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ABSTRACT
~ .‘ 3
THE SOCIOLOGICAL ROLE OF AN
, INFERTILITY CENTRE IN PROMOTING
' PRE-TREATMENT CONCEPTION

- . ~ KATHRYN MARIA TAYLOR

» R ¥
‘ K study is made of the Royal Victoria Hospital Infertility Clinic’

to show the non—medical aspects of their pre-treatment conception rate.
; ‘ ) . ©y

Two social factors, "effective communication" angl' "positive

',docto‘r-patient relations/tlips" are identified and postulated as affecting

’

. . ! i3
.the success rate at the Clinic. The treatment of infertility, in both

The design of the experiment
!
is outlined. Findings reveal a pre-treatment success rate-at least (3)

three times higher than the control group or cemparative data.

. Implicat‘ions of these findings are iscussed' as well as hypotheses

amenable to future testing. The conclusion is drawn that "effective

wcommunication” and "positive doctor-patient relationships” may effect

>

the'high pre—treatment conception rate found at the Clinic.
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INTRODUCTION ,

*t .
This study underlines the possible influetice of social:factors in

.purely medical sj—.tua.tions’ﬁ.,‘stu'dies in medical sociology have often
argued for the role of social factors when examin'ing asp‘ecté of
diagnosis, treatment and cure of disease.
Although infertility is an individual problem (i.e. not ; problem
of sdcial groups), the solution may be affected by a group situaéion
such as the infertility clinic. The literature on infertility as
treated by infertility clinics, reveals many accounts of "successes” or
pregnancies occurring at clinics, for which no medical explana;ion could
be found.
The specific data thatv" piques our curiosity is presented in itsJ :
original form: . |

1) Stone and Ward (1956) — 32.2% pregnant of 500 cases within 3 months
Page 7

"As “part of our program, each couple is asked to attend an

orientation lecture at ch a physician explains to the patient the
anatomic and physiologic fac? in fertility, the various

conditions that may lead to infertility and the tests which may be
required to determine the cause in individual cases. We feel
strongly that better acceptance of the situation by the couple, the
realization that their particular problem is not unique, the . A

/ relaxation which followed the transference of their burdem to people

., presumably skilled in coping with such situations, and the release
of fear, and tension, were of prime importance in leading to '

successful results. For the present at least, we can explain these
conceptions on no other basis. .

2) Southam and Buxton (1957) - 25% of 1,437 cases within 3 months
Page 25

“Twenty—five percant (of pregnancies) occured within 3 months of

first interview xégardless of duration of sterility. This high rate
of pregnancy unrelated to treatment must be taken into consideration
\\ when ewvaluating results for treatment for sterility.”

[Py

* ! o PR ot - VN et
b L imaledn. M o0%en M

s e e s a2 5

o

R I e



-

- o ‘ AT A
k Eg@,@;h ,_.,_ 5T IR

[
‘ b 3.

3) Rocker (1965) - 24,4% of 495 cases withﬁ% months
Page 531 Ke

"It must be recalled that by definition, the period of follow~up R
comnenced from the date of first attendance at the Infertility
Clinic... One quarter of the estimated rate is 12 and 1s therefore
the figure for comparison with the achieved birth figure of 42...

It would appear that attendance at the clinic resulted in marked
shottening of the time to conception. In fact, during the 3 month
period under consideration, a rate occurred four times what could
expected.”

4) Arronet (1969) - 227 of 484 cases within 3 months
Page 147 1

"The distribution of 'times to conception' shown can be explained by
the assumption that the patients who conceived within six months did
so as a result of investigation, while those conceiving within the
9-12 month period did so as a result of more radical treatment that
required more time to initiate and more time to become effective...
That treatment is effective in some of infertility is not in doubt,,
and all can remember spectacular occgsions when patients are
successful immediately after medical intervention. However, it must
be the belief of those interested in the clinical management of
infertility that other patients conceive as an indirect result of
investigation and that the relatively large number of cases who !
conceived after investigation, but without treatment, had been™ >
benefitted.... The nonspecific benefits of investigation and
instruction are more difficult to asess.”

These studies represent over 2,000 cases. These unexplained cases
of conception were mentioned but never adequately examined. All
patients had attended the basic investigation o‘f their i-nfertility
centre, had t;een trying to concelve for at least 12 months, and as a
group, had an abnormally high success rate. The success rate was due to
neither surgical or pharmécological intervention. These studies suggest
an abnormaliy high conception rate before actual medical treatment.
lThis then suggests that non-medical factors may be involvéd. We will
conduct an éxperiment to determine 1f this abnormally high conception

rate exists at the Royal Victoria Hospital Infertility Centre.! On the

i

I The Royal Victoria Hospital is a teaching Hospital of MeGill
University, Montreal, Quebec, Canada
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basis of the result, we will speculate on the non-medical factors whit-:h
night be respopsibl'e for such a high pregnancy rate.

We propose that lthe Clir.11c supplies an at:mo.sphere of effective
communication between its patients and its docto{rs, and the
doctor—patient relationship formed at the Clinic may be positive and
reinforcing. We will define and ar;alyse the‘ role of the doctor-patient

)
relationship in other med.%l settings. We will examine the results of-
the c"ommunication system within other wedical frame;zorks. analysis of

infertility as both a medical and social phenomenon will follow. One

hundred cases of infertility taken from Clinic files will be maﬂhed for

- -

specified demographic varia%les with a control group of one hundred
;J.omen. Should an abnormally high pregnancy. ratelbefore treatment occur,
we will discuss tH€ possible influence of the hypothesized factors. We
will conclude by Sff;aring speculations on additional non-medical
influences’ in promoting pregnancy: It is beyond the scope of this study
to actually test the effect of these two factors 4t the Clinic or to
prove that they exist exclusively at the Clinicg.

The 'Cl}nic may provide an effective communication system and a
positive doctor—patient relationship system, both providing the "normal”
infertile couple with an atmosphere most conducive to encc?uraging
cc}nception. These systems may not be provided to the couple under any
other social setting. Therefore the Clinic may play a valuable role in
inducing conception even though this role\}ay be non—medical.

The Clinic will serve as an example of)he role of non—medical
(sociological) variables in a medicgl situation. The Clinic is a focal

point about which other social\{r‘césses are set into motion. The
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“

processes are not unique to infertiliCy as_a medical area. All

institutions, medical and-otﬁerwisé,”are founded %Pon and operate ’
VT B J

.through a network of interpersonal re%a;ions. It is to be expected,

’
\

.then, that social factars will affect their participants, regardless of

’ v

specific-contents. to that extent, this study is directly relevant to

-

the study of a broad range of client—éenée@ed institutions.
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LITERATURE REVIEW . /

A Egview of the literature on the non-medical aspects of medical
care reveals two recurring themes, First, doctor-patient relationships
have a direct effect on the quality and quantity of medical care given

to patients. Second, the care is unequallyAreceivedg depending on ’//

effectiveness of the communication network.

' The first section in this chapter deals with the doctor;patientl‘
o Rre]

relationship as a specialized, specific example of'role~béhavior. To . s
introduce the relevance of the doctor-patient relationshipat the -
Clinic, we will first examlne this relationship in other ‘medical/social

3

settings. = We assume a structural-functionalist approach to this social
interQ/ ion. People assuming the role of doctor interact significantly
‘and consistently with people assuming, the role-of patient within thé

. soclal setting of the Clinic. Other stuydies done of this relationship -

rovide ﬁoésible parameters of the specific relatiornghip at the Clinic. /
P! C > P K -

A

‘Our second section in the Literature ‘Review dealg with the role of
efféctive communication within a medical céqtext. The role of ' . : ;
communiéation has always been sf inéerest to sociologists since it ’ ;
is so critical to theé comprehension of sociai relationships.

Communication takes several forms: verbal or non-verb;l, formal or

informal, constant or intermittant, éffective or non~effective, etc.

The success or failure of a communication system will reveal much about’ ¢

M - A
H

- 0 : :

-



o ‘ 8.
its participants. Both an effective and an ineffective communication
network within medicgl/sociaL settings are examined. A greater
understanding of .the possifle effects of a communication system on the l
patient will-hopefully result.

"Effective communication” and “"positive ddctor-patient

relationship” are two concepts frequently'used in the literature related

to medical sociology. They each refer to descriptions of interaction

within medicing. They are concepts which may describe different partsN

.

of an interactioni or may describe the same interaction differently.

- . .

The concepts are not mutually exclusive and each may, (and usually do),

exist as a sub-section of the ;%her. A further and more complete

“descriptiqn of each concept can be found at the end of each sectfon of

the ‘Literature Review.

1

Doctor-Patient Relationship

T
A review of the literature shows the necessity of examining many
incongruous aspects of the complex doctor-patient relationship when '

analysing a clinic's non—medical influence on its success rate. The

role model of the doctor and its possible effect on the quality of P

medical care offered to the patient is examined in the first section. A

variety of views on the doctor—-patient relationship are covered.

Whatever ng opposing views on its influence, the literature shows that

it should Pe at least considered in an§ stpdy of a clinic. The length
L . .

of ¥ime in practice, clinical preference, personality of the doctor,

.

_~-attitudes of doctors to patients, have all been shown to have influenced

e . v
.

resultant patient care in other medical studies. Each aspect with its

L4
i

particular impact on the doctor—patient relationship at the Clinic has

to be examined.
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Proposed therapeutic aspects of a doctor-patient relationship are
then reviewed. Other studies examine the doctor's "power” over his
patients and the delicate role hi§ "motivation” can play in the récovery

of his patient. The role of a doctor as an intimate link to the

patient's decision to seek medical care is shown in many studies.
. »

Special and specific qualities of this relationship are examined, and
N

- the geﬁeral conclusion is drawn that the doctor-patient relationship may

reveal as much about "success” rates in certain diseases, as any other

single medical factor. hough doctor-patient r%;ationsﬁips may

’I

occasionally create probl é as well as solve them, the literature seems
overwhelmingly in favour of the positive effects of the relationship.
Our literature review acknowledges the-prsblems involved in measuring
any doctor-patient relationship. The small number of studies which
specifically implicate the role of the doctor-patient relationship in

infertility are then discussed. Q’

Physicians Role Model$ .

Certain norms concerning the roles of the physician‘and the patient
have been: described by socigiogists (Reader, Pratt and Mudd, 1957). The
physician is expected to treat all patients according to scientific and
medical standards regardless of personal feelings toward the patient:

He is expected to be an expert in all aspects of health and disease,
whether directly related to his particulﬁr field or not. He 1is supposed
to remain emotionally detached from his patient, and at the same time
place his patient's welf¥ire above his own concerns. The patient is
expected to co&éerate with the physician to get well. ‘The physician
becomes an agent of social control, validating the complaints of the
patient (Parsons, 1951). This basic model of the\(slationship has been

-
elaborated and discussed by medical sociologists since the 1950's.

-

1
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Unfortunately little empirical research has aggeared to validate the ,
degree to which physiclans and patients actually adhere to these norms
either in their attitudes or beha%ior. Observations of patients and
physicians have suggested that the physician is caught in the dilemma -of
showing concern for the patient while maintaining encugh emotional
detachment for proper treatment (Fox, 1959). Emotional overinvolvement
with a patient may result in impairment of the physician's ability to
make decisions and the neglect of his other patients. Detachment may
result in the physician's failure to listen to the patient and

o
adequately communicate information essenfial to the patient's health.

Specific Views of the Doctor-Patient Relationship

Hollingshead & Redlich's (1953) study of a New England suburban
population was one of the’first studies to examine the effects of the
doctor— patient relations;%hp With respect to mental illness they found
that willingness to atfend a psychiatrist was related to social class.
The lower the social c¢lass, the less willing was the group as a yhole to
seek psychiatric advice. The highest social class groups also tended to

\

regard the psycﬁiatrist as socilally equal or inferior to themselves.

" Lower social class people preferred the psychiatrist to play a more

authoritarian role in relation to them. Davis (1968) added that
increasing amounts of geographical mobility may also play a role in the
changing doctor-patient relationship. Most studies investigating the

nature of this relationshjﬁc have, unfortunatelx been restricted to

circumstances where the patients have Been psychiatrically 111 (Hinkle,

1964)., Lasagna (1969), in his analysis of the placebo effect of such
factors as age, education, attitude to doctors, etc., found these
factors were all at times demonstratably measurable and significant.

— ~
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Lowinger (1968), demonstrated a relationship between such
characteristics as patient's diagnosis, age, sex, marital status, class,
race and religion and qualities such as "patient/therapist similarity”,
"patient agression” as described by the doctor. Such factors were found
to influence the frequency of follow—up. Carkheiff (1967) using a latin
square design, found both sosspl class and r:Le to be significant
factors influencing thé extent of exploration in early‘intsrviews which
was subsequently highly correlated with measures of constructive patient
change. Pennington (1972) has demonstrated that the length of time in
practice was related to professional orientation and in turn to amounts
of time spent with each patiegt. Walton and Hope (1967) gound that the
doctor-patient relationship was ;ot influenced by the physical.
envi}onment of tgé‘consultation, although other attitudes were.

Some work has been concerned with examination of the personality of
doctors. There is vast litera?hre on how doctors see themselves
professionally, and what they consider to be desirable. Wilmer (1968)
has demonstrated that different patients elicf% different responses from
the same doctor in terms of his being directive and this has been
discussed clini% 1ly in depth by Balint (1967). Truax et al (1966) have
identified three“main factors of “"accurate empathy”, "non-possessive
lwarmth" and "genuineness” as important in relation to the outcome of

. psychotherapy. These are factors reminibcent of Branch's (1969) concept
of "detached concern”. Boh (1967) has emphasiz;d the importance for
good outcome of "similar value systems"” between patient and doctor,

[P
embodying the factors of "mutual attraction” and "influence". In

1958 Kudashin reported on a study concerned with examining the

relationship of patient's reported outcomes of treatments and their

alike dac
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measured attitudes towards doctors. A reliable measure of such

attitudes was formed and a close relad‘bnship between favgrable‘

attitudes expressed towards doctors and favorable outcome of d}ug ‘

treatment was -found.

Thg "doctor-patient” relationship, has been shoI to have a
generally strong effeét on tﬁe outcome of patient c;re. In this section
many factors afe disqysséd that may influence the doctor's contribution

A\
to the “doctor-patient” relationship.

Therepeutic Aspects of the Doctor—Patient Relationships

The nature of the doctor-patient relationship appears to be a
pomplex function of cultural, social and personality factors. Menkg
(1968) has recently restated éhe view that professionél status is based
upon specific medical skills and that within this‘fontext alone the
physician is granted unidue power and prestige. This formal medical
view proposes that, in return, the public demands exemplary behavior and
expects to see clear indicatioms of chevwis&om of its choige. The
doctor-patient relationship has always contained potentially powerful -
forces over and above th;se dictated by the doctor's spgcial ggdical
skills and actual professional standards. Within the highly socialised
medical system of the USSR, emphasis has recently been placed on the‘
therapeutic importance of unhampered personal contact between the doctor
and the individual patient (Ziferstein, 1966). )

Concurrently the social parameters of disease are being mapped out
more clearly than ever before and the .doctor finds himself contronted
with information which no longer fiés his role-image. On'the one hand

the doctor is told that the bulk of formal disease still exists in a

general population who do not attend, and may actively avoild doctors
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(Mechanic, 1961). At the same time the doctor is becoming aware of a

'psychobiological adaptational approach. Psychic and behavioral . 

~

\
responses become related in shaping all aspeéts of body behay}or w{thin
broad genetic limits. This model bfings‘witﬁ ;t the optimistic 7
proposition that disease processes ma& become modifiable or preventabie,.
if the individual's total adaptation and pattern of reiationships in .
life can be appropriately modified (Aldous, 1964). ’
Another‘area in which the ﬁoptor is inescapdbly involved is with
death. if his fight against it sometimes has more personal roots than
he recognises, influencing his ability to help the dying at a peréoAal
level, (Balint, 1967), at least it epitomises his involvement with .Lhe

individual. The medical profession seems to agree that qualities such

as integrity (Howile, 1969), absence of undue .paternalism (Branch, 1969),

sympathy (Wilmer, 1968), interest in the patient (Wilson, 1961),
frankness, kindness, and pity (Steiger, 1969), are -important. Doctors

are traditionally directive in their manner and Balint (1967) has

emphasized the unnecessary difficulties that this provokes in attempting

to practice-both illness-oriented medicine and patient~oriented medicine
with different patients in the same practice.

Pratt (1956) has recently referred to the three sociologically

derived aspects of“such’gpﬁ%%rity. He outlines the "structural” hiring
and firing aspects, the "saplential” aspects based on expert knowledge
and the “"charismatie" aspects derived from some external power or

concept. To the extent that we cannot mobilise or harness such forces

for rational therapeutic goals, then such status is indefensible. To

the extent tha% it can be understood, it is likely to teach us as much

at present about disease as any qother immediate advance in medicine.
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The -insight by Freud into the concepts of- "transference" and

"counter-transference® have been considered by some authors to have
}elevance in the doctor-patient relationghiﬁ. Freud's view was that the
traditional professional skills, role and virtues of the doctor could
lead to his becoming an intense focus for the patient, with attitudes
derived and transferred from earlier, usuall} infantile and parental
sources. This view was given further significancé with theiproposition‘
that disease, having a basis in these same earlier interpersonal
cirgumstqnces, would now becoﬁe uniquely sensitive to the doctor;patient
rélationship (Winkle, 1964). The concept of “transference" appears
reasonable and plausible to mamy people. Others adopt a more skeptical

approach (Lemert, 1951).

Problems in a Doctor/Patient Relationship
r
£
At least one factor in the outcome of a continuous relationship

with a physician is presumably the improved quality\and understanding in
messages communicated. One should not oversimplify this explanation,
however.. Undoubtedly free, open and mutually rewarding communication
influences the patient's'and physician's behavior, but the behavior of
"patients and physicians 1s generated by many factors. A continuous

N ‘
relationship may be mutually rewarding, but not always so. “Irritation”

on the part of the physician and "shame of failure” on the part of the
patients are but two problems considered by sociologists. Thus the
advantages of a continuous relationship ‘between patie%t and physic¢ian

L] .
should be viewed as net gains, and not as a utopian state in which each

1is completely satisfied. ’

-
i s e e B et
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The Infertility Centre &~The Doctor-Patient Relationship
' ]

Kaufman (1955) argues that emotional tension is not the cause of
infeftility in most cases, but the result of frustration. He feels that
many cases of "psychogeni¢” infertility have not withstood the close

'

- scrutiny of refined diagnostic techniques such as immunologic studies
agq culdoscopy. He admits that theré are instances in which releases of
tension alone may result in pregnancy, as in those couples Wwho conceive
shortly after their first visit to thg doctor. He suggests that in most
infertility cases, it would be well for the doctor to‘reassure anxious,
self-blaming wives that emotional tension may well be the résult of
infertility, not the cause of it. This attitude alone seems to help to
decrease }ension. It seems important for the infertile couple to
apprecié{e fully the delicate dynamicé involved. Such couples put their
full trust in the doctor who tries to dissolve inhibitory forces.

Thirty-five per cent of women coming for treatment of psychogenic
inf;;tility may become pregnant during the course of investigation of
therapy (Bayer, 1954). These procedures are of course therapeutic 1n‘\
various ways, not the least of which is the relationship established

1 5_‘\;;z£y<vthe physician. Actually the general physician is a better
psychotherapist than he knows, particularly if he can establish a
tender, understanding and trust;ng attitude (Behrman, 1975). Such
beneficial patient-physician relationships have been described in the
more esoteric language of psychiatry, in terms of the dynaﬁicé of
transference. One may say that the trust in the interested and .
understanding physician represents a dynamic transaction which may lead
to a breakdown in the inhibitory forces (Carr, 1963). These are
bresuﬁhbly the forces giving rise to iﬁpulses preventing‘ovulation or
exciting deleterious influences along the autonomic nervous system

-

(Horne, 1957).
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s

The literature ﬁaqhshown that a positive doctor-—patient
relationship will resulq/én improved patlent compliance, improved
patieng comprehension, and generaliy igproved chances for patient
sati;faction and,possiblé medical improvement. (Zola, 1562; Wéism;n,
1950; Wilmer, 1968; Vorhaus, 1957; Titcher, 1966; Swackhamer, 1929;' -
Thurston, 1939; Steiger, 1959; Plaja, 1968; Parsoms, 1951; Levine, 1962;
Stoecklé, 1963; Saunders, 1954; Rome, 1955; Reader, 1957; Robinson,
1939; Lasagna, 1969; Kimm;ch, 1954; Kalimo, 1969; Henderson, 1935;
Henkle, 1968; Hinta, 1967; Filliam, 1961; Goss, 1961; Greenlick, 1978;
Fisher, 1953; fox, 1959; Freidson, 1960; Egbert, 1964; Elkin'ton, 1967; .
Davis, 1969; Clausen, 1955, Blum, 1960; Braanch, 1969). The quoted
stu range from 1929'to 1978 and cover articles from eight journals

nd twenty four major works. All studies done in medical settings
include some reference to'the critical position of the physician-
patient relationship. Although studies may vary in their approach to,
and measurement of, the relationship, some recurrent themes provide us
with a plausible model of an ideal positive doctor-patient relationship.
According to the'literature a positive doctor—patient relationship
réquires a balance between emotional overinvolvement and detachment on
the part of both physician and client. Continuity of the relationship
unhampered by possible geegraphical mobility of either doctor or patientj
seems necessary. Lack of discrimination on the part of the‘doctors to

! L4
patients with varying economic or educational background is ideal.
Different patients should elicit similar responses in compardble medical
situations. It is 6btimal for doctors to try to obtain the most

favorable attitude possible from all patients. The studies emphasize

S DREDT R T e S Bl wme———a oo
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the importance of unhampered persor;al contact between doctor and
patient. A positive relationship will occur most ofthen when both doctor
and patient believe that disease is modifiable. Several studies of
death show the persona} level of doctor involvement directly affecting
- patient's attitude and coping mechanisms. Attitudes of sympathy,
.integrity, interest In the patient, frankness, kindness and pity are
- difficult to measure, but form an impor:tant base for a positive

relétionsh,ip between physician and client. In a positive relationship,
the doctor harnesses the structural, sapiential and charasmatic aspects
of his authority to create an atmosphere conducive to patient trust.
Transference is used to channel available patient emot‘ion. The

possibility of "irritation” should be acknowledged and avoided by

i physicians and "shame"” of failure should be discouraged on the part of

» x Y

the patienr. The doctor tries to represent to the patient, a breakdown
[

of possible inhibitory factors which may lead to the patient's inability
to comply with medical advice.
The doctor-patient relationship represents complex, changing

interaction between two sets of actors in socially defined and

e+ it e

- prescribed confrontations. Studies view the doctor-patient relationship

~ as a special case of social relationships governed by sets of explicit

———

norms concerning, the behavior of both parties. The analyses tend to

focus on how the specific attributes of the roles of doctor and patient
complement each other and contribute to the functioning of the ())
relationship. Implicit in this analysis is the assumpti‘on that both
doctor and patient know, 'and }1nderétand, what behavior is expected of

both himself and the other. The greater the und@tanding and resultant

action, the more positive and mutually rewarding the relét;ionship.
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Although role attributed may be ipflu;anced by other factors such as
kinship and subcultural groups for the pati,ént, gfg:ofess"i.onal <olleague
anc}.other reference groups for the physic{ian and by generalized
sociocultural values for both, a poéitive relationship is viewed as
optimal and possible. This equilibrium model is appropriate for the
analysis of our clinic relationships as the treatment is confined to one
specific in.tense l;ut brief period, and success may be related to a

specific relationship.

Effective Communication

Literature on sociological studies in”general, and medical settings
in particular, seems to confirm the necessity for examoining and

evaluating the role of communication between patient and practitioner in

any study of the influence of other than medical variables on the

s
»

patient. The search for the ideal communication systen‘;\in health care
service 1s interpreted by many as the seidrch far accurate, empathetic
and effective communication which in turn has a direct positive effect
on patient welfare (Newcomb, 1963). The role effective communication
plays in other medical settings, is examined to gain insight into the
communication system at the Clinic.

Communication and Effectiveness of Clinic Care

It has bee‘nlshown that the efficiency and effectiveness of health
care services will increase as pers;nnel in these servic nhance thir
communication skills (A.ntonovs}cy, 1972). Discussions of the interaction
between worker and client have not always taken finto account that the
professional's relationshdp with a particular client is only one of the

many such interactions the client is experiencing. The proposal has

been put forth that health service consumers will receive better service

-

s
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from teams of workers than from individual Health professionals
(Simpson, 1965). Iris (1964) suggests that the obvious advantage of

increased experience, exposure, angles of diagnosis on the part of this

"team” is ultimately beneficial to the patient. However, differences in
M .

attitudes, values, status perceptions and goals among doctors as well as

—

within egeh d0¢tor—patien€ relationship have not been considered.

N s

Maﬁy factors seem to contribute to limited communication between
clinic slaff and patients. For example, physical facilities that do not
provide privacy: for a patient to talk to hé;lth workers deters *
communication (Quint, 1966): Christman (1965) has asserted that staff
members of clinics are becoming keenly aware of diffigulties in
communicatidn between themselves, and the eff;ct these difficufkies have
on patiegt care. He maintaihs that'these difficulties aré of a ’
structural nature - a term he uses to fefer to the ways in which staff

"
members interact. In his view, how ?aphazard or how well planned the
doctors communications are, is a direct indication of projthed‘q -
communication effectivenéss and the resulting quality of patient care.

Doctor's failure to meet their patients' needs for information may

indicate a tendency for physicians to underestimate their patients’

\‘ medical backgrounds and abilities to undgrstand. 'This hypothesis h;s
been suggested and cénfirméd by studies in Britain and the United Sgates
(Cartwright, 1964; Kane and Deuschle, 1967). 0£hers suggest that the

physicians' uncertainty about diagnosis and treatmént may contribute to
the failure to inform patients, to the extent the latter desire (Davis, 
~1960). Another explanation for some physicians' communication failures
are that informing patients co&ld lessen the physician authority in the

doctor-patient relationship and could lead to patient's loss of “doctor

mystique” which some felt contributed to-doctor effectiveness.

s
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.The study by Kerr, Templeton and Parkﬁnsingﬁ (1974) shows how

e S ' '

'necegsary and critical efficient cémmunication is. As a part of their

|

analysis of the prer;quisite skyills required to achieve medical @
competence, they included a priority of skills in communication.

Consequently, although not ignoring the need for training in techniques

of physical examination, they emplasised experience in the skills of

listening and talking about all types of reproductive problems. Blocks
5 .
to effectivet communication may occur in an infertilify centre,” such as

I

grief and éistress, anger aqe aggression, garrulity and irrelevancies or

withdrawal and silence on the part of the patient. Although concerned -

-

with justifying the need and use of patient simulators, they chose
involugtary subferfility as an area that could behefit from eventual
maximal doctor-patient communication. Y

ta

Communication and Patieﬁt Compliance

“

Stud&eé of individual complianée with medical recommendations have
ylelded varying results. One 1nvesfigation has estimate%:that about
:30*352 of patients default (Davis, 1966). Conclusive(gxﬁianations”Eor
Knon-compliance vary, but lack of motkﬁation, combined with a 'lack of
Ieffective communications seem to be the principal cause.* Personal data

from individuals who failed to keep scheddled appointments at clinics

%#evealed that communication fallure was the most frequent cause of not
t

keeping appointments (Hofman and Rockaft, 1969). Whatever the’cause of
this communication breakdown, the resulting:patient non-compliance

seemed to be an almost universal consequence (Cartwright, 1969). Kane

(1967), while examining this phenomenon, suggests that many doctors are

not consiously aware of this communicatioun failure. He describes the

ignored sociocultural pattern that in his stuﬁ&)caused the recommended

ad
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health practices to conflict with crucial norms and valyes held by

individuals in this particular~subguLture. The desctiption of the

‘

doctors prescribing solutions and the patients apparently accepting

L1

advice they knew they couid»not f;llow, is a phenomenon described in
much of the literatuge. Where authors describe health'workers and
_ clients who speak the same language, pgmpliance“geems inevitably related
to communication (Newcomb, 1963): However, adding barriers of different .
'langu?ge, dissimilar cultures and varying social class, compliance
bepoﬁes evenlmore directf& related to effective communicat}on &Hofman,
f1969). In evaluat%ng patieﬁt compiighce as a‘possible link to the

o

effectiveness of treatment, the literature shoys that the role of

[

L3
communication is crucial.

A sbecific problem occurs when the patient comes into contact with b

a health care service. This 1s a problem of direct interaction. The
0 F‘ «
pét;ent or (more usually) the physician proGides so much information:to

the other” that further information cannot be processed. . The physician
" often verbally gives the patient a detailed sét of instructions that the

latter does not understand. The patient may 'be hopelessly lost unless
- ‘ﬁ i
someone intervenes to interpret (Fink, 1969). Physicians are of ten's

confronted with patients who literally do not speak the same languag; as
. themselves. In these situations both patient and physician must resort
to a second type of co&e, non-verbal communication. A study by Gozzi,

Morris and Korsch (1969) reveals obvious frustrations and great e
difficulties in commuﬂication. Another problem in communication is
medical jargon. Physicians, at times, explain matters to their patients

in medical jar%on which is a language foreién to the student of any

social class. Tape—-recordings of physician-patient conversations in

-~

which the physician 1is explaining the patient's condition reveal
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?, frequent non-deliberate use of technical jargon (Kaﬁe_&’DeuCSChle,
1967). On the other hand Budklin (1964) refeals the resentment of:
patients who understand the jargon and are dissatisfied with an

oversimplified explanation.
Consequences of Communication Failure

o

The extent to which health service personnel fail to communicate

adequately with ghose the.y seek to help bas been the subject of
considerable study. It is true that opinions onvﬁﬁe importance of
effective communication may differ and autpors present diverse methods
of measuring this variable. NevertheLeés when communication between
doctor and patient is limited, certain consequences become unavoidable
‘(Skipper, McGhee, Carroll, 1971).

Thrée conclusions seem to recur throughout the literature. Eirst,
in" @ses of communication breakdown, patients are less likely to héve
;onfidence in, and less able to co—~ operate with docéors. Secondly,
patients' fears and‘anxietieseaﬁout the nature and extent of their
illness are not reduced. Thirdly, the incidence of doctors basing their
actions on the misperceggions ;f the rieeds of their patients increases
‘with increased ineffective communication. A concrete example of this is
the study done by Kors;h and Negete (1972). Thié research analyzed 800
motherg' visits to a pediatric clinic. They discovered that about . ’
one~fifth of the mothers felt they had not received a clear statement of
what was wrong with their babies. Almost half of them left the clinic

o

still wondéring the cause of their child's illness. Thus, in this case
of communication breakdown these patients ha&gpo consequent reduction in.
Y7

anxiety. Of the 320 who were highly satisfied™With their clinic visits,

52.2% cogplied with the physician's recommendations. Only 15.7% of

FORIBDUIY JUGMBREERAT Y
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highly dissatisfied mothers were compliers. The authors suggest that
, perhaps these patients, due to their lack of understanding and resulting

lack of confidence, were less abﬂgwto co—operate with their doctors. 1In

I

another study, only 22% of 300 patients attending diabetic clinics in
the Ohio University Ho;pital in Cleveland found the ci&nic‘s written
instructigns compret;nsible. These materials were written at the eighth
grade level“(Bucklin, 1964). These doctors based many of their actions
on the assumpcioné that the patients understood these instructions.

These two. are recent studies exploring the consequences of ‘communieation
: - s

PN
failure. Many older studies seem to assume that effective communication

between doctor ‘and patient was either consistently present or an
irrelevant concern. These newer studies have shown that effective

communication is not Sﬁnsistently present and is a very relevant concern

when dealing with non-medical variables on patient behavior.

Conclusions Y

&
<
An effective tommunicatin system will provide both the doctor and

patient with a network promoting maximum efficiency and effectiveness of

their interaction. (Zola, 1963; Wiison,'l96l; Zborowski, 1958; Suchman,

1966; Thurston, 1929; Stoeckle, 1953; Skipper, 1972; Samora, 1961;

—Rosenstock, 1960; Plaja, 1968; M&ers, 1955; Kerr, 1977; Korsch, 1972;

Hyman, 1954; Kane, 1967; Henkle, 1964; Gozzi, 1969; Davis, 1968;

Bucklin, 1964; Caramazza, 197}; Blum, 1960; Balint, 1967; Beadle, 1966;

Anatovsky, 1972). | | L
The quoted studies agree that an effective communicatio .system is

one which is formally wéll—planned, and uses good physical facilities to

enslire pg;ienﬁ privacy when the patient is conver;ing wigh the

physician

The physician's ability to understand both patient language !
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and non-verbal communication, is essential. The doctors must take into
account the sociocultural idiosyncrasies presented by his p;tients. He
should make differential allowances for the patients' ability to
.understand medical jargon. Physicians who do not fear communicati&g
their relative uncertainty about the diagnosis to the patient, increase
the effectiveness of their network. Those who do fear loss of
"mystique” by explaining medical situations in simple terms, benefit
from greater patient compliance. An'effective communication system
reduces patients’ fears and anxieties. The physician's objective 1is ta
understand and to apply what the patient says to a scientific medical
perspective while at the same time, to be able to advise -the patient on
her condition and prognosis in a language the patient understands. The
literature suggests that ¥ack of communication may stem from the
different attitudes and expectations which both doctor and patient bring
to their interaction. An effective communication system takes these
differences into account and adjusts accordingly. The literature
emphasizes the critical nature of an effective communication network;
while admitting 4t does not occur very often within medical seétings.

We pogtulate that the more effective the commqpication the higher
the resultant quality of patiént care. This leads to the speculation
that the Clinic's communication system is an area tﬁat should be
carefully examined since it may affect its "success rate”.

We have to examine the specific nature of the Clinics' languape
‘ T
system to see if it enhances or deters communication between doctor and
patient. Effective communication can be a non-medical link between

effective diaéposis and effective treatment by enhancing both g?cient

compi}ance and effective clinic care. It is therefore criticgl to
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. .

examine the effect of the communicationm system as an influence on the
’ . .

non~medical role of the, Clinic in analyzing the success rate of its

| ~

» ¥ clients. !







TREATMENT OF INFERTILITY

A description of the setting is cq:it:ical to an understanding of the

14 .
basic the;n‘;;ﬁ of this paper. A previously unexpldained conception rate
. o v

. fdﬁ'ﬁlg Basic Investigation at an Infertility Clinic is to be examined.
Before we can examine the Clinic in terms of roles, conflict, support,

communication, etc., we must know what infertility involves as a

physical phenomenon. This 1s covered in the first section entitled
"Medical Aspects of Infertility”. The second sectio'n entitled "Basic
Investigation”™ details the specific steps the couple goes through at the
Clinic during preliminary testing. The final section entitled "Social
Setting of Infertility”™ discusses séveral sociological as}:ects"of the
Clinic and infertility in g;neral. It briefly reviews the social
oréanization_of' the Cli;ic and analyzes how different and similar the

investigation of infertility is in relation to other diseases.

Medical Aspects,of Infertility

Presumption of fertility

Fertility is defined as the ability to conceive (in t.he woman) or\
_ability to impregnate (in the man). By definition, fertility can be
known only after the fact. Until a conception occurs, a man and a womdn
canot:hink they are fertile based 'on family precedents or odds in

\

general. However, they cannot know they are fertile until conception

has occured. Although it is true that pregnancy may be prevented with




about 100% certainty, it is also true that once birth-control measures
are stopped, 15 percent of all couples will experience some degree of
infertility. Pregnancy may he prevented; fertility when desired may be

more elusive.

Definition of infertility ' ’# "‘*a\ L

Infertility has been defined as "the inability to conceive a
pregnancy after a year or more of regular-sexual relations without
contraception, or the inability to carry pregnancies to a live birth”
(Boh, 1964), Infertility is further classified as either primary, where
there ‘is no previous history of pregnancy, or secondary, where it occurs
aftez" ohe or more pregnancies. The term "sterility” should be reserved
for cases of permanent and incurable infertility. The temm
"subfertility" has been used to denote couples with a borderline
problem. * To eliminaté confusion, the term "}.nfertility" will be used in
this thesis, as it coirectly encompasses all states of inability to
conceive or to darry a pregnancgy.

.

Infertility can be cpnsidered as a symptom reflecting anatomical
and physiological derangements rather than as a dia;gnosis per se{ There
are at le'ast‘four general conditions which must be met in order that
conception take place. First, the male must ejaculate semen containing
vigérous spermatoza -into ‘the vagina of the female (tl;l? "seminal
factor”). Secondly, there must be free passage for the spermatazoa

through the cervix into the uterus (the "cervical factor”)., Thirdly,

the ovary must release an ovum capable of fertilization (the "ovarian

/ “ | ,
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factor").‘ Fourthly, ther;ez must be a patent TFiallopian tube through which
the ovum can pass to meet the successful sperma (the “tubal factor”).

We have excluded the "endocrine factor” which is usually considered in
t:‘he study of ovarian function. Except for factors causing absolute
sterility (such as c:))variarr atrophy, azoospermia or congenital absence of
reproductive organs), the specification of etiological fdctors in a
breakdown of this delicate and intricate relationship is most coemplex
and difficult. It has been conservatively estimated that 1.5 to 2
causative factors are involved in most instances of infertility. When
it is considered that each of these "factors” includes ém enormous group
of further comp}cations and pathologies, it becomes clear that even
isolation r;f the ovarian factor, for example, does not in and of itself
suggest a specific diagnosis.

The seminal or male factor is essentially concerned V.Iith the
adequacy of the husband's sperm production. When insemination is judged
through the post—coital test, the husband may temporaril); be ;assured to
have sufficient sperm production. If the post-coital test is less than
fair, examination of the male with attention to the urogenital system
becomes necessary. Sperm analysis is an integral part of the
evaluation. Information regarding the cervical factor can be obtained
through the post—coital test. A sample of the cervical mucus is removed
for examination. In addition to yielding information regarding cervical

insemination, the test also permits an evaluation of the quality of the

cervical mucus in the ovulatory phase of the menstrual cycle.

o I i D i A e, s
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Tests for tubai pate‘n;:y attempt to determine whefher the Fallopian
tubes aré closed in such a way as to be water and air-tight ("tubal
occulsion”) or obstructed such that the progress of the ovum is impeded
("tubal obstruction”). Two non—surgical tests are currently being used.
6ne test (uterotubal insufflation) involves the passing of carbon
dioxide through the uterus and into th;a peritoneal cavity under
controlled volume and pres'sure. If patency exists, the gas irritates
thf:a phrenic nerve at the diaphram and causes referred ;hohlder pain.
This pain is t\entative confirmatory evidence of patency. A more
sensitive and accurate test invglves the passing of radiepaque fluid
under pressunie from the cervix through the uterus into the tubes. -~
Etiology

Two fundamental concepts to be kept in mind are, a) the
multiplicity of etiologic factors and b) the equal responsibility 9f
male and female partners. To delineate these possible factors working
either singly-or in concert, one need only reviéw the pathways of
conception in male and female and the disorders of these pathways t‘hat

may ensue.




31.

A. Feméile Infertility: Causes

Infection - Regardless of the organism involved, infection is the
d leading cause of female infertility. Infected tissues become. inflamed
and discharge an exudate. This often leads to formation of scars and
adhesions within the uterus and Fallopian tubes, and even in th‘e.'
‘ peritoneal cavity. Bacterlal salpingitis, secondary to pelvic
peritoniéis, apbendicitis, abortion or instrumentation is likely to
result in partial blockage of the tubes. Nongonorrheal infection is

also likely to result in a condition where adhesions occur.

Endometriosis -~ A condition in which the normal uterine lining seeds

itself into abnormal places. This tissue responds to t'he. hormones of

the woman just as her uterine tissue does, and it "bleeds™ at the ~time

of menstruation alolﬁ with normal endometrium. This process may cause
¢+ scarring and adhesions.

Cervical Factors — Sperm may be stopped or delayed at the cervix by

infection, mucus, stenosis, polyps or acid secretions that create a
hostile environment for sperm.

Problems of Ovulation - As the woman's hormones are intricately

balanced, the problem. may be ovarian but be a result of hormonal
imbalance. Stein-Leventhal syndrome, for instance, characterized by
obesity and excessive hair growth may be the cause of upset in hormonal
balance.

Congenital absence or removal of ovaries, structural problems of
the uterus, structural problems of the cervix, radiation exposuré, and

coital technique may all be factors contributing to infertility.

e
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Male Infertility: Causes '

Deficiency of sperm production in quantity and quality accounts for

the majority of the male's contribution to the problem of infertility,

’

Spern production may be adversely affected by congenital influences,

hormonal deficjency, infection or envirommental factors- Ofté«q the
R

cause is not ascertainable. Varicocile, hydrocele, adult mumps, acute

febrile disease, heat, radiation exposure, coital factors, injury,

autoimmune factors as well as retrograde ejaculation may produce
infertility in the male.

Investigation: Male and Female

LN

A detailed history of the woman is taken at the first visit to a
¢linic with special emphasis on her 'sexual deveopment_ and mnilestones,
such as onset of mehstruation, regularity of periods, sexual experience,
previous pregnancies, use of birth control, and frequency of, position
during, and feeling about sexual relations with her present partner.
The woman is then examined physically to determine her general state of

J

heal th, her vital signs and the appearance of secondary sex
characteristics. B'lood is usually tested for hemoglobin level and wurine
tested for the presence of sugar or protein (poth abnormal ard sig¥ts of’
possible disease). The investigation of the male also begins with a
detailed history of general health and sexual maturation. Attention is

also paid to sexual history, frequency of intercourse, attitudes, N

positions and artificial lubrication.
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An essential part of the initial visit and an often repeated test !

» -

is the basic pélvic examination. The first actual step in the female

4investigation of infertility is having a woman chart her basal body

/ ¢

/ temperature. This serves two functions. First, it helps'to pinpoint

the phases of the woman's menstrual cycle which is helpful in scheduling

2

her other tests. However, most important, the basal termperature chart;

° »

after 1f it is kept for three or fout cycles, helps establish whetlfner

the woman' is ovulating and her approximate time of ovulation. The best

-

timing for sexual relations is within the day before or after ovulatiom

occurs. _The basal temperature is, inc&identally, one of the earliest

2

-

indicators of pregnancy. A temperature which stays elevated for 18 to
20 days after ovulation is often indicative of pregnancy. Measurement
of basal body temperature{’l, which characteristically shows a sustain;a.ti 4
rise follow;ng ovulation is but a rough indicatior of ovulation.. The

. evaluation of tuba.} potency is usually vdone. Initiall\y it is done by -

insufflation with carbon dioxide (Rubin test). Affter the\basic

Q
.0

Y t ) o v /
cases which show failure of carbon dioxide to pass oz&‘who fail to

o

conceivé after an “interval of time despite a normal Rubin test. Thé *

hysterisalpingograﬁl is an X-ray study used to check tubal patency and/or

t ) T / .
internal structure of th2 uterus. Some feel there is a therapéutic
? ™
.

effect after this test, but opinions vary. Another routine test done

during the basic investigation is the postcoital test. In this tést& -

)

cervical mucus is examined for its preovulatory qualities of clapity,

. { spinnbareit, ferning and for the number of viable sperm 8-12 hours after

N { -

— < »

I

“’ .

investigation 1s complete a hysterosalpingogramo is\_usually done in thase




intercourse. Endometrial biopsy, or bi%psy of the lining of the uterus

a

may be performed any time aféef presumed ovulation. The endometrial

N

biopsy with the demonstration of secretory changes in the endometriuum

is yalid evidencé that ovulation has occured. Laparoscopy culdoscopy

and hysteroscopy are all_special surgital tests that may indicate the
need for corrective sﬁrgery. All these tests, howéver, are done in the

ﬁosﬁ-basic investigation stage. Basic investigation of the male centers

4

around analysis of sperm count. A testicular biopsy or'vasography or
a ’ ' ¢

3

evaluation of‘thyréid may ‘be done during basic invéstigation. However,
none of the initialomale,tests can be coné}dered t@érapeutic. The
te;hniques 9escribed above are generally ;arried out only in an
inf;rtility centre. These centres are fulli eq;ipped to perform most of
thé tests Qithin their own faéilitiesg éynecplogists,and private
practitionérs'are usu;lly ﬁbt equipped to perform sych ;omplete mediéal
investigationgs ° ' o

This very brief overview of diagnostic procedures is incomplete but
suffices to origyt the)reader to the type of activities carried on at a
well-organized infertility centre and ;serves also to indicate the
considerable advances achieved in the past several yea;s in the clinica%

investigation of this problem. . v

Basic Investigation

The basic investigation requires 3-5 monthsf‘ It/cbmmences, with
the taking of a complete history and physical examination of the husband

and the wife. A thorough gynecological examination is performeq_on the

wife. ’ e

YR
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s A second‘ step in the investigation, the semen of the husband is

analyzed. A special work sheet is used. Included on this sheete are

commonly accepted indexes of sperm quality. Recommendations are based ,

'

on impressions of sperm é?ecimen alone, without the physician

necessarily’ {xéving examined the patient. The husband may then be seen

by a urologist for a complete history and physical examination with the
¢ N o K -

results of the spermotologist as a guide. “ In many cases this cdncludes

the. basic investigation of the male partner and attention is then
] .

LI 4

\ . ;
focused on the wi_fe. A work sheet with space for recording regults of -
tubal -insufflation, cervical factor assessment, endometrial bi psy and:

7/
N

uterogram is filled out at each visit of the wife. The work sheet also

provides space for immediatethistory, pelvic examination, consultants

notes, recommendations and any suggestions for the in(erval between each
‘ {
P

»

visit. - .
The basic investigation requires approximately 8 visits|by the wife
within the 3-5 month per:iod. The appointments are ée.nerally \‘reag/ily -
available and aﬁy extra- contact of patient to doctor is generall;
encouraged. At the wend of the investiga}:ion, :;he case 1is generally
Eo discussed at the weekly grdup meeting of all clinic ptlysicians, and at
the next; 'app:)intmeqt, any ;'esults and prognosis/d:{lagnosis are given toﬂ ’
the couple. ' ’
- - ) i
. Social Setting of Infertility
. » Thg setting in whic;h this research is to be carried éixt is of great
x importdnce. Interper;onal influences are often concealed and obscured )
in-medical settings whevre "emergencies” are handled or where the ‘

patient is unconscious. Cémmunicat}ion is often relegated to mere——
¢ .
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reportage’ of symptoms if present at all. Where pain and fear of
- :

death are major comsiderations, it is altogether possible that these

G

factors serve to initiate, sustain and terminate medical care.
Furthermore, measures o;f me;iical outcome — “cures” - are often unclear'
and/or requife considerable passage of tilpe to become evident. In order
to minimize these and other problems the Infertilicy Centre was selected
‘as an a“ppx;opriat:e setting for eiécution of the preser;t st‘:udy. It is,
pérhaps, furthest removed from a pﬁrely sx:rgical atmosphere at the one
extreme and from a purely psychiatric atmosphere'at .the other extreme.
It embodies, nevertheless, featvures‘o'f both. i In ghe following
descripti‘on of the Clinic, theréfore, it must be bor;le in m;.nd that
while we do not refer‘to a "typical and aver;age" clinic, we do not
intend to portray the Infertility Cli:nic as unique or "speciall\ir’r any
sense. Obset;\}ed differencés are in dj.egree, not kind. \

As a service in’stitution, the Cl‘inj.c d.t[spehses medical care in a
‘series of structured social situationms :}m\'rolving, a patient, one or more
doctors, and often other medical pers.onnel. The expressed function of
the Clinic is to -aidt childless couplles in establishing, pregnancies.

Thig 'goal is paramount and much of the social organization of the Clinic
‘i‘s understandable in terms of it. Sonlxe of the more salient features of
the Clinic may now be listed.

1) fn the case of infertility as a medical préblem, the treatment

process 1s extended over a considerable period of time. In many

cases the extended treatment reqL"Tires many trips to the Clinic over

S



2)

3)

4)
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a long time, expense, inconvenience, etc. on the part of the
¥

!

patient. A total commit;ment to the program is required of eéch
client. 2 |

The infertile patient does not "get better” or "get worse” in the
common sense ‘of fhe word. She establishes a pregnancy or she does
not. The "cure” is obvious and marked and does not occur in
stages. Furthermore, even tentative judgements as to the patient's

progress, or lack of it, must be deferred by the responsible

d
physician as hasty and ill-advised. There can, for the most part,

‘be no immediate or promised result.

The infertile patient is not sick or ill in the traditional sense.
Pain, fear of death, and the like, are not important factors in the

initiation, maintenance and termination 'of medical care. Since

)

i
there are no overt and traditional symptoms to alert the patient to

the fact that she needs medical attention, the decision must rest

-»

on social and psychological grounds. The self-definition ("I am
infertile”) which is important in the maintenance of medical

relationship is also determined to a great extent, by social

factors. ‘ '

A

Childlessness and related phenomena are considered by many to be

intimate and personal affairs. They are especially subject to folk

1y

notions and theories, and the various consequences related to such
susceptability. Modesty and embarrassment with regard to sexual

matters and bodily exposure are also of considerable importance in

this connection.
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o

7)

38.
Specialized facilities for thé treatment of the infertile couple
are of relatively recent origin. The patient who-enrolls in the

Clinic is unlikely to have experienced the systematic,

-~

t

comprehensive but tentative type of investigation characteristic of
the Clinic. Since expectations are generally based upon previous
experience the infertile patient is likely to ha#e few, if any
ideas of what will transpire in this new setting which does not
correspond with traditional medical 1nves£igations.

C ) )

Infertility isgenerally the failure of at least two people to

produce offspring. A person, having first perceived symptoms of

4 -

illness or other clues'éilowing him to conceive of himself as
réquiring medical attention, then passes through a self-imposed
quiz séssion. Tbis often seems to be an attempt to ugders{and the
significance'of the symptoms and to interpret the meaning of what
is happening and to evaluate the extent of its threat. If this is
true, ah infertile marital partner may not only indicate an organic
or emotional pathology on his own part, but al;o on that of his
spouse, his parents, his in—-laws, etc. The area for inputting
“blame” is therefore considerable, centering mainly on the
confusion between masculinity and femininity on the one hand and
fertility on the'other hand.

The role that others not directly concerned play %n the lives of
;he infertile couple is considerable. Infertility, as has been.
suggested, is first of all a social symptom. Others may reinforce
or subvert perception of the s&mptom by expressions of pity,
regret, chiding, anxiety, humor or ridicule. Unlike many "priv?te"

illnesses, childlessness 'is on display to all interested and
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and subject to their evaluatién and comment. :
This description of infertility is not exhaustive. It does however
. suggest some of the ways in which infertility differs from and is
similar to other medical areas. Its suitaPility to the purposes of the
pfesent study also have been implied in the'description. The explicit
suitability will now be discussed. !
The fact that infertility investigations (as carried out by the RVH
Clinic and other leading centers) are relatibely recent origin and that
folk theories and notions abound in this area increases the possibility
-that a patient will en}oll in the Clinic with expectations and
orientatidns not congruent either with those held by the physician or !
with the exigeficies of the treatment situation. One expectation (gained
’ from experience with other doctors in other illnesses) is that the
physician “"examines you, then he finds out what's wrong, and he gives
"you some'pills or medicines”. This as will be seen, is not likely to
occur at the Clinic. Furthermore, a patient is not able to gauge the
efficacy of the treatment she does receive, insofar as ghe “cure” is an
all-or— nothing proposition. Unless the patient is aware of these
features of the'inferéility investigag;gﬁf;disappointment.and even

’

dis?pproval are possible reactions. ¥ Keeping the patient in treatment,

o
can therefore be a problem. It seems&

Jear that it requires more than
simpie desire to have a ¢hild or motivatIyn to participate in the

Clinic's program. While certainly important,“gnsideration must also be

given to the congruency of expectations,adequacy of knowledge,

effectiveness of clinic communication, extent of positive doctor-patient

relationship, role of clinic as a stress alleviator as well as the

extent of support from others, as equally crucial aspects of

- - v wn
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participation. Good paréicipation, is not an end in itself. The
medical assump;ion i§ that if a couple is exposed to treatment over a
period of time, chances of establishing a pr;gnggcy will'be increased.
However, it has not been med;célly documented that any specific
technique is the Cfucial agent. Subsequent‘to this, arguments have been
proposed that "something about the investigation in general”,6serves to -
increase chances of pregnancy - even though the specific factors

involved in the investigation‘havg not been isolated and definedl As an
extensioﬁ 6f this, during this study we propése to eliminate the

“medical” and "pharmacologicalf aspects of the treatment. We will

contend that sociologically, “somethiné about the Clinic in~general"

serves to increase chances of pregnancy. We will speculate on the role

"of posible non-medical factors in the treatment of infertility.

T S






L Research Desiﬁn
6 .

This sgﬁxioﬁ &1scusses the design of the researcp. It concerns
broper co rison‘groups, the adequa;y of sampling methods, problems in
reliabili‘y of coding, etc. Access to data and solutions to the
operatioﬁal problems are discussed. An experiment to determine if the
pregnancy rate of womeh who attend Basic Investiagation is significantly‘
ﬁigher than the pregnaney rate of women who do not attend Basic,
Investigation is performed.

—

Evaluating Changel . ‘ ;

The clinicians' assessment of patient improvement frequently

'
-

depends on what his patient tells him.‘ Many conditions are self-limiged
and Athers rqcurrené, and the natural course of most compiaints is

improvement or alleviation of symptoms.:  Physicians, however, tend.to

see patients improve, and they often attribute such changes to e
therape;tic intervention and not to the natural course of the

complaint. Perhaps most central to eva%uation of tﬁe efficacy of

“therapeutic agents is asséssmenttof the deg:ee\to which improvement is

the effect of a curative agent, and the extent to which it is a result

of suggestion, encouragement and support offered by the physician °

(Meéhan;c, 1978). The present problem is not to confuse the improvement

in the patient resulting from sociologigal factors with the change that

can be attributed to the effective specific action of a medically

*

therapeutic agent.

-

b
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’ This study évaluates change in a very specific manner. Both the
pop?iation of the experimental and contfol groups had been trying to
conceive for at least 12 months. No medical treatment in any form had
bgen given to either group within a specified three month period
subsequent to that 12 month period. The experimental group, (who
matched the control group directly for other variables), had attended

1
the Infertility Centre, and had completed Basic Investigation; the oéher
group had not. The' patients from both groupé became pregnany, or they

did not. Doctor's evaluations Were not really required.

laboratory test will prove either positive or negative.

occured jp efther group, it could clearly not be the result of surgical,
medical or bharmocologi al intervention. Evaluating change in this
group is easy. Determining the cause becomes the problem.

' - {
Proper Comparison Grou N

Much of what has peen said congerning the difficulty of evaluating
change in a medical gontext suggests the importance of haviné an
appropriate comparisgn group to use as a basis for measuring change
resulting from a spe¢ific factor. 1In theory, the specific influence of
a variable must be evaluated in relation to’what would have occurred had
all other factors remained the same. Since techniques such as placebo
effect or double;blird do not ;pply to this study a control group that
matched the experimental group as closely as possible was used.
Assignment to both the experimentél and the éontrol groups was done on a

-

random basis to insute against systematic differences among those

assigned.
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Adequate Sampling

A}

Medical studies have often depenQ!ﬁ on populations of‘persons who

A came to clinics for diaggosis and treatment, but who were not
necessarily representative of the popul;tibns with’which the
investigator was concerned. Such clinic populations are generally
accessible and convenient, and research based on such “captive” groups

' is relatively economical. However, to the extent that known clinic
populations are not representative of having a particular_diSorder, and
to the extent that selecﬁion of these persons,as patients may occur on
some systematic basis, bjases that mayilead to incorrect and unwarranted
conclusions are often introduced into studies of disease. Vgrious
factors other than severity of illness brihg people to medical
facilities. These selective influences may so bias the arrival of
diseased persons that such samples are unrepreigptative of the

_population of 111 people.

.

Our experimental group is composed entirely of a q&inic pﬁpulafion.
However, it is clear, that the sample‘is‘not representative of the
entire population of infertile people. It is; however, representative
of people who attend an' infertility centre. The Clinic only provides

a convenient and accessible populatiog. The hypothesis is thaé certain
sociological aspects of the Clinic itself contribute to a high "success”
rate. Thus, the experimental group muét be taken from a clinic
populgtion. As we are comparing women, who were infertile and had
attended the Basic Investigation ét the Clinic, with women who were

»

infertile but had never attended basic investigation, the sample frames

are self-defined.

-

.
« / '
.
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- group will not.
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For our control groué we examined records of gynecologists for very
practical reasons. First, should a woman be trying to coénceive, we
assumed thatlshe would discuss this question with her gymecologist. He
is equipped to handle such questions, and as a doctor, would be
complet%ly discreet., Since it is medically generally assumed that 12
months 1s a reasonable time-frame within which a "normal” couple will
conceive, many gynecologists would tell their patients to try becoming
pregnant between gynecological visits, generally spaced about one year
apart. Should she not be pregnant on her subsequent visit, the
gynecologist wouldEnote this on her file. Noﬁes would be included at
her first visit which would indicate her desire to become pregnant, and
notes on her second visit would indicate her success (or failure).
By taking the date of the patient's second visit we can guarantee that
the patient has been trying to conceive for one year. From her file, we
also have information aé to her address, age, primary or secondary
infertility, reliéion, social class and ethnic group. This control
group can then be matched, variable f;r variable, with the experimental
group. Our experimental group is presumed to be representative of women
who attend the Infértility bentre. These women, by Clinic rules, have
been trying, unsuccessfully,lto become pregnant for at least twelve |,

months. Our control group is éresumed to be representative of women who
have been trying unsuccessfully t; become pregnant for at least Ewelve
months and who consult gynecologists. We then take a following three
month section of lives of both groups. Presumably the only difference

in the three month period will be that one portion of the matched goups

will attend the Clinic and complete Basic Investﬁgation and the other

W
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Morbidity Studies : i

The relationship between social factors and morbidity can\;xsually
be studied by either examining clinic records or a systematic and
standardized clinical evaluation of a particular population or interview
attempts to obtain reports of use of various forms of care. We decided,
for reasons of convenieuce, privacy, economy and accuracy, to examine
the carefully, accurately documented Clinic records made openly
accessible to us. We decided that regardless of other considerations of
time/and or expense, that the records were so accurately,and thoroughly
maintained that they would provide an excellent sample fraﬁe. Since wé
cho;e to analyse medical records and sumfmary statistics, we carefully
examined the record system to see if they did indeed provide a high
degree of correspondence to the actual inter‘;iew files. We therefore / '
randomly selected 10 cards from our group of 100 patients. We found the
cards represented both the interview files %nd c;ur own carding systenm
very well. Both the interview files and our own carding system were
complete, well-recorded and reliable. We found that examination of
Clinic records gave us the benefit of systematic and standardized
clinical evaluation as well as interview attempts. L

The control ’group was as carefully scrutinized. Some data on the' . -
files of the gynecologists were rejected due to such factors as
questionab:?l‘i’ty of source, reliability, thoroughness or relevance.‘
However, the doctor's recprds pregented a systematic, thorough and

o

, AN
standardized evaluation. Although few in—depth interviews were found in

\\
o

the doctor's records, enough information was found to ensure accurate

<
matching of control group to experimental group.

i
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i those of the Clinic were rated accofding to a) completeness — was (éﬁ;y
!
|
|
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|
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~ Problems in Reliability of Coding :

The reliability of both expérimewtal and conttol groups rely

™ heavily on the accuracy 'of the.files. The doctor's files, as well as

v [P]

viiit recorded in roughly the sdme depth? b) legibllity - were doctor's

notes able to be read, if no;‘neceésatily easiky so? c¢) .

e ’

* comprehensability — was the doctor's note-taking code deciferable? d)

'

consistdncy - wds each visit recotded? - e) uniformity = was’éqch visit
recorded in the same way? The Clinic's files were uniformly excellent,

the doctor's files were also excellent when the non~comprehensible files

(about 15%) were dlsregdtded. ' ¢

\
Prellminary Observations g
% *

In October 1977 the 1nvestigator began to!speak with the head of

i
I
|
|
t ’ Data Collection . . R
1
\

the Infertility Centre regarding possible study of the non-medical

+ aspects of the clinic. Informal discussions were held with patients, -
.

.physicians, nurses, ddministrative personnel and aides. Simultaneously,
i

“a list of all lay publications dealing with inqertility was compiled and
|

* read. Wth the aid of several pliysicians, a group of four or five basic
gynehological readings was selected and read. Some perSonnelﬂon the
staff in prior years, but no longer associated with the clinie were

\ o
t
located and interviewed to gain perspective on trends and changes 1in

, ' C i
organization. : . !
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Review of medical records , ‘ [ ]

A systematié sample was selected of the 2,000 medical records filed
in the Clinic office. (The records are filed alphabetically b&ﬁlast
name and year. We bega; with A of 1968 and took every 5th name to
ensure an ade%uate sample.) To obta;p an experimental group of 100
patients, it was decided to limit the sample to patiénts attending the
Clinic between 1968—1972.' This guaranteed a 5 yéar recorded follow—up
on each case selgcte&. Such data may prove relevant in some extension
of this stuéy. These records included all of the p%tienc; seen‘at\the
Clinic since.1952. By selecting-100 of these records at random out’of a
5 year sample, ‘a picture of the Clinic poéulagion was obtained. The
following information was obtained from each record (all gathered
infofmgtion will not appear in this study); race, source of referral,
date of first appointment,‘age of husband, age oﬁlwi}e, occupation of
husband, social class, length of present marriage, lgngth of attempt to
cohéeive, use and g;p; of contraception, nunber of\previous pregnancies,

"number of previous investigations (husband and wife), extent of previous

investigation, address, number of visits made (approx.), number of

different doctors, number of cancelled appointements,knumber of "talking -
\

onl?" appointments, number of major tests, treatments, B.B.T.
performance, diagnosis, particpation; outcome, response to Clinic
follow-up. All this data was coded and little information was fo;nd to
be missing. Considering the many complications involved in obtainid§ '
systematic and comparasle data, especially of a "medical ndture”, thé

data source proved exgellent. Doctors infrequently resorted to a

private code when reporting interview data or treatment. The doctors
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" were gengrally concise 'and consistent {;4recording data, and in several

&

cases even recorded patient's telephone queries and appropriate’

N

Definition of experimenfal sample

X,

responses.

Note that the achieved sample is in no way representative of

i

“"infertile patients” as a group. No evidence exists as.to the
[ . °

composition of the infertile, population. The only patients who have .
L4 * I * . .

+ . N

been studied are’ thése who sought treatment from a medical facility

which maintai;s and publishes its statistics.. Tgnored~are‘thosé people
wﬁo never seek tfea%me;t.géuwhb visit those general practitioners or
gynecologists who do not puBlish figures. If these people do not apﬁear
at a clinic, like the infertility ¢entre, they remaifi anconymous. fhus
the findings and inferences refer to a very limited and segmental

pottion of the universe. : - ~

Control Group

By necessity, the control group was téken from files of
gynecologists. (Discussion ;f sampling éf éhe control group will appear
in thé next chapterj. A§ previously explained, incidence of infertility
and success rate in the general population would be otherwise very
difficult to calculate. We do include comparative data (sée appendix
s!ition'Z) ggpgéred ﬁroﬁ rgports 1866 - 1970 on over 3,000 women. (It
1s interesting to note that the success rate in our control grgup,_GZ is
not far from the projected rate 8% obtained from the comparative daga.)

. Qur discussions on research design illustrates the scope, _and depzh
of

our undertaking. The next section will detail the results.

* L4

7™
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PRESENTATION OF FINDINGS

Experimental Group

. The experimental sawple consists of 100 women who attended the
Clinic. Their first appointment was recorded during 1968-1972 and the
month of their initial visit was uniform throughout the twelve months.
By rules of the‘Clinic, each wife was seen with her husband at the first
interview. The age range of the women ran between 18 and 43, with the

majority of patients betweer 26-30. The husbands ranged in age from 21

® '

—
to 53 and most were between 31-35 years old. Any age difference of more

than 9 years between husband and wife disqualified them from the
experimental grouﬁ, since -it was felt such couples may constitute a

separate sub—-group with particular problems. The group was broken down

into the primary and secondary cases of infertility. The medical

definition of primary infertility is a woman who has never conceived,
and secondary refers to‘all others. The ratio of primary to secondary
was roughly 8 to 2 which ﬁifrors the gegeral distribution of patients at
theVClinic. The expo;ure‘time of trytng to conceive unsuccessfully
without contraception was a&,least twelve mo&ths. Exceptibﬁal cases’,
such as womeﬁ over 35 or cases of severe amenhorrea would have been

disgarded in our sample, but none appeared. 'Exposure time varied

between 1 and 15 years. The majority of cases were exposed from 1 - 2




years, but 20% were more than 5. The breakdown between.Protestant and

Catholic was about, even. Social class ig\predefined by the Clinic

aécording to husband;s occupation. C;ass 1 is defined‘as professional
or executive, class 2 as white collar and class 3 as semi-skilled or _
laborer. Classes 2 and 3 wefe.about equally represented with a smaller
representation of class l. By ethnic group breakéown the number of
Edélish-Canadians was double that of Ffench—Canadians. This is not
surprising since the Royal Victoria is basically ;n English—speaki;g
hospital. There were 8 other eéhnic groups represented. It was
interesting to note that instructions were printed by the Clinic in si¥\

-

languages.
-

-

The mo§t critical breakdown is., obviously, the one relating time in

months ta first pregnancy. It ‘'was broken dowm into two categories only:

those patients who became preghant in 0-3 month post-initial interview,
and those who did not. The breakdown is purposefully done in two parts

only to make the first group very clear. whether or not the patient

became pregnant at plus 3 months, or after medical treatment, does not

concern this particular study. If the patient took 4 or 5 months to
. . 4
complete the investigation instead of the average 3, she was included.

For some women with a longer than‘avérage menstrual cycle the
, -

investigation, which nérmally requires 3 menstrual cycles, was slightly

delayed. By the same token 1f the woman received any medical treatment
during the 3 month investigation she was disqualified. The data was

tabulated onto cards, and-each card corresponded to a file which was

>

read carefully. The experimental group had a 28% success rate., "

T gl
I
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Control group ) t -

s

In order to assess the meaning of the findings in the gxperimental
. P ; .

group, it was degided to set up a control group. Since finding a group

v

of women who had been trying, unsuccessfully for at least 12 months to

bécome pregnant, in a general population would have been next to

I3

impossible, it was decided to approach several private gynecologists.
' ?
It was felt that gynecologists may have records on such a population.

Women most cften see a gynecologist once a year. Those who would try to

1l

become pregnant would likely mention it to their doctor when he asks the

routine questions concerning contraception. The doctor would prébably
1

-not show concern at non-conception until the woman's next check. up in

twelve months time. If we could section out the 0-3 month ‘time after

the second visit;iﬁe could -compare it to the Clinic group. Both groups !

‘

' would have been trying to conceive for at least 12 months, have had no

medical or pharmocological treatment and supposedly have an equal chance
of conceiving.

‘The control group was chosen from approximately 600 patients from

- ' 15 gynecologists. Each doctor was approached, given a rough idea of the
expériment, and asked whether he might provide some statistics for the A .
control group. It was‘carefully explained to each doctor that no
contact would be }equired with e patient ind that all/déta would be

coded with no use’of names. Response was excellent. Although not all

doctors were counvinced of the validity of the study, all provided

-
’

uninhibited access to their files. The only concern was that the
investigator not require an unreasonable amount of cooperation and time

of their nurse/secretary and that file-probing be done during non—office
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hours. Both wishég were granted. Out of the 600 relevant patients, 100
were selected tqﬁ;est match the experimental éroué according to a) age
male bj age female ¢) primary/ secondary infertility d) time in months
to first pregnancy e) r;ligion f) social class (if available) g)
exposure time., This proved to be a much greater task than creating the
experimental group. Each doctor's handwriting and coding system had to
be discerned. Records were examined from 1968 to i972. Files from two
phys;cians were discarded since inconsistencies were found ih their
coding system. Although the required group could have been created from
the files of 2 or 3 doctors alone, 15 weré included to make the sample
more mixed and reduce the possibility of a particulaf doctor's
influences on his particular patients. The control group was- matched
‘with the experimental group as closély as possible. The time in months
to first pregnancy was them 'recorded. The controi group had a 6%
pregnancy rate in the first three month pefiod.

0f the 100 experimental subjects, 28 are considered "successes” in
that they established a pregnancy while enrolled in the Clinic but

before receiving medical treatment. The control group had 6

pregnancies. The comparative data (see appendix section 1) suggests a

»

projected success rate of 8%. The success rate at the Clinic is at
least 3 times that of a normal population.l Thui attending Basic

Investigation at the Clinic alone increases a couple's chances of
q

conception, allowing for no surgical or pharmological intervention.

1
¢ *

|

¢ [

1 The‘éhi-Square test for independance of conception rates and
attndance or non—attendance at the clinic 1s 17.16 which is greater
than the Chi~Square value of 6.64 ~ .0l. This indicafes that the

relationship between the two variables is statistically significant
at the .0l level.
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} o "Conception” in this study is not thought of as a uni-dimensional
»’

phenomen, Our focus is not so much on conception, as on the

circumstances of such an event. "Where" and "when" are crucial

considerations in this regard. For example, a pregnancy occufing while
the patient is enrolled in the Clinic is thought of as a funddmentally
// 3

'different event than one occurring four years subsequent to Clinic

enrollment while the patient is in treatment with another physician.

Whiie the later event may be assumed to be unrelated (at least direétly)
to the Cliﬁ&c, the former is assumed to be so related. Much debate has,
of course, centered about the question of "which pregnancies the Clinic
may take credit for and whic? not”. For present purposes, it seems
reasonable to assume that any pregnancies occur;ng while the patient is
enrolled in the Clinic be thought of as Clinic-related. Since the focus
of the present study is not on the inéidence of pregnancy per se, but o;
the comparison of those patients who suéceedeé in establishing
prégnancies and those who dia not, the above limitation is not

handicapping. Of the 100 subjects, 28, are considered to be "successes”

in that they had established a pregnancy while enrolled in the Clinic

!

but before receiving medical treatment. The dichotomy of “failure” and
"success"”, does not, of course, pretend tc describe failure or success

in absolute terms. It does,‘however, provide one such measure. Other

indications, perhaps more sensitive and meéﬁingful will be examined

later.
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Our implications of research will ,provide hypotheses amenable to

i .
future testing based on the results of oug' findings. Our experiment
revealed a g){ossly elevated conception rate among women attending the

Infertility Centre, when compared with women who did not attend the

Centre. The literature review revealed the importance of doctor-patien

relationships and effective communication as factors affecting success

i

or failure in medical settings. Both factors are examined in relationk\\

to the success rate found. It 1is suggésted that they play a major role

)}

in accounting for our findings. As a result, testable hypotheses

relating each factor to conception are formulated. The section
W

concludes with a discussion of the general implications of the findi

'Doctor~Patient Relationship

unique position of power. This power may play a critical rolé in the !

i)

Clinic's influence on the patient. The doctors at the Clinic are,

obstetricians as well as gynecologists. That is: they are ’specialized

!

N '

in the handling of problems of the expectant mother, delivery etc. as

well as their interestvin infertilit)':. However, at the moment the

a
i
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patient is being investigated she is‘led to believe (wt‘lether\or not thi'.s
is actually true), that infertility is their specialty and main concern.‘
The belief that they are in the hands of a concerned “specialist” may
‘reinforce the patient's confidence that she is receiving the best
possible care. There seems to be an enormous potential at the clinic
for a positive relaxed doctor-patient relationship.

The patient,.in the wéiting room, is not surrounded by a group of
very visibiy ;;regnant women, as she may be in a gynecologist's office.
She does not hear conversation about "due dates”, "ir/vterminable l\abour"

. / y

etc. The conversations she overhears are more like]{y to be about timing

of clinical investigation testing. Since she makes |numerous visits to

the elinic, these effects may play an important pard: in her wmorale. By

l
the time she arrives face-to-face with the doctor, she may be in a’

relatively positive frame of mind. She may be, at th"ts point more

willing to co—operate in the doctor-patient relationship than if she

v

were ih any other setting. Many factors involved in the doctor-patient

- relationship'fagpear superficially obvious. Our findings suggest a

. deeper investigation. r

The doctors at the Clinic seem generally optimistic that

o
-

infertility may become modifiable or even preventable if the

individual's adaptation and pattern of relationships with his sexual

life can be wonitored and if necessary appropriately modified. '(Th{_s‘»

naturally assumes no physical problem.) This guarded, but constructive,

”

optimism is often the patient's first contact with anything other than

Q

-




a "let's wait and see” or "give it time" or "you're still young”
attitude. The unspoken optimism of the clinic'é doctors may be
essential in creating the positive doctor—patient relationship which we
feel exists in the majority of cases.

The relationship between disease and distrgss becomes evident in
any study of infertility. The Clinic doctors have often been able to
practice both illness-oriented and patient-oriented medicine on thg\same
patient. They seem able to mobilise or harness their ‘power even wit}EH\
the restrictive framework of an Infertility Céntre. Infertility seems
uniquely sensitive to the positive doctor-patient relationship, that may
exist during Basic Investigation. The confidence and relaxatiop and
unspoken optimism instilled in the patient may create a favourable
condition which "allows" the patient to become p‘regnant (providing no
physical problems). ' , .

'

Although a positive doctor-patient relationship may seem to be

difficult to measure, that does not m;ke it insignificant. We will, in
a J_’at:er' study, try to show a high correlation between a positive
relationship‘ and measures of constructive patient change (pregnancy).
If this proves true, we can see the potential of the Clinic to prévide
the ideal sei:ting for rela.xat:ion and confidence on the part of the
patient. The doctor can take fullest advantage of this potential and .
;t:he combination of relaxation and confidénc:.e and medical inyestigation

- ‘ N v
may account for this higher than normal pregnancy rate. <

o

%
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A physician's role model is one ofdtechnical concern but relative

emotional detachment. However, the Clinic may be able to create extra

—

emotional involvement. Perhaps it is a clue to the infertility (

patient's needs and another explanation of patient participation and \

+

resultant pregnancy rate. Although we do not argue that émotional
tension is a proven cause of infertility, it is difficult to deny that
it does not p;ay some role. If the Clinic doctor aids 1in release of
th‘is tension, the increased pregnancy rate would not be surprising;

We conclude that the Clinic may provide a positive doctor—patient
relatignship between staff anddlpatier;ts. We suggest this atmos’phere of
mutual trust, confidence and re‘laxatilon reduces tension in the patient.
Where there are no other physical inhibiting~ factors’, t:his‘ relaxation
may promote fertility. The period 1968-72 guaranteed a continuity of
relatignship between doctor and patient. Team-—w{)rk approach to clinic
care had nof_ yet affected the Infertility Centre. A specific doctor was

assigned to each patient as she began the Investipation, and she saw the

same doctor at each visit. The doctors' files revealed no

-
1

dif ferentiation. of procedures due to varied patient characteristics of
}

/

. education, social class, etc. Unhampered personal contact was

A
Y

encouraged between doctor and petient. | Doctors returned patients' calls
promptly and did not appear concerned with either quantity or quality of
* their queries. Durir:g éherinitial interivew, c‘locltors generally promoted
the belief the infertility may be .u}’odifiable in many cases. The doctors
revealed a level of voiuntary personal involvement with th~e patients.

The doctor suggested that the Basic Investigation will be "attacted"” as :

a "team" effort, i.e. hugband wife and doctor. He tried to enhance the



o

patients' coping mechanism and determination to complete Investigation.

[ "Irritation”™ on the part of the doctor did not seem evident. "Shame” of

| .

failure was not encouraged, even when the patient did not comply with
i
such tests as the B.B.T. The doctor tried to inform the patient very

specifically about what behavior is expected.of her, and what behavior

5

she could expect from him,

We postulate that a positive doctor—patient relationship exists at

the Clinic between physician and client. We do not believe that this

strong positive relationship with infertility as the focus, exists
outside of an Infertility Centre. We believe that no other medical .

setting can provide the time, equipment and specialized concern for the

. -

ptoper formation of the positive relationship. We hypothesize that a)
the doctor-patient relationship at the Clinic is positive (as per our.

definition) b) that this relationship leads to maximum patienf

compliance, reduction of anxieéy etc., which may influence the augmented .

’

conception rate and ¢) that this relationship is frequent and reinforced

at thé Clinic, as compared with any sporadic and isolated positive

a

doctor—patient relationship with respect to Infertility outside the

~ s

Centre.

We are examining social asgects of the clinic's method of Basic

. Investigatioﬁ. " The Clinic may provide several unconscious avenues to
> _
» promote effective communi‘cat?/on between staff and patients. This 5
increased effective communication may help promote attendance throughout
kl

the investigation, reduce fear, anxiety and ignorance, and thus, give '
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the patient the very best' chance to become pregnant. Our findings
revealed that the patients, of the Clinic had.a higher than average rate

of becoming pregnant, and we postulate that effective communication

-

gives, the patient the maximum o# chances to become pregnant. The

Clinic's empathetic and éffective‘communicationlsystem may have a direct

positive effect on the patient, but the full investigation will be done

in a more complete study.’
The role of effective communication between the patient undergoing

basic investigation at the Clinic and her doctor is’béry crucial.
»

[}

Should a communication breakdown occur, the patient may have less

v o

confidence in the Clinié’set—up and may be less likely to co~operate

L g

witQ the doctor. Since the Clinic has a high completion of
’ H
investigation record, we assume that the doctors are able to effectively

— ) -

communicate the complex requireméﬁts of the Clinic to the patient.

Infertility is usually followed by a great fear and anxiety about
s

the nature and extent of the illness. To reduce such fears, the Clinic

cd

provides the patient with clear, concise medical explanations at her
first visit, These papers are avéilﬁbl; in six languages and\in a clear
typewrit;eJ form for her to take home and read carefully (see appendix
section 2){ Although we realize not all this information will be read
or understood, it is available to the patient who n;rmally would have’

difficulty obtaining access to such a relevant, clear but concise

explanation . (It is 1ntere®tin& to note that at the Clinic, where

G

s~

ignoranc s found to be the only ohstacle to fertility, 100%Z of the

patients became pregnant.)

?\
N
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Since the original interview between husband/wife and the doctor
usually takes up to 2 hours to complete, the interview ﬁay effectively
aid the doctor in perceiving the specific needs of the patient. The ‘

interview files contain vast quantities of information periferal to thef

problem of infertility. However, it is often this very information

M

+

--communication during the following intense encounters. Should the first
. ‘ 7 . p

interview result in a lack of understanding on the part, of the patient,

- E

it may result‘in”a lack of confidence and resulting lessened ability to
', co-operate. The generous length of time allocated the patient in the
initial interview may be a critical factor in the Clinic's success

N rate. Many Clinic patients may have never experienced effective

communication with anydne_concerﬁing their problem prior to their first

N visit to the (Clinic.

By observing the direct interaction between doctor and patient at

-
3

the Clinic we see a very complex situation. ‘Both sets of.actors have to

e

. : . ,
communicate to each other a great deal of information within a

g

" relatively short defined period of time. K Add to'that the many patients

. who cannot speak either English or Frengh, as well as thé intimacy of
. ' . ‘ .

. - Ty

the topic, dnd- 1t is no;/GifficulE to see the frustration of both *

¥*‘4 partiés. If we examfne the inferviews conducted by the doctors in this

lMght, the quality of their work is quite exceptional. Communication at

- .

. the Clinic will be examined very cldéselys
NN . ‘ %
’ 2y Literature, haskshown that failure to keep appo

tments is most

often a result of communication failure.,, Our findings have reveay%di

.

that those womén who compleged Basic Investigation\had a higher.sucbess_ R

t f

- rate than women whp did not éttend-the,Clinic. ' Shéuld communication <Cﬁ
- - ¢ /
. o2 : !

v

which indicates to thé doctor the most effective path to positive 3

L]
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s
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breakdown result in patient non-compliance, the Clinic's success rate we

v

may assume, would decli erely.

2’

For example, ignored sociocultural pattéjﬁs often cause recommended

health practices to conflict with crucial norms and values held by

.

findividuals in a particular subculture. We observed that cultural

differencgs were often analysed fully during the first interview, and -

recommended procedures often took account of these variations. Since

’

the Clinic's primary objective is the reduction of inéfrtility;’ijkgural -

attitudes to reproducti®n expressed by the varying ethnic gréu s are

-

cgpsidered when interviewingﬁthe patient for the first time. This

factor will increase effective communication between patient and Clinic

and may increase patien; compliance. .
R % e . N
The Infertility Clinic is an'example‘xﬁ both "team-work" and
7 /’ i . 1 \'
"interdisciplinary” conéept of health care. It is “"team—work” in the '

senge that a patient will not always see the same doctor 6n her

' subsequent visits. This concept is a new North American trend,

assuredly efficient in time, money, and exposure of doctors po'a variety
of medical situations.: It is "interdisciplinary” in the sense that the

"~ J .
Clinic may send the patient tq other specialized departments for further

L 4

testing,'if‘they feel the situation requires it. For example, the
urology or the dermatology department may be asked to give a second

opinion or conduct further testing in an_area the departmerits specialng
' H
in. The concept of "interdisciplinary” medical care does not disrupt

»

ﬁ ~ 2
the positive commuuication between patient and Clinic. These tests

usually involve little demand on the patient for intense or longstanding
Pad (‘Q
involvement with the other departmgnts. She ig!sent “out” as a member

of the ciinic, and returns "in"” rather quickly.

~

)
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The question of "team—work” care is an entirely different subject.

Many doctors point out the obvious advantages of team care, such as ‘

increased experience exposure, varied angles of diagnosis etc. However,
effective communication may mot be able to exist should the patient be
exposed to a new relat}onship at each visit. We propose that as
"team—work” increases, effective communication decreases. (It is
interesting to note than since recent' implementation of the tedm concept
attendance through Basié Investigation at the clinic has dropped 15%).

‘ \ .

Our findings and literature review combined to Suggest that a

positive relationship exists between effectiv@ communication and an

increased prégnancy rate maxiﬁfzing the potential Clinlc benmefit to the - ~°

3

patient.

Patients outside the Clinic may hav; a more difficult time
obtaining sufficient meaical advice or adequate discussion time with
_their doctor. Although this’effective communication may occur outside
thg Clinic, we aréﬁﬁ“ﬁ?at its occurence will'bb spo;adic and isolaged

: d

rather than common and'reinforced as it is at the Clinic.

#

s b
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o 3

" General Implications
A ,
\

<

*
-

After -a pumber of menstrual cycles pass, using no contraception and

A

having reasonably regular sexual intercourse, :most couples would expect

’

-

pregnancy to occur. Should this not happen, fhe couple may begin to

"feel uneasy. As other couples in their cigcle of friends and workers
begin to raise their own families, they may pass into a stage of "social

interference”. That is, not having a child excludes them from several

child-oriented social activities. Subtle or overt advice from
significant others may herald the “"presence of sanctioning”. The

pafient's social and cultural understanding may suggest which form of

a

medical help to seek. . ?

a

Since many individuals may be inferﬁile, but not all are uAAer
;edical care, an interesting question is who seeks helb for infertility
and why.w Is the individual's response to infertility d;e to impairment
of their social roie (as potential parents) or is it concern with the

actual medical problem? Although we may gain clues to the beliefs of

~ I

our Clinic population by interviewing them at their first visit, the
beliefs of those “normal infentile” couples in the general population

E}re moreydifficult to obtain.

The reason why the patient attends the Clinic and what she expects

from it seems self;evidént. Obviously the patient is not pregnant,
e :

wants to be and believes the Clinic will help her conceive. However,

£

many” sociological influences may affect the patient's attitude toward

and the expectations of the Clinic and its medical services. These

L}

-
"

- ¢ " 4

o ot

[ L B "V



-

J

/

attitudes and ékpectatfons may promote or hinder progress in basic
investigatién and the resulting pregnancy rate. Goingito the Clinic may
be treated a; an iﬁstitutional relationship and we will exhmine patient
attitude toward, and expectation’of, the Clinic. If the Basic
vestigation is as therapedlic as we believe, we must Examine both the
intentions and expectations of both doctor‘and patient.;
The,iiterature has revealed that the finai act of'sgeking

professional medical help may not be directly related t? tpe severity of
the medical problem. In the study of infertility we m;st be very
carefyl to analyze the role of stress. Although‘the role of stress in
producing infergility may be. hard to substantiate, the role of stress in
help-seeking is morevamenable to investigation. In our proposed
interviews we intend to rigourously examine the ciﬁcumstances under
which the decision to seek:nedical help was made. The decision to seek
hefp at the Clinic may be based on non-physical grounds. »>

Both the experimental and the control group, were composed of women
who had been krying to become pregnant for at least twelve months prior

to the experiment. The Clinic group had participéted in Basic

Investigation at the Clinic where the quietly confident atmosphere may
S

" produce maximum potential for conception. Although bothjgroups desired

»

conceptién, only the Clinic group was exposed to the Clinic. Women /
outside the Clinic are not uniformly provided witﬁ a formal structured -
systemm of reinforcement and cpmmunicafion about infertility that the
Clinic provides. Thus, we conclude the Clinic to be the critical

intervening vi?;able between the couple and pre-~treatment cdnception.

-
~——

o
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CONCLUSIONS
Throughout the analysis it waé’noted that “something” involved 1
the treatment experience was making its impact felt on participating
patients. Sufficient evidence exists to suggest that many medical
ﬁroceduresacurrently used do not in and of éhemselves directly and
specifically influence pregnancy rates in the ma jority of cases.
Certainly, these.procedures are not relevant when pregnancy occurs prior
s to basic investigation, or during the course of it. I
The suggestion that sociological research may contribute to-an
understanding of this problem does not deny.that the phenomen?n of }
conception is basically a biological matter. 1 else aside, in order
for a pregnancy to occur, a series of physicarﬁiié—conditions must first -
be satisfied. 1In the discussion Eo follow, it must be borne in mind

that social factors provide only the beginnings of comprehension.

Further research by gynecologists, endocrinologists, psychiatrists and

others is needed to specify the physiological processés and linkages
mediating the operation of social-psycological factors and the . . .

. biological fact of pregnancy. Nevertheless, the delineation of a
/

possible sociological dimension would be suggestive of a starting point ,

4

s or future invkstigation.

\‘The Clinil populat’5h differs fKPm a non-Clinic population in many
respeéts. An i feftility Clinic offers the éouple the services of a ~
"specialist” in 1n ftility. Whether or not €his is true, the couple's
belie%‘is the impo;tant varia?le. No oth;r medical or non-medical
servicé (including obstetricians, gynecologists,'qr pfivate

practitioners), offer the couple the services of a physician who deals

\
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* mainly with ;nferé&lity and its problems. The‘confidence;‘relaxation
and unspoken optimism that is associated with a department specializing
in infertility is not duplicated by any other medicgl or non-medical
’fqgility. The Clinic's concern with transmitting the complex *
requirements of infertility investigation is part of 1its communicatigns
network. No other medical %r non-medical service can afforé fheltime
involved in this complicated undertaking. No othgr medical facility is
prepared to épend 2 hours with a new patient discussing hoth medical
aspects of infertility and subjects related tB, but pér ferai’to
infertility. As well, a patient cannot feel “part” of a team in any
othHer setting treating infertility. |

Viewed sociologically; the Clinic may be seen as a service

institution wﬁich provides patients with appropriate role~ eonceptions.

-

The significance of the "infertile” role lies in the fact that it is, by

. v,

v ! (i L]
definition, a temporary role. Furthermore, it is an ambiguous role at

»

best; put simply there exists not one clear—cut expectation associated'
with it.( In distinction from the role of the "sick person”, the
infertile person is a) not egempted frdm normal social role
- responsibilities b) not thought of as needing help (because it's Fod‘s
////f will, etc.) and c) not constrained to get well quickly (since one is
"not sick"”) and d) iore often than not, held personally responsible form

o

being barrenab On the other ﬁ(nd, one may not claim to be "normal”.

A4

Since child-bearing 1is taken for granted as "natural”, failure to have
children implies some degzree of abnormality. .A self-definition either
_of "sterility” or of "normality” is socially meaningfﬂl. “"Infertility”,

bdwever, is marginal to either role and is not sohialiy meaningful.

/

!
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Were there no such thing as treatment for the childless touple,

this role ambiguity would not exisﬁ. The Infertility Clinic then serves
t; create the possibility of defining oneself as being “temporarily
barren” or infertile. The Clinic, however, also officially legitimates
this role conception by classifying and referring to individuals as ‘
"infertile” patients. It was stated abové, that the Clinic might.be\
rvigwed as a service institution which proviéed patients with appropriate
role-conéeptions. By this 1t was meant that the Clinic not only creates
and legitimates the individuals' new role, but also directly or
iﬁdigectly serves to resolve the ambiguity inhereng in tge role. '
- v
@irectly, it‘informs the patiént‘that she is "normal” or "sterile”.
.This notification may take the form of the doctor telling the patienti
verbaily. Indirectly, the Clinic temporarily suspends the
self-definition by allowing the patient to say that "now the doctors a7e\
looking after me and they will tell me what the trouble is”. Doubts and
anxieties as to one's gself-identification may be officially and
legitimately postponed until after the basic investigation. " In light of
these considerations, it may be poésible to infer that a resolution of
role ambiguity ;s related tﬁ}the successful establishment of a
pregnancy. ,Such an infere;ce, of course, is justified oqu in those’ -
cases where a de}inite physical abnormality precludes pregnancy.
However, Qhen tﬂg vast number of "normai infertile couples; is
tabulated, the problem appears reasoﬁaély ;oqmon.
In instances of unexplained pregnancies, th? concept of rol;

resolutioq leading to stress relaxation and acceptance of “advice"” seems

plausible. For some patients, the mere act of makiné an appointment,
o \

&
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&

defining themselves as 5infertile", may be the relaxer, sufficlent to

.
'

allow conception. Others conceive after the First visit. It may be

that-the feeling of "now we'll get help”, and?of "it's in the doctor's
|

hands" occurs in these cases, not after making the appointment but only

2

after the appointment.is concretely realized.] For other ﬁatients, it

does noﬁ seem to be sufficient that they merzly go to the Clinic for one

appointment. The tests of the Basic Investi
&

ation seem necessary to

"prove” that they.are “normal”.

-

This ﬁresentation is certainly not ' est a verified
hﬁpothesis} It seems req@onable to opdse;thaﬁthe concept of role
resolution as described heré warrants further consideration and
rgsearch. Of additional interest would be an\analysis of why some
patients are able to redefine roleé early iL the examination process
while others do so only_after the investigation is com?lete. It may be
suggested that patient expectations and co prehensién are of relevance
in this connection. Thus, for patlents expecting "miracles”™, a phone
call for an appointment may be sufficient to impress upon them the fact
that their problems are "as good as solved|. They believe they are no
longer "sterileJ and are indeed'g;aranteed of ultimate fertility. 'For
othgr individuals less able to coqprehend the rationaleKZE the treatment

‘ process, one or two visits to the Cliniczéay provoke feelings that

scientific minds and instruments are at their disposal. For those more

H

A}
enlightened (or perhaps skeptical), a lq&ger exposure replete with

emﬁirical evidence may be necessary. In any case, research into these

considerations, viewing the Clinic as 7 focal polnt about which other

social and psychological processes are/ set in motion, would be

v

instructive.

e
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The processes, however, are not unique to infertility, as a medical

\

area. All ipst tions (medical and otherwise), are founded upon, and

operate thfough, a network of inter-personal relations. It is to be

P

expected that social factors will affect their functioning regardless of
sbeéific contexts. Moreover, as suggested in the present study, client

o

‘53rticipation in the program of a service institution may be of central
v lmportance. .The social factors described in ;elation to participation
m;y be of relevance in other instituéional contexts as well. Thus, the
extent to which clients understang‘whac is happening to them while they
receive service would seem to be associated with the extent to which
they participate effectively in a institution's program. Educétion, in
this sense, would appear to be ﬁecessafy for intelligent utilization of
offered services. In addition to educatlon, the client's expectations
of functionaries ;f the institution may also be of importance insofar as
they affect the communicati?n process, and consequently, participation. -
The further possibility that the client may be unaquainted with the
institutional specialist and his team, and may expect a very different
type of client—functionary relationship thanm is in fact present, can be
detrimental to cliént satisfaction and the goal of the institution.

A /
Incompatible expectations in this realm may proddce negative feelings on

the part of all concerned, and, as a result, disadvantageously affect

participation. A . .

These considerations suggest a broader framework within which to

-

view the findings and the implicatious of the present work.
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~ completeness of follow-up than in differences in diagnostic or

APPENDIX 1: COMPARAIIVE DATA g

. Des%ite the fact that "sterility” is aﬁ age-old problem, and
despite the fact that there hévé been ;avances in researgh, the}e‘seems
to‘be litéle p;blished'informaéion regarding the incidence of
infertility in the general population. Studies report ;he proportion of
childless couples among marriages of completed fertility, but this data
leaves -unanswered the question of whether reporked childlessness is of a
vélunta;y or gﬁtbluntary nature. —Consequent1§ one pus£ rely upon
clinical impressions and ‘generalizations offered by gynecologists.
Begore eiaﬁining‘the results oﬁtained in the treatment of those people
who come to infertility clinics we have reviewed' some of the facts about
reproductive failure and the probedures used in such diagnosis. The
results Of research is then be more comprehensible.

i

Incidence of Fertility: Coﬁparative Data

. )

The prognosis’ for an infertile couple is better than physicians op
laymen generally assume. Published reports citgs conception rates which
were minimum estimates, usuafly about 307, but varying from 10-60Z%Z. The

wide range seemed more a result of variations in the duration and

- 3

k3

therapeutic effectiveness. Using the life-~table methods, many studies
2
compare the conception rate for groups which vary in size, completeness

L]

of follow-up, and relati&e magnitdde of conéeption rates during the

A .
.intervals. However, we cannot use the cumulative conception rate since

we are interested in the pregnancy rate of a very specific three month
P

period. This non-cumulative rate helps us illustrate the percent

pregnant within the 0-3 months compared with those pregnant with the

6—12 month or 12-18 month period.‘ An interval uséally exists between

the time when a’céuplq can concein{and when they actually do conceive.

A
*
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Known and unknown defects lepgthén tﬁis interval‘éf time. Conception
may not occur until the defect has been removed or condition improved by
medical treatment. Some defects are preéeﬁt that make cgnecaption
‘iipdssible and cannot be alt?red by any known medical treatment. These
couples must be considered sterile. Although couples that reach the end

of the child-bearing period without children can be referred to as the

terminal infertility rate, all couples can be class®fied into 4 groups:

-

1) those voluntarily childless 2) those sterile because of defects that .-

make conception impossible 3) those with defects that _reduce but do not

preclude conception 4) those with no apparent defects who still ao_not~

conceive. Infertility studies are aimed at helping those in the last 2°

Lt

_ groups. ‘e . )

. \\ \
0f primary coucern to all who examine and treat infertility is the

effectiveness of conscious or unconscious therapeutic methods. However,

we must have an accurate knzwledge of the incidence of infertility in

D 2
—normal couples in our population not treated for infertility. The

-

results of this data can then be used as a background for assessing the

‘role of the iﬂfertility centre as a specific therapy or factor‘%d an

elevated success rate.
S - ¥

Comparatfwe data is. presented to place the,éindinés in‘persbective‘
Attendance at the Inﬁertility Centre (with ng medical treatmeﬁt) may.
‘result in a higher than predictable success rate. The.Clinic's rztes‘of

success were hypotheéégéd a; higher than the averag;, but the

w
prediéuhble ";g;rage" is only a figure vaguely alluded to in many
studgps; None of these'studie$ on infertility could, alone, provide a
specific, substantial figure. A figure was comp%led by integrating as

‘ ~

much data as we possibly could, \ ' . '

<
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¢+~ Further ans;lysis of the data gives not only, the number of couples
4 ©

. . 4
at each gnterval that have not cornceilved, byt also the number of these

that wiN_eventually conceive., The expectancy of concepgion can then be

’

) o~ ¥ e
calculated at each interval of infertility if no treatment is

o~ - =7 - .

kY L
idstituted. It ,.%;S this’ expecfancy rate that can be used as a measure of

«

A

the success or failurg’of overall treatment imvinfertility probléms.

. N a - 4 )

The ?@E‘é‘tancy rate can be used a#.a measure of success or failure

v . ) -
of treatment in infertility problt:;}ns.' For ‘e:sa!nple, for”t;hose couples
. 8 [}

s : s
who were.infertile after 1 yeag abopt 8%=would conceive withpﬂut further

Q C R . .
: tre;ZAent. If, after attending an infertility clinic djp apprecjable

1

'number above that 8% achieved- conception, the role oi::‘t:he .Inffertility_
; S , p
Clinic may then be examined.
4 r
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APPENDIX 2: COMPOSITION OF EXPERIMENTAL AND
Sty CONTROL GROUPS.BY MATCHED VARIABLESA
T - . \\»/L_»
"‘ '10b;&of each group lives ia greater Mont;;}{f They have been-

.

unsuccessfully for at least 12 months, have had no*

/ trying to conceivé(

s &
medical treatment nor is the female an habitual aborter.

4

1. ' Breakdown of each age group * ~

- 20,{ 21-25

1

Exp. Female
Male

Control Fewale
‘Male

-

# 2& Breakdowyf by primary and #kondary infertility
' ' : ’

-

-

Primary Seconddry o °
A .

o -
* Exp. 77 23

_}‘,“ Contrdl, - 23

Y




N f ) I ‘N
- “ ‘ 3. Breakdown by time, in months to first pregnancy )
¥ . L
. 'l ‘ R "; ’v -
] 0= 3° t 0 -
‘ n x* f ', 3 no 3 " ‘& )
- . ,
E p- - 28 ' 72
«,
A : . Control 6 ~ | - o4 i
» ¥ !
4. Breakdown by religion M . A ~ S
' . ’ .
4;;@’Q h \‘ °
N Progestant Catholic Other
i I o 4 t
e »
(. Exp. BT 15 -| ..
Control’ c40" 40 20 -
2 !
) )
e ' B’ , & “:.‘H
5. Bneabdown by social class . "\ 4
’ od ,’i' 1
Q 10 ? 3 ‘,*'I '
v Exp. . \i=6_,‘ 45 1'39 n / \j' .
<8 Contfol, .| 16 | 45 | 39 ' i
‘ ~ 9 L ; |
v A » [N LA 4' .
: ’ - , , - 4 _
6. - Breakdown by ethnic group 6 Y - :
Y. . , . i i B ; “
KL N . ] 0) il v
) ‘k . EnglListh’ French ‘ '
oF Canzﬁdian Canadian oth¥ . B
Exp. 13 14 53 LA
N : :
> Control 33 18 49 )
LA C < .
N | -
.. . Lo .
.« 7. Breakdown by exposure time ‘
.\\ ] . [ ] ' LI 4 ' ! ‘ - : ~ %“ - ;
NI . -1 0-2 | .23 | 34 [ 4-s 5 + + |years
Vo N v “
N -
- . Exp. 0 | 40 23 12 5 20 g
Cont/ 0 40 23 | 12 5 sure -
S
i oo "g ’ .
. N
‘s, \ .
N N\
.

JROT.: SR
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APPENDIX 3 - TECHNICAL DATA

GLOSSARY

- —

‘ ®
Adhesion ~ An abnormal attachment of adjacent serous membranes by bands

- - : "
masses or fibrous connective tissue. .

L

Amenorrhea - the absence of menstruation. J .

(AID) Artificial Insemination by Domor — the instillation of‘donor

- u

:' sgmen. )
; Bgsal femperature ~ The tempefature of the woman, upon ;aking in‘ﬁyé_
' l morning before any acgivity. ‘Qb \
- Cervix - Neck or opening of the uterus into the\vagina. ) !

Coitus - Sexual relations.
| T ———

Conception - Pregnancy.

. ‘ «. -
Culdoscopy - Direct visualization of the ovaries and the exterior of the )

\

Fallopian tubes and uterus by meedé of an Y§istrument .
S~

T . inserted through a small incision in the vagina. } d
2 . L. _ " * @
n Endgmetrial Biopsy - Extraction of a small sample of tissue from the

- Y

Ve

uterus for examinagt#on, usually to shpw evidence of | »
’ /

-

ovulation,

. . . ) ’- ¢ ‘
Fallopian Tubes - Pair of narrow tubes that carry the ovum from the™"" . |

e ovary to the body of\the uterus.

r

Hysterbssepingogram - An X-ray study in which dye is injecte& inte the -

uterus to show delineation of the body of the

" {
0 uterus and patency of the Fallopian.tubes. ) : |
' Labaroscoéz - Direct visualization of the ovdries and the exterior of , {/{

ray
° . N 1 !

v 3 4
the "tubes and uteqp% by means of an instrument introduced
! ’ through a small incision below the navel. ’ . K

!
-/

, usually abbut the midpoint

Ovulation = fﬁe discharge of: aeripened ov
“ ' . A

L=
//ln the men‘rual cycle. ,

[




N

4

‘L

-

‘Postcoital Test - Also called the Huhner or P.K. tegt. A diagnostic

test of infertility wherein vaginal and cervical
. secretions are analyzed under a microscope within

several hours of sexuil relations.

Secondary Infertility - The inaBility to c\onc.eive after having/ Qﬁ .
) i V4 | ' ’

¥ ‘suoecgsfully co;&:?ved one or more pregnancies%

Semen Anal’ysis ~ The study of a fresh,eJaculate under the microscope to.

.«

. count the number of million sperm per cubic centimeter,

check the shape and size of the sperm and note their
e ° ' ’ ’ 4
ability to move.
Tubal Insufflation - A harpless gas'- carbon dioxide - is blown into the

w

P

uterus under pressuré a:}d will escape out the tubes
] 1
- if they are open.

Uterogram - See Hystersol'pingogra,mk

So d
.

-



ROYAL VICTORIA HOSPITAL
INFERTILITY CENTRE

Dear Patient:

You have come to us to find out*why you do not have a baby, and for

correction of the cause of your infertility problem.
[ . .

) \
There are seve\r_gtests which we routinely perform jn the Infertility

Center which will give us information about the functio “of your reproductive

prgans (of both husband and wife) and hel‘p us to diagngse your problem. *
R [

request your interest and cooperation.

The following pages will help you to understand how €hese investigations

proceed and w‘xat we hope to learn from each one., Approximately three months

is required to complete them. Ogcasionally it is necessary to rep‘eat a test,
' . . .

‘or to perform additional special tests, ‘These tests and the reasons for doing

. ! Q

them will be explained to ‘yog by your doctor, N

- r

If you, are unable to keep an appo:mtment, pleaee notj,fy the Infertility

\* Center at 81;2-1231, extension 660, and we will arrange for a more. suitable
} . ; I‘ -

time. -

. Thank you,

v

Irxfprtility Centre,

1 Royad Victgria Hospital.
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E}'ca.minatioa‘ of the Husband: A detailed medical history, a complete 'physj.ca.l

examination and a semen mx;ovide a profile of the health apd fertility
potential of the husband. If further investigation is indicated an urelogist
f“ .

may be consulted. . \

-

‘Semén Analysis:’ At least two days of abstinence from sexual intercourse;should

precede the'day of this examination. You will be provided with asterile container

in which to transport, the specimen. It should be obtained not more than one

\
hour prior to the time of the appointment, and should be kept at room temperaturs.

re : \

C
Examination of the Wife: At the first visit a detailed medical hist will

>

&
be obtained with special attention to regug.arity of periods, previous lpregna.nciess,

- history of infection of the génital tract and previous investigation or treatment

by other gynecologists. A complete physical examination is also performed.
i

»

The basic investigations are b'riefly described ‘in the following pages
with a simple illustration to help you to understand the anatomy of the female

' i
genital tract. These tests may produce some discomfort similar to menstrual .

cramps which is usually tempdrary and disappears a:few mimites &after completion

. of the test.

-

1. Basal 3ody Temperature Curves Ov;xlatlon (or the release of an egg from

\the ovary) norm&lly occurs once a nonth, fourteen days before the onset

¢

+ of the menstrual periocd, Th:.s is the “fertile period", and conception
) : .
is possible if sexual intercourse occurs at this time. Immediately
foll\owing ovulation the body temperéture rises slightly due to changes

which or\::l}fnathe' ovary following release of the egg.
‘ > i

.. /3
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i 1

You will be given a special chart on which to record ‘your témperature
daily thrquéhout the cycle. Upon awakening each ;norning , take your
temperature orally and record it; this will help us to know precisely

when you ovulate. The chart should be brought with you on each visit to

A

the Infertility Centre.

X . ~

2., Tubal Insufflation: The tubes must be healthy, free of obstructions
'3 . Pl
and mobile in order to catch the egg as it is expelled by the ovary.

The sperms fertilize the egg in the tube as it travels toward the uterus.

There it implants and grows into a baby.

A}

The tubes may be shown to be apen by passing harmless carbon dich'Lde
‘.

gas (CO,) through then. This is done aftér the period is finished and
- Fal
before the time of ovulation.
- ’\)
[y o F
Hysterosalpingogram: The X-~Ray examination is carried out by injecting

a radio—-opaque solution through"’cewix into the uterus and tubes to
\ I
demonstrate the size and shape of the uterus and the condition and position

of the tubes, ‘ )

¢

<

Indometrial Biopsy: Tﬁe membrane which lines the u\terus is renewed

e

each montb‘. After ovulation occurs, special changes take place in this

lining membrane (endometrium) which makes it suitable for nourisnment
~ of the fertilized esg., A small piece of this liffing is taken at a specific

day of your cycle for examination to, loo); for these changes.

’

'
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5. Post-coital Test (P.K.): During sexmal intercoursg the seed or spermatozoa .

" o

of the hugbam"d are deposited in the vagina. In prder for them to gain ) |

access to the egg in the tube they must traverse the cervix and uterus, - . , |
. ] " .
At the time of ovulation the cervix produces a special kind of mucus which '

e

,encourages the sperms to enter the uterus,

You will be asked to have sexual intercourse on a specific day of the
cycle (the presumed time of ‘ovulation) and comé - preferably within six hours a
after intercourse ~ to the Infertility Center the following morning. The

doctor will obtain a sample of this mucus for examination under the microscope
B

to determine the nature of the mucus and whether it is suitable for sperm

& ¢ ~

survival 4nd transport. Vaginal douches or lubricants should not be used
before/ or after sexual intercourse on the occasion of this test.
/J ’ J

N

FUNDUS - m mm e _ENDOMETRIUM

< 4
TS il
.\\“‘ AR > ‘




Date:
Doctor:
Referred

) .

! b ~
Address:

®

ROYAL VICTORIA [IOSPITAI
Infertility Centre .

K . Her DB: ‘ d[

His DB:

Occupation

- A g e " Religion Ethfiic Origin

Tel. res:
Her work:

His work: <

Previous Marriage

Present Ma.rriggen Type & Duration - Duration of

(duration, pregnancies)

Her:
His: .

(durztion, pregnancies) of birth control Recdnt exposure

Fa.,'xLi&Ly history of wife:

0

!

|

Past history of wife except for obstetrical. and Eyneecological history:

A

\

LY

’

Special history (financial status, physical and/or emotional stress, alcohol, etc.):

.

§)

.

-

Menstrual history:

Recent menstru ory:

Premenstrual tension:

Intermenstrual bleeding:

Intermenstrual pain:

=1

v

Dysmenorranean:

L) "
.. )
Brorst tenderness:
v
, t .
. rHy
. Acne: sat N .
' 4 . - + w o
< Lo M- P'c - N R - .
‘ . . N h) +
" o ‘
ot Po }‘f; «P.:
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o Q

Prgiousl Obstetrical History (Start with first and list chronically). '

n
o

- Date _ 'Age of Foetus ~Type and Outcome

]

'Y
4

- » .
. + ! e
“ . v ’ .
o
-

Previous| Gynagcological History \(Incl:lu:dihg Neisserien, "Spirochaetal {nf.ec'oion)

¢

-

L : ]
Previous Invesfci@tion of Ipfertilitx:
" Z2WHEN, |

2

TWHAT

F)
)

v

L]

~ Attention to Ovilation Phase (Method)

1

During period 9? recent exposure: .

Marital Relatio |
L A .
Libido: , L : Satisfaction:

Dyspareunias o  Coital difficul

Coital techniques: - ) Frequeney of
. o \




PHYSICAL EXAMINATION ~ T -~

Height: . Weight: *  Weight relation to normal:
*‘\ \ Euﬂld,'type: . - .Previous weight range o
\  Skin: _ Hair distribution

\ Breasts:

N

\ Stigmata of endocrine disorder (if presen describe on reverse side)

* i
. . g
-~

'Cardiovascular s§étem: . pulBe B.P.
M Respiratory.system: N ' !
ébdomen: | ) ' .
C?ﬁtral nervous system; ) . - ‘ t
t == - M -

PELVIC EXAMINATION

)

Vulva: J( | . .
Vagina:
Introitus - . Cystocdle ' Rectocele
<\ Discharge ‘ . .Depth
F ‘\;éerv1x: | L ‘
‘ \ ¥ Size . Consistency a Mobility
. Distance frg% symphysis Direction: Upward
: PN : , Straight
N o . ‘ ‘ Downward’
: /Speéulum : . }{ .
N ’ ' - 7 Cx plug:
" Uterus: | I S ‘
Size ¢ Consistency " Mobility
Position,'locatién ‘ f @ Symmetry
.Appendages: o ' . | .

‘ | ' ' ’ .t T i"
| - .
. . -
. A , b




.

i

s

1
1

+

L4

#

. \. -
SUMMARY (to ¥e filled in after completion of five~year) follow-up or on the
completion of pregnancy with delivery of a living baby).

v

r

b

N
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~ ROYAL VICTORIA HOSPITAL

o < INFERTILITY CENTRE o : ,V
o MALE -~ N
Name ! , Age: Date:

History (Cryptorchism, mumpe orchitis. , other orchitis, prostatit:.s , epidididymitis,
History
hydrocele, hernia, varicocele, genital trauma, tuberculosis of genitalia,
? , operations for any of the aforesaid conditions ) |
\ i ’ )
' c , , 2’ e - \
, . ~

sEtemic disease (virus‘ disease, functional diaeaseu, feverish conditions - high"'
‘ duration? ) ‘ :

-

:
'

— v o= —

AN

—————————————————————————— —‘————-—--————-

Personal sex obaervatlons (Past marital & ext.ramrital of£spring and outcome of them, :

premature ejaculation, erection difficulty, other potency observation, stc.) .

”

sl




" PHYSICAL EXAMINATION
‘Weight Height

B N . ’
Specific bodily defect/ endocrine. stigmata ‘
Pringhis —_— S Left:
kadias: coronal . - . ’ Right: :
A ’ postcorongl' , ’ N *Cry'ptorch.',uni _c_—_

Cther defesct

Enididymis -

Left ight - .

Rig . - S - (ne abs%
Varicocals (large small 1t. rt.) = ° ‘ ! ~ -
Hydrocele (large small lt. rt.)
Other abnormality

Hypoplastic uni______ bilat.

Qther

Prostate “
: Ls.rg{ Bma.ll

Smear (W.B.C., .?pem,‘ Other)s
Urine (Alb., Sugar, Other):

Sunmary & Recommandation:

\ S




* , N .
% L]
" Royal Victoria Hogspital
' . v
o~ A * N
GYNECOLOGICAL "SUMMARY" ' ] , .=
S { '
b |
” A Y z
" ,
' a — T : 2
RACE: 1 ‘lhite - \egro _ _ Oriental _____ Mediterranean _- . Other _ _ _
PREGNANCIES: “EVSTRE\i HISTORY: Date lst Day Last Venses:
Total Pregnancies ___ Age of Onset __ Internaleidaysy _ Durarion
"Term Pregpnanciles _ FLOW: Normal ___Scanty _;_‘\cessxvg B
Abortions* (under 500 gm.) Dysmenorrhea Type !
Fetal deaths (over 5300 gm.)___ Molimina Type ¥ '
Neonatal deaths Amenorrhea: Primary _ _._Secondary _ _Endocrine __
Premature deliveries Infertilaity: Primary _Secondary __
Living children, YENOPAUSE: Age at Onset _ o
Pregnant at present Normal _  Surgical ﬁ%dlat1on N
PAST ADMISSIONS: Surgical or dynecologlcal R.V.H;‘ Other
Date Daggnosxs Procedure

PAST ILLNESSES)and#OT COWPLICATIONS OF PREGNANCY: !

¢

Date </ Diagnosis . , Procedure
FAMILY HISTORY: Diabetes Carcinoma The M\ site
Anomalies, - Site Other signif. N lness

®

CONCURRENT 1
Dragnosts

LLNESSES OTHER THAN GYNECOLOGY: Treatment:

]

Pain

Other bleedl

Pruritus

‘Urinary 1nco

PRESENTING COMPLAINT ANDZFUNCTIONAL INQUIRY: Specify positive findings only

Abnormal Menses )

Vaginal bleeding -
(non-menstrual) ¥

Vaginal discharge - ?

Tumour’ Abdominal

Tumour, Vulvo-Vaginal
Vaginal Protrusion N
Lesion of vyt.a '

Neg Pos. Type Duration

ng :

x4

ntinence

Other urainary symotoms
Upper G.U. symptoms
Lower G.U. symptoms

)

HEAD
c.V s.

G. I

Form 707174

PIRTR T

OTHER SYSTEMS

¥
i
S

X- S
& w U5 e
‘4. }5&‘. ,‘t f:_v#; .

)




A,

. '
GEVERAL PHYST CAL EXAMINATION: * specify pofitive findings only |
Binod Pressure Pulse Temperature Yei1ght

! . .NorTnal Abnormal .

HEAD
Ears. nose ' v . ,
Throat ; .

* LUNGS .
r HEART . .

BREAST ‘ -

OTHER GLAND(S) , ;

ABDOMEN /

EXTREMITIES ’ 1 . 7

OTHER . -

URINE

BLOOD

-

>

PELVIEC EXAMINATION: *Specdify abnormalities .

On admission N On discharge A
VLULVA
VAGINA
CERVIX ‘ N
UTHRUS ' .
ADNEXA . .
RECTAL " Abdomen (wound)

DIAGNOSTIC IMPRESSION:’ \

i ~

. . s1gnature of clipical clerk
PLAN OF INVESTIGATIONS: ’ . .

THER\PY: 1.e. medications, blood transfu'sions Oxygen Special 1nvestigations

"

OPERATION(S) :Date Include those of other services Type

v

. b

POST- OPERATIVE: Medications.
/

— .
A"
Phvsiotherapy Fever Hemorrhage - GUtract invest. Other

FINAL DIAGNOSIS: For accuraq‘\-; See Pathology report. ‘List concurrent diagnoses
L3

DISCHARGED: Date Condition on Discharge:- Cured Improved - Unchanged

Died Convalescent Home Transferred Released against advice

[

INSTRUCTIONS & VMEDICATIONS ON DISCHARGE:

signature of Resident in charge

SUMMARY SENT TO:

Referring Physician

Address: - . .

Signature of Attending Physician




All of the following categories of patients shnould understand tist full

3
-

&£
RCYAL VICTORIA HOSZITAL ce
Iafertiiity Center’ . | co®

a SN

SCREZN ING AP S.ZLECTION OF PATIANTS

¥ t Y

agreement of both the wife and the husband is prerequisste to titeir
acceptability as patfients of the . Infertility \Center and they must share
a serious desire to raise a family. . .

1.

ba

Married patients up to 30 years of age may be referred to the Infertility
Center after full exposure to pr‘egnané" fer at least ong year. In the

meantime treztment of minor gynaecolovical conditions should be initiated
and the patlents should be instructed regarding the timing of owvilation.

\

In the following four instances referral may be made immidiat-=ly unless
the condition of the patients requires direct hospitalization to a .
.gynecology service (2,1.D., Tumor etec.). *

a. History suggestive of habitual aborticn,

b, Obvious endocrine disorder particularly with history of persi stdht
menstrual disorder dating'back into pre.iarital 1ife,

d. History of surgical or gynecological cperation with post—operative
complications (peritonitis, etc.) likely to proauce occlusion of
tubes and/or fixed displactmen® of any of the 1nte,rnc.l genital
organs.

Married peticnts, 31-40 yoars of age inclusiveyshould be referrcd -

directly and arrangements made to attund e Infurtility Center at

the earliest possible time provided no grosks, gynecological pathology

is present. o treatment of gynuccologlce_l cdisorders should be initiatced

since this will be dcne concomitantly 'itn the course’ of infertility

investigation. '

Marrica patients 41 years of age and over should be referred teo the

Infertility Cent.r..r only under special circumstances, such as:

a, ..,eccndary 1ni‘ ertility, particularly with history of é"cc_ex_at pregnancy

/ or pregnancies, ’

b. Second marriage of either partner.

c. The couple insisting on a trial” dosplta adv1ce regarding the
unlikelihood of success. . £ .

!
Unmarried patients of pubertal or post-pubertnl age with severe menstrual

dysfunction such as primary or secondary amenorrhea or severe oligomenorrhes

(with or without overt ondocrlnonathv) may be referred mrm,dlat\,lv to
the Ihfertlllty Center for ‘investigation and treatment.

For 21l appointments please call; 842-1251, <xtension 660,

Previous élinical or laboratory cxamination results would be ap[ﬁrecia@d
and may be submitted on a regulsr consultaticon form, .

4
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