pareja con el papá del bebé cuando se embarazó? 
_____________________________________________________________________________ 
 
 
 
 
 
  
 

(58A.) Como reacciono su pareja cuando supo que Ud. esta embarazada?  (Explore a fondo – 
por ejemplo, pregunte si fue indiferente, o expreso emocion de algun tipo.  Preguente si el 
hubiera deseado que ella se embarazara antes o despues, y si esta contento con como 
sucedieron las cosas o hubiera preferido otra situacion.) 

(58B.)  Como han cambiado sus relaciones con su pareja desde que el supo que Ud. esta 
embarazada?  (Por ejemplo, le ayuda mas que antes; la trata mejor o peor; se pelean mas o 
menos seguido; la ignora o le pone mas atencion que antes.) 
______________________________________________________________________________ 
(59.)  ¿Cuando sus padres supieron de su embarazo, como reaccionaron? 
______________________________________________________________________________ 
 
(Si vive con el padre del bebe, pase a la pregunta #61) 
(60.)  ¿Trato alguien de su familia de poner se en contacto con el padre del bebé?  ____________ 
 
 
 
 
 
 (62.)  ¿Cuanto tiempo de embarazo llevaba cuando le  

(61.)  ¿Porqué cree usted que reaccionron de esta forma? (Explore a fondo – por ejemplo, 
pregunte si ellos hubieran deseado que ella se embarazara antes o despues, y si estan 
contentos con como sucedieron las cosas o hubieran preferido otra situacion.) 

contó a alguien por primera vez que estaba embarazada? ________________________________ 
(63.)  ¿Quién fue la primera persona a la  
que le dijo que esta embarazada? ___________________________________________________ 
(64.)  ¿Cómo reaccionó esta persona? _______________________________________________ 
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(65.)¿Porqué cree usted que reaccionó de esta forma? (Explore a fondo – por ejemplo, 
preguente como eran las relaciones con esta persona, si tenian algunos planes que ahora no 
se llevaran a cabo, como han cambiado las relaciones entre ella(o)s, etc.) 



(66.)  ¿Quién fue la segunda persona a la  
que le dijo que esta embarazada? ___________________________________________________ 
 
(67.)  ¿Cómo reaccionó?__________________________________________________________ 
 
 
 
 
 

(68.)¿Porqué cree usted que reaccionó de esta forma? (Explore a fondo – por ejemplo, 
preguente como eran las relaciones con esta persona, si tenian algunos planes que ahora 
no se llevaran a cabo, como han cambiado las relaciones entre ella(o)s, etc.) 

 
(69.)  ¿Como le demuestran, los que viven con usted como se sienten respecto a su embarazo 
(Por ejemplo: Hay alguien que no le dirija la palabra? Alguien que le compre cosas para el 
bebé, etc?). 
______________________________________________________________________________ 
 
(70.)  ¿Hay alguein quién le da consejos sobre su embarazo? 
Individuo/Relación con ella    Consejos que le dá 
________________________  _____________________________________________ 
 
________________________  _____________________________________________ 
 
________________________  _____________________________________________ 
 
(71.)  ¿Que hacen sus parientes por usted que no hacian antes de que se embarazara?  (Por 
ejemplo, llevarla en el coche, traerle o prepararle comidas especials o regalos?) 
______________________________________________________________________________ 
 
(72.)  ¿Quién le prestaría dinero si llegara a necesitarlo? _________________________________ 
 
(73.)  (a.) ¿Espera Ud. ayuda de alguein en cuidar a su bebé una vez que nazca? (Pregunte sobre 
la ayuda que expera de sus padres, suegros, hermanas, u otros parientes)  
 
(b.) ¿Con qué cree usted que le van a ayudar?  (Por ejemplo; consejos, dinero, tiempo, 
comprar cosas, bañarlo, hacerle de comer, etc.)  
 
Persona/Relacion        Tipo de ayuda 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
(74.)  ¿Hay personas en su vecindad quien la offrece apoyo?  _____________________________ 
 (a.)  ¿Como le ayudan?  ____________________________________________________ 
 
(Si la mujer trabaja, pase a la pregunta #76.) 
(75.)  ¿Hay personas en la escuela que le offrece apoyo?  ________________________________ 
 (a.)  ¿Como la ayudan?  ____________________________________________________ 
(76.)  ¿Hay personas en su trabajo que le offrece apoyo?  ________________________________ 
 (a.)  ¿Como la ayudan?  ____________________________________________________ 
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CONDUCTA MATERNA 
 
(77.)  ¿Hace usted algunas cosas especiales para la salud de su bebé? (Por ejemplo; dormir boca 
arriba, tomar vitaminas, ejercicios, dieta, ) ____________________________________________ 
 
 
 
 

(78.)  ¿Cómo le ayuda a su bebé que usted haga estas cosas? (Explore a fondo – por ejemplo, 
si la mujer toma vitaminas, pregunte como le ayundan a su bebe.)  

 
 (79.)  Ha tenido alguna consulta medica para saber como va su embarazo?  _________________ 
(Si la respuesta es NO, pase a la pregunta #84A.)     
 
Cuantas veces ha ido al doctor?  ____________________________________________________ 
Cuando fue la ultima vez que fue al doctor?  __________________________________________ 
A donde fue al doctor?  ___________________________________________________________ 
 
(80.)  ¿Cómo supo a donde ir? (Quien le aconsejo que fuera?) ____________________________ 
(81.)  ¿La persona que le aconsejo que fuera al doctor, le dijo por que era importante ir a estas 
consultas?  (Que le dijo?)  _________________________________________________________ 
(82.)  ¿Cuántos meses de embarazo llevaba cuando fue a la clínica por primera vez? __________ 
(83.)  ¿Qué servicios ha recibido en sus visitas a la clínica prenatal? 
 (a) consultas?  ____________________________________ 
 (b) clases o platicas? (sobre qué?)  ___________________________________________ 
 (c) pruebas de laboratorio?  __________________________ 

(d) otro? (por ejemplo, vacunas; especifíque)  ______________________ 
 
(84.)  ¿Qué le han dicho en la clínica que antes no sabía sobre tener un bebé.  (Por ejemplo: le 
han explicado como se desarrolla un bebe normal, que molestias fisicas puede usted esperar, 
lo que sucede fisicamente en el momento del parto, etc.)  
______________________________________________________________________________ 
 
(a) Tabaquismo 
(85.)  ¿Cuando estaba usted creciendo, fumaba alguien en su casa? ________________________ 
 (a.)  Quién? _______________    (b.)  ¿Fumaba dentro de la casa? ____________  
 (c.)  Protesto alguein _________ (d.)  Porque (no) protestaron?   
 ________________________________________________________________________ 
 
(86.)  ¿Alguna vez ha fumado cigarros? ______________________________________________ 
 
(Si ha fumado ALGUNA VEZ durante su vida, pase a la pregunta #91)   
 
Solamente para mujeres que NUNCA han fumado: 
 
 
 
 
 
 

(87.)  ¿Que piensa usted de las mujeres que fuman? (Explorea fondo – Por ejemplo, pregunta 
por que ella no fuma, si tiene alguna reaccion especial hacia las mujeres que fuman, o si le 
es indiferente; si ella cree que se ve mal o no, y por que lo ve asi, etc.)  
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(88.)  ¿Quién sería la persona que más se molestaría si usted fumara? ______________________ 
(89.)  ¿Cual sería la reacción de ésta persona?________________________________________ 
(90.)  ¿De que manera cree usted que los cigarros podrían afectar a un bebé que esta dentro del 
vientre? _______________________________________________________________________ 
 
(Si la mujer NUNCA ha fumado, pase a la pregunta #95) 
(91.)  ¿Fumaba usted hasta antes de embarasarse? _____________________________________ 
(92.)  ¿Cuantos cigarros se fumaba usted al día antes de embarazarse? _____________________ 
(93.)  ¿Ha cambiado la cantidad que esta fumando? ____________________________________ 
(94.)  ¿Que la motivo cambiar la cantidad que fuma? ___________________________________ 
 
(b) Consumo de Alcohol 
(95.)  ¿Toma usted cerveza, vino, u otro tipo de bebida con alcohol de vez en cuando? 
____________________ (Por ejemplo:  champagna en una boda, rompope con su familia en 
Navidad, o una cerveza con su pareja?)  
 
(Si nunca toma alcohol, pase a la pregunta #100) 
(96.)  ¿Qual bebida alcoholica prefiere Ud?  __________________________________________ 
(97.)  ¿Con que frequencia tomaba usted esta bebida? ___________________________________ 
(98.)  ¿Ha cambio la frequencia con que toma  

esta bebida desde que supo que era embarazada?  ______________  
 
(Si ha disminuido su consumo de alcohol, pregunte:) 
(99.)  ¿Porqué ha disminuido su consumo de alcohol? ___________________________________ 
 
(99A.)  De que manera cree usted que el alcohol podrian afectar a un bebe que esta dentro del 
vientre?  _______________________________________________________________________ 
 
ACTITUDES MATERNAS  
(100.)  ¿Durante el día piensa Ud. en su bebé? _________________________________________ 
(101.)  ¿Que tipo de cosas piensa acerca de él o ella?  ___________________________________ 
(102.)  ¿Cuales cree que van a ser las cosas más agradables de tener un hijo? ________________ 
(103.)  (a.)  ¿Usted cree el tener un bebé va a hacer su vida mas difícil, or menos defícil de lo que 
ahora es?  ______________________________________________________________________  
(b.  ) Como? (Por ejemplo: mas difícil encontrar trabajo, mas respeto para Ud., menos 
dinero, no dormir de noche, etc.)  _________________________________________________ 
 
(104.)  ¿Hay algo o alguna una situacion en su casa, o en su vida, que le este causando 
preocupación o no la deje dormir por las noches?  ______________________________________ 
(105.)  ¿Que es? ________________________________________________________________ 
(106.)  ¿Ud. cree que una mujer cambia despues de tener su primer hijo? ____________________ 
 
(Si contesto que NO a la pregunta anterior, pase a la pregunta #108) 
 
 
 
 
  
 

(107.)  ¿Como cambia una mujer cuando tiene a su primer hijo? (Explore a fondo.  Por ejemplo,
pregunte si es para mejorar o no, si la responsibilidad para con su hijo la hace apreciar algo
o a alguna persona mas o menos que antes, etc.) 
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RELIGION 
(108.)  ¿Se considera Ud. de alguna religion? _________________________________________ 
 
(Si la respuesta es negativa pase a la pregunta #110) 
 
(109.) (a.)  ¿De que religion es Ud? ________________________________________________  
 (b.)  ¿Va a la iglesia? ______________________________________________________ 
 
(Si la respusta es NO, pase a la pregunta #110) 
  (c.)  ¿Cuantas veces al mes diría usted que va a la iglesia? __________________ 
 
(110.)  ¿Hay ocasiones cuando reza usted? ________ 
(Si a respuesta es NO, pase a la pregunta #111) 
  (a.)  ¿Qué tan frecuentemente reza usted? _______________________________ 
 
 
 
 
 

(111.)  ¿Ha cambiado su vida espiritual a raíz de su embarazo?  (Explore a fondo – por 
ejemplo, pregunte si desde que se embarazo ha pensado mas o menos en Dios, o si ahora 
reza mas o menos que antes.)  

 
FIN DE LA ENTREVISTA. 

 
MUCHISIMAS GRACIAS POR SU PARTICIPACION 

 
EN EL PARTE DE ATRÁS DE ESTA HOJA, por favor indica quein, aparte de la participante, 
contesto preguntas durante la entrevista.  Indique el parentesco que esta persona tiene con la 
participante.  Tambien ahí  puede añadir cualquier otro comentario con respecto a esta entrevista.   
 
Llené “Hoja de Consumo alimentico” ______  Llené “Observaciones Ambimentaltales” _______ 
 
IDIOMA EN QUE FUE CONDUCIDA LA ENTEVISTA:    
Español  ____       Ingles  ____       Ambos  ______ 
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Consent Form 
 

Pregnancy-related Behaviors and Health along the U.S.-Mexico Border 
 
 My name is Faith Acosta, and I am a doctoral student at the University of Texas at Austin, School 
of Social Work.  I am inviting you to participate in a study of the behaviors and attitudes of women of 
Mexican descent in relation to pregnancy, and the way families and friends act toward pregnant women.  
The information which you may give me will be used for my dissertation.  Also, the Population Research 
Center, in Austin, Texas will use this information for a larger study.   
 Your name was chosen from the files of women receiving prenatal care at Texas Tech. 
Prenatal Care Clinic.  You have been asked to participate because you are a woman of Mexican 
descent who is the first six months of her first pregnancy.  About 30 other pregnant women from 
around El Paso will also participate in this study.   
 If you agree to participate in the study, I will interview you in your home, or you may 
choose some other place where you will feel comfortable talking about your pregnancy.  The 
interview will last about one to one-and-a-half hours.  The interview will be tape-recorded, unless 
you request otherwise.  The tapes will be identified with a code number and will always be kept 
in a safe place.  They will not have your name or identification on them, and after transcripts have 
been made, they will be erased. 
 Your participation in this study is completely voluntary.  It is your right to stop the 
interview at any time, or decide that you do not want to answer a particular question.  Your 
answers to questions, and any other information you provide, is strictly confidential.  The services 
you receive from the Texas Tech. Prenatal Clinic will not be affected in any way, whether you 
participate or not.  
 During the interview, we will talk about several things.  I will ask about your attitudes 
toward your pregnancy, your daily activities, and diet.  We will also talk about ways your family 
and friends help out, your spiritual life and your financial situation.  Some questions are about 
personal matters, like drinking alcoholic beverages, and it is possible that you will feel a little 
uncomfortable answering them truthfully.  Still, by participating, you can help us learn more 
about the attitudes and behaviors of pregnant women and their families, which might some day 
help other women have healthier babies.   
 If you sign this form, it means that you have decided to participate in the study, and have 
read and understand the information above.  You may decide discontinue participating in the 
study at any time, even if you have already signed this form.   
 If you have any questions about this study during the interviews, please ask me.  If you 
have questions later, you can call me at (915) 822-3818, or Laura Lein, PhD, at the University of 
Texas at Austin, (512) 471-9248.  If you would like a summary of the results of the study, I will 
mail you one after the study is finished.  You may keep a copy of this form for your records. 
 
Participant Signature  _____________________________________ Date _______________ 
 
Investigator Signature  _____________________________________ Date _______________ 
 
Interviewer  _____________________________________ Date _______________ 
 
Permission to tape  
the interview    _____________________________________ Date _______________     
 
 Send copy of results  ____________ 
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Forma de Consentimiento 
 

Comportamiento y Salud Relacionadas con el Embarazo  
en la Frontera entre México y Estados Unidos  

  
Mi nombre es Faith Acosta, y soy estudiante en el programa de doctorado de la Escuela 

de Trabajo Social en la Universidad de Texas en Austin.  La estoy invitando a participar en un 
estudio sobre el comportamiento y las actitudes de mujeres de ascendencia Mexicana en relación 
al embarazo, y sobre cómo actúan la familia y amistades  hacia  mujeres embarazadas.  La 
información que usted me puede dar sería usada para escribir mi tesis.  Además, el Population 
Research Center en Austin, Texas, va a usar la información en otro estudio más grande.  
 Su nombre fue selecionado de los archivos de las mujeres que están recibiendo cuidados 
prenatales en Texas Tech. Prenatal Care Clinic.  Las razones por las cuales se le invita a 
participar en este estudio son que usted es una mujer de ascendencia Mexicana,  embarazada con 
su primer hijo, y que está a en los primeros seis meses de su embarazo.  Otras 30 mujeres de El 
Paso y sus alrededores también van a participar en el estudio. 
 Si usted está  de acuerdo en participar en el estudio, la voy a entrevistar  en su casa, o en 
algún otro lugar donde se sienta cómoda,  para  hablar sobre su embarazo.  La entrevista va a 
durar, aproximadamente, entre una hora y  hora y media.  La entrevista  será   grabada, a menos 
que usted no lo desee.  La grabación va a ser identificada con un número de código, y estar  
guardada en un lugar seguro, sin su nombre y sin ninguna otra información con la cual se le 
pudiera identificar.  Después de transcribir la grabación,  la cinta será  borrada.   
 Su participación en el estudio es completamente voluntaria.  Es su derecho terminar la 
entrevista en cualquier momento, así como decidir que no quiere contestar alguna pregunta.  Toda 
la información que usted me dé‚ ser á estrictamente confidencial.  Decidir participar, o no 
participar, no afectará  de ninguna manera los servicios que usted está  recibiendo de la clínica 
prenatal de Texas Tech.   
 Durante la entrevista vamos a platicar sobre varios temas.  Le voy a preguntar sobre sus 
actitudes hacia su embarazo, sus actividades cotidianas, y sus habitos alimenticios.  También 
vamos a platicar de la manera en que su familia y amistades le ayudan, de su vida espiritual y de 
su situación económica.  Algunas preguntas se enfocan en asuntos personales, como el uso de 
bebidas alcohólicas, y es posible que se sienta un poco incómoda al contestarlas.  Sin embargo, al 
contestar francamente, usted nos puede ayudar a aprender más sobre el comportamiento y 
actitudes de mujeres embarazadas y sus familias.  Esta información puede ayudar a otras mujeres 
a tener bebés mas saludables. 
 Si usted firma esta hoja, significa que la ha leído, que entiende el propósito de este 
estudio, y que ha decidido participar.  Puede decidir terminar su partipación en cualquier 
momento, aunque haya firmado este permiso.   
 Si durante la entrevista tiene alguna pregunta relacionada con el estudio,  me gustaría que 
me la hiciera.  Si tiene preguntas después, favor de llamarme al  (915) 822-3818, o a Laura Lein, 
PhD, en la Universidad de Texas en Austin, al (512) 471-9248.  Si quiere un resúmen de los 
resultados del estudio, se los puedo enviar por correo cuando el estudio se termine.  Si Ud. Lo 
desea, puede quedarse con una copia de esta forma. 
 
Firma de la participante  ________________________________ Fecha ____________________ 
 
Firma del Investigador  _______________________________ Fecha ____________________ 
 
Entrivistada por  _______________________________ Fecha ____________________ 
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Permiso para 
grabar la entrevista   _______________________________ Fecha ____________________ 
 
Desea recibir copia de resultados  _________ 
 
 

 

 



Appendix C: Cultural Orientation Score Appearing in Text 

Orientation Scores appearing in the text are based on participant’s cultural 
orientation as derived from markers, arranged in descending order by orientation to the 
Mexican culture. 

 
 Cultural Orientation Score 

Appearing in Text 
Respondent Number 

1 101 
2 100 
3 012 
4 311 
5 108 
6 302 
7 301 
8 106 
9 104 
10 109 
11 007 
12 103 
13 009 
14 017 
15 005 
16 011 
17 021 
18 024 
19 022 
20 025 
21 026 
22 020 
23 004 
24 023 
25 008 
26 013 
27 014 
28 015 
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