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infertility practice of Dr T Tulandl, while 58 controls

. domain and less likely to rate their marriages as happy..'

’ h\a:so exhibited negative symptomatology ' Confiding,_ -
avoi

: ¥

.
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ABSTRACT »

The Effects of Prolonged gility

On Couples' Emotional, Marital and Sexual Adjustment

4 »

Vicki B, Veroff -~ - %"

Cmg

The impact of prolonged infertility on indiVidual and
couple functioning was examined in this questionnaire.study. " m
Fifty-one target sybjects were recruited from the

were recruited from another gynecological practice and
(Y2 --
through other sources in the Montreal community Tn e
comparison to the control group, infertiles were found to .be
. .

more depressed lower in self/body ésteem less supported

socially, more likely to present limitations in the sexual

There was also a trend for‘the-infertile group to report
more physical symptoms than the controls; Infertile'women

appeared. to be the most damaged group, although infertile

N »

A S
nt coping and strong ‘social support were found to

‘facilitate adjustment. 'The results add to current oL

1

understanding of the nature of reactions to infertility, and

——— - -

COnfirm that ¢his prolonged stressor has negative
AW

‘consequences which persist several years post-diagnosis. . 3

4 kN . s “. ~
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- 1ight on a very ‘sensitive issue.
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. , ) mgrnog'uc'n@x« i

i 'With the advent and acceptance of effective
' contraceotion methods, the decision to have children is
! . {
T TinCreasinjly a.matter of choice rather thin chance (Miller,

- 1983). Most womexf plan to get pregnant at some point gn

their 1ives, often searching for the perfect balance between

£ . -

plans for parenthood and caréer goals. However, there is’'a

- L4 ©

‘small subsample 8f 'couples who seem unable to conceive a
N : -

-,

child once they decide the time is right to do So.
Generally,,without the use of birth control '25% of

couples of childbearing age conceive within one month,
-

-~ _, ,another 38% COnceive in six months, and a total of 80%
N \become pregnant by the end of One year.f In the second year,

another 5% will also conceive (Behrmen & Kistner 1976).\
For the remaining ¢couples who find themselvas unable to

gf‘conceive the road to pregnancY becomes a.struggle;

A

requﬂ@ing concerted: effort and adaptation to a potentially .

childless 1ifestyle. - ’ - ¢

‘

- o

s L. . . . “

Facts on Infertility

Y Infertility, defi\éd as the inability to conceive \
~after one'year of unproteoted intercourse (Mazor, 1978),
affects one Out of six sexually active couples of

childbearing age (Clark 1982) or 10 to 20%aof couples in '

hS ’ [ ' »
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the United States (Bonnar, 1979) and approximately 300,000

people in Quebec at any one time. Two types of infertility /
@

have been specified: primary infertility refers to women ’

with no histery of pregnancy, dand secondary infertility

'applies to women who have experienced one or more successful

pregnancies. Sterility is permanent or incurable
infertility, and is often diagnosed only after a lengthy v
medical igvestigation. ) j

In almost 90% of couples\who dndergo an ipfertility
investigation, an organic cause can be found ,£9f these
caeses, 50% can be°treated successfully. This success rate .
islimpressive, given the spontaneous cure rate of only 5% in
untreated couples (Moghissi, 1979). " In approximately 40% of °
'infertility cases the etiology is male-oriented, whereas
another 40% of cases are attributed to the female partner.
For the remaining 20% of couples, male and female problems

contribute jointly to cauqe\i:fertility (Menning, 1980). ° -
-

-

o

Infertility as a Social Issue . co

Infertility is gaining increasing recognition for a

number ‘of reasons. First, the incidence of the disorder is
'I

on the rise, due to both medical and sociologica) factors
(Asunloye, 1978). People %€ now marrying and having
childrenwlater. The age of first conception is thus often
far beyond the optimal fertility age of 24 for women |

(Moghissi & Wallach, 1983). 1In addition, the high

a N
4
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incidences of venereal diseases (Rakoff 197Zﬂ, smokingt
" (Baird & Wi;cpx, 1985, Howe et al., 1985), radical weight
control practicas (Bates, 1985; Bates et al.y, 1982) and !
possibly the use of certain types of contraceptivVes-
(Bué. the Pil11; IUDs) (Rakoff, 1977) can increase the risk
of infertility or sterility in women. Abortion, tdn,
despite vast improvements in technique and post-operative
care, carries a risk of‘infection which can cause
'wt \\isfertilify in one to five percent vof cases (Behrman %
Kistner, 1975).' Finally, increasing rates of abortion and
single motherhood have dramaticaliy reguéed the number of
’infants-available for adoption by ‘childless couples, which
: maxgmake infertility even more burdengome. ‘

Stresses of Infertility

- . Infertifity can be very distressing to either or both

members of a, couple. The ability to cbnceive a child is

something most people take for granted. Since many young

people are engaging in sexual activity lohg before marriage,
,they tend to be more concerned with preventing rather than

1ach1eving pregnancy. When a couple finally decides to begin

a family and finds this presumably natural_process

« . [

difficult, their ideas and ideals must suddenly change.

Reactance theory (Bréhm, 1966; Brehm, 1976) predicts that

whenever an individual's "free behaviours™ (i.e. thoughts,

- acts or decisions normally under one's control)‘afe

°

- 3
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eliminated or threatened, psychological distress will

occur. In the case oﬁménfertility, a.number of opfions v

\Previously taken for granted are at risk, such as the

3

decision to have children and the various activities of

parenthood. According to Breﬁm (1976), reactance arousal is

-- greatgst when the nugber of available alternatives is

" process of grieving is generally tﬁought to be beneficial,'

&

L4

sma¥l. Thus couples now affected by infertility may be

distressed further by the decreasing availébility of infants
. v ‘ -
for adoption. Redctance theory also posits that when a

freedom is eliminated or threatened the unavailable
zlternative becomes more désirable, so even those éouples
who wereﬂnot particulgrly anxious to have children initiafly
may ‘react strongly .to their inability to éonceive,'and be

?

more motivated to achieve pregnancy. .

Another burdenso;e aspect of infertility may be the
rchrring“ﬁatterq of hopé and then depression associatéﬁ
with the onset of each menst}uaiﬂcyclé. Some authors have’
aftempted to liken infertility to stages of mourﬁﬁng a

death, using Kubler-Ross' (1969)\model whereby individuals
g )

'experience denial, anger, grief and finally acceptance of

their loss (Batterman, 1985; Goodman & Rothman, 1984).
Although this model has not been supported empirically, the
: ) : .

as acceptance allows the individual to put his or her
proﬁlems to rest and get on with life. However, one might

ask whether the cyclical nature of infertility allows

N
=] -

4




7
couples to reach fhe'final stage of acceptance.' It would
seem that they must deal with renewed anger ahd érief each
mbnth, when theilY much-desired\prégnaqcy is disconf%rmed.
This contiﬂual burden ofsunresolved grieving may make
infertility a pa?ticularly stressful condition.

. ’ Other factors gontribute to the stressful nature of
infertility. Ihe parental role in most societies ié
iqtrinélcaliy 1ingéd to sex roles and identities (i.e. one's
sense of‘masculinity or $pmininity). If one cannot become a

parent, then doubt may be cast upon one's male or female

4
identity. The man who has a low sperm count or poor sperm

_motility ,may feel less a man, whereas the woman who does

not ovulate may consider herself a less than adequate woman.
"Barrenness" in the mindi of many is assoc1ated with a host

of negative qualities and childless couples are regarded by

‘society as having diminished social value.

RESOLVE, a self-help group for infertile couples, has

compiled a list of stressors associated with the inabfiftﬁ‘ [

. to conceive. One of the major reasons for desiring children

is to improve or strengthen family ties,\end to p;ovidp
grandchildren, nieces and nephews for family members
gCampb;ll, Townes, & Beach, 1980): ~Infertile couples may
thus feel guilty, inadequate .and iéolated for” not having
fulfil%gd theseiferceived familial obligations. To

exacerbate the’feelings of isolation, infertile couples
£

[
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often avoid family events that include pfggnant women and/or
young children.

‘Apcdrding £to RESOLVE members, infertildity canabé a
great financial buraen, since medical tests and drhgs are
egpensive. In Quebec, several procedures used in trgating
infertility (e.g. in vitro fertilization) are not covered by~
socialdzed medfé;ne. Women may also face a conflict between
caree:_ggals and the deﬁands of infertility treatments
(e.g. having t% miss work in order to keep medical
appointments). A conflict such as this not only compounds
f;nancial'hardships but can cause professional difficulties
.for the woman as well. In add;tion, couple meﬁbers do not

always react to childlessness in the.same way. Whereas one

abcept the. disorder, the other ma

spouse (often the woman) may remaij/ﬁepfessed 32$ nabte to
expect his or Ah§ spouse

to cheer ﬁp‘and‘resume a "normal" 1life. -Sihilarly, one
partner may be open about the situation, while the otheg may

\be secretive and avoid disclosure. Conflicts over such ;

issues can undermine marital cohesiveness just when it is®
needed most (Goodman & Rothman,; 1984).

’ Finally, §Pcial support is often lacking for afflicted
couples. Pressure from parents, and relatives may escalate
as the,failuie‘to get pregnant bepomes épparent.

. Conversely, friends and family.mqy avoid the issue of N
infertility and/or children c?mpletely4 onf of

A}

embarrassme@t, gity or uncerfainty about what to say or do.

) ’ &r >

\ ' 6
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Infertile individnals themselves may avoid social coﬂ\acts,
as mentiohed earlier, the need for secrecy being

. rationalized as a defense against pity 'or oseudoempathy, or
as a way to hide ‘shame fGoodman & Rothman, 1984). The
results of such attitudes are 1ike1y to be alienation and
isolation. From this perspective, infertility may be
similar-to abortion, in that women who undergo this
procedure explicitly 1limit the number of people who know
‘about At. As a result some women feel lonely and isolated "
followino abortion (Robbins & DeLamater, 1985).

) Pennebaker (1é85) has recently suggested that -the
inability to discuss a stressful life event may. result in
obsessive thinking and rong-term health problems.

Pennebaker and Hoover (1986) compared subjects-who had
experienced a traumatic event (e.g._sexual molestation) and -
had confided in others about it with those  who exberienoed a
‘trauna but did not'confide in others, and with a no-trauma
control group.' The results indicated that the Trauma/No
Confide subjects went more of%én to a health clinic, took
‘more over-the~-counter drugs,{and suffered more physiological
ﬁsymptoms and diseases than did subjects in éither of the
other two ZESZps, Pénnebaker'and;OﬂHeeron (1984) replicaﬁéd_
these data:with confiding and- nonconfiding spouses of
suicide and fatal accident victims. The ‘authors proposed'

.that the process of confiding in others may afford an

\
opportunity to organize, structure and find meaning in the
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‘stressful experience. Infertile couples, then, to the’
extent that their problem is ngt easily discussed may be
susceptible to the disturbances Pennebaker has described
It should be noted that confiding needs to be considered in

\ the context of social support available for and/er used by
'infertile individualsl- Confiding seems by nature to imply
both the presence of a socially supportive relationship and -
the possibility,ofpeliciting various types of support (e.g.
emotional instrumental) This social aspect is a 'dimension
of confiding overlooked by Pennebaker (1985) Ratherr his
theory pertains solely to the way'in which confiding Can.oe
a useful coping strategy It seems clear that -from a nunber
of.perspebtives which must include social suppOrt as' well
-as coping, confiding can be an important element in

)
i

individuals' adjustment to infertility.

’ Psychological Factors b s

~

Research on. the psychological aspects aof infertility
_has generally focused on women only, and'has emphasized

antecedents rather than consequences of the disorder. . As

b

,recently.as 10 to.20 years ago it was widely believed that

the inability of some women to conceive ,was’ directly

hY

. attributable to emotional or psychological problems -
(e g.. Eisner, 1963 . Mai Munday, & Rump, 1972a). ' Infertile

couples were described in térms of typical personality

N

] traits which rendered them unable to ¢onceive, (Denher

’q . . K\



1978). For example, Eisner—(1963) compared the scores of 20."

"normal infertile" (no organic cause) women and 20 control

~m S ‘-

ypmen (multiparous) on the Rorschach test, using fiveﬂbffbd
and four*informed judges. _All judges agreed,that the
infertile women'. showed greater emotional disturbance than
did the control subjects; possibly inplicating schizoid -
traits. Ma‘i, Murdday and Rump (1972a) interviewed 50
infertile and 50 control women .along with some of the,
women's husbands and thev found that significantly more-
infertile women could be diagnosed as having hysterical or
aggressive personality disorders. The infertile women in
this study also gave several indications of’ disturbance in
psychosexual . orientation (i,e. feminine identity) and
behaviour. fHowever; they demonstrated no greater
neuroticism or psyonotioisn than did controls.

. 'Some.researchers eontendﬂthat infertility mav causell
rathér than resuIt from emotional difficulties (Seibel &
Taymor; 1982; Seward et al, 1965; Slade, 1981). Without
L drawing firm conclusions about cayse and effect, several
authors have noted disturbances in infertile women,
includingrfeelings of inadequacy, failure, loss of control
‘and depression (Denber; 1958; Mazor, 1958,4 Rosenfeld &'
Mitche-ll 1979; cR‘utl‘edge, 1979; ‘Seibel & Taymor, 1983).
Many infertile women also tend to feel sexually .”
unattractive, sQoially unworthy and" to have negative body
images (Platt, Ficher, & Silver 1973; 'Rosenfeld &

) .
. ~ : . 1

3



. i e
Mitche11. I979) Although little is known about the effects
cof infertility on the male partqer some of the same
problems (e g.,depression; stress) have been found in mén
(Bonnar 1979).’ One recent study by McEwan, Costello and ‘
Taylor .(1987) examined-edjustment to infertility in both men
and .women. These authors found that 37% of -the women (N = . |
. 62) and 13% of the men,(N = 45& exhibited psychological’
disturbances including depression anﬁ anxiety. Further,A
they noted that several variables c tributed to adjustment.
,in women.’ o;v‘or instance, distress was greatest in younger
women, women- who had‘not received a diagnosis,'those‘who

felt responsibie -for their infertility, and those who

nces of conceiving as lower than the
4

.~actual medical progn tis. Several features in the" designxof

perceived ‘their c
oted however. The authors; in ’
attempting to € e infertility, chose not to use é‘
controi group, Their sample consisted "of couples with and -
without children and the use of fertility medication was - |
’not constant across the sample. Finaliy, there was a range - ., ';
of diagnostic oategories (e g. female causes, male causes

diagnosis not received) represbnted i the group. The -

*authors attempted to examine the influence of these

covariates, but the numbers in each subsample were . , .‘1 .

relatively small. Thus the findiﬂ@s in this study must be

' cautiously interpreted.’

3



problems difficult Ténber, 1978). ' , J

There have been reports in which no significant
emotional problems emerged in association with infertility.
For example, Seward et al (1965) evaluated the psychological
statas of 41 primary[infertile women and 40 multiparous
conirols.' On measu;es of sentence completionh the Thematic
Apperception Test gTAT), the Draw—A-Persoﬁ‘Test (DAP) and a

’ L4

personal interview, more similarities than differences in

psythological furictioning were found between the two

‘'groups. The authggs conclqged that cqntrar§ to their

hypotheses; there was no evidence implicating Psychological
factors in the etiology of primary inferﬁiiity. Bos and
Clighorn®(1958) did a double-blind study thac,also found no
psycholoéical differences between women suffering from
organic'ingesti}ity and those women whose infertility was
"unexplained" (ife. no known physiologzcal etiology).
pnfortunateiy, bast studies have'suffered from such
ﬁethodological inperfections as poor or no contrbdl groubs

and volunteer bias, which makes, drawing firm conclusions

about the relationship between infertility and emotional /

L]
Infertility may be similar to long-term medical
‘ . -

1
disérders such as multiple sclerosis, eafly—stage cancer and
- L ]
coronary heart disease, which often have deleterious effects

A
(8

" on adjustment. Common reactions to such disorders include

depression, anxiety and poor self-esteem (Telch & Telch,

1985). Cohen and Lazarus (1979) have described various

! 3
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tyyés of.thgsat fscing illness victims, ﬁost of which‘may
76p1y‘to infertile men and women. Whereas infettility is
"not lifs-tprestening;'it does involve threats to (a) the
self-conéept and future plans, (b) bodily integrity, in

" terms of reproductive functioning, (c) emotional
equilibqium, and (4d) the fulfillinent of aocial roles acdu
activities. It should not be sqrprising then, that 1like |

chronic illness victims infertility patients exhibit

L

specific symptoms of emotional distress in response to their
‘éﬁsorder. |

Prsdictionsﬂabcut the duration sAd severity of
reactions to infertility and other continuing stressors are
| difficﬁlt to make, since theilitérature on this issue is
mixed. - Schuiz and Decker (1985) studied the'long—term
adjustment of spinsl cord-injured persons and found that
tespopdents Qere only slightf} more distressed than similar
nondisabled persons‘in the general population: Manne,
Saccler and Zautra (1986)robserved that passage of time
seems to relieve the 'distress associated with herpes.
Copversely, there is at least one recent study reporting
poor long-term»adjustment in response to a negative life
event. Lshman, Wortman and Williams (1987) fqppd that
individuals who lost a spouse or child if an'accident stifil -
exhibited signiéicant distress four to seven years lster}‘

The present study was therefore concerned with, the impact of

prclonge& infertility on overall adjustment and well—being.

12
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Psychosexual Consequences ofﬁlnfertility

Empirica data on the effects of infertility on
psychosexual functioning have been more straightforward and

interpretable than those cencerning emotional factors. 1In

H

recent years, researchers have come to recognize that

-infertility and the ensuing'medical investigation-place

unique stresses on sexual functioning. Because oflthe_focus
when trying to conceive on performance- and goal-oriented

achievement rather than affection, play'or pleasure, couples
who exhioit normal, sexual functioning prior to experiencing

ay subsequently develop a mide variety of

ems. Loss of 1ibido (Bonnar, l979),oorgasmic'
dysfunstion and decreased frequency off intercourse have all
been repprted in both members of infertile couples (Drake &
Grunert, 1979; Rosenfeld & Mitchell, 1979, Seibel & Taymor,

. ' 4
1982). For  the male partner, the stress involved in an

ipfertility inVestigatigp can lead to secondary or midcycle

impotence, premature ejaculation and retarded ejaculation”

_pp——r

(Drake_§ Grunert, 1979; §osenfeld & Mitchell, 1979;

" Rutledge, 1979; Seibel & Taymor, 1982). -In a study of 51

’

infertile /couples with no prior history of sexual problems,

-Drake ap ‘Grunert (1979) found that 50% of the men reported

erectile difficulties during the woman's fertile period.

Ly

It is worthwhile noting that apart from sexual

©

functioning, little is known about the effects of /
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infertility on the marital relationship (Bell, 1981).
.

Intuitively, it seems that the pressures associated with
infertilgty would increase the level of stress and sfrhiﬂ
alread§.present'in’any marriage. However, in the few
relevant studies to date, although maéiéal unrest and even
dissolution were found in some couples (Bonnar, 1979), the
majority eﬁhibited few marital problems as a result of their.
inability to conéeive (Bierkens, 1975; Bonnar, 1979).
Nevertheless, -no studies have yet been done comparing, with
appropriate controls, the marital relationships of similar .
or’ matched fqrtilé\and infertile couples. It is possible
that infe{tility is not a unique type, of stressor, but
merely an additional strain in the face of which only
couples alrgady in distress will break down. Such distress ¢

‘may be individualistic, affecting either or both spouses

. +

separately, or'ﬁ“fuﬂction'of the dyad. This explanation

would be compatible with the finding that only a small
fraction of afflicted couples develop marital problems.
Clearly, there is a need for careful agpirical study of. how
infertility burdens marital relationships and why some ’
couples are mz‘f damaged by this condition than are others.‘

»

Social Support

‘:“ Social supporé may'be-an important mediator of.the

[

gétress provoked by infertility. Numerous studies indicate

that the availability and support of friends, family and
¢ ' . l -
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spouses, as reported by subjects on guestionnaires, ang

linked to psychologiceu and, in.some cases, physical well-

being (e.g. Gore, 1978; Hirsch, 1980; Kessler & Essex,  1982; -

Miller & Lefcourt, 1983; Schulz & Decker, 1985).

Several definitions of socilial support have Heen ¥
propaosed and utilized for resedrch purposest In genera1°"
’conceptualizations have fallen into two basic categories.
Structural support refers to the number of relationships or
social connectionsxan individual has (embeddedness)
cMeasures designed tO'evaluate embeddeohess vary in their
degree of/comprehensiveness. For example, Kessler & Essex
'(1982) used marital status alone as a support measure, and

they found that having a'Spouse - regérdleés‘gf marital

quality - significantly reduced depression in a community

sample, Bell, LeRoy and'Stephenson‘(lQBZ) obtained similar

results with a comparable sampie, but their supporr measure
was'bomewhet.more complex, including marital status; number
of friendsland relarives close by, church attendance and
membershioS‘in clubs or organizations.

Functionai supbort refers to the ﬁypes of support
aveilebie from various sources. Functional measures elicit
information on existing relationships but-unlike structural

/indices, they focus on the roles or services ‘these '
relationships provide. According to Cohen and Wills (1985),

.
. most: measures of functionel support involve four types of

support resources. First, esteem support provides the

“
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knowledge that cne is valued and accepted Second,

informational support refers %o assistance available. for

-defining, understanding and coping with 1ife7stresses.

Inst;umental support is financial and/or material aid, as
well as the provision‘of needed services. Finally, social

companionship consia@s of spending time with others in

Tl

leisure and recreatfoﬁal activities. Reiearchers vary on
wnich combinations of the four suppdrt resources they use,
what labels they assign to each, ‘and on how ccmprehensive
tneir measures are. For instance, Paykel et al. (1980)

A . .
found depression-mediating effects of support in postpartum

women using a-measure.Pf husband's nelp with household
chores (instrumental support).J~At tne other end ofntnégu
complexity continuum, detailed inventogies of functional_
support have been constructed, such as the Arizona Social
Support Interview Schedule (ASSIS) (Barrera, 198}) and the
Inventory of 50c1a11y68uppcrted pehaviors_&ISSB) kBarrera,
Sandler & Ramsay, 1981). . N

Still other types or aspects-of social support‘have
been pestulated. +For example, perceived social support is‘a
more subjective measure referring to the degree to which
individuals fee&l support is available (Mitchell &IHodson,
1986).. Questionngires have been'designed to evaiuate
perceived support (e.g. Procidano & Heller, 1983), and,

various authors have compared this variable with other

. ‘\ . 4
support measures. Cohen, McGowan, Fooskas and_Rose (1984)

. » - 16
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compared perceived social support with functional support as
meagsured by the ISSB (Barrera, Sandler & Ramsay, 1981).
These authors found that perceived support had multiple
effects on adjustment fedlowing negative life events, while
functional support had no impact at all. ,Similaply; "
pe?ieived sociel support was found to be more strongly
related‘to functional and psychol?g{cal outeome in
myocaréial infarction patients than were more 1ndirecf
structural measures such as marital status and number of
household members (El1l & Haywood,‘1984),

Satisfaction with support is a moFe avaluative
.construct occasionally reporte? in the literature (5.91 o
Hirsch, 1979). This measure extends’the concept of

perceived support, which might include behaviours available

byt not necessarily -appreciated, to the more specific

perceived adequacy of support. Although fﬁis concept has

not been studied in depth, 5t may be particularly meaningful
to infextile men'ahd women who, over the chrse of several
yea%s, réceive various types and degrees of support from a
‘number of sources (e.g. friends, faﬁily, medical
technicians, infertility groups).. ,
Intimacy,\which may be defined &s a close, mutual

relationship between two people, is another postulated

. dimension of social support.! According to Miller and

¢

1 Some authors (e.g. Lowenthal & Haven, 1968) use
the terms "intimate" and "confidant" interchangeably, or
postulate that confiding is an important aspect of

, < ‘ - 17 PR
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Lefcourt (1983), intimacy gan enha?ce self-esteem by
validating the individual's sense of worth. 1In addition, an
intimate relati;nship can provide the opportunity to share
stressful events, receive support and obtain help in
problem-solving. Miller and Lefcourt (1983) devised a
questionnaire to ;xamine interpersonal intimacy and found,
as expected, that(karital relatidnships generally involve
greater intimacy than do nonmarital relationships’

: Nevertheless, béth pres of .relationships have been shown to
be beneficial. For éxample, Waring and Patton (1984) found
that patients suffgring from non-bipolar major éepression
qgre'mO{e likely to improve‘in the context o% strong marital
int%pécy than patients with 10@ or no intimacy. Lowenthal
and Haven (1968) studied aging individuals and found fhat"
all intimate relationships served as buffers against the
«traumatic emotidﬁal and gradual soci?l losses associated
with wqﬁowhood and reéirement. Intérestingly, these authors
found that women and subjects in higher socioeconomic
classes had mgre close relationships, and were thus better

‘protected aga\%st stress, than men and lower SES subjects.

Finally,.Miliér and Lefcourt (1983) looked at the

1

ki

interpersonal intimacy. While a relationship likely
exists between intimacy and confiding, it is uncertain .
whether the dimertsions of one construct (e.g. coping and
socidl support in confiding) parallel or differ from ,
those of the other. Until empirical digtinctions can be.
made, it would seem wise topexamine theltwo constructs
separately. Thus, the £f0l110wing discussion will attempt
to deéal solely with intimacy.

18
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relationship between stressful life events and intimacy,

using retrospective data. They foungwfhat individuals -

’ T
lacking a current intimate relationship were prone to higher

levels of emotional disturbance, particularly when many

nogative or few positive life events had occurred.

Inconsistencies in the social support“literatufe, noted

by several authors (e.g. Cohen & Wills, 1985; Dean & Lin,

1977{ Procidano & Heller, 1983; Thoits, 1982a), may be due

at least in part to the different socilal support measures

used. Although structural and fuﬁbtional support may seem

intuitively to be related, there is actually only a low

correlation between them (Cohen & Wills, 1985). Thus, the

résearch-projects using one conceptualization or the other

may be lodging'at two very different processes. éimilarly,
\ * .

[y \J - on
few studies heve considered all aspects of support, -

" including iptimecy and perceptions of support.

Cohen and"w:Llls (1985) examined the relatlonship

between stress artd soc1a1 support in over 55 studies in
¥

order to assess the merits of the buffering hypothesis.

=

This hypothesis states that there is an interactive
A 2

relatiohship'between social support and stressful life

b

events. Seecifically, as life stressors 1ncrease

individuals with strong social support systems should have
fewer symptoms, whereas those with little or no social

supporf may be more vulnerable to resultant psychological

and/or physical distress. 1n the aﬁsence of’hajor life

el
N
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stressés, however, the buffering hypothesis assumes that ,

people with or without strong support systems will be

- —

equally able to cope with everyday events (Cassel, 1974;
Cassel, 1976). “

Conversely, the main or direct -effect hypothesis
asserts that social suppogi affects well-being independent
of the influeh;e of major life stresses. According to this
hypothesis, the better supported an individual is, the less
psychological distress he or she will experience at any
given time, regafdless of number or intensity of life
stressors. By the same\token,~the less supégéted one is,
the more.psychological and/or physical distress he/she
should expefience at any. one time (Wilcox,‘1981).

Although a number of autésks report evidence supporting
both the buffering and\the direct effect hypotheses (Cohqn &
Hoberman,m1983z Gore, 1978;’Habif_& Lahey, i980); many have
found support for either the former (e.g. Cobb, 197g:
Cutrona, 1984; Thoits, 1982a; Thoits, 1982b; Wilcox, 1981)
or the latter (e.g. Bell, LeRoy &. Stephenson, 1982; Bill;pgs
& Moos, 1985; Dean & Ensel, 1982; Holahan & Moos, 1981).\0
The review by Cohen and Wills (1985) found first, that there

is evidence consistent with both models, and second, that“

L

the nature of the evidence'depends on the operationalization

and conceptualizatien of social support. Confirmation of

the bhffering hypothesis has been particularly strong when,

the measure is functional and samples the extent of esteem

" 20
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and, informational support. Evidenée fof the main effect

o

hypothesis has been found when the measure assesses a broad

'rangé of sourceé of structural support. Studies that found

-

support for both models'uSUally employed more global
measures of social support,‘including structural as well as
functional items.

Interestingly, several recent studies have found that,
in certain cijrcumstances,-social support can have
deleterious effeqts on adjustment. For example, Héys and

k4 R
Oxley (1986) followed the social netwbrk development of

. college freshmen for a period of 12 weeks. These authors

found that the amount of confl}ct in interperéonal relationsq
increased over time, and that network conflict was o
associated with poor psycﬁoiogical adjustment. E1l1 and
Haywood (1984) goted that personal relationshi;s can be;
primary sources of stress and strain, and that social
networks do not always act in the best interests of an ;g
individual. It maf'be that different t&pes,of support
igkéfact with negativé life evénts in specific ways, thereby
determining whether thé support will have posiéive, negative
or neutral effects on adjustment.

In studying infertility, then, it will be necessary to
include items on social network inyolVement;ksugport
functions, pé&cebtions of support and intimate relationships

in order to examine thoroughly the influence of social

support on couples' adjuétmeht. Using a multidf&ensional‘

: .21 | .
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meaQure of support, a direct mediating effect is expected.
A number of secondary suﬁpdrt-related issues were also

addressed in‘the literature reviewed by Cohen and Wills
. (1985). Of particular relevance to the present study is the
possibility that socia} support méy be confounded with 1life
events; in other\words, many important events can be-viewed
.as losses or éains of supportive relationships (e.g. in thel
case of unemployment). rAn.individualﬂsuéurrént support
1évei is thys likely to bg a ﬁfoduct, at least in part, of
prior l1ife changes (Thoits, 1982a). According to Cohen and
Wiils (1985), however;lgtudies ip whiqh there was no
relationship between the stressful evgnt and stport
ﬁeaspres all showed‘clear vidence favouring the buffering
hypothesis, whereas";tudies in whickH there waé Clear v
confounding of stress and support found no buffefinq effect.
Thus, although the issue of,conféunding may be relevant to -
some indi@;dual studies, it does not appeaf to apply to ;he
‘li%erature as a whole. Similarly, some authors suggest that .
social support effects may be arfifactual‘(Andrewé etLalL,
1978); that is, phenomena attributed to social suﬁgort may
be aue instead to differentiail reportiné tendencies of the
groups béing studied (e.g. well- versus poorly-educated
subjects). Althoughosome diﬁferences‘between samples aréh
often unavoidable, the vas: majoritgyof’studies in this area

provide evidence for at least one of-the available social

support models (Cobb, 1976).

22
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Coping Strategies o ‘
The impact of prolonged infeftility on ‘the marital,
sexual and psychological adjustment ,of a couble may'be

mediated by the éouple's individual and joint coping styles

or strategies. Coping can be defined as the behaviours and

cognitions .in which people engage in order to master,
tolerate or reéduce internal‘aﬁd external conflicts or
problems (Folkﬁan & Laiarus: 1980; \Pearlin & Schooler,
1978). Several céping strategies héve béen conceptuaiizeé
in the literature. Some authors postuléte'thé existence of.
probleﬁ-fécused ctoping, which inyolvesgthe‘manageméﬁt or
glteration of the sources of stress, and emotion-focused
coping, which is the regulation of stressful emotions
(Biliings & Moos, 1981; Folkman & ﬁazarug, 1980; Kaloupek,
White & Wong, 19é4;‘ Lazarus & Léunier, 1955; Mitchell,
Cronkite & Moos, 1983; Moos, 1977; Pérasuraman & Cleek,
1984). Examﬁlés of problem-focused or insfrumental coping

include direct action, attempts at negotiation and

discussion, and informatiou-séeking; Emoéion-ﬁocused'or

- palliative coping modes include acceptance, reléﬂ%tion;

»

substance abuse and distraction. Many variations of these

‘constructg exist in the literature, most of which can bén

Y , ‘ N
reconcepgualized into active wversus avoidant coping
° P ) ;
. 94 s ' -
measures. “g?~‘
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Empirical Findings on Coping - ' -,

Much research in the area of copiﬁg‘has gealf'wifh -

chronic or terminal illnesses, such as cancer or ‘heart

" disease, and coping with discrete surgical.or medical

procedures (e.g. Cohen & Lazarus, 1973; Jardine, Zemore &

~ Shepel, .1983; Kaloupek, White; & Wong, 1984; Moos, 1977;

: / \
Shipley, Butt, HOrwitz & Farbry, 1978). Studies examining
coping and. adaptatioh- outside of extraordinary or ,

life-threatening circumstances, however, Qave produced some

interesting résdlts.- For example, it seeris that in general,

-a varied coping répertoire may be more important than fhe

Al

use, of any pg;ficular coping strategy in dealing with
everyday strain (Mitchell, Cronkite & Moos, 1955)3 In ‘;:
additign, it is «clearly better to be armed with a repertéire
of coping responses and a fund of ps§bhological resource$

than with either set alone (Pearlin &‘Schoéler, 1978).

In the aféa of coubié relations, probleﬁ-fécused coping
strategies suqh as reflective érobing of conflicts and
;egotiatioﬁ.are inversely correiateg with the magnitude of
marital problems and,distrésé. Conversely, emotion—focused
and avoidant strategies (e.g. eruptive diécharge‘Pf vx

, : ©
feelings, selectiye ignoring, resignation) appear to

exace:bate*strébs~and-cohf1;ct in marriage (Billings, 1979;

~ 1

Menaghan, 1982; Peariin &‘Séhooler, 197@). Problem-focused —

coping has also been associated witb lower levels of

depression (Mitchell, Cronkite & Moos, 1983)@( More

.24
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generally, it seems that situations in which action can

-

feasibly be taken, in which there isfroom for negotiation
and in which information is needed generate ﬁi&hék\i;vels of
problem-solving coping, whereas- situations which ho}é\fgw
possibilities Por positive clahge and where odg must reé&hin
from ;cting generate more'emotion-focuéed coping. For
example, emotioﬁ-focused coping seems to\be more
advantageous in dealing with H;alth problems where a
solqtion is unavailagle or not immediatély accessible, and‘
where the focus is on managing anxiety, fear and dread and
on éestoring self—esteem‘kFolkman &.Lazarus, 198?). In this
vein, it 1; interesting to note that'coping mechanisms such
as dgniai are being reinterpreted as adaptive~when the
situatioé is one over whiéh an individua} has little}contro;
(e.g. uridergoing surgery). That is, the‘atteﬂs? to céntrol
a stressful situation can be maladaptive if those efforts
are deé%ined to be unsuccessfuly/ Support for this novél
formulation comes from a number of recent studies. For

‘
example, Cohen and Lazarus (1973) found that vigilant
gubjects had more complicated-postoperative recovery than
did svoidant subjects. Similar results were reported by
George et al. (1980) regarding recovery from oral surgery.
féylor (1983) contends that’discoﬁfirmation of efforts at

control may ﬁot be emotionally distressing if other. tactics

" or plans aimed at reaching one's goal are available.

s

..\_ '.However, );hen thegbgzainment of the,' éoal itself cannot he

W
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controlled, contineed efforts in that direction can only
produce Qistress. Such may be the case with prolonged
infertility, in which a seemingly wide range of tests and
techniques gvailable to couples is still'not able to help =‘
them conceive. Denial or the relinguishing of active .
control may be adaptive for these couplds, in order that
they :may return to a normal pattern of activity, ‘
particularly insthe sexual reailm. ’

A contrasting position to the proponents of denial is
that of Pennebaker (1985). As mentioned earlier, he
contends that actively confrqntihg a problem by discussihg

‘it is'adaptive; whereas avoiding an issue by refra;;z;g from
discussion can lead to physical symptoms or illness. -
Pennebaker's theory, however, deals solely witH the -
confiding aspect of cpping, which may not be the° equivalent
of active coping. It may be that in a static situation
active discussion about one's feelings_is adaptive,_whereas
active fﬁtile efforts at producing cﬁange are detrimental.

In his theory, Pennebaker also fails to address thehissge of ’
a stressor's contrcllabiiity. It is not clear whether he is
fccusing on all types of stressful events, or on a ‘specific
type for which confiding 1n others s particularly helpful. -

Unfortunately, current measures-of coping tend to be

diverse and lengthy, whith makes interpreting the 1iteratute

to date difficult. The meaeures themselves are often

®#cumbersome. One exception is the Miller Behavioral Style

-
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their families. The context end duratien of a stressor ﬁay

-

Scale (M;ller, 1980), Qn;ch uses four hypotheticel »
situations to evaluate active (monitoring) and avoidant
(ﬁlunting) coping tendencies. This scale has been validated
on arnumber of populations, and appears able to predict
behavioural strategies in response to physical as well as
psychological stressors (e.g. Miller, 1987).

The adequacy of coping methods used.in dealing with a
specific life stressor may depend ie’part on whether thq>
ensuing stress or esnflicts'are perceived as iﬁtrapersonal-
or marriage~based, whether or not solutions to the problem.
are readily available, and on the vdéibus soiutions'
probability of success. The coping styles most adaptive‘for
people undergoing a long~-term but non-life—threeteniﬁg
stressor.may be very'éifferent from those most effective for
short-term strains or for terminal illness patients and
thusg prove to be impoFtant moderators of effective coping
techniques (Gi1l, 1984?.. It remains to be seen which mode of

Al

coping is most appropriate for individuals suffering from

. prolonged infertility.

N » A .
The Present Study " . -

The goals of the’ present studwn werébfirst, to

determine whether infertile couples experience difficulties
in their emotional adjustment and marital and sexual

relationships, and second, to see if coping style and social

/
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o
;L@port are related tql Quél,itg'. (ir;f -adaptation to their /
problem. That is, is tﬁgré a differénce in functiohiﬂg
between individuals who cope iﬁ‘diséiﬁctiwgys, and/or »

., between indiviqduals who have hiéh &ersus iow social support?

Ehe present study attempted to determine which coping

strategy or strategies facilitate adaptation, and hbat

degree or type of‘support is mést Beneficial in adapting to

*

prolonged infertility.

In order to exaﬁine these issues, infertile couples
were compared to an egual number of normal married couples

——

similar on aﬁvariety of factors; such as age, educagional‘

2

levelyfnd years.marfied. Subjects'were evaluat%g on a
‘number of standard questionnaires that medsu?e marital. and
,sexﬁal fuéctioning, esteem and mood. In addition, couples
were asked to complete vgrio;s coping and soeipl support -
questionnaires: Finally, the ihfertile subjects were
evaluated in te;ms‘c;:their desire to have a child, their

. expectation of cbnceiving, and the actual duration of their
infertility, so the influence of these factors on céuple@'

o

responfe to infertility équld be examined. .
Specifically, 1t was expectea that a satisfying social
suppoék netwéfk and avoidant coping would facilitate healthy
funcfioﬁing in %?flicted_douples. Fuféﬁer knowiedge of the
relationships between various intervening variables and

adjustment to ‘infertility could play a role in improving

psychotherapy for this vulnerable group.

\d <
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METHODOLOGY .

Subjects: °

Experimental subjects were recruited from the
infertility practice of Dr. Tegas Tulehdi at the Jewish
General Hospital. Oyt of 179 couples contacted 86 (48%)
were ineligiﬁle for tpe study for various reasons which
included pregnancy or adoption, giving up at%ewpting to
conceive, divorce (one case), relocaflon, illnese, death
and inclusion iﬁ another research prbject Of the ‘
remaining 93 couples, 30 women and 21 men (36. 6%)2
participated (nine male partners declined to .
perficipate). Refusers were found tq\ge of two types: -
tﬁese who refused to participate outright (n=22, 23.7%),
" and those who wished to call back and failed to do so, or
who were only able to partieipateuafter the .project's
conclusion (n=37, 40%). Available sample data on
variables such as age, diégnos;s, duration of infertilit&
and occupational status failed to reweal significant

differences between the participant and nonparticipant

- 2 In fact, 34 women and 23 men {volunteered to
complete the questionnaires but four women and- two men
had difficulty with the items 'in bath French and English
and were thus excluded. The percentage of participants
includes these subjects in order to, make a comparison
between volunteers and nonvolunteers. e .

2§ * ."&
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~subjpcts were recruited from the gynecological practice

. —
groups. Thg meén duration of Lnfeftility in this sample <:
375 4.7 years (s.d:=1:98 yaears).

| Elidible subjects had to have completed a single
infertility investigat%oﬁ and failed to conceivg by at
least twovmonths postfdiégnosis.' Further, cguplesﬁwere
selected only iﬁ thelr files indicated.thaé, according ta'
their gynegoloéist/obstetriciah, there was some N
possibility of achieving pregnancy. The sample was h
limited to couples with primary infertility and no

-

children living in the home, in order to control for v
effects of childrearing on well-beiﬁg. Finally, only
couples in which the primary diagnosis was attributable

to the woman were included, thereby controlling for the

~ possible effects of‘self-‘versus,partner-ggsponsibility.

Although in some cases the etiology of inferti}ity was
ugcertain, the possibility of a male or cé;bined factor
had already been eliminated, théreby Leaving t@e -
potential onus on the woman.

.Control subjects consisted of 29 married couplqs
with no children, who;were not at the f;me othesting b
attempting to conceive, and who Qere-similar to the
infertile group on a npmber of measures such as age,

educational level, occupation and-language. These

of Dr. Sally. Jorgensen at the Jewish General Hospital, as

well as through personal contact and.qther sources in th®

‘30 , . : .
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‘Montreal community (F.g» health clubs). Characteristics

of the infertile and control groups are presented in

Table 1. .

Instruments:

The test battery included the
followingquestionnaires (see Appendix F), presented to
subjects in the sequence below:

General Information Questionnaire: This

questionnaire, prepared by the researchers (Vicki B.
Veroff and Dr. Wi}liam Brender) for the present study,
waé designed to collect information on couples' ages,
educational packground, and other¢demographic variables.
For infertile coupleé, questions on infertility histoxy,
cu}rent chances of conéeiving and desire to have a~child

were included.

General Adjustment’guestionnaire: Administered to

infertile couples only, th;s questionnaire inquires about.
couples' adjustment to infertility and behaviours related
to dealing with this aisorder (e.g. talking with gthef
infertile couples). The items in ﬁhis form were taken
- from Gordon et al. (1980) (items 1 and 2) and Grandstaff:
(1976) (item; 3 through 6), and'were adjusted to apply to

the case of infertility.

M . P2}
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Table 1

Characteristics of the Infertile and Control Groups

v

~ Group ' * Mean SD N
L
\ Age .
Infertiles - 32.9 4.76 51
Controls . 29.7 . 4.78 58 o
- ' /‘/ L
~ \ . /l'
Education (yrs) s
0 //ﬁ“-“‘ ‘
Infertiles 115.9 , 3-93 // 49
Controls 16.9 2,49~ 58
Religiosity? _
Infertiles 2.7 1.12 51 »
Controls 1.8 0.77 58
Yrs Married
Infertiles 6.6 3.18 . 30
Controls 3.3 1.82 29
) ‘“ n
1 Religiosity was evaluated on a five-point scale where
zero represents nonobservance and four represents a high
degree of observance.
L /
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The Centre for Epidemiological Studies'Depression ~

Scale (CES-D) (Radloff, 19725): The CES-D is a commonly 4

'y used measure of depression based on previously validated
| scales (e.g. the MMPI Depression scale), designed to
a;oid the problem of overemphégizing somatic items.
Internal consistency was reported to be .83 (Cronbach'
alpha) in a study by Schulz and Decker (1985)

~
Emotional Status §cale. The four mood items

included in this scale were taken from Dupuy's (1974)
General Well-Being Schedule. ‘ o

Health and Well-Being Scale: This physical

symptom checklist was developed by Rubinstein (1982% and

has been used in other studies (e.g.'Pennebakeg, 1955).

The three health items, selected from the Geheral Well-

Being Schedule (Dupuy, 1974); were designed to evaluate

general health currently, in the last mentn,'and in the
'wlast year.

Self/Body Esteem QuestionnaireE This 14-item

questionnaire based on Mendelson and White's (1982) Boéy-

Esteem Scale examines subjects‘ feelings .gbout their

\ Y

physical appearance. The Body-Esteem Scale was foﬁnd to

correlate with a known measure of self-esteem (Piers &

Harris, 1964) (r = .67, E<.002), suggestlng that the
. : N .. _
former has construct validity. Tronbach's alpha was

found to.be .88, indicating high interpal reliability.
‘ &

. The ‘'scale was modified for th current study in t&o ways:

»
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1]
items were exluded if they pertained solely to children's ., -7
, v
activities, and the wording was changed if items were

g

applicable to adults. /-

General Support Inventory: Both structural and
functional items are included in 1‘:his inventéry, most of
which wereé taken from We‘issman and Bothwell's (1976)
Social Adjustment Self-Report Questionnaire (i:tems 1
through 6). Items 7 and 8 were provided hy Lasry anEi
Margolese (1984) while items 9 to 13 were developed for

the purposes of the present study. Questions 4, 9 and 10
were specifically intendéd to examine the issue of

confiding. . %

Perceived Social Support From Friends and From

Family (PSS~-FA and PSS=~FR) (Procidano & Heller, 1983):

This duestionnaire, availlable in two fqrms (Fr:iends and
Family ), was developed to assess the extent to which
individuals perceive their needs for sup 6rt as being
fulfill-ed. " Each measure consist‘s’ of 20 ems which are
totalled to obtain glot;al perceived support scores.
Internal consistency coefficients: were found to be .88
and .90. Test-retest reliability is .83.

%

Coping Inventory (Mitler, 1980): " This measure v_\gs

adapted from the Miller Behavioral Style Scale3, in which .

N v . . 7
four hypothetical stress-evoking scenes. are presentgd for -~

3, Two of the original items were 'c,:hanged slightly so
that all four scenarios would represent non-1life-
threatening events. .
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each of which subjects are asked to chooSe the coping ~

- i

strategies they would most likély use. This scale has
been validated on a number of populations (e.g. Miller,
1987) for discrete stressful events. e

The Marital Adjustment Inventory: The marital items

in this questionnaire were taken from Kimmel and Van Der .
Veen. (1974), bésed on the Locke-Wallacp Marital
Adjustment Scale (MAS) (Locke & Wallace, 1959). This
measure is known to predict marital adjustment in
distressed and nondistressed couples. It should be'nqted
that relativel& high correlations exist between the
;ndividual marriage items and the overall marital
intimacy scale (MSIS, see below) .4

The Sexual Functioning Inventory: The nine sexual

" items in this quéstionnaire were developed by Lafleur

(1985), who used them to study post-mastectomy patients.

™

The Miller Social Intimacy Scale (MSIS) (Miller &

Lefcourt, 1982): The MSIS is a 17-item invenfory of

e

one's current intimacy experience in any, close

relationship. Internal consistency was reported in  two
gfoups'at .86 and .91, respectively (Croﬁbéch's“alpﬁa)l
Tesx-ﬁstest reliability was found to be .96 ovér a two-

month interval.

*
\

‘The correlation between the Locke-Wallace item
evaluating general marital happiness (used ‘most often in
subsequent analyseés), and the Miller Social Intimacy
Scale was found to be .56, p<.0001, n=102.
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The Sexual Interaction Inventory (SI1) (LePiccolo &

Stegei, 1974)' This questionnaire measures sexual

satisfaction in terms of frequency of sexual activity,

the amount of satisfaction derived from sexual .

activities, knowledge of one's spouse's sexual

preferences, and the ;eneral sexual disparities between
members of a couple. The SII is commonly used both
clinically and experimentally, and is in multiple choice ° .
format. Internal reliabilities for the 11 scales ranges

from .79 to .93 (Cronbach's alpha), and:test—petest : "‘\\\
reliabilities rangé)frem .53 to >./90. Nine of the 11

scales have also Been shown to have discriminant validity

in terms of differentiating between clients at pre-and.

post-treatment, and between post-treatment clients and

nondistressed couples.

Procedure: . , -
In cellaboration ﬁith Dr. Tulandil, relevant files
were selected and eligible couples (fee criteria listed
above) were sent @ letter introducing the study (see
Appendix F). The letter informed patients that Dr.
Tulandi was collecting follow-up informetion 5§ their
fertility status and the; a study was being undertag%p on
how ceuples wishing to eonceive adapt to continuing
lnfertility. - Subjects were told that the study would

require approximately 75 minutes of time .devoted to the

o ~
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completion of guestionnaires by husband and wife, and
4that these questionnaires would deal with marital, sexual

H
and emotional adjustment, as well as coping style and-

sources of?social support. Coﬁples were then telephoned
by the author, and for those who agreed to participate,
appointments were made for testing. Couples were seen by
‘the author in one session in a laboratory at Concordia
University's Applied Psychology Center. Upon arrival at
‘the test session, all subjects were given verbal
instructions (seé written instructions in Appendix F,
omitting #4) and a consent form to complete (Appendix F).
Spouses were then asked to complete the battery of 11
questiodhaires simultaneously while in separate offices,.
with the researcher in an adjoining office. .For six ‘
couples who were unable to visit the laboratory for
testing, questiapnaire paokages mere delivered to their -y
homes or offioes inxself-addressed stamped envelopes,
along with an explicit instruction sheet.(see Appendix Ff‘
and consent form. The latter was to be signed and mailed
"back in a separate envéiope, to ensure anonymity. Verbal
instructions based on the written form were also given by
the experimenter upon delivery of theﬂpackage. Subjects
.were invited to contact the experimenter for discussion
of the general findings ppon gompletion of the study.

Individuals in marked psychological distress were advised

about the availability of ment#l health services in their

-y
“
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area, which they were encouraged to consult. In fact,
only two subjects required this type of assistance.

s Coqfrol Gouples wére recruited by a number of
methods including word-of-mouth, from Dr. $..Jorgensen's

gynecological practice, and by experimenter solicitation

in various settings. Control‘subjects wexe told| that a

-

A N
study was being undertaken on the lives of childless

couples, and that participatioﬂ involved filling‘out an
anonymous multiple choice quest;ennaire battery assessing
marital, sexual, emotional and socialigajustment. ‘ P
Control subjects who agreed to-participate were given the
researcher‘s phone number to arrange delivery of the
questionnaires. Te maximize participation, control
subjects were not requested to visit the laboretory but
were given the questionnaires to complete at ;ome; All
questiorinaires given out were in self-addressed stamped
enverpes, and included the same instructions as those
given to experimental subjects. Verbal instructions were
also given Ey the esperimenter apon Eelivefy'bf the |
quéstionnaire p3ckage. '

)

- RESULTS

Measures
4
All measures designed for the present study were

examined for 1nterna1\re1iabilit§ using Cronbach's alpha.
- -\ . M
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These values are reported in Appendix A. Scales found to%
- x
. be strongly related were analyzed multivariately, while \

those with items” found to be unrelated were analyzed

* \

individually. In - cases where the scale s alpha was
moderate (e.g. in the .65&ﬂ6§ range), items were analyzed:
both as a group and iAEividually to obtain maximal
information on these vafiables. " Scores for the control

" and experimental groups on the dependent variables cen be
found in Appendix B. " |

©

Group pifferences

Differences between infertile and control .couples
~and betweenlmen and women on Wefious adjustment measures
were examined usi;g MANbVA{with repeated measures
analysis of variagce. This’procedure&isuuseful for

© couple analyses ip'that‘the error term used for
. evaluating sex differences takes into account probagle
intra-couple relatignships. fhe male and female groupé
are tﬁerefore treated as a correlated or mafched sample:
Since the "infertile and control groups in this study*were
found to be different in number of years married (£(79) =
6.53, p<.0001, n=108) and degree of religiosity (t(87) =
‘fS .02,-p«. 0001 n=107), these factors were partialled opt
of each analysis using SPSSX's MANCOVA procedure. The
results of the MANCOVgs,partiall;ng out religiosity dld

¢

not differ from results obtained with the initial

e,
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.gAhOVAs. However, the MANCOVAs covdrying out years '
marriedpdid change the initial MANOVA results somewhat.
Therefore, the data presented here are MANCOVAS w&th
ﬁumber of years marr;ed partialled out of the énalyges.

In cases where\interactions between couﬁle‘and group
were found, tests of simple main effects were then
carried out to determine which differences were
significant. A conservative alpha level of .005 was used
for all poét-hoc t-tests, calculated according to the

Bonferroni t procedure (Kirk, 1985), in order to reduce
ther possibility of Type 1 error. It should be noted that
the term infertile as applied to men in the following .

1

sections fefers to‘group membership rather than to a%ﬁ

medical diagnosis per se.

» Emotional Adjustment. Infertile subjects were found

to be more depressed than controls subjects, as measured

AN o

4

by the CES-D, F(1,47) = 9.24, p<.004. An interaction .
. .o .
between group and couple was -also found, F{(1,47) = 14.30,
st
p<.0Q01 (Table C-1). Post-hoo tests of simple main® ;. .

effects revealed that infertile women were,signifiqantly

® .

more depressed than control women t£(47) 4.85, p<.0005,

) =
and that the infertile women were significantly more
depressed. than the.infe:tile men t(40) = 4.00, p<.0005.
No differences wére found between men and women in the L.

control group, or~between infertile and coptrol men.

- I ‘

40 a



RS

L 4

The four-item mood composite scoré yielded-a'group
by couple interaction, F(1,47) = 5.29, p«<. 023 (Table C-
2). Multiple comparisons revealed that infertile women
experienced more,pegative mood states than both control
women (£(48l = 2.89; p<.005) and infertile men (t(40) =
4.17, p<.0005). '

Analyzed on an individual basis, only one of the
four mood questions yielded aAsignificant difference
between groups. Infertile subjects,bboth men and women,
reported feeling more discouragedé sad and hopeless in
"the last month than did contror subjects, F(1,47) =
5.63, p<.022 (Table €-3). \ '

Health and Symptoms. No significant differences in

any direction were found for individual questions on

general health or symptoms.

Self/Body Esteem. Infertile subjects were found to

have lower self/body esteem than control subjects,
regardless of gender F(1,47) = 6. 87 E( 012 (Table c-4).

Marit%l Functioning_ Analyses were performed on

each of four marital questions. A group difference for
general marital happiness was found to be significant b

(F(1,47) = 4.60, p<.038), with infertiles reporting less

happy marriages than controls (Table C-5), No other’
differences between groups or within couples were -

obtained. In terms of marital intimacy, no significant

differences emerged in any direction. -

-
. ~ "

41

€
e



N -

NN Sexual Functioning. .Each subscale of the Sexual : ~

—

Interaction Inventory was aaalyzed séparately, in order
to exgpine the various components of sexual functioning.\
No 91ffefénces emerged in any direcrion for mean pleasure
obtained from sexual activi%iés. However, infertiles
scored significantly lower than controls on perceptual
accuracy, which is how accurately an individual assesses
pis or her partner's enjoyment of wvarious sexual
activities, F(1,46) = 6.87, p<.0l2. A éroup by couple
interaction on'perceptual accuracy was also oBtained,
F(1,46) = 16.57, p<.0001 (Table C-6). Multiple

- comparisons revealed that infertile women were less

’ accurate estimators of their husbands' preferences than

were control women of thedlr husbands, 3(47) = 4,90,

P

p<.0005, and that infertile women were less perceptually
accurate concerning their husbands than infertile me
were concerning their wives, t(38) = 4.48, p<.0005.
Interestingly, in the control group the women were better
able to estimate their spouses' preferences than(were,the
men, t(56) = 2.91, p<.005.- Finally, cn‘e suﬁmary scale
\derived by totall%ng the' raw difference scores on each
previous SII scale; infertile subjects were found to

- 4

exhibit more overall sexual disagreement than control

: A
subjects, F(1,46) = 6.07, g< 018 (Table C-7).
The nine sexual functioning items derived for the

present study were also analyzed individually, resulting

P 42



L4

in two signifiFant group differences. Infertiles
reported being more anxious than controls in anticipating
sexual relations, F(i 47) = 6.36, p«<. 015 (Table C-8), and
infertile subjects were, less likely to be aroused by an
erotic film than were control subjects, £(1,47).= 11.79 ,
;<;001 (Table C-9). It should be noted that within each,

-group, women reparted less arousal to erotic films than

men, F(1,47) = 7.36, p<.009. 4

Predictors of Adjustment in Infertiles.

- In order to determine which factors best predict
Iadju§tment in long-term infertility patients, stepwise
nﬁltiple regressions.were performed on each of the major
dependent variables individualiy ﬁsing support total
(General Support Inverykory), perceived family and}friend
support, active coping (monitoring), avoidant coping
.*(blunting), desire to have a ohiig, chances of conceiving
and months trying to conceive as independeﬁt or predictor

. : ) :‘\
variables. The results of these analyses are presented

below. It should\be noted that preliminhary correlational
’ ‘analyseQ;between the dependent and independent .variables.
' revealed several signiftcant relationships ;hich are

‘reported in Table D la and,D-lb. Intercorrélations among
the predictor variables are. presented in Table D-2. "

Emotional Adjustment. Individuals with high social

support were less likely than those with low support to

43



exhibit depression and emotional distress. That is,
social support total wa; found to be the single best
predictor of depression, R = .47, §(1,4£) = 12.49, p<.001
and of‘overall emotional adjustment (four-item
composite), R = .49, F(1,44) = 13.92, p<.0005. Tota%
support was also the best\predictor of a single item on
overall emotional adjustment since discovering
Jinfertility, R = .40, F(1,43).-= 8.23, p<.006. With
suppofk already in the eqéstion, desire to ﬁave a child
added. significantly to the prediction of scores on this
item, R = .53, F(2,42) = 8.22, p<.001 (Table D-3). Thus,
a strong desire to have a child'was associated with .

~ better,post-diagnosis adjustment.

Health and Symptoms. _A high number of physical

éYmptoms‘was best predicted‘by active coping
(monitoring), R = .30, F(1,44) = 4.40, p¢.04. No
npredictive ;elationships were found with any of the
geperal health items. ’ . .

Self/Body Esteem. The best predictor of self/body

esteem was founé to be perceived familywpupport, R = '32Z

F(1,43) = 4.97, p<.03. With this variable in-the

ﬁq;ation, chances of conceiﬁing added most to the, .

© prediction of esteem, R = .43, F(2,42). = 4.84, p<.013:

"(Table D-4). Thus, infegtiles with strong family support

‘aandthigh perceived éhances of concei&ing were most likely
to exhibit good éelf/body es%eem. '

A\

q i
. Y
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Marital Functioning. Strong perceived family

support was found to be predictive of high marital.
intiﬁacy, R = .45, F(1,44) = 10.96, g<1002. Conversely,
a high score onh the single-item measure of marital
happiness was Sest preqicted by'strong pefceived friend?
support, R = .41, F(1,38) = 7.74, g<.008.. No significant
relationships were found between other marital adjustment

i1tems and the independent wvariables.

'SexualcFunctioning. As measuredyby the Sexuel

?

Interaction Inventory, mean sexual pleasure was best
predicted by perceivéd chances of conceiving, R = .33,
F(1,42) = 4.96, p<.03. That is, infertiles with better
chances of cqnceiving reported more sexual pleasure.

Overall sexual harmony between spouses, however, was best

predicted by .high perceived support from friends, R =

© .41, F(1,33) = 6.55, p<.015. Predictive relationships =

. \
for other sexual functioning items were not found.

! k]
’ 2

: : I

Support Variables and Adjustment

The data on support variables and adjustment were
t;eated in two ways. First, as seen:above, Pearson
correlations and multiple regressions for thé‘targgt
group were qohducted using the three support measures
(PSS~-FA, PSS-FR and the General Supgort'lnventory) and
the major dependent wariables. As expected, gréater

. b
degrees of support were generally found to correlate with

N3
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beéter adju;tment, and the overall support measure was
often the best predictor of adjust?ent in infertile
subjects.

Step two of the analysis was desibned to examine
rel;%ionsﬁips between support and adjustment: from a more
theoretical} perspective. Specifically, all items . .
included in the PSS-FA, PSS-FR and Gene;al Support ’
Inventory were regrouped'based on models proposed in the
support literature. The resultant groups have been
labeled Functional Support, Structural Support,
Satisfaction With Support and Confiding (marked F, S, SS
and C reséectively in marging of measures used). Due to
the large number of items and relatively small sample ,
size, a factor analysis could not be run to verif& the
-groupings; DThe internal reliability)of these measures
was thertfore assessed using Cronbach's alpha. ,

For each construct a three-step statistical analysis
was congucted. First, SFOFBS on the sﬁpport variable in
questioﬁ were divided atbthe’median, excluding subjects ‘ “
f%lling St the median. Chi squares were then calcu;ated
- to determine whetheér there were significant ddfférences
between mén and women, and/or between.infertiles and
contqéls; 6n the support Qagiable. Finally, t-tests were
dgne compéring adjustment of subjects reporting high and "

10& support (above versus below the median,” excluding

cases falling at the median). 1In cases where group or -

~
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gender differences were found with the chi squares,
. r'é .

separate t-tests were conducted.

Structural Support. An alpha of .75 was found for the

. , %
six items in this group, indicating a relatively high

interrelation. chi square analyses revealed no gender
difference‘on this measure, but a group difference did
emerge, )_(1(1) = 5.62, p<.018 (Tablé E-1). It was found
that infertile subjects wer%\mqre likely to report low .
structural support than were control subjects. Thus, for
this measure, the infertility and control grouég were
analyzed seoarately. Since no signif;gant differences in
adjustment ::;e found between infertile subjects
reporting high structural support and those reporting low
suoport, the following section of results pertains only -
to control subjects. Within this group, 41 subjects .
reported low structural support and 17 subjects ‘reported
high structural support. N ' |
Emotional Adjustment. Control.individuals'repoxtihg

high structural support were found to be less depresged

on the CES-D (t§29)'= 2.66, p«<:. 013), more satisfied with
their lives‘(t(SG) = 2 14, p<. 036) and .more in control of
their thoughts, feelings- and- actions (t(32€A= 2. 10

p<.04) than individuals reporting low stiructural support.

Health and $ymptoms. Of the various health .4nd

symptoms items, only health status over the last yéar in

¢

4
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controls was differentially affected ﬁy‘high versus low
"structural support, 3(30)‘= 2.28,\Qé.03. Contrary to
expectation, subjects reportiﬂg lower structural supporﬁ
were more likely to have improved health over the last

~

year. -

Functional Support. The 16 items in this measure were

S

- found to be quite homogeneous, with a Cronbach's alpha o

\ B S -~

.84. xChi square analyses.reveéled group diféefences (X C .
(1) = 4.74, p<.03) but not sex differences in functionai
support {Table E-2). As a result, the infertility and

. control groups were analyzed separately across gender.
Ns for the infertiiity group-were 19-low and 32 high

support; for the control group, ns were 40 low and 18

-

high functional support.

N
o * -

- Emotional Adjustment. Functional support was found

. to héve a slight association with emotional adjustment

. for infertie subjects. Those reporting high levels of
support were more likely -to be satisfied with theirs

. evef&day lives (3(49) = 2.38,fg<.021), anﬁcthere was a -

trend for téese subjects to be less depregﬁed (3(49)'=
1.93, p<.0N59) than those reporting lower degrees of
functional sgpporf. For control subjeéts, thé
rélationship between level pf'functional support and

emotionail adjustmenf was found to be muych stronger than

for infertiles.. High as opposed to low functional

\1 -
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éupport in controls was associated with less depression
(£(25) = 4.32, p<.0001), fewer feelings of sadness,.
discouragement and hopelessness (t(23) = 4.43, p<.0001),
and a greater sense of emotional séability, t(26) = 2.39,

p<.025.
Health and Symptoms. 1In the infertility group, no

significant differences in health were found between
those with high and those with low functional support.
However, control subﬁects with high functiopal support
. were more likely than those with low support ko
experience good current health, £(28) = 2.20, p<.037.
There was a trend as well for high-support individuals fo
‘report fewer pains, illnésses and,healty-réiated fears in
the iasf'month than low?support indivié;als, t(56) =
1.99, p<.051. ‘ |

Marital Functioping.‘°;nfertile subjeéts with low

functional support scored lower on marital intimacy than

infertiles'with high functional support, 3(495 =,2.67,u

~ p<.0l. The same relationship was found for control N
‘subjects, t(25) = 3.50, g<.6624 In addition, high-

| support contfols repgrted happier marriages (t(56) =

2.14, p<.0001) and & better marital reiationship_(g(ss) =

.

2.14, p<.037) than low-support controls. .

Satisfaction with Support. This measure is comprised of

11 items which were found to be quite strongly related

-
>

™
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(Cronbach's alpha = .80). Chi squares revealed a
significant difference between groups (X (1) = 8.47,
p<.004) but no qend§§‘difference (Table E-3), so the
infertility and control groups were analyzed separately
across gender. In the lnfertility group, 16 subjects
reported low satisfaction with support wﬁ}le 35 subjects
reported ﬁigh satisfaction. The ns for the contrél group
were 36 low and 22 high. Interesfingly, ghong the
structural, functionél and satisfactionkwith support
variables, the satisfaction measure appears to have the

greatest impact on adjustment of infertile subjecté.

hmbtional Adjustment. iInfertile subjeqts reporting -

high satisfaction with support were less likely to feel
sad, discduraged and hopeless (t(49) = 2.28, p<.027) and
mo}e likely to be satisfied with their everyday lives
(£(49) = 2.31, p<.025) than infertiles reﬁorting low
saéisfaction. There was aiso‘a trend for high

©
satisfaction with support inh infertiles to be assbciated

. with lower depression, t(49) = 1.97, p<.054. Similar

&

resﬁlts were found for control subjects; .‘Those reporting
greater satisfaction with support were less sad,
discodfageq and hopeless (t(28) = 2.63, p<.014), less
likely to feel out of control (£(30) = 2.36, 2<.0£57 and
emotionally stable (t(56) = 2.2§, p<.028) and.less ,

. ‘
depressed (t(28) = 2.44,-p<.021) than subjects reborting

lower satisfaction.

50
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Health and Svmptoms. No~differences were found in

Y

health or symptoms between subjects with high versus low

support satisfaction.

Marital Functioning. Satisfaction with support was

found to influence marital functioning in infertiles but

) ’ . - .
’ not-in control subjects.” Individuals in the former group

{4

reporting high support satisfaction had happier marriages
N »(t(42) = 2.08, p«<. 043) and greater marital. 1ntimacy
‘ (t(49) = 2.26, p<.028) than those reporting low

satisfaction. .
}‘ ., . . o

# : ’ :
Confiding Scale. The alpha obtained for, these five items

~.

was ,68, suggesting a moderate interrelationship. )

Chi square analyses revealed no significant differences-
in confiding between men and women .or between infertiles v

and controls, therefore all subjects were grouped

L3

together on this variable, Thirty-eight low confiders

o

and 45 high confiders were included in the analysis. N

Emotional Adjustment. Subjects who confide in

others were foundato exhibit better emotional adjustment.
than subjects Who do not confide. Specifically, )
confiders were less depresseo as measured b§ the CEé-D
(£(89) = 2.58, p<.012), reported feéwer feelings of

sadaess, hopelessness and discowrsgement kti?g) = 2.78,
2(:0072 and were happier and more satisfied”with their

2.89, p<.005).

everyday lives (t(89)
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Heafth and Symptoméi Contrary to Pennebaker's

(1985) thedfy, no difference was found between confiders
and non-confiders on measures of general health and’
number of physical symptoms.

Marital Functioning. Confiders report happier

-

marriages than do non-confiders. Significant differences
were fourd fornratings of general marital happiness
ﬂ_(£?§2) = 4.52, p<.0001), relationship qual{ty\(g(eg) =
3.73, p<.0001), and interpersonal int}macy as measured by

the Miller Social Intimacy Scale (t(89) = 4.57, p<.0001).

R Vel
LI

& .
Coping and Adjustment ) * .

The Coping Inventory' used in-~the pre en@ study was
anal&zed following the procedure used by Miller (1987).
Subjects were divided into high monitors/lbw blunt;}s
(active copers)éand hfigh blunters/low monitors (avoidant:
copers), using a median split. Chi squareAxwere theﬁ fﬁ
conducted, revégiing no differences in copipg between men
and women or bet&een infertileé and 6ontrols\(Table Ffl)'
Finélly, t-tests were perforﬁéd on the twd coping groups
in order to compare their adjustment on va;ious measu}eb.

: ) .
Nine subjects fell into the avoidant gfoup, while .23

subjects fell irito the active copinQ group.

Emotional Adjustment. Depression as measured by the
CES-D was found to be unrelated to ény of the coping
heasures.. However, subjects in the avoidant group w?re

. , ﬂ
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less likely éhan those in the active coping group to feei
sad, discouraged and hopeless, t(28) = 2;56, g<.016; In
addition, infertile subjects in the high blunting/low
monitoring group reported better emotional adjustment
since d;scovering their infertility than those in the low
blunting/high monitoring groep, t(25) = 2.42, p<.03.

Health and Symptoms. There were no significant

differences Qetweén any’ of the coping groups on general

health. - N
Marital Functioning. Avoidant copers repo;:ea

greater marital intimacy scoxes than active copers, t(36)
= 2.31, p<.027. 1In addition, the avoidant copers were

more likely teo report good marita) relationships, t(30) =

. 2.73, p<.01. ,

' Sexual Fupcfibning.' Subjects in the low blunting/

high monitoring (active) grbup reported greater

'Y

,dissatisfaction with ‘their frequency of sexual activity

than subjects in the high bluntlng/low monitoring
(avoidant) group, t(27) = 3.87, p<.001. No other
differences were found for any of the coping groups for

sexual functioning.
DISCUSSION

The major goalyof this study was to evaluate the

\
{ impact of prolonged infertility on men and women relati%e
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to a si@;lar control group. As predicted, the infertile
subjects were found to be more depressed, lower in
self/body esteem, more 1ikel§ to present ;imitations in
the sexual domain aAﬁ less likely to rate their marriages
as happy than were thé‘controls. In addition,\there was
a trend for the infertile grouﬁ to report more physical
- symptoms than the controls. Since the design of this
study precluded ;ssessment of %unctionipg immediately
following diagnosis, the question of trend in the impact
of infertility over time cannot be answered. However, it
is sobering to note that at an average of 4.7 years post-
diagnosis, infertile men and women showed marked
maladjustment compéréd to similar controls.

K Whereas the maladjustment fdund in infertiles was
more salient';n thé»arga of psychological functioning'and
esteem, these subjects' sexual adjustment and, to some
deé;ée,ifheir marital Héppinesé appear to havé been ~
affected as well. No prior investigations have compared‘
marital and sexual functioning in 1nfertile couples with
a similar control group. Thus, two noteworthy findings
of this study are first, that sexual functioning in
infertiles is poorer than that o6f a similar control
group, and second, on a global measure of marital
happiness infer£ilés rated themselves lower than

controls. Howevér, if should be noted that tﬁe infertile

and conp:ol,groups were not significantly different in

— 4 .
.
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terms of overall marital intimacy or on a single-item’
description of their marital relatidnship (evaluated'on a
scale ranglng from "my closest friend and confidant”" to
"weosee each other as little as possible"). Thus, it
appears that many aspects of the marital relationship in
infertiles are relatively sounénseveral years post-
dlagnosis: Interestingly, many infertile ﬁen an§ women
feported to the rgsearcher éhat whereas their mgrriages\
were currently functioning well, the period immediately
post-diagnosis (i.e.- the first one to two years) ‘
presented a gréat strain to the marri ge. Future
research designs incorporating more.frequent testing’
points pos#—diagnosis would provide inférmaﬁiop‘pn*fhis
issue. |

As suggesfed earlier, infertility appears fb
parallel certain chronic disorders in which psychlegical
adjugtment and self-;steem in particular are negatively
affected. There may also bé\a parallel betwéén,
infer;ility\and other stressful™life events such as
unexpected bereavement, in which adjustment can but does
not improve significantly after a relatively 1ong period
of tI;e. Lehman, Wortman‘and,Williéms (1987) found that
individuals who had lost a spouse or child in a motor
vehic}e accident were still distressed four tg sevén‘
years after the loss, exhibiting sy;btoms such as’

depression, anxiety, social difficulties and generally

-
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pqgg”pSQéh°1°91°al wellfbelng. Some of the same“sfmptoms
were7repcrted by the infertile men and women in the
current study. Thus, these two ostensibly different
long-term stressors appear to have common features. One
may be a sense of shock or unexpectedness inherent in the
stressful event.. Spouses and perents of accident victims
could hardly be’prepared for such an event, anc several
authors have noted that bereavement 'is most likely. to

have a prolonééﬁ impact whes\the loss is sudden or

‘untimely (e.g. Carey, 1977; Lehrman, 1956; Parkes, 1975).

In a potential parallel, most young couples assume that

they can ‘conceive and, in fact, go to great lengths to

guard against pregnancy bd&fore they are ready for

children. The Hiscovery qf infertility, then, is | ,
N ¢

generaliy quite a blow. This explanatiom is tentative,

,and one of many possible accounts. ‘Why infertility and

v

sudden bereavement should share an association with long-

term negative adjustment remains to be clarified.

4

Sex leferences

It 4s interesting to note that although both men and
wcmen in the infertility group were functioning more
poorly than controls, the infertiie women, on a number of
measunes were the most damaged group. This finding
replicates thode of McEwan, Costello and Taylor (1987),

o

who found that infertile’ women were more depressed,

¥ J ~
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anxious and generally less well adjusted—than infertile
men. These authors offeredfseveral exglanations for , '
their resultsg, First, the authors posit that, in
general, women may react to life stresses more negatively
than do men, This theory has some support in the
1itef§ture (e.g. Gove & Tudor, 1973), altnough many of 4 \\\
" the studies supporting this generalization have been ‘
,methodologically flawedv(Dohrenwend & Dohrenwend, 1976). '
One common finding seems”to be tnet women are
overrepresented in the depressive disorders, whereas men'
are more likely ‘to exhibit personality disorders
(Dohfenwend.& Dohrenwend, 1976). If this finding is
correct, it may explain why current signs of stress were
more evident in infertile women than men. The present
study focused on depressive symptomatology far more than .
on antisocial or inappropriate behaviour.

A second explanation for the, finding that infertile,
women are more distressed than infertile men is that
women may view reproduction as moré central tp their
identity (McEwan, Costello & Taylor, 1987) It has often
been suggested that young women in contemporary society
. are particularly burdened with the desire to“achieve both
tteditional (childbearing) and nontraditional (career)
goals. Although the present study did hot assess this

issue directly, some anecdotal evidence emerged

suggesting that women felt more.pressufe than men to have

. §7
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. a child. Many of the women subjects confided_to.the*‘“‘“;*::;—~~——
7 investigator that the career versus conception issue was
a major source of conflict with husbands, mothers or
mothers~-in-law.  The pressure to fulfill dual roles - and
the apparent inability to do s0 - may niake inferrile )
Qwomeh more vulnerable than infertile men to distress.
Another explanation for.the observed sex differences
in adjustment may be advanced. As mentioned earlier, the .
N medical diagnoses in the infertility group studied were
of two types: primarily female etiology and unknown
'(potent;ally female) etiology, gr diagnosed and
undiagnosed. McEean, Costello and Taylor~(1987)‘found '
that women who had not received a diagnosis were much
more disturbed than women who had been diagnosed. Thus,
"part of the present sample may have been particulerly

vulnerable to distress. In terme 0of the second

diagnostic group, although perceived responsibility was

2
;

~ not examined in this study, these women may have
experienced guilt or self-blame. It is possib{e that’rf
the infertility were instead attriButable'to‘mele
factors, the men would have been nore distreeeed. 1t
seems likely that rhere are several components
contributing to the heightened maladjustment of infertile
women relative,to infertile;men.

The poorer functioning observed in infertile women

should not conceal- the fact that male subjects did
Vo

N
A
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exhibit negative symptomatology. In common with studies
by Bonnar (1979) and McEwan, Costello and Taylor (1987),
both of which observed symptoms such as depressibn gnd
stress in infertile ﬁen, the current investigation found
thét infertile men eghibited greater emotional distress,
lower self-esteem and poorer sexual functioniﬁg than
similar male controls. These findings thus support and
add to the current knowledge abaut infertility's impact
on men.

Social Support

Agéiisected, social support was a strong predictor

-
.

of adjustmenf in- infertile men and women. Spegifically,
‘individuals with low overall support were most likely tq
exhibit poor emotional adjustment (including depression3
and adéptation to infertility. ﬁigh famil§ support was

most strongly related to good self/body esteem, and

\\‘friend‘support was the best positive predictor of marital

—

‘and sexual functioning. This specificity of focus*in
social‘support effects has notheen repo;teg‘to daﬁs.
However, the differential effects of family versus friend
support have been examined, with mixed results. Donald
and Ware (1984) Qtudied support and functioning in a
1a;ge sample of adults and found no differences between °

the two -types of support. Converseiy, Martin and Burks

(1985) foun& that nonfamirn support was more likely to

o buffer the effects of stress in students than was family

L]
.
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support,.although,nodfamily support was possibly more
accessible to fhis college population. Tﬁé current study
has extended these findinés by examining three separate
support measures, two of which look specifically at
friend and‘family components and oné of whic;‘examines
combined friend and family suppor£; The data suégest
that differential effects do exist, at lwmast for an |
infertile population. While strong overall support
appears tolfadiiita%e psychological well-being, support
from.famii; members g@nhances self-esteem and suppert fronm .-
friends moderates marital/sexual relaﬁ}ons. This latter
relationship may reflect a general sociability factor, in
that i&dividualshwith strong %ﬁferpérsonal relations may
have good social skills, which may extehd‘fo tﬁe areas of.
m?ritai and sexual relations..

The grousing of social support items.into
structural, functional and satisfaction with support
measures in this studf revealed some interesting
differences between infertile and control subjects.

While conérols were found to benefi£ from all types of
"support, the relationship between support and adjustment
for infertiles was somewhat more complex. Infertiles
reported having a Smali;r number. of support perscns in
their lives tﬂgn did controls. More infertiles than

controls,’ however, reported receiving high rates of‘

° supportive behaviours‘agg being satisfied with their




: ) t
support. In addition, dif%erential relationships were

R * . . %
found, between the various types of suppor§gepd adjustment

in thg infertile“group.f Specifically, no relationship -

was found between structural support and adjustment for

infertiles. Functional support was noderately assocrﬁted »
‘with ‘good adjustment, and satisfaction with support

showed a strong positive relationship with'adjustment in
this ‘group. This pattern of findings r?qurreg _ — a
replication with more infertile Subjects,és well’@evfﬁmél- A

negative life event groups. ’

-

Why might infertiles.have fewer supportive persons
available to them? One possibility, as found’ in the case

of bereavement (Lehman, Wertman & Williams, 1987), is

that even intimates may regg?ﬁ prolonged mourning as-

egcially inappropriate. or burdeneome. Couples who have
R AP :

been infertile for years may find«sympathy and +

understanding from .friends and family wearing thih, whichr

may mean the’loss‘of supportive\re&atioﬁsﬁips. As well,
rpfertile couples may face a diminishing social networkD

for two reasons: ‘first, the& may avoid friende and .

relatives who are pregnant or who have small children,
S . ' : -
and,sécond peé%s having cﬁildrengpf their own' are often

less accessible. )
A A Y

I -

v The concept of ap %nteraction between a life event

and social support is not new. Some authors have

hypothesized that measures of current support are
. - 61
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confourided with prlor life changes, such as uneomloymenx
'which can mean the loss of social contacts (e.g. Thoits,
1982). Infertility does not directly imply the loss or
reduction of social support in the way that job loss can.
Rather, it may be the long-$erm nature of the disorder
which gradually impacts on support. This difference

i

needs to berelucidated further, since it could have both
practical and theoretical implications. For instance,
intefventions aimed at improving adjus‘tment viagsocial
fsupport in victims ofilong-term disorders (e g.
infertility)gmay be quite different from those aimed at
victlms of Short term Crises.

Buffering vs. Main Effects

Although the buffering hypothesis as discussed in
the intrqduction could not be assessed in this study
(since subjects were not evalfaated during a prior period
of no stress), there is clear‘evidenoe for the ?ain
effects nypothesis~in the control group data. '@hat“is,
despite the absence of a severe negative life event,
COntrol men and women with strong social sugéort°showed
far bette? adjustment than controls, with poor support.
This finding was not unexpected given that the~more
' comprehensive a socia? supboqt measure is, thé‘more /
likely it is to elioit main effects for supporthCohe &

Wills, 1985). ‘ -
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, As predictea confiding was found to have an,
“important influence on adjustment, that is, individuals,
~who confided in others about their feelings and problems
wére less depressea, happier, more satisfied with life,

and reported happief and more intimate marfigges than
persons‘who~tended not tolconfide. Contrary to\'
Pennepakér's (1985)  hypothesis, however, -no rélationéhip
was observed between confiding‘and.physical health or
symptoms. The differences betwgen the presént study'and
\those by Pennebaker afe not clear, although 6ne poésible,
explanation may be advanced. éennebak;rdfocuéed not only '
on general confiding but on gonfiding aboutoa speciflq '
‘event. The current study hsséssed:tbe former but.not tpe
'lattef, and it may bé that cbnfiding spec;fically.about
infertility is the crucial héaltﬁ—hediating faotor.

Future studies on stpeSSful 1i§e events, including
infertiiityh sﬁould assess general tendencies to confide

as well as confiding specificaliy about the life event

itself.

" Coping and Adjustmént o

Significant findings in the area‘of coping were few,

perhaps due to the limited nature of the measure
h) )
employed. However, the findings~which proved significant

e
-
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were in the predidted direction. That is, avoidaét
coping ﬁés more likely than active coping to be
associated with good emotional, marital éna sexual
adjugtment. Interestingly, th;se results were obtained
/. in both groﬁps, altﬁough they were expected in fhe
infertile éample only. Accoréing to the literature,
avogidant coping in "normal" populations is generally
linked with greater depression (Mitchell, Cronkite, &
Moos, 1983) and with more stress gnd éggklict in marriagé
(Billings, 1979; Menééhén, 198@? Pearlin & Schooler,
1978). It is only in'situations which canno%/be resolved. -
(e.gQJinﬁgrtility) @hat avoidanf copigg\is hypothesg;ed
to be beneficial. Altho&éh the findings with fespect fo"
normals, are puzzling, it should be noted that te coping -
measure ﬂsedlevaluated projecteqd coping stratégies in .the
face of four hypothetical, intrapersonal events, and was
ilimited to discerning two general coping groups. A
measure whibh evaluates sﬁecifib poping strategies such
o as selective ignoring;iz;gotiafion and emotional
-discharge, and asiesées real life experiéhceé rathgr than -
hypothetical situations may enable'a fairer fest.of the
relationship between coping strategies and adjustment.
It shoyld be Aotéd that the Miller‘Béhavigral Style Scgle
(Miller,>1980) was valida#ed'on relat%vely discrete

events (e.g. exposure to electric shock; minor surgery),
N , 'hw .

*
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which maf differ in ihportaﬁt ways from prolonged
. - » ¢

infertility. .
k)
Methodological Issues ‘ 5 . <
) . /o ’ .
Several methodological points should be noted in

relation to this study® First, subjects were assessed at
dne time period only, as opposed to a longi;ydinal desigﬁ

/
/

in which long-term and immediate or intermediat?
adjustment to infertility could be evaluated and
compared. Longitudinal research is needed on this issue.

Further, cuérent research in infertility, inclu@ipg
thé present study, ﬁ}oviée correlational data which do '
not permit statements about causﬁiityn Earlier work,

lacking the requisite designs, attempted to assign to

personality factors a causgl'role in the gondifion of

: iﬁfertiiity. Other inyesfigators have inverted the

causal relationship, again witﬁout Jjustification,
aéerting that infertility likely causes distfess. Both
positions remain'tenable and, in fact, the focus on
gérsonality faqtors may soon- resurface. Recent research
suggests a causal relationghip between personality and
certain forms of physical distress, such as headacheﬁ
asthma and ulcers (Friedman & Booth~-Kewley, 1987). E
Aléhough ;ome types of infertiiity could hardly be
gttributéble to psychological factors ﬂﬁtg.,adhefence of

¥

the fallopian’tubes), others such as unexplained
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iﬂ}ertilrty or anovulatidn might be due to & number of
unknown emotional factors.  An interactional model may
provide.the,@pst adequate account whereby persqnalify
charadteristicé'gffect fertility, and infe}tility causes
“(furthér)‘distress. Future reséarcﬁ needs to clarify the
association betweén iﬁfertility and maladjustment.
Unfortunately, certain kinds of data in this area gre
troubiesome to obtain. For example, it is dii&gcult‘to
secure baseline information on infertile subjects, given
that on the_basis of present knowledge, there are no
available megans of identifying "ﬁigh—risk"_groups wkich
.could be té#geted in advanpe. '
In summary, it has been shown that pgilonged

) ’
infertility is asgociated with poor adjustment,

]

.particularly with respect to womeﬁ:.in the areas of
emotiénal,.ma;ital and sexual functioning, and ih’
self/body esteem; Further, infertility 1s somehow
assoéiatgd with diminished~social suppSrt. The results
strongly suggest the need for therépeutic interventions
with infertile patients, among whom infertile women are a
ngf;cularly vulnerable group. Variables found to
‘facilitate functioning include high quality support,
confiding and avoidant coping. These factors should

—

therefore be taken into consideration when formulating

treatment programs for this high-risk group.

<
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Psychometric Data on Original Measures

Emotional Adjustment Scale. The alpha level

obtained for the four items in this scale (0¢=.61)
suggests that these questions, whilé sharing some

A Y

commonality, are not strongly related. As a result, the

i 44
items were used both as a group and individually in
statistical analyses.

Health and Symptoms. ' The/ZZ;e health items were not

found to be homogeneous (D<=.52) and were thus examined
individually in further analyses.

General Support Inventory. The alpha level obtained

for this inventory was relatively high (D<= .78). 1In
addition, an item by item analysis found éxpected
correlations with the standardized measures of support

from friends and family described above (Table D-2).

Marital Adjustment Items. The alpha for the

et

marital group was relatively low =.53), indicating that

these items should be analyzed individually.

Sexuai Functionigg;' For the sexual questions, a
- L ¢ = .

moderate alpha was obtained (&= .60).° These items were
examined both as a group ahd individually in further

analyses..

§ Two items (#2 #9) were excluded. from the total
since they were found to reduce the overall alpha.
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Table B-1
Emotional Etatus Scores Ey Group:
Means and Séan@ard Deviatioqs
group ' Mean ‘ SD N
/ : - o
ces-b ,
Infertiles " 1.84 0.65 51
Controls 1.42 0.36 58 -

Emotional .Status?
Infertiles 2.15 .79 . 51,

Contrd®s | ©1.74 0.64™ - 58

1 The Centre for Epidemiological Studies - Depréssion
Scale (CES-D) is a mean score on 20 items. Means
obtained range from one (low depression) to four (high
deprgfsion). . ) i

w,
2 The Emotional Status Scale, derivad for this study, °
consists of four items evaluating mood (see Appendix A).
The means range from one (good adjustment) to six (poor
emotional adjug;ment).

.
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. poorer health.

Table B-2 \x L

Health! and Symptoms? by Group:

Means and Standard Deviations

4

éroup : ’ Mean ‘ : SD N
Curreht Health | -
' Infertiles ' 1.31 - 0.58 51 ,
- Controls - - 1:17 ¢ 0.38 58
Health in Past Month
Infertiles - 1.5 0.85 51
Controls , 1.81 0.98 58

Health in Past Year

Infertiles - 2.94 ' 0.65 . 58
Controls - 2.93 0.81 58
.Symptoms -
Infertiles ' 5.06 - . 10.04 51
Controls | _ 2.88 C1.49 58
~

-

*

/

!For edch health item, higher scores are associated with

2gymptoms refers to mgan number of physical symptoms
reported. Possible scores range from O to 24

-



Table B-3
o ) o
Self/Body Esteem by Group?
Means and Standard Deviations
Group °  Mean SD : N
Infertiles ' ' 1.99 . 0.52 50
Controls : 1.67 0.43 58

Note: Self/Body Esteem scores represent a mean of scores
on 12 items. Means range from one (high esteem)
to four (low esteem).



Table B-4

%

Marital Functioning by Group:

R

Means and Standard Deviations

o

Gr?up ' . . Méan ‘ Sb . N

Marital Intimacy! ., F \\
In%ert;lgs 2.19 1.00 51
Controls ‘1.90 / 0.91 58

Marital Happiness?

. Infertiles 3.05 1.83 44
Controls 2.33 1.18 58

: Marital Relationship? !
Infertileé A 1.86 . 1.04 ‘ (ﬁl
'\ Controls 1.59 0.75 “*‘~j58~_~

1Marital Intimacy refeis .to the Miller Social Intimacy
Scale, means of which range from one (high intimacy) to
nine (low intimacy)

2Mar:.tal Happiness and Marital Relationship are each

single items.
adjustment.
[ 4

Higher scores indicate poorer marital




Table B-S

Sexual Functioning! by Group:

Means and Standard Deviations -

“

Group Mean §D N
: Y
Sexual Frequency
‘Infertiles 3.10 1.22 51
Controls N 3.55 0.99 2?
Sexual Anxiety
Infertiles 2.20 1.22 51
Controls 1.69 0.82. 58
Response to Erotica
Infertf&es 2.49 1ﬁ14 51.
Contré;s 1.74 0.87

\

58

1The items 4in this table were among those taken from
Lafleur (1985) for the present study.
all items other than sexual fregquency indicate poorer

sexual adjustment.

.
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'f?: ~ Table B-6 AR A

-

'S

SexualmInteréCtion'Inventéry Scores bzﬁGrﬁGE?\\\

Means and ‘Standard Deviations

~

' Group

Mean ‘ N
Ffequepcy Sati;fa;tion A ' {
Infertiles .. 11.80° 6.77 49
Controis. ' 10.12 5.20 - 58
» Self—Acceptance" ;
Infertiles - 6.16 4.77 49
Controls 4.50 3.86 58
’.Mean Seggai Pieasure 7
Infertiles - - R 5.27 ° 0.70 40
Contiols 5.1& 0.52 458
’ Perceptuai Accuracy f 45
.  Infertiles , ¥ 13,83 7.01° 40
‘ -"Controls 8.40 5.07 - 58
; Mate Acceptance ‘
- Infertiles - e 10.55 8.52 l - 49
Controls, 8.22 5.66 58
thél'bisagregmenf '
Infertiles '89.25 36.88 40
_Controls  62.48 22.67. 58
!
i o ' SR L .:‘ ﬂ
N "  93



. . . - i ’
i L} . . . i ’
a A - + EY “ N
. :’l . ? w / 4 . .
N . ¥
+ v i
- T - ”
, .
. . . - \ . . .-
2 - «
. . . 4 . ,
. - . .
. .
- . A X
. ; . M «
- ’ - - N
.’n.) ’ -
»* ’
» \ .
‘ . d ’ .
. ’ - . \ . o,
N -
-
, .
.
. R .
.t I -
% . - . N
. 4 - [ v .
L ' :
> e ‘ . b = .
. . +
. . . '
,
, . ~ £ -
\
: N .
- N ‘ b ) Al
. ‘ »
K . . .
' o * N\ .
- L N " -
. . R | .
. .
“
. — o . - *
0 + -
i - at ] - .
) " . B N ' : L
» - * 4
AN ‘ .
e . .- t . -
N . . . N A
- . . N ‘e
. Appendix C : .
- »
.
4 ‘u v » 0
1 - . * v ] Q
. . ,
' . N Tables C-1 to C-9 d .-
. ;
. .
- . . . - ¢ ' = N
.
’ ' . - - . -
.
- v N .. ’ AN
. s » . * *
- M ’ B . - .
. * - - -
\ . . -
. ) . . \ . . .
o * ) . ¢ .
. . > . - v
3 N ) 1 .
v - 7 . a
- - N\
. . . . .
' ) ' [ . N ” Y
. N = N - . I ' N
N ! . e . X . . .. !
i N N 4 v 0N . .
N - - N ! ~
. . . - L ]
. 1 ' o . -
. . . f » - N ‘ .
2 . N . o -
. .

. . .
. N . . ’
, \ .o . . . ,
’ . . o~ r] [
C h . I . -
L . . . v - .
v . s E .
% . ‘ . . .
\ ' v .
- . )
‘ . M . . . » s
. , 4 - .
. . - ‘ ¢ . N - *
/ o T s ! . - . . .- | -
A .
3 * v +
4 . » - i
(] ' » i v
. - ' '
[
- ' L)
' \ - - 0 . - ,
- . . » ~ B - [l
. - . ~ » oL e
o " . -
. . . .t . ¥ . . . .-
. - a . - . . . v -
. . N
e . . , . A N 5
' R :
v P . . . .

. 1Y - N . . e - -
) e \ N - - 94 s 4 . ] . ’ ) [t
) - . : ' . N * - c o e N )

. [ - - » . PR .
¢ . - - 1 .
» . ., . . » . -
We W . B ~ \‘ , ? - . AY , .
.~ - * 0 M
- . . N N . -~ ' - . o
o ’ - e .t N s ) N ; , \ - ) -
L - » - - . - ’
N - ‘ - . 4 B B
- . ’ v . . +
. - N - . . ' . « 0 . - ¢
' - N IR - ' v IS N ~ , o
- t s . . . N N * - * .
. N " N '3 Al - -~ M Al N » ;. A o




V,Table C-1 : , o . ". .

z

“ Repeated Measures Analysis of Variance: .

.

‘ o _ Dépression (CES-D)
. . - ; 4 Py /

: C ‘ . o - -~ - i I. ' , ' 17 I
Source’ - daf, Mean Square, -~ /F
Group . 1 %37‘ 9.24%

.

Error S(G) . - - 47 ' 0.26

]

i Couple . - 1 Q.63 " .

-—
v

.6roup x Couple BT | . -2.42

Error CS(G) 0.7

. N ="49 -
oA' . Ay

- *.Q<.064
© T *% p<.0001
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Repeated Measures.Analysis of Variance: -
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. @motional Adjustment Scale . .
- -0 R . | -— a
s [3 o > X
. N . . “.. : ' " Ty \
Source . ,df Mean Square °© "F-
1 - v " i N o
° ’ ’ ~ ~ ) ..
b ’ - .- . ) . !
' Group 1 . - 1.63 2.94
*Error S(G) 47 ..~ 0.56 , . .
Couple i o 1 . J0.91 - 2.81
* . ’ s ., ’
. .Group 'x Couple v 1 7, 1.72 - 5.29%
., - . « ”~ ¢ .
Error CS(G) _° e . 47 ’ 0.32 - - " -,
' . ’ ! . . s, - . '
e ‘ . ' - - . ’
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]

. Repeated Measures Analysis of Variancecs

-

-

—— Feeling Saq,'DisbGUraged‘and'Hopeless in Lést‘Month

y " . )

“
' * L - ‘
» sdurce S ‘ df Mean Square F. ,

. Group ' -1 ; 9.74 7] 5.63*% ‘

R " Error 8(G) 47 .73 T

. “ Pl . ' ’
f N * .
+ N L] Al R s . A
. . . .
- Couple . 1 3,72 s 3.77%
. e b o
. N . . . 3
. - - v . . .
) ‘e . »
. . .
Group % Couple .. .. ., 1 : 3.21 3.26
v ) Y ‘ - [3 N
v ' 0 . ' ' 3 " .
: . » . .-, ’ Cp-
- A o . -
. Error Cs(g): - . .. © v .47, +0.99 .
I3 N v - . ~ - T . . \ . '
. .
- ‘ * . . N N ( .o
~ . . - 2
N . b
N . « . - ; .
T -, - ) —
8 ‘ , .
- N = 49 , —
.- \ — . .
- L]
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o \ N N N - .oy
R N
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) ‘ Table .C-4 3 G e '
- . 3 3 ! - o = L]
. Repeated Measures Analysis of Varliance: h
. ™ Self/Body Esteem ' ‘
. - . : [ )
. Source - df . Mean Square - F
. ‘. : N . . '
. ] i — . S ) *
’ . ~.Group . 1 ©1.56 6.87% —0. =~
< [ . o . " N ., ’ . -
“ Error S(G) 46 ©0.23. 4 .
z . s B
‘Couple 1 . 0.13% 0.71 v .
; * Group x Couple 1 . 0.08 0.37
. 2 . . - v
_ Error CS(G) -’46 0.21
. - . 4 P - o
" y. = 9 { . ’
' . % p<.o1l . - '
" " . - \
. \ L. ~ i i
; - RS T
N - ’ ‘ Y ) )
_a o v 4 ! \‘ .
) - i A a . ¢
S .t ' - 7 . !
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Table C-5 '/

Repeated'Mpasufeé Analysis of Variahce:

)

A

. ™ Marital Happiness _
Source T ? af-’ > Mean Square " F
. ! ) X
j ) —
Group 1 o 11.67 4.60%
. i
Error S(G) ‘ 43 2.54 (
b . . ' ’
' Couple . . 1 . 1.69 Aﬁé.zz
.Group x Couple 1 ’ 3.46 2.49
Error CS(G) - 43 | 1.39
. : !
,, : I
N = 45 - | :
* p<.04 ~
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\ Table C-6 ; .
AN . -
Repeated Measures Analysis of Variance:
-3
’ ' Perceptual Accuracy of Spouse's Preferences
Source df Mean Square F
AY
.~ Growp o 1 385.74 . 6.87%
Error S(G) 46 o 5'6.17 %
' Couple - 1 . 0.02 0.00
-Group x Couple 1 - " 197.28 | 16.57%%
Error CS(G) 46 11.91
% Y’;{v » - —-—
' E = 48 ' * : -
« .
p<.01 . .
A : 7 v
, @. %% p<.0001 | :
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Table C-7 ’ ' )
O ~ *
. hS Repeated Measures Analysis of Variance:
Ie . - [y B
Overall Sexual Disharmony/DisSsatisfaction
1 : | e
/ i - ~ -
Source _‘hdf . . Mean Square F
\ Group . ’ 1 - 110811.98 6.06%
> - ! : ' .‘ [ J
Error CS(G) . ~ 46 . 1782.19
. " - ”
- 1
% >
8 ' ) .
N = 48
. ° .
* p<.02 ‘.
A
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. , ) T ¢ -
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N * } 79
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Table C-8 v

Repeated Meésures Analysis 6f Vari’ance v.
SexualhAnxiety
Sour'ce daf Mean Square F
.f Ay
N
— Group~ 1 8.30 6.36%
"Error S(G) a7 1.31
© Couple 1 1.14 1.53
) Group x Couple 1 0.26 0.34
" .
/J s Errdr CsS(G) ' 47 0.74
r
v
N = 49 "\
* p<.02
\ \
\
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Table C-9 ) '
. . ) oo . 4
Repeated Measures Anafysis of Mariance:
Response to an Erotic Fiim ‘ .
‘, ‘ . & . , : ’ : "4
. . . -~ ;‘ - N
Source daf Mean Squdre , ~ ! F .
. ! , AN ‘ 1 ‘
_-I‘/\ v T rn
Group - 1 . 12,04 T 11.79%*
Error S(G) - . 47" 1.02
Couple C- 1 6.26 7.36% .-
T Group x Couple . 1 1.22 " 1.43 o T
L] ‘ B
Error CS(G) o '47 0.85
N =49 : o . M AR 2
* p<.01 - ‘
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N Table D-~la

Pearson Correletiqns"

T

M

Dependent Var;ablee with Predictor Variablee

“» -
t —

3

Ivs
DVs . - Gs1 ‘ PSS~FR PSS-FA qunf;ng Monitoring
. - T _ PR -
Adapt L42%%k 22 .7 .09 - -.30* .09
’ ' (50) (50) (50) 046) (46) -
" CES-D - . .48%%*  ,38%* ° . .18 .  <,13 .07
L . (51) (51) (51) . - (47) (47)

" . .EAS LB1%kk 3Rk 7 26K -.08 -.08
S (51) = .(51) .  (51) ° (47) - (47) -
Esteem . .23%  ..25%  ° .28% .03 - .03
N ’ ‘(50) *(50) ;= (80) (46) (46)

.- . Marital® .38** r 556** ’ .10 . ~.02 7. -.13
’ '9-: Happiness (44) .(44) 2 (44) (41) (41)
o Sexual -, 30% : -.12 ~-.13 "o .09 4 W22
Pleasure (49)- (49) .7 (49) (45) - (45) .
Séxual  .35%% 41%% -, 08 ° -12 ., ..02
Harmony (40) - -, (40) ) ‘ (40)' b \(3§L (36).
IR Ns ‘are reported in brackets
Note 1: All variables with the exception of Sexual -
L. : Pleasure Mean are rated such ‘that high scores
L ,~~‘represent poor- adjustment and low scores meen
e good adjugtment; -

’ Note 2; GIS = General’ Support Inventory o
‘ ‘ { PSS-FR'.= Parceived Sccial Support from Friends . -

T ‘ " PSS-FA = Perceived Social Support from Family

' . Adapt = $ingle. iiem ‘on adjustment to- Infertility

//// " ., . EAS-= Emotional Aﬂjustment Scale -

-

XBCL05 e p<.O1 O *A% pC.001 . . | %

, /105




P

-

Table D-1lb

Pearson Correlations.

-

& Dependent Variables with Pradictor Variables

4

K]

Ivs
Chances Desire Months
DVs , of Conceiving to Conceive\ Trying
Adapt ‘o8 L QO R *H -.05
: , (50) {50) (49)
CES-D - .19 L32%% - .10
‘ (51) (51) .. (50)
"© EAS . .17 . .06 .05
- + (51) ‘ (51) (50)
Esteem .29% - .03 » .16,
: (50) - (50) (49)
v e, * .
Marital e W 27% .06 " - .03
Happiness (44) (44) ‘ (43)5
.Sexual Pleasure -.35%% .01, -.18
o ‘ - -(49) (49) '(48)
Sexual Harmony/. & .32% .01 .19
AR € 1) (40) (39)

\

Ns are reported in brackets.

-

Note 1.. All variablies with the exception of Sexual
. » PleasuresMean are rated such that high scores
AT I represent poor adjustment and low scores mean
good adjustment. .
~ Note 2: 'Adapt ='Single item on adjustment to Infertility
oo EAS = Emotional Adjustment Scale
* E( 05 ‘ ' , - A
_p(.01: ' . )
: *** E< le :

i



Table D-2 -

°

~ e .
<4
’ ‘ D
.. N - .
.

Intercdrrelations of Predictor Variables

Variables 1 2. 3 , 4 '5 6 7 8
GSI \ J72%% ,26%¢ -.23 .15 .19 .15 -.21
(;) - (581) _(51) (47) (47) ("S1) (51) (50)
PSS-FR .14 -06 -.14 202 .03
2y . . - (51) (47) €47) (51) (51) (50)

o 4 f

PSS§-FA ~ -.00 .10 -.02 .02 -.,16

(3 . (50) (47) (51) (51) (50)
Blunting k ' .09 -.14 .30% .14
(4) (47) (47) (47) (48)
Monitoring - .07 .19 .07
(5) ©(47)°(47) (45)
.Chances d . .08 A7
(6) : : (51) (50)
Desire for Child | -.02 -/
(7) . . (50) -
Mohths Trying -

(8) ‘»- " K .', ' N )

*

Ns are reported in brackets. ! :

Note: GIS = General Support Inventory ' ’
PSS-FR = Perceived’ Social Support from Friends
PSS-FA = Perceived Social “Support . from Family -
Chances = Chances, of Conceiving . )

’

* p<.05 B | . S
*x 2(-001 . s K T ,
» , ~

i~
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.. Table D-3 *° ) . ‘” .
" . . Stepwise Multiple Regression Analysis: "
" ‘ Predictor Vari’ables and Infertility A&justment '
- " \ . ’ , 4 ' ' ; —
Predictor Variable S Beta T-Value
- : . ‘9
Criterién' Adjustment td Infertility ) '
. General Support Invegtory - .36 2.77%% ‘
Besire for Child .35 2 :66%* a
T '
'Multiple R =- .53 I ' Con . Ny
R Square % .28 . ) \ | ‘o
v ‘
,F(2 42) - 8.22, 2< 001 \
. —y ) »
~ . L '
: ‘:1\ - .v . 2
L *% S, 01 B
H ' N . '
K f ®
. ¢ s on “ . ¢ //
N ) v | - /
. _— A
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/ o Predictdf variables and Self/Body Esteém o

’ v . . B .‘ . ] . ) i
. : . - P . . 3
Predictor Variaplg . Beta T-Value . .
N N |
' ‘I\ . , ; . R bi:'.fr.'.
Criterion: Self/Body Esteem ' ]
T \ ! L . X
~ Pe*z‘ceiv\ed Family Support 34 2.44%% )
Chances of Conceiving - ' 29, 2.08%
: : A
e ° i N . N
Miitiple R = .43 . N C e
R 'Square = .19] 4 oo T . - -
) | . : .
F(2,42) = 4.B4, p<.01
o L Lo T :
- > l ! . - : at
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. Table E~-1-
- Ay
Cell Frequencies, Chi Sguare Analyses:
Structural Support by Group and by Gender
. * Low High
\
Group - . 8 F° ; % F %
Al \‘\
Infertile: 31 60.8 20 39.2
Control . . 21 . 36.2 37 63.8
. 2~ . ' . .
- X'(1) = 5.62; p<.02 .
" Low High
- ) -
v Gender F % F %
- Female - 26 . 44.1 .33 55.9
Ma\‘ﬁ\ o . 26 " 52.0 24 48.0
W . 2 ‘\': ’ e‘
' "X (1) = .40, n.s. ) ‘
1]
. Note: N = 109 .
aF = Frequency -
‘ Y
. - 111
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* ‘Table E-2

®

——

|

Cell Frequencies, Chi Square Analyses:

7
Functional Suppoxt by Group and by Gender
- &
Low : High
Grolp D LU T ° F %
. 3 . .'
Infertile 32 . 62.7 - . 19 37.0
Control 18 31.0 40 69.0
- M ’ ,// ': N " i ,“ -~\ ‘
2 g '
X (1) = 9.75, p<.002
. : £y
' ) - Low e High
@ / ) - »
Gender . F A %
Female 23, 39.0 . . 36 61.0
Male 22 44.0 ‘28 56.0
1 ’ .
. X(]')g ‘.11’ n.S. * ,
" 7
Note: N = 109 _ .-
aF A;Frequency ﬁ o . "
_— ) J ! i
% N A : 0
) / . -
T 112 s
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(f Table E-3 )
. . w

/.
/. ‘ , 7 -
. - Co Cell Freguencies, Chi Square Analyses:
:" \ ) .
/ Satisfaction with Support by Grqup and by Gender
[P .
| LO 5&; - Bigh ]
Group . Fe S T ‘ F $ i
o
) Infertile . 30  58.8 21 41.2
Control " 17 26.3 41 . 70.7
. N - ' *
L2 o )
X ¢1) = 8.47, .p<.004
» v S S
] . M . . . ~%,
Low : . High
Gender F Lo % : _F $
s - ‘ . )
Female { 23~ * 39.0 36 61.0
Male . 24 '48.0 © 260 . | 52.0
2 , “
X (1Y) = .57, n.é) |
L
i Note: N ‘= 109 - '
N . . 'Y 3
o F = Fz:equency ’
- ) N
- "\ '
t A
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¢ Items in bold were omitted for control s
French questionnaires are available upon regques
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e CONSENT FORM (Infertiles)

I agree to participate in the present study which is -
examinihg the process of coping with infertility. I
understand that my spouse and I will separately complete’

a battery of questionnaires (taking 60 to 90 minutes)

‘dealing with our social, emotional, marital and sexual

lives.

I understand that we are free to ask any questiorns
coficerning the project and to discontinue participation
at any time. Discontinuing will in no way affect our

" medical care. ’

It has also been made clear to me that "all

‘-infbrmation cited in the present study will remain

completely confidential, and that no individual data will
be cited in any future publications.

The researchers have suggested to us that .
participation in this study may stimulate interesting and
possibly useful discussions between my partner and
myself. It is understood that on completion of this
study, we are Welcome to inquire and receive informaticn
pertaining ‘to the overall resul%s of the study.

. \ ‘
Husband's namv : Date " “
Wife's name : - A Date

v ‘ ' .,

Experimenter - T

-

N

L
Wy
®
»
-~
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CONSENT FORM (Controls)

I' agree to participate in the present study which is
examining the processes of couple life. 1 understand
that my spouse and I will separately complete a battery
of questionnaires (taking 60 to 90 minutes) dealing with
our social, emotional, marital and sexual lives. ‘

I understand that we are free to ask any questions
concerning the project and to'discontinqp participation
at any time.

It has also been made clear to me that all
information cited in the present study will remain
completely confidential, and that no individual data will
be cited in any future publications.

The researchers have suggested to us that
participation in this study may stimulate interegting @nd
possibly useful discussions between my partner and
myself. It is understood that on completion of this
study, we are welcome to inquire and receive information
pertaining to sthé overall results of the study.

AY

- Husband's name ~ k&ate, -
Wife's name . ’ Date
. Experimenter ’
[ ]
%,
, .
' B
\ -
\ .
\ o
\, N,
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) msrnucw_mus BT
ot ) N ~.” —-”, "'}"\ - .c
* \ ‘ A -
1) Please complete these questidnnaires individually -
you and your partner should be in separate. rooms,

but can discuss the items after: their ‘completion,. |

3

2) On top of eachlquestionneire in your package, please
madke sure you have written .either Pmale“ (M) or .

"female" (F), as applicable. This is our only way . .

of identifying’ who did which’ set so-don't forget.
Please put gour age bn top vof the first : )
questionnafre only. Do ‘mot put your hname on any
questionnaires. .

v

;e
w

;s L A > )
3) Please answer all questions. If you are not sure pf '

¢ an answer, respond as best you can,’ Remémbera this - - .

. 1ls confidential, so please be honest ; . .-

o H . . -

'4) Your data afe wery impdrtant, tb‘this‘research project- -

- we have provided you with a self -addressed stamped
enyplope, so if applicable, please DON'T FORGET TO '
- MAIL THE PACKAGE BACKU' S ISR

N N -
¥ . . » . v
\ ~
- I

5), If you would like information ‘on the results of this .:

study, please contact the reseancher at tHe. number,c .

below. . \ . ’ . . - . . v e
y - Thank you for, yolr pa;tieipatioalj _ ‘I
' o Y o ' Lo L
- o - Vicki B. Veroff T seee L
: Concordia. University, Psychology -Dept.
848-7549 o . S
v-/l. ’ . : ) ¢ ‘ " ’
r‘ . » .
- - [ o "
» ) ’“' ’ . ’ i C (
: . 118 ; i
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Age
" ")~ .’ GENERAL INFORMATION QUESTIONNAIRE .

Personal Information -

o ' 1) How many years have you and your pre$ent partner been
- - married?. . Lo
-2) 'Es this your first or second marriage? ] - P
3) What is 'your occupation? (Please be specific) ' . -
. ‘ 4) Overall how satisfiedhare you with your work 1ife? - . ‘
. 0 - 1 ) 3 T4 ,

b very dissatisfied . ‘'very satisfied o -

5) How many years of education have you completed?
, 6) To-what.extent do you, observe/practise your religion?
o o (Mark onxscale beldw) .
¢ -0 ‘ 1 2 3 4
‘I ‘am not at all - i . I am very
el observant : ‘obgervant -

e

-~

i)

: . 7) Are .you still actively trying to conceiva? Yes/No
o ~ 8) Do you have any children living with you at this time?

' Yes/No, | . \\:h ) N —-
LY gj on the basis of'your medica 1nvesttgat16n, what are

‘ . = your chances .of conceiving? (Ciryle appropriate’ .

, . . ..., response) ' . ‘. R

ot . . Excellent Very Good Good Poor None

+10) What 'do you believe are your ‘chances of. conceiving?
(Circle appropriate response)

#
-
e

O, / ‘ Excellent Very Good Good Poor None

S, 11) What condition (if known) is responsible for your ’

: indbility to conceive’ thus. far? . - ?

12) Please raté on they following scale 'the degree to '
which you would like a'child. : , -

0 1 S22, 33 4
I do not want I ‘ .+ - I want a child
a hild at all , . <L - desperately
. 13) Please estimate’ for how long you and your partner
3 ‘ . have been trying to concgive. years months )
14) Have you completed it least one infertility - \

investigation? Yes/No,
15) How long has it been since you gompleted the last

test in your investigation? years____ months. ) <
' 16) Are you currently under medical care for i infertility?
) . YGS/NO ) . / \ @
’ a0 119
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17) -Are you currently suffering Erom -any other medical
condition? Yes/No
18) If you answered yes to #14, what is the condition?
19) Are you currently taking any. medication? Yes/No
"  If so, what is the medication? - .
.20) Have you had any major Illﬁesses in the last 5 years?
Yes/No ‘
: Indicate the illness(es) and how long you suffered.

Y M ra

g
3 . B f .

- . N

. - i

v

21) ‘1f you have .been or are currently Gnder psychiatric
care, please indicafe when, for how long, and (1if

e relevant) when terminated. y .

-~ o—"", o

Family Background , AT

12): Is your mother alive? °Yes/No L
13] Is your father alive? Yes/No - T
14) How many brothers and/or sisters do you have? )
15) How many of your brothers and/or sisters have

° .
————,
children? S .
A} A1 v
> . . . .- ) Lo
f . \
’ r
v v - ~ '
’ 4 Tow -
A -
” - —
7
[ A
[y \ [
' N ¢ Tm, - .
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v
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- GENERAL ADJUSTMENT Quzswxo AIRE (Infertiles only)

- 1) How would you rate the ov rall quality of your PRESENT

1tfe, ir comparison to BEFORE discovering your
. infertility? / .

much worse 0 "1 2 3 454',.5" 6 7 8 much better

3) Some patients like to ~know . everything about their .

A

now ‘ f' C L - - now

2)) How would you rate ‘your overall emotional adjustment g
T since discovering your infertility?

1)exce11ent T -2 )very good 3)good 4)adeguate
5 )poor R 6)very poor Y

. conditions. Others prefer to be given less
information. How much would you dike to know about
youtr own condition?

M

l)everything ;', ' L o

2)general,. without too muCh detail
3)the less 1 know, the better o 4 L
4)I" don t want to know S o - ,
4). Do you .ever f£ind articles or, books on infertility for
© you or your family to read7

1)never 2)occasiona11y 3)frequently 4)a1ways

5) When yOu ‘hear people talking about infertility, do you
tend to Join in' or move away from them?

1)a1ways join in. 2)usually join in 3)sometimes join in ,

4 )sometimes’ move away S)usually move away
6)always move away : )

6) ‘Have yoiu ever attended meetings of a group trying to.
. help people with' a Gondition similar to yours, (i.e.
infertility)? Yes/No .
7)) Do you ever discuss infertility with other couples %#ho
o cannot conceive? -~ .

’

-

never Co0 . i ‘2. '3 - 4475 6.7 -8 offen.
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CES-D/EMOTIONAL STATUS/HEALTH & WELL-BE;NG

DURING THE PAST MONTH, how often have you felt"this way?
- (1)rarely or .(2)some or a little’ (3)moderately,i
never of the time . occasionally.
* R '
({)most or all of ‘the time

-

1)I did not feel 1like eating:; hy appetite was poor.......
i ' _ 1 2 3 4

’2) I felt that I could -not shake off the blues, even with
help from my family and .friends...........1 2 3 4
3) I felt that I was Jjust as good as other people........

. 1 2 3 4
4y I had trouble keeping my kind on what I was doing.....
. 1 2 3 4
o 5) 1 £elt depressed....oqeeserceccnacas A | 3 4
6) I felt that everything 1 did was an effort...........
o ) » 1l 2 3 4
‘7) 1 felt hopeful about the future...........l 2 3 4
8) I thought .my life had been a ‘failure......1 2 3 4
8) I felt fearful....... P | 203 4 .
10) My sleep was restlesSS....c.creneevmeeaaeel 2%3 4
11) I was happy. ..............;‘..;,,........1 2 3 4
. 12) 1 talked less than usual......Z.......... 1 2 3 4
13) I felt lonely.ceceeeieeseseonsentoccnonans 1 2 3 4
14) I.enjoyed life....cceeesenrencnnnennns ...01 2 3 4
15) I had'crying SpellS..,ccccctcccceccees ..l 2 3 4
16) I felt sad.v.cceececene ceteessecniecsass..l 2 3 4
17) I felt that people disliked me...... c.s.1 2 3 4
18) I could not. get'going................0...1 2 3 4
19) People wereé’ unfriendly...................1 2 3 -4
20) I was bothered by things that don t usually bother me
1 2 3 4
s -~
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21) DURING THE PAST MONTH, have you felt so sad,
discouraged, hopelessg, or had so many problems that
you wondesed if anything was worthwhile?

1)extremely so;. I have 2)vary much so 3)quite a bit
Just about gf%en up

4)some; enough to " §)a little bit 6)not at all
bother me .

20) DURING THE PAST MONTH, how happy &and satisfied have
you been with your personal life?

l)extremely happy - 2)very happy 3)fairly happy

4)satisfied ' 5)somewhat 6)very.
; : dissatisfied ° dissatisfied

21) DURING THE PAST MONTH, have you had any reason to .
wonder if you were losing your mind or losing
control over the way you asct, talk, think, feel? ..

1)not at all - 2)only a little 3)some, but not enough
: - to be concerned :

4)some, and I "~ 5)some, and I 6)very much so, and -
have been am quite ' I am very L

concerned concerned concerned .

22) DURING THE PAST MONTH,' have you been bothered by any
illness, bodily disorder, pains or fears about your

health? L
- %,
1)all of the time 2)most of the time 3)a good bit of
. the time the time-
" 4)some of the time 5)a 1ittle of the 6)none of the .
A time ‘n_ time

/ 23) DURING THE PAST MONTH, have you Séen feeling
.emotionally stable and sure of yourself?

1)all of the "time 2)most of the time 3)a good bit of

the time
4)some of the time 5)a little of the . 6)none of thar
T time - time
L) \ . [ .
-
. ,
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24) what is your stage of health?
\ . 1) I feel well most of the time. '
‘ 2) I lack energy or only féel "up to par" some of
: the time.
3) I feel very 111 or "lousy" most of the time.
25) Which of the following bothered you in the past
year? Circle all that apply.

1) Flu or infections of the throat/lungs
2) Congésted or stuffy nose
3) Coughing, sore throat, hoarseness

4) Infections such as measles, mumps, hepatitis
5) High blood pressure (hypertension)
6) Frequent headaches - :
. 7) Indigestion or upset stomach ) \
8) Chronic constipagion
9) Chrenic or.recurring diarrhea
10) Hemorrhoids . -
11) Muscular aches and pains .
’ 12) Broken bones or sprains \ _/ \
13) Severe pain or numbness in bones, muscles, or
joints - . .
14) Lower-~back pain .
15) Allergies ) ’
16) Menstrual problems
. .17) Heart or chest pain
; . ‘L\18) Venereal disease or genital herpes
19) Dizzy spells .
20) Ringing or bUZZing in ears - K .

21) Trouble getting your breath
22) Had a disabling ﬁbcideQ:\

. 26) How did your health this past year compare with that
" of previous years?

1)Improved a great deal 2)Improved somewhat
3)stayed the same. 4)Worsened somewhat
5)Worsened a great deal - a

o ¥

»

N .
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28) During the past year, about how many days of work (or
' school) did you miss due to illnesg? - daya.
Y
29) During the past year, how many times did you 11 a
~ . physician for medical reasons, other than for
infertility? _____ times. -

'30) During the past year, how many days did you spend in

the hospital? - days. . .



* SELF/BODY ESTEEM QUESTIONNAIRE

1. I am pretty happy about the way I look.

(a)completely (b)partially (c)parfially. (d)completely
true , true untrue untrue

2. Most people have a nicer body than I do.

(a)completely (b)partially (c)partially (d)complétely
trueg, - true untrue : untrue

3. My weight makes meé unhappy.

”(é)completely (b)partially (c)partially (d)completely
true true untrue untrue

4. I 1ike what I see when i Yook in the mirror

(a)completely (b)paftiélly (c)partially (d)completely
true _true / untrue untrue
\

5. There are many things I wculd change about my 1ooks if
I could. y

(a)completely (b)partially (c)partially \d)completely
true B true untrue untrue

6. I am proud of my body. -

“(a)completely (b)partially ' (c)partially (d)completely
true . true untrue . untrue

L]

7. I often feel ashamed of how I look.

.(a)completely (b)partially (c)partially (d)completely
true A true ) untrue untrue

é, I think I have a good body.

(a)completely (b)partially (c)partially (d)completely
true true untrue ~ untrue

9. Members of the opposifé sex would enjoy looking at me. ~

(a)completely (b)partially (c)partially (d)completely
true true untrue untrue

. : : ) : .
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10. My ‘spouse likes my 1oo0ks.
4 . :
(a)completely (b)partially (c)partially (d)completely ]
e true untrue untrue /

*

N
”

11. I often worry about the way I look. . ~ >

(a)completely (b)partially . (c)partially (d)completely
true- true untrue o ~untrue

12. How do you feel presently about the way your body

looks? \
(a)very satisfied (d)rather dissatigfied . '
(b)quite satisfied (e)quite dissatisfied ‘

(c)rather satisfied (£)very dissatisfied

13. How important do you think being physically , .
attractive is? ‘ &

- N o e
(a)extremely (F@quite (c)a little (d)not at all

14. Do you feel infertility has changed your
attractiveness in any way?

(a)more attractive {b)no change (c)less attractive

14

\
k]
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- GENERAL(SUPPORT INVENTORY ’ Co ~
S’ 1) How many good friends (including relatives) wo®1id ’
you say you have? .
o .1 2 3 4 5 6 7 8 & more
SS 2) How satisfied gre you with your friends, in
gerferal?
1)very satisfied quite satisfied 3)rather satisfied
4)rather 5 )gquite ) 6)very
dissatisfied issatisfied - dissatisfied
7)n§ friends-
.S 3) How.man§‘friends have you seen or spoken to on the
+ telephone in the last two weeks? .
o~ ‘1 2 3 4 " s 6 7 8 & more
F,C 4) Have you been able to talk abqut your feelings and
problems with at least one friend during the last
} two weeks? Yes/No ' .
S 5) How many times in the last twd“weeks have you gone’
out socially with other people (for example, visited
s friends, gone ta._movies, bowling, church,
restaurants, invited friends to your home)?
BN v 1)more than three 2)three 3)twice 4)once 5)none
SS '6) Have you felt lonely and wished for more friends h
during the 1gst two weeks?
1)never 2)a few times - 3)about half the time
4)usda11y 5)most of the time
I“
‘b - " \ .
o ° ‘ 128 | e
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SS* 7) What support do you receive from others?

1)I have good relationships with others and receive
strong support from at least one family member
\) . and/or friend. >

\J/Z)The sypport I receive from family and/or friends is
limited. . .
3)The support I receive from family and/or friends
occcurs infrequently or only when absolutely
necessary.

8) Have the follow1ng persons made your adjustment to

infertility easier or mdre difficult? i
MUCH SOMEWHAT SOMEWHA MUCH
' ¢ ) EASIER EAS}ER EASIER ' HARDER

l1)Your friends........ 1
2)Your family......... 1
3)Your mate........... 1
4)Your own self....... 1

NNNN
L)
Wwwww
[

S 9) How many people do you have with whom you can talk
about youdr €eelings and problems? - .

1) None 2) 1 or 2 3) E'few 4) Many

F,C 10) With approximately how many. people do you
actually discuss your feelings and problems?

¥
1) None 2) lor 2 = 3) A few 4) Many

F 11) How much emo%;onal support do you‘and &our,spouse
,get from each other?

-

0 T 2 3 - g

We give each ’ We give each
. other a lot. other very

of support y : T ’ little support

+ 2 n )

™
%
y/\
- 129 Y



“w% +¢+ I get a lot

F' 12) How much emotional support do you feel your
‘ spouse gets from friends ®and family? (excluding

Yy yourself)
] 4 N
0 1 2 3 4
he/she gets a he/she .gets
lot of support ) very little
i & support

F 13) How much emotional support do you get from
friends and family? (excluding your 5pouse).

0 1 2 3 - 4
’ ; I get very

-  of support little support

s




. COPING INVENTORY -

1. vividly imagine, that you are afraid of the dentist

» and have to get some dental work donz/ Mhich of the
following would you do? Check all of the statements that
might apply to you.

I would ask the dentist exactly what he was going
to do.

.
v

“ . I would take a tranquilizer or have a drink before
" going. )
I'd want the dentist to tell me when 1 WQuld feel
pain.

I would try to sleep.

I would watch all the dentist's, movements and
listen for the sound of his drill. ‘

- I would watch the flow of water,from'myﬁpouth to
' see if it contained blood. ‘

> I would do mental puzzles in my mind.

2. vividly imagine that, due to a large drop in sales,
it is rumored that several people in your department at
work will be laid off. Your supervisor has turned in an
evaluation of your work for the past year. The decision
about lay-offs has been made and will be announced in
several days. Check off all the statements that might
'apply to you.

I would “talk to my fellow workers o“see if they
" knew anything about what the supervisor's
evaluation of me said.

I would review the 1list of duties for my present
" job and try to figure out if I had fulfilled
them all. ! .

I would go to the movies to take my mind off of
things.

o

4
]

‘I would try to rehember any arguments or
disagreemen}! might have had with the supervisor -
that would have\lowered his opinion of me.
? I would push all thoughts of being laid off out of”
my mind.

131
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I would tell my spouse that I'd rather not discuss‘

" my chances of being laid off'

I would try to think which employees in my
~ department the supervisor might have thought had
done the worst job.

I would continue doing my work as if nothing
special was happening.

.. 3. Vividly imagine that you are afraid of elevators,
but ride in them for convenience. One day you are riding
an. elevator, along with several other people, and it
stpps suddenly, leaving you trapped until 'help can
arrive. Check all of the statements that might apply to
you,

I would sit or stand by myself and have as many
daydreams and fantasies as I could.

I would talk to somecne beside me about what
might be wrong.

' I would exchange life stories with the people
around me.

e I would listen for sounds from outside the
elevator to find out what repairmen were planning.

I would try to doze as much as possible.

- I would think about how nice it's going to be
when I get home.

____ I'd make Sure I knew where the elevatcr trap:
door was.
4. Vividly imagine that a parent who is deanAto you is
having major surgery, and you are waiting outside the
operating room. Check all the statements that might
apply to you. . ' '

Iawould read magazines available in the waiting .
* room.

I would think about who to call and what
arrangements to make if my parent did not survive -
the operation.

I would ask every nurse or doctor walking by if
“they . had any infbrmation on my parent's condition.

132 .
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I would try to sleep as much as poesible{

I ‘'would make small talk with other people in the
“Toom.

I woulg think about things that could go wrong in
surgery. N

I would call a friend or relative from a phone
" booth nearby to take my mind of my parent's surgery

hN
I would think about how much my parent means to

me, and how terrible it would be if he or she passed
awvay.

¥
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PERCEIVED SOCIAL SUPPORT -~ FAMILY

The statements which follow ‘wefer to- feelings and
experiences which occur to most people at one time or .
another in their relationships with their families. . For
each statement-there are three, possible answers: Yes,
No, Don't: know. Please circle the answ‘r you choose for
gach item. ‘

F 1. My family gives me the moral support I need.

Yes No Don't know
F 2. -I get good ideas about ‘how to do things or make

things from my family.
)
¢ -,

°

Yes No ‘Don t know
Ss 3. Most other people are closer to their family ‘than
' )".. I am , £ ~

N

[ J
~ Yes No Don't know

4. When I confide in the members of my family who ar‘e
closest to me, I get the'idea that it makes them
”_upcomfortable. , . - :

Yes No Don't'kqow' .

5, My, £am11y enjoys hearing about what I think.
. Yes :%b Don't know “

6. Members of my family share -many of1my iﬁterests.

Yes No Don't know g s

7. Certain members ofLmy family come to me when they

have problems or need advice.
)

. Yes No Don't know

b
v

F 8. I'tely on my family for emotional support.

Yes No' Don't know

F 9. There is:a member of my family I could go to i{f I -

" were just feeling down, without-feeling funny about
it later. . .

‘Yes No ‘Don't know

LY
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’

‘ss 11

#

My family and I are very open about what we think
about things. ,

‘Yes Na Don't know .
, .
. My !Emily is sensitive to my personal naeds.*
. % [

Yes No Don't know

4

12. Members of my. family come to me for emotiomal

support.
Yes . No Don't know

F 13. Members of my family are good at helping me solve

problems.

Yes . No Don't know i/

'S 14. I have a deep sharing relationship with a number

‘ of ‘members of my family.-

Yes . No Don't know

' 15. Members of my family get good ideas about how to

F,C1

17.

do things or make things from me.

- ‘Yes No DPon't know ¢
6. When I confide in members of my family, it makes
me feel. uncomfortable.

, Yes No Don't know

Membérs of my' family seek me out for
,companion§hip.
Yes No , Don't know
I think that my family feels that I'm good at

‘18.

&
Ss 189.

Ss 20.

~helping them solve problems.

®

Yes No Don't know

»

I don't have a relationship with a member of my
family that is as close as' other people' s
relationships with family members.

Yes No Don't know
' LY

I wish my family were,mucﬁkdifferent.

Yes No Don't know

135
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PERCEIVED SOCIAL SUPPORT - FRIENDS

The statements which follow refer to feelings and
experiences which bccuxy to most people at one time or
another in their relatlonships with friends. For each
statement thére are three pogsible answers: Yes, No,
Don't know. 6 Please circle the answer you choose for each
item. '

*
Y

1. My friends give me the moral support I need. ,
Yes No Dén't know

SS 2. Most other peopie are closer to their friends than
I am. ) . “

* Yes No Don't know

-

3. My friends enjoy hearing about what I think.
Yes No Don't know

4. Certain friends come to me wheh they have problems
or need advice. e ,

o

Yes No Don't know

. . .
F 5.x I rely on my friends for emotional support.
/ °

o

Yes - No Don't know

6. If I felt that one or more of my friends were
upset with me, I'd just keep.it to myself.

Yes No Don't know

7. I feel that I'm on the fringe in my circle of 1
friends.’

[

C .

Yes No Don't know"

F 8. There is a friend I could go to if. I were just -
feeling down, without fébling funny about it later

on. ) -

-

Yes No- Don't know : u

9. My friends and I are very opan about what we think
. about things.

'. Yeé No Don't know
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SS 10. My friends are sensitive to my pérsonél needs.

'Y

! JYJS No Don't know v
11. My friends come to me for emotional support.
Yes No- -Dén't‘know ' |
F 12. My friends are good at helping me solve problémsr

Yes No Don't know

. -~
S 13. I have a deep sharing relationship,with a number
of friends. ..
W ‘ Yes No Don't know

& -

14. My friends get good ideas about how to do things'
or make things from me.

¥ %
Yes No Don't know

F,C 15. When I confide in friends, it makes- me feel
" uncomfortable. . v

Yes No Don't know

16. My friends seek me out for companionship. I

Yes No Don't know .

3

17. I think that my friends feel that I'm géod at |
helping them solve problems.

Yes Np Don't know T

w

SS 18.”"f don't have a-relationship with a friend that is‘ )
as intimate as other people’s relationships with
friends.

Yes ° No Don't know RN

»

F 19. I've recently gotten 'a good idea about how to do
something from a friend.

Yés No Don't know
SS 20. I wish my friends were much different.

Yes No. Don't know : ' '
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MARITAL ADJUSTMENT/SEXUAL-FUNCTIONING

LN

1) Please circle the number below which best déscribes
the degree of happiness in your marriage.
middle point ("happy"). represents the degree of.

happiness which most péople experience. .

The

The scale

ranges from those feéew who experience extreme joy to
those few who are very unhappy in their marriage.

very 17 2 - 3 4 5 6
unhappy ' happy

5

"~ 7 perfectly

happy

e 2) How would you describe your relationship with your’

mate?

1l)my .closest ffiend

4)mainly arguments

-and confidant and unpleasantness

2)we each do our job,
but we get along well

3)there are many
arguments, but
also many shared
pleasures '

5)we see as little
of each other as

possible

3) Since discovering your infertility, has the degree of

happiness in your marriage changed? -

l1)decreased 2)decreased .
a lot . a little
4)increased N 5)increased
a little a lot

-

3)remained
the same

4) Do you feel you can talk freely to yoﬂr mate about
your feelings, concerns and/or problems related to

infertility?
- 1)certainly - at any time
2)yes - but at the right time

N 3)sometimes vyes, sometimes no

T = C . 138

5)not reaily

6)not at all

-
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5) What is the approximate frequency bf your, sexual
reiation§ at present? X N

l)once/diy 2)3-4/week ‘3)twice/week 4)once/week
5)once/2 wéeks 6)once/month 7)< once/month 8)never

6) Has there been any period of time within the last two
years during which you did not have sexual relations
with your mate? Yes/No -

N
7

7) 1f you answered yes to #6 was the absence of
lovemaking related to your infertility?

l)not at all 2)not sure 3)in some way . 4)very much

8) When you think of having sexual relations, how anxious
do you feel?

1)very  2)moderately  3)a little  4)not at all
anxious 'anxious anxious anxious °

9) How offen do you see your mate completely uridressed?
»
1)never 2)sometimes 3)often '4)very often J

10) How often does your mate see you completely
undressed? . L -

1l)never '2)somefimes 3)often 4)very often »

11) Since discov ing your inability to conceive, has
there been y change in the following behaviours?

) | ) DECREASE SAME INCREASE -

1)in your mate's sexual drive.... 1 2 3 '

2)in your oﬁn sexual drive....... 1 2 3

3)in the frequency of - your sexual .
r’elations...-'.....--.....,..... 1 . v 2 3
’ . .
4)in your degree of satisfaction with your

sexual relations?....1f..;...... 1 2 3 \
N : . i . s

~

12) How would you feel about watching an erotic film?

¢ 0 N 1 N 2 3- 04
very turned on ~ very turned off
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MILLER SOCIAL INTIMACY SCALE
Y )
Please answer the following questions about your spouse.
Read each rating scale carefully before circling the
appropriate response.

1. When- you have leisure time, how often do you choose
to spend it with %our spouse?

-

1 2 3 4 5 6. 7 8 - 9 10
very rarely sometines almost always

2. How often do you keep very personal information to
yourself and do not share it with your spouse?

°

1 2 3’ 4 5 6 7 8 9 10
very rarely sometimes almost always

n

3. How\often do you show him or her affection?

12 3 4 5 6 7 8 9 10
very rarely . sometimes, almost always
4. How often do you confide very personal information to

him/her? .

1. 2, 3 4 5 6 7 8 9 10
very rarely ’gometimes ' almost always
5. How often are you able to understand -his/her

feelings?

1 2 3 4 5 ) 7 8 9 10
very rarely sometimes 4 ' almost always

6. How often do you feel close to. your spouse? °

A}

T 2 3 4 s 6 7 -8 9 10

~very rarely sometimes almost always

7% How muéh do you like to spend time alone with your
spouse? v
- \‘ .
1 2 3 4 5 .6 7 . 8 9 10
not much a little "a-great deal
8.. How much do you ‘feel like being encouraging &nd
_ supportive to your mate when he/she is unhappy?

1 2 ° 3 - 4 _ 5 6 .7 8 .9 10
not much a little a great deal"
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9. How.close do you feel to him/her most of the time?

1 2 3 4 5 6 7 8 9 10
not much a 1ittle a great deal

\
10. How important is it to ‘you to 1isten to his/her very

, bersonal disclosures?

1 2 3 4 5 6 7 8 9 {ﬁo
not much ’ a little A a great daal.

11. ng satisfying is wyour relationship with your spouae?

1l 2 3 - 4 5 6 7 ¢ 8 v 9 10
‘not much a little- a great deal

12. How aerctionaté do you feel toward your spouse? !

1 2. 3 4 5 6 . 7 8 9 10

not much a little a great deal

13. How important is it to you that he/she understands
your feelings? (\

1 2 3 4 5 . 6 7 8 9 10

not much { a little ; a’ great deal

14. How much damage is caused by~ a typical disagreement
in your relationship with your spouse?
1 . 2 3 4 5 6 7- s 9 10
not -much - a little . a great deal

15. How important is it to you that your.spouse be
encouraging and supportive to you when you are

unhappy? ' /ﬁ
1 2 3 4 5 6 7 8 9 10
not much . a little a great deal

16. How important is it to you that he/she show you
affection? ~. .

1° 2 3 4 "5 6 7 8 9 10
not much a 1itt1e a great deal.
17. How important is your re}ationship with your spouse

in your 1ife?

1 2 3 4 5 6 7 8 9 10
ndot much ‘a little a great deal

\
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. sexual relationship. ¢

SEXUAL INTERACTION INVENTORY

This booklet describes a number of seéexual
activities. For example, "The male and female kissing
for one minute continuously". For each sexual activity,
you will be asked to answer the same six questions.
Answer the questions by circling the appropriate
response. .

In answering each question, read the description of
the sexual behavior, then answer each question as it
currently applies to you. Please be sure to answer every
question even if you have never experienced some of the
activities. Do not leave any blanks and do not mark more
than one answer to any ques€idn. If you have not
experienced some- of the activities, try to imagine how
you would feel if you were to perform tlg.s activityat
the present time-.

. The first question on each page asks whether or not
the particular activity usually occurs when you and your
spouse engage in sexual activity. You are asked to
specify whether this particular activity is "always"
"usually", "fairly often", "occasionally", "rarely" or
"never" part of your'sexual activity. We ‘are not asking
whether it occurs once a day or once a week or once a
month, but rather how regularly this particular actlvity
forms part of your sexual relationship.

~— The second question on each page asks .how pleasgnt
or. unpleasant this activity is for you at the present.
time. 1I1f’you have never experienced this activity or are
not experiencing it now, please try to imagine how
pleasant or how you would find it to be if you did engage
in the activity today. . 3

The third guestion on each page asks how pPleasant

. you would like this activity to be for you at this time.

.The fourth question on each page simply asks how
regularly you would like this activity to be part of your

T

The fifth question on each page asks you to estimate
how pleasant your spouse finds the particular activity.

The last question on each page asks you how much you

" would like ygur spouse to enjoy the particular activity

at this timel )
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' Please complete this quéstionnaire without discuss-
ing any of the items with your spouse. When you have
finished filling out the form, you may, if you wish,
discuss the questions. In order for uj;:o obtain’' valid
information, it is crucial for you to wer every
question honestly and without discussing the questions
with your parther.

*Note: e following page is an example of the SII
format. Each page is identical except for the title
of the sexual activity.
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MALE CARESSING FEMALE'S BREASTS‘WITH-HANDS

N\
s

When you and your mate engage in sexual behaviour does »
this particular activity usually occur? s How often would

you like this activity to occur?

("Sexual behaviour"

refers to any type of physical contact which is intended Y
to be sexual by either you or your mate. )

1. Currently occurs:

"1)Never
' 2)Rarely (10% of time)

3)0ccasionally (25% of time)

-4 )Fairly often (50% of time)

5)Usually (75% of time)
6 )Always

1

‘4. I would like it:to occur:

1 )Never

2)Rarely (10% of time)
3)Occasionally (25% time)
4)Fairly often (50% .time)
5\Usually (75% of time)

6 )Alvways _

)

How pleasant ‘do yoﬁ currentiy find this activity to bez
How pleasant do.you think your mate finds this activity.

tobe? R -
2. 1 find this activity: °

1 )Extremely unpleasant
'2)Moderately unpleasant
"3)Slightly unpleasant

*  4)Slightly pleasant
.5 )Moderately pleasant

6)Extrémely pleasant,

{

for you, and your mate?)

3. I would like to find
.this activity: . \ -

1)Extremely unpleasant

2 )Moderately unpleasant -

3)Slightly unpleasant

4)sSlightly pleasant

5)Moderately pleasant

6 )Extremely pleasant

respond?

i

5. I think my mate finds it:

1 )Extremely unpleasant
2)Moderately unpleasant _
3)Slightly unpleasant’ ¢
4)Slightly pleasant : )

5 )Moderately pleasant -
6)Extremely pIeasantxn .

-"How wouid you like to respond to this activity? How . -
- would you like your mate to
how pleasant do you think thig activity ideally should be

(In other words,

!

5 -
~
* - e

. 6. Iawould like my mate to

find this’activity:

. l)Extremely unpleasant\

2 )Moderately unpleasant .
3)Siightly unpleisant, . ,

' 4)S1ightly pleasagt . . °

5)Moderately pPleasant®
6)Extremely pleasant i “a






