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ABSTRACT

Sexual and Emotional Adjustment of Couples
Undergoing Infertility Investigation and
the Effectiveness of Preparatory Information

Janet Takefman, Ph.D.
Concordia University, 1989.

Following a thorough medical evaluation, the cause of a
couple's infertility will be discovered in approximately 909
of cases. However, research has shown that the infertility
investigation is a stressful procedure for couples. This
study examined the sexual and emotional adjustment of couples
undergoing an investigation and compared the effectiveness of
two types of preparatory information designed to reduce
particular stresses associated with the investigation. The
sample consisted of 39 primary, infertile couples who were
undergoing an infertility evaluation for the first time. Each
couple was randomly assigned to one of three informational
groups. The High Information group viewed a video tape that
described both the procedural and emotional aspects of the
investigation. The High Information and Sexz group viewed the
same video as the previous group, and in addition received a
pamphlet that described the sexual strains related to
infertility. A control group, the Low Information group,
viewed a video tape detailing only the procedural aspersts of
the investigation. During the investigation, couples were
contacted on a monthly basis to evaluate their reactions to
each diagnostic test. Couples completed a battery of zel.f-
report questionnaires measuring emotional and sexual
functioning before beginning the investigation and at its
completion.

The results revealed that during the investigation the Low
Information group improved in feelings and knowledge acout
infertility, and reported an improved ability to cope with

infertility. Furthermore, the group that received the
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greatest volume of information was found to react most
negatively to undergoing certain diagnostic tests. The sexual
and emctional information were not found to be of assistance
to couples. Results of discriminant analyses demonstrated
that couples baseline psychological profiles could identify
those at higher risk for poor sexual and emotional response
to the investigation. Finally, pre-investigation anxiety
levels were found to differentiate those who achieved
pregnancy six months post-investigation from those who were
unsuccessful,

Several findings of theoretical and clinical importance
emerged from this study. First, infertility had more aversive
effects on wives than husbands. Second, specific areas of
functizcning did deteriorate slightly during the infertility
investigation, but not to the extent reported in the
literazuare. Third, a basic amount of procedural inforwation
about zne investigation was found to be beneficial.
Suggestions were offered on ways the clinician can aid
couplesz in managing the pressures of the investigation.
Finally, methodological problems with respect to this line of

researcn were discussed.
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"My infertility is a blow to my self-
esteem, a violation of my priwvacy, an
assault on my sexuality, a final exam on
my ability to cope, an affront to my
sense of justice, a painful reminder that
nothing can be taken for granted. My
infertility is a break in the continuity
of 1life.It is above all, a wound - to my
body, to my psyche, to my soul."
(Infertil ity Patient, Resoclve Newsletter,
December 1981, p.l)

Many couples are denied the experience of childbearing
because they are infertile. The resulting psychological
reactions have been characterized as the "crisis of
infertility” (Bresnick & Taymor, 1979) . Anecdotal reports and
formal research studies indicate that the emotional impact of
infertility is extensive. It includes denial, frustration,
anger, guilt, depression, sexual maladjustment and social
isolation (Menning, 1980) . Furthermore, medical evaluation to
determine the cause of infertility, evokes psychological
stress reactions of its own, varying in type and intensity
(Lalos, Lalos, Jacobsson, wvon Schoultz, 1985 ). Thus the
anxiety and frustrations already experienced by an infertile
couple, combined with the stress of the infertility medical
investigation, could further burden emotional well-being, and

even possibly decrease probabilities of conception.



Canada's declining birthrate has become a major priority
issue for the government. Canada's birthrate in 1987 was 14.5
per 1,000, lower than that ever recorded previously.
Similarly, Québec recorded the lowest birth rate among the
provinces - 12.9 per 1,000 which in fact is among the lowest
in the world (Statistics Canada, 1987). One means of
increasing the birthrate lies in building our knowledge base
for helping infertile couples - those desiring but failing to
conceive- to become pregnant. Research on the maladaptive
psychological reactions associated with infertility and
programs to reduce the negative impact of the medical
investigation could help to improve the quality of 1life for
infertile couples. It is also possible that probabilities for
concept ion in this subsample of couples would increase if the
stress of infertility was reduced. The psychological symptoms
associated with infertility and the effectiveness of
informaticnal intervention programs for couples undergoing

infertility investigation are the subject of this study.

Present State of Knowledge
Definition of Infertility
Infertility is conventionally defined as the inability to
concelve after one year of regular sexual relations without
contraception (Speroff, Glass & Kase, 1983). The one year
criterion is based on statistics which have shown that in the
absence of contraception about 25% of all sexzually active

couples will conceive in one month, 63% in siz months, and
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about 80% in a year. The remaining 20% or so have a
diminished chance of becoming pregnant in the absence of
evaluation and treatment, and it is this group of people who
are labeled as having a fertility oroblem (Behrman &
Kistner, 1975; Tulandi, Collins, Jarrel, McInnes, Wrixon &
Simpson, 1988), Infertility is further defined as primarxy
when there is no previous history of pregnancy, or secondary
when it occurs after one or more pregnancies. Overall, 30% of
infertile women have primary and 70% have secondary
infertility (Hirsch & Mosher, 1987). The term sterility is
reserved for cases of permanent or incurable infertility.
This definition of infertility, though widely accepted,
is fraught with ambiguities. First, nobody has attempted to
define regular sexual intercourse. In practice, doctors are
not so concerned with a couple's overall frequency of coitus
as they are with the time of month it occurs, i.e., whether
it is during the female's time of ovulation. However, data
have not yet been collected on infertile couples' coital
frequencies at different phases of the menstrual cycle.
Second, unlike other medical conditions, infertility is
unigque in that it has no discernible onset, is usually
asymptomatic, and a diagnosis is generally made
retrospectively after attempts at conception have failed.
Because it is difficult to determine when this condition was
acquired, etiological factors associated with its onset are
difficult to identify. Only a costly and lengthy prospective

study using the general population of child-bearing ccuples



can ultimately solwve this problem. Thus, when carrying out
research on the psychological aspects of infertility, a
common design problem is the difficulty in determining
whether these factors pre-dated the infertility and
contributed to its onset, or whether they are by—products of
the diagnosed condition.

Infertility occurs in more than 15% of sexually active
couples of child-bearing age (Collins, So, Wilson, Wrixon &
Casper, 1984). There is a growing volume of evidence to
suggest that the percentage of infertile couples is
increasing due to a number of sociological and medical
factors. The trend toward delaying marriage and child-bearing
until later in life may be one reason. Fertility appears to
be maximal at about age 24 (Moghissi & Wallach, 1983). Other
factors include the pievalence of venereal disease, and the
wide use of certain contraceptive methods (e.g., oral
contraceptive, intrauterine device [IUD])), which may increase
the risk of infertility (Rakoff, 1977). Rbortion, even under
ideal conditions, is accompanied by a one to five percent
risk of infection which can lead to infertility (Behrman &
Kistnexr, 1975).

There also appears to be an increase in the number of
people seeking help for infertility (Mazor, 1978) . One
epidemiological study (Aral & Cates, 1983) estimated that
almost 75% of couples with a perceived infertility problem

requested medical evaluation between 1970 and 1975.



Authorities believe this demand for infertility services has
escalated even more in recent years (McEwan, 1985). Several
factors can account for this rise. Availability of adoptable
infant= nas diminished because abortion services are more
available to women, and unwed motherhood has become more
socially acceptable. Furthermore, recent advances in treating
infertile couples, e.g., in-vitro fertilization (IVF), have
received wide-spread publicity and raised the hopes of
previously sterile couples.

In recent years, more physicians have been taking an
interest in infertility, thereby increasing the availability
of such services. Technical improvements in the ability to
diagnose and treat infertility and the larger percentage of
upper-income populations with infertility problems have
increased physician demand (Aral & Cates, 1983). For example,
most major hospitals in Quebec today have established
services staffed by specialized infertility teams within
their Obstetrics and Gynecology departments.

Finally, a more conducive social milieu exists to promote
infertility services. The counterreaction to the sexual
revolution was the profamily movement (Mosher,1982). The
values of this movement have reinforced the social image of
infertility as a major health problem. Furthermore, this
generation of child-bearers is the first that has had the
opportunity to plan tne children they want and to prevent
births they do not want (Hendershot & Bauman, 1981). For this

group of young couples, fertility is viewed as a completely



controllable aspect of their lives. Just as they expect to
prevent pregnancy with the use of contraceptives, they expect
to be able to do something about their infertility.

An organic cause for infertility will be identified in
approximately 90% of couples who have undergone a thorough
medical investigation. Of these, about 50 - 60% can be
treated successfully. The problem is traceable to the female
in about 40% of the cases, and in 35%, to the male. The
couple jointly share a problem in the remaining 15% of cases
(Moghissi, 1979).

The following is a brief description of some »f the
common diagnostic categories employed after an infertility
evaluation.

1. Tubal Factor: A blockage to the union of sperm and
ovum, found most commonly in the fallopian tubes, may account
for 30 - 35% of all infertility cases (Mazor,1978). Tubal
problems can be due to adhesions, destruction of the delicate
tubal lining, or a narrowness of the tube that prevents free
passage. Conditions such as Pelvic Inflammatory Disease (PID)
and Endometriosis are common diseases that would lead to a
blockage.

2. Endocrine Disorders: These represent the second
greatest cause of female infertility. There may be a disorder
at any of the sites that influence the menstrual cycle, i.e.,

hypothalamus, pituitary, thyroid, adrenals, or ovaries. These



defects will either act on ovarian production or on
implantation of -he fertilized ovum in the uterus.

3. Cervical Factor: Between 10 - 15% of fertility
problems in women can be traced to a poorly functioning
cervix (Bellina & Wilson, 1985). Most of these problems
involve the cervical mucus. A hostile cervical mucus that
will immobilize sperm, can be created by infection, trauma to
the glands, or antibodies.

4, Male Factor: With regard to male infertility, there
may be a problem with sperm production (spermatogenesis), the
ability of sperm to swim (motility), or the shape of sperm
(morphology). As well, a blockage somewhere in the
reproduct ive tract between the site of sperm production and
where sperm are ejaculated would cause infertility.

5. Upexplained Infertility: In addition to the organic
disorders, there exists a group of patients whose infertility
remains unexplained after the completion of all available
diagnostic tests. The incidence of unexplained infertility is
generally considered to be between 10 to 15% (Verkauf, 1983).
It has been shown, in fact, that the more exhaustive the
evaluation, the more likely the medical factors responsible
for a couple's infertility will be detected (Moghissi &
Wwallach, 1983). This finding invites the speculation that as
medical technology bzcomes more sophisticated, abnormalities
of a physiologic or chemical nature will be demonstrated in

all cases of infertility.



It is noteworthy, that as recently as 20 years ago
unexplained infertility was considered synonymous with
psychosomatic or psychogenic infertility (Eisner, 1963). The
definition of psychogenic infertility was "infertility
without known anatomical or endocrinological pathology"
(Cohen, 1961, p.396). Interestingly, this criterion was
employed whether or not patients demonstrated emouional
disorders . Earlier research that defined unexplained
infertility as psychogenic by exclusion of organic causes has
since been rejected because of lack of evidence or diagnostic
value, Later research showed that there was no emp’i vical
basis for concluding that psychological variables played a
more promineit etiological role in unexplained infertility
than in any other diagnostic subgrcup (Dominici, Coghi,
Pancheri, Nicotra, Bboulkhair, Zichella & Peruggini, 19793;
Seward, Bloch & Heinrich, 1967).

Stress and _ Infert ility

Holmes and Rahe (1967) included life events requiring
behavioral and physiological adjustment ranging from the
death of a spouse, divorce, and pregnancy, to Christmas and
taking a vacation in their scale designed to measure the
amount of stress in a person's life. Despite the fact that it
affects one in six married couples, infertility is not
listed. Yet, similar o the experience of death or divoree,
infertility represents a loss in several respects. For
axample, loss of genetic continuity, and loss of the

experience of pregnancy, childbearing and parenthood.



Erickson (1950) referred to generativity as a stage of
development, and believed that its absence could lead to some
degree of personal impoverishment. It has also been reported
extensiwvely in the literature that psychological stressors
can contribute to the degeneration of overall health (Jemmott
III & Locke, 1984). In this sense it seems reascaable to
rheorize that the stress of infertility could contribte to
t i perpetuation of reproductive difficulties, whereas a
reduct ion in stress could improve reproductive functioning.
Findings that infertile couples have conceived during or
after holidays (Denber, 1978; Urry, 1977), after adoption or
decision to adopt (Sandler, 1965), or after inception of
medical evaluation in the infertility clinic (Collins,
Wrizon, Janes & Wilson, 1983) support this hypothesis.

Several aspects of infertility clearly gualify it as a
stressful life event ., Theories on predictability and human
stress generally share the view that predictable aversive
events are less stressful than unpredictable aversive events
(Miller, 1981) . With respect to infertility, it is rare for an
individual to anticipate difficulties with conceiwing. Most
people grow up with the expectation that they have the
freedom to chonse when to have children. Research has also
shown that social support from one's environment serves to
buffer the effects of stressors and enhcace the individual's
ability to witchstand their adverse efZects (Cobb, 1976; Cohen
& McKay, 1984; Gore, 1978.). Clinical reports suggest that

infertile couples have difficulty sharing their "secret"™ of
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infertility with family and friends thereby depriving
themselves of this source of support (Menning, 1980) .

In the following section clinical evidence will be
presented bearing on the hypothesis that the reproductive
system is stress—sensitive. In considering this literature,
one has to keep in mind the difficulties in defining stress
for purposes of determining its possible effect on
reproductive “unctioning and in devising psychological
instruments sufficiently sensitive and appropriate to
translate complex psychological observations into
quant ifiable measures.

Eff £ St R Juct i F Do

Many studies examining the effects of stress on the
reproductive system have been criticized for conceptual and
methodological deficiencies, however, there have been some
replicated findings which support the contention that stress
responses can negatively affect fertility. Individual case
reports suggest many kinds of stress can affect reproductive
physiology. The degree seems to range from "first-kiss
amenorrhea”™ in young girls (Sandler, 1969), to pseudocyesis
(hysterical pregnancy) (Starkman, Marshall, La Ferla & Kelch,
1985) ; and, from mid-cycle erectile difficulties in men
attempting intercourse for purposes of conception, to
occupational sterility (Bents, 1985). In the female,
menst rual dysfunction has been reported after such traumatic
experiences as incarceration in a concentration camp,

electroshock therapy, and in young girls going to summer camp



or boarding school for the first time (Reichlin, Abplanalp,
Labrum, Schwartz, Sommer & Taymor, 1979).

One well-controlled case study (Peyser, Ayalon, Harell,
Toaff & Cordova, 1973) claimed to have demonstrated
biochemical support for a stress induced delay in ovulation
in two healthy volunteers whose preceding three cycles had
been regular. For a period of 7 to 10 days around the
expected time of ovulation, these women were hospitalized and
blood samples for estimation of LH levels wer: obtained at 4-
hour intervals. In both subjects the preovulatory surge of LH
was delayed and occurred only 48 hours after discharge from
hospital. The delay in ovulation was ascribed to the stress
connected with the hospital stay and the continuous presence
of an indwelling, intravenous catheter. In another study
(Foldes, 1974) 73 women were selccted as candidates for
artificial insemination by donor (AID). Prior to this
selection they had normal ovulatory cycles. In the months
when AID was only contemplated, not even performed, 34 women
showed abnormal ovulatory patterns. After the decision to
postpone AID they regained normal ovulation spontaneously.

In the experimental literature, prolactin has recently
gained attention for its role in infertility. It is probably
the high levels of prolactin maintained during lactation and
the consequent ovarian suppression that underlie the
amenorrhea and infertility observed in lactating women
(Bancroft, 1983). One study explored the relationship between

psychological stress, hormonal factors and unexpl'ained
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infertility (O'Moore, 0O'Moore, Harrison, Murphy & Carruthers,
1983) . Fifteen women with unexplained infertility were tested
on several psychological measures, in addition to urine free
cortisol and plasma prolactin being assessed by
radioimmunoassay. After initial testing, infertile couples
followed a basic eight week course in autogenic training, as
a stress reduction technique. Results were compared to those
of 10 fertile controls. Analysis of initial emotional fac&ors
showed that infertile women had higher anxiety scores than
controls on the State-Trait Anxiety Inventory (STAI), Taylor
Manifest Anxiety Scale and the Eysenck Personality Inventory.
Concurrently, a significantly higher mean value of prolactin
was fovr~7 in infertiles compared to controls. Post-treatment
results showed that the STAI scores decreased significantly
from pre- to post autogenic training. Prolactin levels fell
significantly following training as well. The significant
reducticn of prolactin levels, in parallel with decreased
anxiety scores, supported the hypothesis that elevated
prolactin levels in these patients were linked to emotional
stress factors. However, because a no-treatment control group
of infertile women was not included, one cannot draw
conclusions on exactly what contributed to lower prolactin
levels or on the direction of ca'tsality between prolactin and
anxieuvy.

Depression, a common response to infertility, has also
been associated with reproductive malfunctioning in women.

Evidence suggests that depression is associated with a

2



depletion in neurotransmitter amines, which can lead to
diminished output of gonadotrophins, failure to ovulate and
in severe cases, amenorrhea (Sachar, 1980). Banks,
Rutherford, and Coburn (1963) used Nialamide (100 mg. daily),
a MAO inhibitor, in the treatment of infertility of unknown
organic cause. Thirty of the 66 women receiving this
medication became pregnant. Pregnancy success was related to
a marked improvement in mood and an increased frequency of
sexual relations. Unfortunately, the design of this study did
not permit one to conclude whether pregnancy was primarily
caused by a behavioral change or a neurocendocrine change.
However, in another study (Lachelin & Yen, 1978) spontaneous
reversal of amenorrhea followed counselling for 11
anovulatory women with depression.

Contrary to the findings of the last three studies, in a
double-blind study in which tybamate (an antianxiety drug) or
plac=2bo were administered to 35 females with unexplained
infertility, it was found that though the medication was
effective in ameliorating psychoneurotic symptoms it did not
contribute to increased fertility rate (Denber & Roland,
1969).

Psychological factors in infertility have been attributed
largely to the female partner. Research on psychosomatic
influences in male infertility has been limited (Cockett &
Urry, 1976). This may be due partly to the fact that until
recently, "reproductive medicine" has been traditionally

provided to the woman. The fact that male infertility rarely
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manifests any overt clinical symptoms may also account for
the relative scarcity of studies on psychological factors
(Bents, 1985). The first documented work on the effect of
emotional stress on human spermatogenesis was a study of
prisoners sentenced to death who were kept waiting a long
time before execution (Stieve, 1952). Serial testicular
biopsies were performed, and progressive disturbances in
spermatogenesis were observed. In another study (Rose,
Bourne, Poe, Maugey, Collins & Mason, 1969) the stress of
officer-candidate school was believed to be responsible for
the voung men's depressed circulating testosterone levels.
Monden et al (Monden, Koshuyama, Tanaka, Mizutani, Aona,
Hamanaka, Yozumi & Matsumoto, 1972) measured plasma
testosterone in 42 male patients following major surgery and
found statistically significant decreases in testosterone for
three weeks after surgery. All of the above-reviewed studies
are limited, however, by various confounding influences.

In a recent empirical investigation, (Hellhammer, Hubert,
Phil, Freischem & Nieschlag, 1985) the relationship between
psychological test data and endocrine parameters, as well as
ejaculate characteristics in 117 infertile husbands was
examined. Analysis of correlations between personality
attitudes and biological parameters revealed a significant
relationship between high release of the gonadotrophins and
sociability and extraversion. Lower levels of testosterone
correlated significantly with high feelings of guilt. Because

this study was correlational in nature, no conclusions can be
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drawn as to the direction of causality. Finally, Harrison,
Callan, and Hennessey (1988) examined the possible effects of
stress on semen quality. In this study two semen profiles
were evaluated for 500 husbands attempting IVF therapy. The
first sample was obtained five weeks before in vitro
fertilization, during a relatively unstressful time. The
second sample was provided by husbands at the time of egg
insemination, considered a stressful time. The results showed
that sperm density, total sperm count and qualitative sperm
motility were significantly lower in the second semen
specimen as compared to the first, indicating that stress did
have a negative effect on at least some parameters of semen
quality.

Overall, because of methodological weaknesses that
include lack of control grcups, small sample sizes and non-
specific measurements, the available evidence is insufficient
to prove that stress can change reproductive functioning.
Only two studies combined specified psychological and
biochemical measurements to obtain data on the psychosomatic
interdependencies in infertility (i.e., O'Moore et al, 1983;
Hellhammer et al, 1985). Notwithstanding the limitations of
the various studies reviewed, clinical observations and
reports suggest an influence of psychological factors on
reproductive processes. The following section will address
the evidence which indicates that infertility itself can
cause negative psychological reactions, which in a circular

fashion, would further inhibit reproductive possibilities.
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p hological B € Inf {1

Sexual Adjustment-Anecdotal Evidence

The simplest and most understandable manner in which
psychological factors could contribute to fertility
difficulties is through their effect on sexual performance.
Keye (1984) surveyed nearly 500 infertile men and women with
respect to their psychological and sexual reactions to
infertility. From these interviews three kinds of situations
contributing to negative sexual responding were described
which appear unique to infertile individuals. First were the
physical consequences that result from the infertility
problem itself. Examples include the pelvic pain that is
present in many women with endometriosis or pelvic adhesions.
As a result this may lead to a decrease in coital frequency.
Other women who are receiving progesterone for luteal phase
defects or progestins for endometriosis may experience
decreased libido.

Second, sexual problems may develop in couples because of
the focus on sex for procreation rather than for pleasure. As
a resulc of the perceived need to have "sex on schedule,”
many couples begin to view sex as a purely mechanical act to
be performed in a specific way, at a specific time, and at a
predetermined frequency. Thus, the quality of sexuality is
measured not in terms of pleasure derived but by its ability
to produce a conception. The frustrations and pressures that
arise from viewing sex in this goal-oriented manner can lead

to sexual inhibitions that would interfere with coital acts.
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Finally, sexual problems may develop as the result of the
emotional impact of being infertile. For example, infertile
individuals frequently become depressed when attempts at
conception fail each month. This depression by itself may
inhibit sexual desire, as it may in fertile individuals. But,
in addition, couples may avoid intercourse at midcycle in
order to save themselves from the feelings of disappointment,
anger, and depression that occur with the onset of menses.

Though intuition and clinical impressions strongly
suggest that sexuality is likely to be threatened by
infertility, the empirical literature on the psychosexual
adjustment of infertile individuals is not as conclusive. The
studies which have found evidence that infertility has a
negative impact on sexual functioning are reviewed below.

Berger (1980) interviewed 16 couples after the male had
been discovered to be infertile. Of these, 11 of the men
reported experiencing a period of impotence following the
discovery of their azoospermia. A similar type of study
(Bell, 1981), using questionnaire data, found a high
incidence of sexual problems in a group of 20 infertile
couples attending an infertility clinic. Five of 20 couples
reported a sexual dysfunction secondary to their infertility
and a further seven couples reported a deterioration in the
marital relationship.

Mai, Munday and Rump (1972) compared 50 infertile to 50

fertile couples by means of psychiatric interviews, and found



overall, that infertile couples did not seem to be different
from their fertile counterparts in psychiatric pathology.
However, differences were reported with regard to their
sexual behaviour. Specifically, infertile women were fournd to
feel more uncertain about their femininity, were more
dissatisfied with their sexual relationships, and were less
likely to experiment with different coital positions. Slade
(1981) found that infertile women as compared to fertile
women showed more restrictive sexual attitudes and greater
sexual guilt levels. In these last two studies, of course,
the direction of causality could not be determined.

Another retrospective study (Battaglia, Graziano &
Scafidi~Fonti, 1983) examined the effects of infertility on
sexual expression in 40 women. Based on semi-structured
interview data it was found that after the discovery of
infertility, frequency of sexual intercourse and sexual
desire decreased, while level of sexual fulfillment remained
unchanged. The reduction in frequency of sexual intercourse
was attributed to the wife, since the initiation behaviour
of the male partner remained unchanged. One controlled study
(Freeman, Garcia & Rickels, 1983) compared behavioural and
emotional factors in 49 anovulatory infertile women, with two
comparison groups; fertile women and infertile women with a
diagnosis other than anovulation. Neurotic personality
structure and psychopathology were not significantly greater
in the experimental group than in the comparison groups.

Lower self-esteem and inhibited sexual attitudes were found

18



19

in the anovulatory group compared to the other two groups.
Differences between groups in frequency of sexual intercourse
and other sexual behaviours, however, were not statistically
significant.

One final study (Fagan, Schmidt, Rock, Damewooud, Halle &
Wise, 1986) assessed the sexual functioning of 45 infertile
couples who had requested IVF. Though as a group, scores on
the Derogatis Sexual Functioning Inventory (DSFI) indicated
that couples fell within the normal range of sexual
adjustment, seven couples were found to be experiencing a
sexual dysfunction as defined by the Diagnostic and
Statistical Manual of Mental Disorders III (DSM-III). Couples
with a sexual dysfunction were significantly more likely to
have unexplained infertility. Once again, whether poor sexual
functioning contributed to infertility problems or whether
poor sexual functioning resulted from infertility was not
determinable.

The designs of the above-mentioned studies suffered from
several methodological weaknesses. First, controlled,
empirical studies varied widely ir the type of control group
used. Some authors preferred ccmparisons with organically
infertile patients, others used subjects assumed to be
fertile by routine diagnosis and still others applied
standardized parameters of the normal population as a
control. Evaluations of infertile couples' sexual functioning
varied depending on the comparison group used. Second, all

these studies were carried out retrospectively and a measure
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of baseline sexual functioning prior to discovery of
infertility was not included, thereby ruling out the
possibility of determining the direction of causality. Third,
other than in two studies (Freeman et al, 1983; Fagan et al,
1986), no attempt was made to subclassify infertile couples
by diagnostic group. One might expect different sexual
reactions from couples whose diagnoses indicate a different
likelihood of conception, as was found in the Fagan et al
(1986) study. Finally, measures used to assess sexual
functioning were in most cases unstandardized and aimed at
broad rather than specific aspects of functioning.

Three studies found no relationship between infertility
and impaired sexual functioning. In one study (Mai et al,
1972) no differences were found between anovulatory and
ovulatory women, and between cligospermic and normospermic
men, on such variables as coital frequency, sexual
satisfaction, sexual identity and marital adjustment.
Friedman (197%) compared the coital frequencies and sexual
responsiveness of three groups of couples; infertile couples
of unknown cause who had been trying to conceiv ', couples in
which the husbands had been vasectomized, and couples where
the male was known to be azoospermic. No significant
differences were found. Thus, couples known to be sterile had
the same coital frequency as couples who were trying to
conceive. Finally, in a descriptive study, Leiblum, Kemmann
and Lane (1987) looked at the interpersonal functioning of 59

couples who were candidates for an IVF program. Half of the



respondents reported improved marital communication,
sensitivity to partner's feelings, and sense of closeness
consequent to their struggle with infertility. Furthermore,
more than one-fifth of the wives reported that the
infertility difficulties had improved the frequency of sexual
relations and increased sexual satisfaction. However, 14% of
both husbands and wives noted that sexual frequency had
A

worsened as a result of the infertility problem. It should be
kept in mind, however, that candidates for IVF may represent
a separate subgroup of infertile couples. Considering the
extreme emotional and financial cost of IVF, only those
couples who are highly committed to each other and to their
goal of having children may choose to attempt this procedure.

Overall, the empirical literature indicates that there is
a relationship between infertility and negative sexual
expression, although the actual aspects of sexual functioning
involved vary with the particular study. The most consistent
finding (e.g., Berger, 1980; Fagan et al, 1986) is that
sexual dysfunction occurs in a significant proportion of
couples who are infertile. Another consistent finding,
reported in all but one study (Battaglia et al, 1983) is that
frequency of intercourse is not negatively affected by
infertility, but rather it is the enjoyment of and

satisfaction with sexual activity which seem to deteriorate

as a result of infertility.
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Personal Adjustment

There are two groups of studies which address the various
emotional problems accompanying infertility. One type,
characterizing the earlier studies, investigated the
etiological role played by psychopathologies in infertility.
These studies typically sought to describe common personality
disorders and/or unresolved unconscious conflicts which
resulted in an inability to conceive. In a comprehensive
summary and critique of the literature published between 1935
- 1963, Noyes and Chapnick (1964) concluded that the majority
of researchers of that time favoured the proposition that
psychogenic factors were a major cause of infertility, even
though they failed to supply any evidence for this view. In
addition, most studies involved retrospective designs where
objective testing with standardized tests was rare and the
use of control groups rarer still. Overall, the authors
concluded that their survey yielded no evidence that specific
psychlopathologies cause infertility. Due to the av_ilability
of Noyes and Chapnick's review those earlier studies which
clearly set out to identify psychological profiles causing
infertility will not be included in this review.

A second group of studies include those which examined
the nature of the emotional distress resulting from
infertility. The rest of this section will review the
available empirical literature which has addressed the

effects of infertility on individual personal adjustment.



One study attempted to describe the nature of emotional
distress in 314 infertile women who were divided by diagnosis
(xeye, Deneris, Butell, Wilson & Sullivan, 1983). Based on
self-report measures, it was found that feelings of
helplessness, inadequacy, and hopelessness increased with the
duration of infertility, however, in general, older infertile
women demonstrated less emotional distress than younger
women. The nature of the distress was related to the
underlying cause of infertility. Women with anovulatory
infertility typically had a poorer body image and reduced
self-esteem. Women with tubal disease felt more guilty and
women whose infertility was due to a male factor were more
dissatisfied with their sexual relationship.

Lalos et al (1985) performed a longitudinal study on a
homogeneous group of infertile couples. Twenty-four infertile
couples were interviewed prior to and two years after the
woman's reconstructive tubal operation. In general, the wives
reported poorer adjustment to infertility than their
husbands. Although the marital relationship was reported to
be satisfactory for most of the couples, the men reported an
increased negative influence of the infertility on the
marital relationship and the women reported deterioration in
their sexual lives. Negative emotional (e.g., grief,
depression) and social (e.g., isolation) effects were
pronounced in the female both before and two years after the
surgical treatment. Just before the operation, when the

couples were reported to be hopeful, few subjects recognized
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the need for professional help. However, two years later
almost half of the women and a few men reported they needed
psychosocial help and support. In another study (Veroff,

1987) comparing a similar sample to fertile controls,
infertiles were found to be more depressed, lower in self and
body esteem, less supported socially, and less likely to rate
their marriages as happy. Another study (Desiderato,
Callahan, Burnette & Toffle, 1986) found that infertile women
reported less perceived ability to cope with situations
(self-efficacy) than fertile women. However, when items
related to fertility were excluded from the analysis, the
significant difference between the two groups of women
disappeared, indicating that it is largely in the area of
infertility that infertile women perceived themselves as
being unable to cope. In addition, infertile women were twice
as likely to report experiencing depression than fertile
women. No significant differences were found between
infertile and fertile men.

McEwan, Costello and Taylor (1987) attempted to identify
predictors of adjustment in infertile couples. They found
that younger women, who belonged to a religion that places
emphasis on childbearing, who did not have a confiding
relationship with their partners, who were undergoing other
life stresses, and who did not receive an organic diagnosis
for their infertility were more likely to experience pcor
emotional adjustment. Furthermore, on a subjective level,

women who felt responsible for their infertility and believed



their chances of conceiving were lower than the actual
medica’ prognosis, showed poorer adjustment than their
counterparts. It is interesting to note that contrary to Keye
et al (1583) the length of time that a w¢..ran had been try‘ng
to couceive and cause of the infertility were found to be
unrelated to adjustment.

Freeman et al (Freeman, Boxer, Rickels, Tureck &
Mastroianni, 1985) reported data based on psychological
evaluations of 200 couples seen at a pretreatment
consultation in an IVF program. Half of the women and 15% of
the men reported that infertility was the most upsetting
experience of their lives. On the Minnesota Multiphasic
Personality Inventory (MMPI‘, approximately 20% of these
subjects had one or more elevated scale scores (above 70).
Approximately half of these people had clinical syndromes of
depression and somatization difficulties, while the remaining
had personality disorders. However, the Taylor Manifest
Anxiety Scale scores showed average anxiety levels,

Mazure, De 1'Aune and DeCherney (1986) suggested there
are two major weaknesses in most studies attempting to
measure anxiety level in infertile couples. First, most
studies do not use sensitive measures of anxiety, but rather
employ measures of major psychopathology which are less
useful since this is essentially a normal population. Second,
the anxiety scales used are generally self-report, which
requires an individual to be aware of his level of anxiety

and be willing to report it. To correct this problem these
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researchers used the Marlowe-Crowne Social Desirability Scale
(M~C) (a measure of defensiveness and affect-inhibition) in
conjunction with the Taylor Manifest Anriety Scale (TMAS).
This allowed them to distinguish low and high anxious
individuals, as well as those who do not acknowledge anxiety
as a means of coping (avoiders). Using 60 IVF participant
couples, they found that 19% of the total group were Loth
nervous and able to report anxiety, 43% reported true low
anxiety, and most impurtantly, 38% manifested unacknowledged
anxiety. Based on these data, the authors suggested that
reports of anxiety levels in infertile couples may be
underestimated because infertile couples may deny anxiety.

In summary, the majority of studies report that infertile
couples experience significant inter- and intra-personal
psychological distress in association with beina infertile.
Although the specific variables associated with infertility
have not been isolated, some trends seem to be emerging. For
example, it appears that women suffer more than their
husbands. Second, there seem to be only a few psychological
consequences that affect all infertile couples (e.g.,
depression), and the impact of infertility may vary depending
upon factors like age, duration of infertility and diagnosis.
Finally, for most couples the negative emotional effects of
infertility remain specific to infertility and do not

contribute to gross psychopathology.



27

7] Infertility I {gati

The rationale of the infertility investigaticn is to
establish whether ova and sperm are being produced and
whether there is some barrier to their union. This generally
requires a thorough medical, sexual and social history, a
physical examination of both partners, and several diagnostic
and laboratory tests.
P hological Z I f the Infertility I t igat ]

S 1 Ad3 £ —p jotal Evid

On intuitive grounds, the infertility investigation would
seem likely to have detrimental effects on a couple's sexual
relationship. The reasons for this are twofold. First,
undergoing an investigation for infertility serves as a
constant reminder to couples of their reproductive failings.
Second, the evaluation of infertility requires a great deal
of emphasis on sexual performance. Patients must expose
intimate parts of their bodies for examination and
manipulation and provide exact details of their sexual lives.
To meet the demands of certain test procedures, restrictions
are often placed on the time of month couples are to engage
in coitus, on the type and frequency of sexual activity and
position to be employed. With many of the tests, such as
semen analysis and the Post-Coital test (PCT or Huhner test)
couples, especially the male partners, are asked not only to
perform on demand, but to perform with the knowledge that
their performance will be judged and graded and may prove to
be the reason for the couple's infertility (Bell, 1981).

These circumstances, combined with the frustrations and



anxiety already experienced by the infertile couple, provide
an ideal backdrop Zor the development of sexual dysfunctions.
In fact, Masters and Johnson (1970) postulated that variables
such as these (restricting a couple's sexual expression,

¢ gaging in sex on demand, performance anxiety and a poor
sexual self-image) are the major contributing factors to
sexual dysfunction. Gray (1981) concluded that the
infertility investigation may contribute to psychosexual
problems, which in turn can complicate the diagnostic value
of further infertility testing and lead to a multifaceted
infertility problem.

There are a few case studies of inwtances where sexual
problems developed as a result of tlhe infertility
investigation. For example, Bullock (1974) described a male
with normal sexual function prior to the infertility
investigation. During the investigation, however, he was
consistently unable to achieve erection to permit semen
analyses or PCT examinations (a test in which sperm motility
is evaluated by analyzing the vaginal and cervical mucus
within several hours after sexual intercourse). Palti (1969)
reported on a case where a male developed situational
erectile dysfunction which occurred only on those days when
the couple was instructed by their physician to have

intercourse.



The number of empirical studies in this area, again are
limited. Drake and Grunert (1979) evaluated the incidence of
sexual dysfunction in infertile couples at the time of PCT
testing. Infertility was present for one year at least and
the initial interviews ruled out sexual dysfunction as the
cause. Of 51 males in the study, 20% were repeatedly unable
to perform for the PCT. Of these, half also reported erectile
difficulties during their partners' fertile period. Most
affected husbands observed that their wives' interest in sex
was concentrated on mid-cycle which provoked hostility and
further stress. 1n addition, couples reported that the
recording of basal body temperature and coital charting, both
of which are common procedures in the early months of the
investigation, served to further inhibit the enjoyment of
sexual activity for both partners. Bonnar (1979) interviewed
500 infertile couples who had undergone an investigation
between 1972-1974. One of the most common complaints by
couples was that scheduled intercourse and PCT's produced
frustration, loss of libido and marital unrest. Several
couples were reported to have discontinued the investigation
because of the deleterious effect it was having on their
marriages. However, other couples félt the investigation
improved their relationship by forcing discussion of the
issues. McGrade and Tolor (1981) retrospectively explored the
impact of the investigation on sexual and emotional

functioning in 126 couples. After initiation of the
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investigation, wives reported greater deterioration of their
sex lives, less interest in and desire for sex, and receiving
less satisfaction from sexual activity. Forty-five percent of
all respondents admitted to some difficulties with sex during
the fertile period, and 27% indicated some difficulty with
the PCT. Overall, husbands did not perceive the investigation
as straining their sex lives to the extent that wives did.

Morse and Dennerstein (1985) carried out a retrospective,
pilot survey of infertile couples who presented for IVF
treatrient. Almost 71% of wives reported that their
participation in infertility investigations had changed their
sexual enjoyment 'for the worse'. The adverse effects which
were cited most often were complaints that sex activities had
become mechanical, "tied to the calender", less spontaneous,
and to- purposeful. It was interesting that 90% of wives
reported that they had expected infertility investigations to
make no difference to their lives.

Lalos et al (1985) also looked at the psychological
effects of the medical investigation on 30 infertile couples.
This was a prospective study that looked at the influence of
rasal body temperature (BBT) recording and semen analysis on
psychological factors. It was shown that for all subjects,
intercourse synchronized with BBT had a negative effect on
sexual functioning. The planning made intercourse a burden
and sometimes caused sexual aversion, lack of orgasms and
erectile difficulties. With regard to semen analysis, half of

the men experienced this examination as psychologically
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difficult. Feelings of shame, embarrassment, degradation and
stress were frequently described. Similarly, Camilleri (1980)
found that of 332 infertile couples undergoing investigation,
26% of the men refused to have their semen analyzed because
of anxiety-related reasons.

De Vries, Degani, Eilschitz, Oettinger, Zilberman and
Sharf (1984) had 50 women complete a questionnaire
immediately after the PCT test. The questionnaire inquired
about their sexual functioning in relation to the 'scheduled
intercourse' encounter preceding the PCT. It was found that
sexual functioning was negatively affected when engaging in
coitus for purposes of the PCT. Specifically, sexual foreplay
and orgasmic function decreased during the PCT sexual
encounter as compared to regular sexual intercourse. The
'same-morning' PCT (intercourse within approximately four
hours of PCT testing) was found to have a greater negative
impact on sexual functioning than the 'over-night' PCT
(intercourse the night before PCT testing). It was also shown
that women who reported feeling "distant" from their partners
during the PCT sexual encounter scored more poorly on the
PCT, despite originally good cervical scores and normal semen
analyses. The authors suggested the possibility that negative
feelings during sexual intercourse could affect
physiohormonal functioning, resulting in unfavorable PCT
findings.

In an attempt to replicate the findings of De Vries et al

(1984), Takefman, Brender & Tulandi (1986) investigated the
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relationship between PCT findings and couples' sexual
functioning in 40 infertile women who were routinely
undergoing 'same-morning' PCTs as part of their evaluation.
Based on questionnaire responses, it was found that
significant differences existed on a number of wvariables when
comparing normal sexual encounters and those associated with
the PCT. Specifically, nervousness during sex, closeness to
partner, comfort level, arousal level, sexual satisfaction,
duration of encounter, number of sexual activities engaged in
per encounter and husbands' erectile ability were all
negatively affected during the PCT encounter as compared to
unprogrammea sexual functioning. It was also found that women
who were less comfortable with the PCT sexual encounter,
experienced less sexual arousal, which was associated with
more unfavorable PCT results.

Daniluk (1988) studied 44 couples beginning an
infertility investigation tc determine if changes occurred in
levels of psychological distress as they progressed through
the medical investigation. Subjects were tested at four time
periods; immediately after initial medical visit, four weeks
later during medical testing, within one week of receiving a
diagnosis, and at six weeks after diagnosis. Using a measure
of psychological distress it was found that the infertility
investigation was most stressful at the time of the initial
medical contact compared to the latter three testing periods.

This appears to be the only empirical evidence suggesting



that it is not the investigation per se, but rather beginning
a work-up, that is most anxiety provoking. In addition,
female participants were observed to exhibit substantially
higher levels of distress than the male subjects at the time
of diagnosis. Different psychological reactions were found
between partners' identified as the source of the couples’
fertility problem and the non-identified partner however,
this was confounded by the observed sex difference. Finally,
marital and sexual satisfaction scores of the participants
remained in the normal range throughout. Considering these
findings, it is surprising that 6 weeks post-investigation,
approximately 96% of subjects indicated a belief that there
was a need for psychological services for infertility, and
63% reported that they personally would have availed
themselves of such services had the opportunity been
provided.

In contrast to Daniluk's finding that anxiety decreased
as the investigation progressed, are Berg's (1988) findings.
This was a cross-sectional study in which 104 subjects were
separated into different phases of the infertility work-up to
examine the impact of duration of the work-up on
psychological functioning. The findings showed that for the
first year of the work-up increases in its duration were
generally associated with increments in stress indices.

In summary, although there is only suggestive evidence
due to the small number of empirical studies and their

retrospective nature, the general consensus in the area is
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that the medical investigation adds to an already difficult
situation. Daniluk's recent study (1988) demonstrates
improvements are occurring in the research designs being
employed. She used a homogeneous sample of infertiles,
studied them prospectively throughout a period of the
investigation and six weeks following, and looked at sexual,
inter- and intrapersonal aspects. Unfortunately her measures
were confined to global psychological symptomatology and
ratings of sexual satisfaction with no data on more specific
behavioural functioning. In addition, she considered male and
female spouses as independent subjects, even though their
scores should be considered dependent given the relationship
between partners.
P hol ical I i

Infert ili . 114

Considering the emotional, sexual and marital problems
that are believed to develop during the infertility
investigation, and recognizing the time constraints on
physicians, many experts have suggested that infertility
services should include personnel who could treat
psychologically-based problems. Short-term educational,
supportive and behaviourally-oriented therapies have been
proposed by many experts (Bresnick, 1984; Donnis, 1984;
Frank, 1984; Greenfeld, Mazure, De L'Aune, DeCherney &
Haseltine, 1984; Porter & Christopher, 1984). At present,
however, such services remain rare, and empirical evidence on

their usefulness is even rarer.



Some researchers have attempted to evaluate the
effectiveness of their counselling programs for infertile
couples. For example, Bresnick and Taymor (1979) evaluated
the effectiveness of five sessions of psychological
counselling for infertile couples. The results showed that
65% of couples reported improvement in their attitudes toward
their infertility, though there were no significant changes
in communication with spouse and sexual adjustment. Although
this study demonstrated some benefits to couples, its wvalue
is limited due to its reliance on informal evaluation, and
because bhaseline measurements were not taken and control
groups were not used for comparison purposes.

Two other studies with similar methodological problems
evaluated the effectiveness of group sessions for infertile
couples beginning an investigation. In one study (Rosenfeld &
Mitchell, 1979) the majority of couples reported an
improvement in their sexual functioning, and a reduction in
the frequency and duration of such symptoms as fear, anxiety
and depression. Patients also reported more positive gender
role feelings and a greater sense of control over events. The
other study's informal findings (Karahasanoglu, Barglow &
Growe, 1972) indicated an improvement in the spontaneity and
frequency of sexual intercourse, diminished tension between
partners, and more positive attitudes toward self and
partner.

Finally, Sarrel and DeCherney (1985) conducted an outcome

study involving 20 couples with secondary, unexplained
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infertility. One group was seen by a psychotherapist for a
two hour session. A control group received no interwvention.
After 18 months of follow-up, six of the ten women in the
experimental group had become pregnant while only one of nine
women in the control group had achieved pregnancy. However,
since no concomitant measures of psychological functioning
were taken, one cannot determine what factors contributed to
the successful pregnancy outcome. Furthermore, no mention is
made of the proportion of diagnostic problems within each
group.

It is clear that the effect of these studies is to
encourage the use of counselling programs for couples
undergoing infertility treatment, although the informal
nature of the studies do not permit any firm conclusions.

D rmation

Menning (1977) reported that one of the most helpful aids
to couples undergoing an infertility investigation was
supplying information about various diagnostic procedures.
She found that this allowed couples to become experts in
their area of special concern which gave them a greater sense
of control and reduced stress. Many studies hawve found
support for the hypothesis that preparing patients for
stressful medical procedures by informing them about what to
expect, improves recovery rat. and reduces stress (Andrew,
1970; Auerbach, Kendall, Cuttler & Levitt, 1976; Auerbach &
Kilmann, 1977; Johnson, 1975; Linderman & Van Aerman, 1971;

Melemed & $iegel, 1975; Mumford, Schlesinger & Glass, 1982;
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Reading, 1979; Schmitt & Woodridge, 1973; Wallace, 1984;
Wilson, 1981).

Most of the research on the effectiveness of preparatory
information in reducing stress has been carried out on
patients undergoing surgical procedures. A study by Egbert et
a4l (Egbert, Battit, Turndorf & Beecher, 1963) was one of the
first to report that a supportive and informative visit by a
physician before surgery, significantly reduced pre-operative
anxiety and improved recovery. Since then, the majority of
studies have supported the benefits of information-giving.
Even in those studies that did not find ot jective benefits of
information, in almost all instances patients did indicate a
personal appreciation for the informational material provided
(cf. Leydhecker, Gramer & Krieglstein, 1980; Libman, Fichten
& Brender, 1987).

Why information-giving (or preparation) benefits pat_.ents
has not yet been clarified. Three major theories have been
proposed. One suggests that preparation is effective because
it causes patients to rehearse mentally how they will cope
with the pain and discomfort after surgery (Meichenbaum, Turk
& Burstein, 1975). A second proposal suggests that
information provides patients with accurate expectations for
the future which reduce the unpredictability of the event
(Johnson, 1975). A third suggestion, derived from theories of
classical conditioninc maintains that preparation improves
recovery because it provides a desensitizing experience that

extinguishes conditioned fear responses (Shipley, Butt,
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Horwitz & Farbry, 1978). Although each theory has some
support, none seems to adequately acccunt for the range of
results (Wilson,1981).

Though in the majority of studies, results of
preparatory information have been positive at least on some
outcome variables, specific benefits differ depending on
individual and situational factors. For example, Miller
(1980b) hypothesized that the benefits of information will
vary depending on the controllability of the stressful event,
how invasive it is and on an individual's coping style. In
addition, results of studies may differ because information
is often confounded with other types of interventions like
psychological support and skills training (Gil, 1984), and
only a few studies have verified whether patients actually
comprehended and retained the information they were given
(Reading, 1981).

With regard to the possible harmful effects of
preparatory information, Janis (1958) argued that too little
or too much information may be detrimental to patients. Other
experts have hypothesized that patients who are predominantly
characterized by avoidance or denial defences, will actually
become more anxious following reception of preparatory
information (Andrew, 1970; Delong, 1971; Felton & Revenson,
1984; Langer, Irving, Janis & Wolfer, 1975; Miller, Brody,
Leinbach, LaPorte & Summerton, 1982; Shipley, Butt, &
Horowitz, 1979; Sime, 1976). This hypothesis is based upon

the theory that information directs attention toward a



danger, and thereby increases awareness of the threat and
increases stress. Since vigilant (information seeking)
subjects are already psychologically in the presence of the
danger signal, preparatory information does not increase
stress further .in their case but wcild in the case of
information avoiders (Gil, 1984).

Miller (1980a) proposed the "Blunting Hypothesis" which
specifies the conditions under which information has stress
reducing effects and when it does not. This hypothesis
accounts for individual differences between those who prefer
predictability under threat ('monitors") and those who prefer
unpredictability ('blunters"). Blunters use such coping
strategies as distraction, self-relaxation, reinterpretation,
denial, detachment and intellectualization because these help
blunt the psychological impact of physically present danger
signals. In order to identify in advance those disposed to
distract themselves or to monitor danger signals, Miller
(1979) devised the Miller Behavioural Style Scale (MBSS), a
measure for identifying monitors and blunters.

To test her blunting hypothesis, Miller and Mangan (1983)
carried out an experiment in which 40 gynecological patients
about to undergo colposcopy were given the MBSS questionnaire
and based on their scores divided into monitors (information
seekers) and blunters (information avoiders). Half in each
group were exposed to voluminous preparatory information, and
half to the usual modest level of information provided by

hospital personnel. O erall, the results indicated that low-
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information patients expressed less subjective arousal than
high-information patients. Furthermore, blunters showed less
subjective and behavioural arousal than monitors. In
addition, patients' level of psychophysiological arousal was
lower when the level of preparatory information was
consistent with their coping style; that is, blunters were
less aroused with low information and monitors were less
aroused with high information. Based on these findings,
Miller drew three conclusions. First, that voluminous
preparatory information may exacerbate patient distress.
Second, that being a monitor is a more costly emotional style
than being a blunter. And finally, that variations in coping
style interact with and determire the impact of information.
These findings have since been replicated in a more recent
study (Miller, Brody & Summerton, 1988).

Miller's results, though clearly illuminating, should be
generalized with caution to infertility investigations. One
could assert that the long duration, invasiveness and many
diagnostic tests that are characteristic of the infertility
investigation cannot be compared to an acute, benign surgical
procedure like a colposcopy. The infertility medical

investigation is made up of many different diagnostic

procedures ranging from simple blood tests to curgery. Zach
of these involve different degrees of physical pain,
anticipatory stress, controllability, inwasivenesc and
significance. As well, each test varies in its demands on the

patient with respect to patient participation, inconvenience
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and which spouse is pcedominantly involved. For these reasons
it may be faulty to generalize the results of studies
investigating the value of information for one surgical
procedure to the case of tnhe multidimensional infertility
work-up.

Two studies did look at the impact of coping styles with
regard to infertility in general, however their findings were
directly opposed. The findings of one study (Fleming & Burry,
1985) showed that avoidance strategies were not effective in
coping with infertility. In this study, 83 infertile couples
who were infertile for varying lengths of time were examined
to evaluate how they coped with their condition. It was found
that about 50 - 60% used avoidance and distraction
techniques, however these strategies were not helpful in
reducing their negative reactions to being infertile. On the
other hand, Veroff (1987) found that blunting strategies,
good social support systems and a confiding relationshic were
related to better emotional and sexual adjustment in women
with prolonged infertility. Because the findings of these two
studies are directly opposed, it is too early to draw firm
conclusions on the value of different coping strategies with
regard to infertility. In addition, as pointed out by Roth
and Cohen (1986) it is possible that different coping
strategies may be more effective for different kinds of
stresses. For example, blunting may be more bereficial in the
early phase of a traumatic event, or if it occurs in a

situation that is both uncontrollable and too threatening. In
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other circumstances, monitoring may be the more effective
strategy. Since these latter two studies used subjects who
were infertile for wvarious lengths of time and with different
diagnoses (controllability), it is difficult to speculate on
the reasons for the contradictory findings. Moreover, since
the infertility investigation can be considered an early
phase of the infertility process, it is difficult to
extrapolate the findings on coping with infertility in
general to that of the infertility evaluation.

To this writer's knowledge, no systematic studies have
been carried out on the value of preparatory information for
the infertility work-up specifically. However, the literature
does make cursory reference to the benefits of information-
giving with regard to the infertility investigation. In a
study described zreviously (McGrade & Tolor, 1981), couples
who eventually became pregnant were compared to those who did
not conceive, with regard to their attitudes about receiving
information. Those couples who became pregnant were more
inclined to repo 't that they would have appreciated
information prior to the investigation. However, husbands
whose wives never became pregnant, in retrospect, said prinr
krowledge about the investigation would have been a deterrent
to their participatio... In this case, the uncontrollability
of the situation for couples who did not achieve pregnancy
may have influenced their preference for avoidance.

Wallace (1985) evaluated the benefits of information for

80 female patients undergoing laparoscopy, as part of their
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infertility work-up. Patients were divided into three groups.
The experimental group received routine hospital care plus a
maximally informative booklet. One control group received
only routine care while a second control group received
routine care plus a minimal information placebo booklet. The
results showed that the experimental group had lower fear
scores the morning of surgery, lower worry scale scores, and
lower STAI scores before and after surgery, and at l-week
follow-up. These results support the value of receiving high
information regardless of individual coping style. However,
it is not clear whether these results would be generalizable
to other aspects of the infertility investigation, or whether
they are limited to the surgical situation.

The major implications from this body of research are that
preparatory information will likely benefit infertile
patients undergoing medical testing in some way. However, the
degree of beneficial effects may vary depending upon the
content of the information, predisposing patient variables
such as coping style, and the medical circumstances.
Furthermore, since it is now widely held that patients are,
in fact, entitled to be well informed about medical
procedures, the research gozl becomes discovering the optimal
amount and type of preparatory information for couples in
this situation.

Present Study
Within the many limitations noted in the literature on

psychological aspects of infertility, the findings suggest
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that infertility is a stressful l1ife event which may
negatively affect couples' sexual relationship, emotional
stability and coping ability. In addition, some findings have
suggested the medical investigation for infertility may
aggravate negative psychological reactions, which may further
impair fertility. On the other hand, others have suggested
that negative reactions may decrease during the
investigation. The present study was undertaken to (a)
examine the specific parameters of psychological reactiuns to
the infertility investigation in a systematic way, and (b),
to evaluate the effectiveness of two different types of
informational programs designed to reduce negative
psychological reactions to the investigation. As was noted
previously, there is a serious absence of empirical research
on the effects of information on adaptation to the
infertility investigation.

The present study attempted to control for a number of
confounding variables: (1) The sample selected was
homogeneous and well-defined. (2) The battery of
gquestionnaires included self-report measures of various
aspects of functioning which for the most part were
standardized and specific. (3) Objective indicators of
adaptation including pregnancy rate and compliance were
assessed. (4) The design was a prospective one which measured
functioning from commencement of an infertility medical
investigation until its conclusion. (5) The study permitted

and provided evaluation of two different types of
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information; common sexual and emotional reactions to the
investigation, since these two areas of functioning appear to
be most threatened by the infertility investigation. (6) The
design included a minimal-informational control group, since
it is usually not possible to create an information-free
control group in a hospital setting (Ludwick-Rosenthal &
Neufeld, 1988). Thus, three groups exposed to different forms
of preparatory information were evaluated and compared.

Aims of the Present Study

The specific objectives of the present investigation were
the following:

(1) To collect information on the baseline functioning of
infertile couples beginning an infertility investigation.

(2) To investigate whether subjects in the two
enperimental groups, and in the minimal-information control
group demonstrate different benefits after exposure to the
three different types of preparatory information. It was
predicted that the group receiving the sexual information
would demonstrate better sexual functioning at post-
investigation as compared to the other two groups; and the
groups receiving the emotional information would demonstrate
better emotional functioning compared to the control group.

(3) To examine the effectiveness of individual coping
styles in adapting to the investigation and to explore the
relationship between amount of preparatory information and

coping style.



(4) To investigate whether couples with different
diagnoses demonstrate different psychological reactions at
the completion of their investigation.

(5) To identify specific psychological predictors that
differentiate couples who adapt favourably from those who
adapt unfavourably, to the demands of the infertility
investigation.

(6) To attempt to construct specific psychosocial
profiles associated with successful conception, six months

following the completion of the investigation.

Method

Subijects: The final group of subjects consisted of 39
volunteer, married couples who were commencing a medical
investigation for infertility at the Royal Victoria Hospital
or Sir Mortimer B. Dawvis Jewish General Hospital, in
Montreal, Canada. The subjects were randomly assigned to
three equal groups.

In order to maximize the likelihood that any
psychological changes observed would be due to the

experimental manipulations, an attempt was made to secure a

subject sample which was as homogeneous as possible. Several

criteria were employed in selecting subjects for this study.
These included:
1. Couples must have been married and failed to conceive

following at least one year of regular sexual relations
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without contraception; (i.e., an intercourse frequency of at
least three times during the mid-cycle (ovulation) or six
times per month spaced throughout the month).

2. Females were experiencing primary infertility; i.e.,
no previous natural children, miscarriages or ectopic
pregnancies.

3. Subjects did not undergo any medical evaluation for
infertility for at least one year prior to participation and
had not received a diagnosis for their infertility. In other
words, all subjects at thz start of the study were unaware of
the reason for their failure to conceive.

4. The female was between the ages of 18 - 40.

5. Both partners were willing to comply with the
conditions of the project and agreed to sign a consent form
explaining subject requirements and experimenter
responsibilities. (See Appendix A)

6. Both partners agreed to undergo the five diagnostic
tests basic to an infertility investigation (i.e., basal body
temperature (BBT) monitoring for approximately three months,
Post-Coital testing (PCT), Hysterosalpingogram (x-ray of
uterus and fallopian tubes), semen analysis, blood tests, and
laparoscopy when appropriate).

7. Neither member of the couple exhibited gross
psychopathology as measured by a symptom checklist (Brief
Symptom Inventory - 3 standard deviations below the mean,
Derogatis, 1975) or disturbed marital adjustment (Marital

Adjustment Scale - below 80, Locke-Wallace, 1959).
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8. Both members of the couple were able to speak and read
English well enough to understand the video programs and
complete questionnaire measures.

Over a three year period, from January 1985 through
December 1987, a total of 208 couples indicated interest in
the project and therefore received, at least a telephone
screening call by the investigator. On the basis of the
telephone interview, 101 couples (49%) were eliminated
because they did not meet the criteria for subject selection
as outlined above. Table 1 shows the percentages of subjects
eliminated with respect to each subject criterion.

A further 36 couples (17%) refused to take part after being
given more detail on the purpose and requirements of the
project. The majority of these couples gave time constraints
as the reason for not participating. An additional 16 women
(8%) indicated that they were interested in taking part but
their husbands would not comply. Five other couples (2%) were
deemed inappropriate at the first couple interview. Two
couples refused to £fill out the sexual questionnaires,
another was uncertain about trying to conceive, another was
engaging in sexual activity only one time per month and the
female spouse of the fifth couple had medical problems that
complicated conception probabilities

Of the 50 couples that met the selection criteria and
signed the Consent Form agreeing to participate, eleven
couples (22%) withdrew from the study. Of these eleven

couples, two withdrew without explanation during the second



Table 1
p I £ subiect Who Failed to Meet Sel . cri .

Criteria Percentage of Subjects
Infertile less than 1 year 10
Unmarried 2
Secondary Infertility 18
Pregnant 4
Previous medical evaluation 15
Cause of infertility already known 22
Female over age 40 4
Language difficulties 22
Other 3

Note. N = 101




meeting devoted to questionnaire completion. Four couples
withdrew during the course of the study because they were
experiencing marital problems and had separated. Five couples
decided not tou continue the medical evaluation of their
infertility. Table 2 presents selected demographic variables
on the remaining 39 couples who formed the sample for this
study.

In order to assess the representativeness of this
volunteer sample, a comparison was made with a random sample
of 40 first-time investigated infertile couples obtained from
the medical files of an infertility specialist, for the year
1984. Since only ages of spouses and years infertile were
available in the medical files, only these variables were
compared. Independent t~-tests performed on these three
variables between the two samples found no significant
differences ‘Table 3 presents the means and standard
deviations on the three variables for both samples.

Materials: The following 13 self-report, questionnaires
requiring written responses formed the assessment battery.
(See Appendix B):

1. Demographic Questioppaires:

Patient Profile Form (Modified version) (Pion, 1975).

This self-report form was designed to provide detailed
information on a subject's general medical, gynecological,
contraceptive and reproductive history. It has been used as

an assessment tool in various clinical settings (e.g., Jewish
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Table 2

Selected Demographic Characteristics of the Sample

(¥,

Variables Couple Male Female
Age

M 32.3 29.8

Sb 5.2 1
Education
(years) M 14.9 14.4

SD 3
ReligionP:
Catholic 21 (54%) 18 (46%)
Protestant 5 (13%) 8 (21%)
Jewish 9 (23%) 8 (21%)
Other 4 (10) 5 (12%)
Occupationsb:
Professional 8 (21%) 10 (26%)
Business 12 (31%) 5 (13%)
Skilled labor 9 (23%) 6 (15%)
Sales 6 (15%) 2 (5%)
Clerical 2 (5%) 10 (26%)
Student 1 (3%) -
Unemployed 1 (3%) & (15%)




Variables Couple Male Female

Years married
M
SD
Combined income?@

Mdn 4.43

Range 6.00
Years infertile

M 2.3
SR

Note, N=39 males and 39 females

dCombined income scale - 8 categories, median and range
reported; Category '4' = $30,000 - $40,000; '5' = $40,000 -
$50, 000.

bn's are indicated first; percentages in parentheses.



Table 3

- i W
Sample

Variable df Study's Sampled Comparison Sampleb t
Age (Male) 77
M 32.33 31.88 .41
SD 5.23 4.82

Age (Female) 77
M 29.82 28.83 .98
SD 4,10 4.88

Months 77

Infertile
M 27.18 27.30 .02
SD 20.21 23.77

Note. All £ values not saignificant; p >.10.

an = 39; bp = 40.



General Hospital) . This form was filled out once at pre-
treatment.
Background Information Form

This form was devised for ihe present siudy to inquire
about various personal and demographic variables such as age,
religion, ethnic background, etc. This form was completed
only at pre-treatment.

IT.Interpersonal Questi ir
ri Adj m (Kimmel & Van der Veen,
1974)

This new version of the Locke-Wallace Marital Adjustment
Scale (1959) was used to evaluate marital compatibility and
satisfaction. This test is a highly reliable and well
validated measure of marital adjustment (Schiavi, Derogartis,
Kuriansxky, O'Connor & Sharpe, 1979). It contains 23 items

with scores weighted to reflect current se:x differencecs in

patterns of responding.

This 29-item gquestionnaire obtained information on
specific aspects of sexual functioning, including thooe:
thought to be affected by the experience of infer-ility znd
its investigation. It was developed specifically for =hi=
study and is based on the Sexzual History Form designed by
Nowinskl and LoPiccolo (1279). Variables calculated from

items in this questionnaire 1included 'Communicatinn' whinn
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measured how well spouses know each oth

dislikes-(derived by summing questions §1-2). 'Male Sexual




Problems' which evaluated the extent of male sexual problems
(the sum of items #8-11). 'Female Sexual Problems' which
measured the extent of female sexual difficulties (derived »y
summing items #12-15). 'Sex for Procreation' which evaluated
differences in one's sexual functioning (frequency,
repertoire, enjoyment, duration, arousal) between the fertile
and non-fertile periods of a cycle (derived by summing items
#17-21) .
Derogatis Sexual Functioning Inventory (DSFI) (Derogatis,
1975).

This questionnaire measured individual sexual adjustment
in eight major domains of sexual functioning, with a
corresponding subtest for each. These included sexual;
information, experience, drive, fantasy, attitudes, and
satisfaction; affect, gender role identification, and body
image. The DSFI also included a sexual intercourse frequency
item and the Brief Symptom Inventory (BSI) subscale which is
a symptom inventory designed to reflect the psychological
symptom pattern of psychiatric and medical patients. To
obtain a total score on the DSFI, scores on each subtest are
standardized and then summed. This summary score communicates
the individual's overall level of sexual functioning. Norms
for this inventcry were based on data from 200 normal and 200
sexually dysfunctional individuals. Reliability and validity
have been established using the data from this sample

(Derogatis, Rickels & Rock, 1976).
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III.Personality Questioppnaires:

Evsenck Personality Inventory (EPI) (Eysenck & Eysenck,
1968).

Personal adjustment was assessed by means of this
questionnaire. This is a measure of two personality
dimensions: neuroticism~stability and extroversion-
introversion. A lie scale is included which monitors deqgree
to which subjects r12spond in a socially desirable way and can
be considered as a defensive personality trait measure, The
test-retest reliability coefficients of the neuroricism and
extroversion scales are 0.84 and 0.82, respectively,
Construct and concurrent validity have been demonstrated
(Eysenct & Eysenck. 1968). This test was administered once,
at pre-treatment.

State-Trai+« Anxiety Inventory (STAI) (Spielberger, Gorsuch &

Lushere, 1970).

This questionnaire measures two anxiety ccnstructs: ttate
anxiety and trait anxiety. The trait scale asks peocple to
describe how they generally feel with rec._.pect to 20
statements. The state scale requires subiects to indicate how
they feel about the same 20 statements presen<lvy. Meacurass of
internal consistency range from 0.82 - 0.22 £or Loth the
trait and state scales. Construct and concurrent validizy
have been adequately demonstrated for this inventnry

(Spielberger et al, 1970). The trait scale was fiiled out
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only at pre-treatment, the state scale, ar the pre-
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neriods. Nijs, Koninckx, Verstraeten, Mullens and Nicasy
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(1984), after a careful analysis of the STAI, reported that
it can be considered a stress inventory as opposed to a

measure of anxiety. The Trait scale was found to be a good
meawure of one's vulnerablility to be stressed and the State

scale a measure of one's stress level at a given moment.

Beck Dercression ITnventory (BDIY (Beck, Ward, Mendelson, Mook

& Erbaugh, 1961) .

This is a clinically derived scale consisting of 21 items,
Each item consists of four statements and asks the subject to
choose the one which describes 'how you have been feeling the
past weev, including today.' The scale has a split-half
reliabilicy of 0.93 and test retest reliability of .78
(Oliver 4 Burkham,1979), and has been validated against

clinical judgements of depression (Bumberry, Oliver &

McClure, 1378). It has also been used in previous studies of
intertil_ty and pregnancy outcome (Desiderato et al, 1985,

Sarner, ¥=211ly & Arnold, 1984; Hearn, Yuzpe, Brown & Cascer,
1987; Malfese, Bricker, Manion, Beadnell, Yaple & Moires,
1987) .

Miller Benavicura] Style Scale (MBSS) (Miller, 1979).

The MBSS consists of four hypothetical, stress-evoking
life events of an uncontrollable nature. Each is followed Lty
eight statements which represent different ways of coping
with the situation. Subjects mark all statements which might
apely to them. The total score allows the identification of
two types cf responders; monitors and blunters. Monitors are

those who cope with stress by seeking information and
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blunters prefer to diminish the psychological impact of
stressful events by having the event remain unpredictable.
The monitoring score is derived by summing the number of
monitoring options endorsed across the four situations
(higher score equals more monitoring) . The blunting score is
derived by summing the number of blunting options endorsed
across the four situations (higher score equals more
blunting). A total score is formed by subtracting the
blunting score from the monitoring score (Miller et al,
1988) . This scale has demonstrated good discriminant and
predictive validity in that it has been shown to predict
preference for information versus distraction in response to
various threatening laboratory and clinical situations
(Chorney, Efran, Ascher & Lukens, 1982; Miller, 1981; Miller,
Brody, Leinbach, Laporte & Summerton, 1982; Miller & Mangan,
1983; Miller et al, 1988). This scale was administered at
pre-treatment only.

IV.Infexrtility Questionpaires:

This measure was developed for the present study. It
consists of 30 true-false statements regarding male and
female reproductive anatomy and the infertility
investigation, including some common misconceptions about
infertility. It was used to evaluate an individual's general
fund of information regarding reproductive functioning.

The psychometric properties of this questionnaire were

assessed using a sample of 5% university students (Colton &



Takefman, 1985) The mean score on the FIQ was 21.35, with a

standard deviation of 3.99. Reliability was established by

the split-half method (r(58) .74, p<.001)), the Kuder-

Richardson Formula 20 (r(58) .78, p<.001) and test-retest
stability(r(25) = .79, p<.001).

Concurrent validity was demonstrated between the FIQ and
the Sexual Information Subtest of the Derogatis Sexual
Functioning Inventory (r(58) = .69, p<.00l). Construct
validity was assessed by dividing the sample of 59 subjects
into two groups; an Information group, and a Non-Information
group. The Information group viewed a relevant information
video on facts about infertility. The Non-Information group
viewed a control video. Subjects completed the FIQ before and
after viewing the video tapes. Group scores on the FIQ were
compared using a 2x2 ANOVA with repeated measures. A
significant group by time interaction effect was found,
EF(1,57) = 24.54, p< .001. Post hoc tests indicated that the
Information group's post-video FIQ scores were significantly
higher than their pre-video scores (p<.05).

Feelinas About Infertility Ouestionnaire (FAI)

This 5-item questionnaire examined the impact of
infertility on various aspects of one's life. It formed part
of a battery of measures that was used in S.R. Leiblum's
study (personal communication, September 24, 1984) evaluating
the emotional impact of in vitro fertilization on couples.
This questionnaire has demonstrated good construct validity

in that it supported previous findings describing the
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reactions of couples to an IVF failure experience. In
addition, it was able to appropriately distinguish between
husband and wife responses to infertility and between
responses of those couples with other children and those
without (Leiblum et al, 1987). Variables derived from this
questionnaire included 'Support', which measured the degree
of support an individual perceived from family and friends
with regard to their infertility (derived by summing items A-
F in question #1). 'Marital Disharmony' measured the impact
of infertility on various aspects of a couple's marriage
(derived by summing items A-H in question #2). 'Infertility
Feelings' inquired about a subject's anticipated negative
reactions to never conceiving (derived by summing items #B-
D,F,G,and I-L in question #3). 'Alternatives' measured the
degree to which a couple would consider alternatives to
natural conception (derived by summing items A, E and H in
question #3) . 'Conception Expectations' asked couples to rate
what they believed were their chances of conceiving naturally
(question #4).

V. Intervepntion Questionpnaires:
Post -0 . . F

This form was devised for the present study and consistsg
of four evaluative questions rated on a 5-point scale. The
questions inquired about any changes over the duration of the
investigation in ability to cope with infertility (item #1),
in feelings about oneself personally (item #2) and sezually

(item #3), and also asked the subject to rate the helpfulnesc



of the irnformational program (item #4) . A summary score
consisting of the total ratings of the first three items was
computed as an overall measure of coping with the
investiga=ion. This questionnaire was completed at post-

treatment only.

Film Pere-+=inn QOuesticonnaire (FRO)

Thiszs Zorm was made up of 20 true/false guestions that

were derived from information provided by two videos (See

r

Intervent ion Techniques below). It was completed by couples
atter view~wing a viden tape, to verify that the technical
informa=i:n presented to couples was retained and understood.

S

VI. Ir«eryiaeys (Aporendix C)

Two 3t ructured interviews were carried out with each
couple. Crne occurred before couples signed the consent form,

the other

W

fver they had received a diagnosis.

Pro - In-=r-—iew: This 30 minute interview was used as a

Sereening —ool and to provide data on matters relating to
health, infertility status, sexual functioning and stress.
Though sp:uses were interviewed together, each was given the
opportunizy te respond. Subjects' answers were rscorded
Juring th= interview.

Post - Tn-=rview:; This was a 30 minute interwview that

primarily asked couples questions concerning their physical
and emoticnal reactions to the tests of the infertility
investigation and their ability to cope. Their overall

understanding about their diagroses, expectations and future
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plans were also inquired about. The format of this interview
was the same as for the Pre-Interview.

Telephone Interview; This 10 minute, structured interview was
conducted with subjects over the telephone, on a monthly
basis by the investigator. It inqguired about the diagnostic
tests couples had undergone over the month and their
reactions to them. Its purpose was to monitor couples'
progress with their medical investigation and to collect data
on reactions to each test. In this regard scores were
calculated in terms of a subject's physical response (i.e.,
pain, discomfort, nausea, etc.) and emotional reaction to
undergoing each diagnostic test. The variables formed
included males' physical and emotional reactions to the semen
analysis, females' physical and emotional reactions to the
hysterosalpingogram and BRT monitoring, and couples' physical
and emotional reactions to the PCT. Each response was rated
on a three point scale from no reaction to an extreme
negative reaction.

Two video tape films and a written pamphlet formed the
interventicn strategies.

This 18 minute video entitled "Fertility Investigation"
is part of a series of short information films called
"Gynecology: Woman Talk" produced by Take III Investments
Inc. of Canada. The video was examined and approved by the

Society of Obstetricians and Gynecologists of Canada. It



portrays one couple going through a complete, standard
medical investigation, describes the reproductive process,
the causes of infertility, the nature and purpose of each
diagnostic procedure and implications of test rasults. The
film also included some statements concerning the emotional
aspects of infertility, however these were edited out for
purposes of this study, along with a six minute section that
reviewed treatment procedures.

This film was used for the control condition in the
study. Since couples receive various bits of information at
different times in their work-up, from nurses, technicians,
doctors and other patients, this film was used in an effort
to standardize the information in the control group's
possession. It also served to equate the control group with
the experimental groups in terms of the experience of viewing
a videotape.

High Inf . vid s Attached)

This videotape entitled "Trying Times: Crisis in
Fertility" was produced by Joan Sawyer in collaboration with
Barbara Eck Menning, founder of Resolve, Inc., an American
counselling and referral service for infertile couples, and
dist ributed by Fanlight Productions of Boston, Mass. This
film in its original form is 33 minutes long and through the
use of interviews and animation provides a comprehensive
review of all aspects of infertility. The normal
reproductive process, basic causes of infertility 2ad the

general infertility work-up are described, with major
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emphasis on the description of test procedures that make up
the basic investigation. The procedural information prowvided
was consistent with that provided in the low information
film. However, in this f£film, the emotional stresses,
har“ships and successes involved, related by infertile
couples themselves, are also presented in a vivid and
reassuring manner. The original film also included a review
of available alternatives to natural conception; these were
deleted for purposes of this study. The edited version ran
approximately 15 minutes. This film constituted the
intervention for one experimental group and was a major
intervention component for the other experimental group.

Informal viewing of the two films by colleagues and
couples undergoing infertility evaluation independent of the
study established that both films were considered
informative, accurate and reassuring. As well, the High
Information film was considered to contain more supportive
contents than the Low Information film., Infertile couples
reported that the feelings expressed in the high Information
film were similar to their own experiences and that they were
able to relate to the couples portrayed in the film.

Fact Sheet (Appendix D)

Both films were analyzed to ensure that they provided the
same type of procedural information. Eleven facts about
infertility were identified in the Low Information film that
were not mentiored in the High Information Film. Thus, in

order to equate the procedural information imparted by both
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films, a Fact Sheet consisting of these facts was compiled.
This sheet was reviewed with couples from the two
experimental groups at the time of f£ilm viewing.

Sex Pamphlet (Appendix D)

This is a 16 page booklet which was developed for this
study. It was adapted from various techniques that originated
with Masters and Johnson (1970) and have since been used in
various infertility counselling programs and self-help books
(c.f., Menning, 1977; White, 1981). 1Its purpose was to
inform couples that they might experience some strain on
their sexual relationships during the investigation, and that
this is a common and mostly, temporary occurrence. The
pamphlet clearly describes how sexual difficulties develop so
that couples can take counter measures. It explains how
communicat ior between partners is important to prevent sexual
problems from developing and to ensure that each partner is
giving and receiving the type of stimulation they prefer. A
variety of suggestions and techniques are offered for
couples to aid them if they perceive problems beginning.
Thus this pamphlet provided both general information about
sexual functioning addressed to infertile couples and sexual
skills training for reducing sexual difficulties while
attempting to conceive. This pamphlet formed part of the

intervention for one experimental group.

Procedure: Prior to soliciting the participation of

physicians, a proposal describing the study was approved by
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the Ethics Committees of Concordia University and the Sir
Mortimer B. Davis Jewish General Hospital. Infertility
specialists associated with the Royal Victoria and Jewish
General Hospitals, in Montreal, were briefed on the
objectives of the project and encouraged to assist by
providing subjects. They were asked to simply inform all
their new infertility patients that a research project being
conducted jointly by Concordia University and the two
hospitals studying the psychological aspects of infertility
was being carried out. Prospective subjects were to be
informed that the project involved an informational program
which might be useful to them for their upcoming medical
investigation. Women who agreed to meet with the
investigator to learn more about the goals and procedure of
the study were then referred by their physicians. 1If
patients were uncomfortable with this procedure, they were
given a card stating a few details about the project and
invited to call for more information. Overall, physicians
were asked to say as little as possible to patients about the
specifics of the project in order to avoid the possibility of
unstandardized information being conveyed to subjects prior
to recruitment into the study. (See Appendix E for "Doctor's
Explanation to Patient"). Weekly calls were made to the
infertility services at the two hospitals to collect the
phone numbers of referred patients.

Subjects were telephoned between January, 1985 and

December, 1987 in the order that they were referred. For the




first telephone contact, women subjects were told the purpose
of the project, what was required of them and what would be
offered. Over the telephone they were screened to assess
whether they met the initial selection criteria. Couples who
ret the criteria and appeared interested in taking part in
the project were asked to meet the investigator at the
hospital for @he Pre-Interview.

The specific details and requirements of the project were
outlined to appropriate subjects at this meeting. (See
Appendix E for "About The Study"). Couples who agreed to
partizipate were asked to sign the consent form.

As each couple entered the study they were randomly assigned
Yo one or the three groups. I. a second meeting each couple
completed the battery of questionnaires individually, in a
supervised, two hour session. Each couple was then asked to
return the following week to begin the intervention phase of
the study, that is, to view the video tapes.

High Information + Sex Group:(Info + Sex)

Individual couples in this experimental group came to the
hospital one week following initial questionnaire completion
to view the high information video. Before viewing the film,
1 ratiorale was provided on how information about test
procedures and possible emotional reactions to them, might
prepdre patients to cope better with the medical
investigation. (See Appendix E for "Rationale for Emotional
Video".) After viewing the film, couples had a chance to ask

any questions about the film, and the extra information from

67



68

the Fact Sheet was reviewed with them orally. The Film
Retention Questionnaire was completed by subjects at this
time to ensure that they were clear on the technical facts
just presented. Any mistakes on answers to the questionnaire
were corrected at the time and reviewed with the ccuple.

In addition to the film, couples in this group were asked
to read individually the Sex Information pamphlet in the
office. Couples were told that the infertility investigation
in some cases creatcd strains on couples' sexual relationship
and that the purpose of this pamphlet was to propose
suggestions on how to lessen the probabilities of this
occurring. (See Appendix E for "Rationale for Sex Pamphlet".)
Afterward, the investigator reviewed the major points made in
the pamphlet and answered any pertinent questions. Couples
were told to take the pamphlet home and refer to it as
needed.

Couples then signed an Authorization Form (Appendix

U]

allowing the investigator to follow their inwvestigation in
their doctors' medical files. Couples were called on a
monthly basis iu order to keep track of thelir progress
through the stages of the investigation, and their reactionc
to the test procedures. Phone calls were made monthly for
three months or until the couple's investigation was
completed if longer than three months. Concurrent with the
monthly calls, the investigator consulted patients' medical
files to obtain behavioural data on compliance iszues, i.e.,

missed appointments, cancellations, etc.



High Information Group (High Info,):

Couples in this group were also seen individually for one
session after questionnaire completion. They viewed the high
information film and were given the accompanying rationale as
provided to the Info.and Sex group. The same procedure was
then followed with regard to reviewing the Fact Sheet,
completing the Film Retention Questic 1naire, monthly
telephone calls, and medical file monitoring. The only
difference between the two groups was that the sex pamphlet
was not provided as part of the intervention for this group.
Low_Information Group (Low Info,):

Couples in this control group were also seen for one
session. The rationale regarding the usefulness of viewing an
informational film was the same for this group as that given
to the other two groups with the exception that there was no
reference to the effects of providing emotional
information. (Ser Appendix E for "Rationale for Control
Video".) Thus an attempt was made to provide this group with
the same expectation of benefits as couples in the other
groups. Couples then were shown the low information video
after which they had the opportunity to have questions
related to the film's material answered before completing the
Film Retention Questionnaire. The Fact Sheet was not used for
those who viewed this film, as all the information was

provided in the film. The identical procedure as for the

other groups was then followed.
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At the end of eaclh couple's medical work-up, they were
given the Post-Interview, and the battery of post
questionnaires was completed. The medical work-up was
considered complete when couples received final results from
the pelvic examinat’on, semen analysis, basal body
temperature monitoring (approximately three months), Post-
Coital test, hysterosalpingogram and when necessary,
laparoscopy. Information concerning the actual completion
date of the work-up, diagnosis and treatment plan was
obtained from each couple's physician. Couples were made
aware when the evaluation was, in fact, completed and their
understanding of the results of their work-up was verified.

Following the post-investigation session the investigator
was availeple for discussion and clarification of test
results when called upon by couples. In addition, referrals
for infertility counselling were made when couples requested
it or seemed in need. Three couples in the sample elected to
seek such consultation. Names were recorded for those couples
wishing a copy of the study's final report.

Each couple was telephoned approximately six months after
the post-investigation session to learn if pregnancy had yet
occurred. For those subjects who were pregnant, medical files
were checked and the female's last menstrual period (LMP)
date was recorded. Table 4 shows a schedule of the study's

procedures and Table 5 provides a sketch of the group desigyn.



Table 4
cheduyle ce
asegs Duration Procedure
l1.Pre-Investigation 3 hours -telephone screening
Testing -interviewing
-baseline questionnaire
completion
2.Intervention 1 hour ~-video tape viewing

Administration

3.Medical Weork-Up

4. Post-Investigation

Testing

5. Six Month

Follow-up

3 - 6 mos.

2 hours

15 minutes

-Film Retention Quest.
~Sex Pamphlet (Info. +

Sex Group)

-medical diagnostic
testing

-monthly telephone
interviewing
-medical file

monitoring

-interviewing
-questionnaire

completion

-telephone inquiry
re:p-2gnancy outcome
-medical file

verification
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Table 5
Group Design

Groups
Info. & Sex High Info. Low Infod-
High Info.video High Info.video Low Info.video
Sex Pamphlet - -
Fact Sheet Fact Sheet -

Not.e. n=13 couples per group. All subjects followed the
identical procedural format.

AControl Group.
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Results

1. Baseline Functioning

Interview Data

The pre-investigation interview provided data on several
characteristics of this sample of 39 males and 39 females
with respect to their infertility and investigative history.
The mean duration of infertility for the sample was 2.3
years, with a standard deviation of 1.7 years. Forty-six
percent (18) of the women had carried out some BBT (Basal
Body Temperature) monitoring (before being referred to an
infertility specialist) on advice from their gynecologist.
In addition, 46% (18) of the males had had one semen analysis
completed at least a year prior to beginning this infertility
investigation. However, as stated in the subject selection
criteria, no subject was cognizant of the cause of their
inability to conceive at the time of undertaking the present
medical work-up. As well, for couples who had undergone
previous testing, tests were repeated for purposes of this
investigation.

Evaluation of couples' contraceptive history indicated
that 79% (31) of the women had used birth control pills at
one time or another (mean duration 3.8 years), 28% (11) the
IUD (mean duration 1.5 years), 23% (9) condoms, 15% (6) the
diaphragm, and 2% (1) the Rhythm method. As well, 23% (9)
of the women had experienced a therapeutic abortion in the

past but not during their current relationship. (Technically,
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these nine women could be considered secondary infertiles,
however, since their pregnancy was unintended, occurred at an
early age and may have resulted in their present infertile
status, they were deemec appropriate subjects for this
study) .

Thirty-nine percent (15) of the females and 16% (6) of
the males reported that the time interval in which they had
been trying to conceive was stressful. Overall, 59% (23) of
the females reported that they were worried or anxious about
the upcoming investigation, as compared to 38% (15) of the
males. Finally, 363 (14) of the females and 31% ((12) of the
males had consulted friends or professionals, and,or read
pertinent literature to attain more information about their
infertility.

In terms of the sample'’'s sexual history, while only one
couple reported having experienced a sexual problem of
premature ejaculation in their marriage; 13% (5) of males and
23% (9) of females reported experiencing occasional sexual
difficulties since trying to conceive. Specifically, for the
males, 8% (3) reported inhibited sexual desire, and 54 (2},
erectile difficulties. For the female spouses, 8 (2)
repor.ed inhibited sexual desire, 3% (1), inhibited armuzal,

5% (2), orge:mic problems and 8% (3), dysparunia.
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Couples' general health status was coded from The Patient
Profile Form. Sixty-nine percent (27) of females and 74%

(29) of the males were rated as having no overt medical
problems. Twenty-three percent (9) of females and 21% (8) of
males were rated as having a moderate health problem
(i.e.,regularly taking a prescribed medication for allergies,
migraine headaches, or chronic fatigue) . Eight percent (3) of
females and 5% (2) of males were rated as having a serious
health problem (i.e., activities limited by health and heart
disease, asthma or diabetes). In addition, 28% (11) of males
and females had at one time contracted a sexually transmitted
disease.

Ouestionnaire Data

The results of several standardir.d personality and
symptomotology questionnaires indicatred that mean scores for
the total sample at initial testing i{c..l within the normal
range of psychological functioning . Similarly, the MAS, a
measure of marital adjustment, indicated that all scores fell
within the well-adjusted category.

Table 6 presents the means and standard deviations for
baseline scores on these measures. For comparison purposes,
the table also includes each scale's scores for rormative
functioning. Because males and females do not differ
significantly on these scales, mean normative scores by sex

were averaged for simplification purposes. Where provided
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Table 6
B 1 M | st jard Devi . E holoaical
Functioning Measures
Variable Male Female Population

Norms
EPI Neuroticism 6.62 (4.68) 11.44 (4.78) 9.00 (4.8)
EPI Extroversion 11.95 (3.20) 11.92 (3.20) 12.1C (4.40)
DSFI BSI 48.62 (11.50) 47.05 (11.81) 50.00(10.00)
STAI~-Trait 32.41 (6.96) 36.62 (8.88) 36.42(20.59)
MAS 118.51 (11.06) 119.41 (11.45) 100.00(15.00)

Note. N = 39 males and 39 females.

SD's indicated in parentheses.

Mear.s indicated first,
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the norms for normal non-clinical samples were used (c.f.,
Derogatis, 1975; Eysenck & Eysenck, 1968; Kimmel & Van der
Veen, 1974; Spielberger et al, 1970).

Gro C

There were 13 couples in each of the three groups. Group
by Sex, (correlated) ANOVAs were computed for demographic and
questionnaire dependent variables to assess whether spouses
in the taree groups were homogeneous at pre-investigation.

i.Groun Differences,

Table 7 mnres:nts the means and standard deviations on
variables in which significant group main effects were found.
Results of ANOVAs revealed that a main effect of group on
educational level was significant, E(2, 36) = 3.57, p< .05.
Examination of the means using Scheffé post-hoc tests,
collapsed across sex, indicated that the Info. + Sex group
was of a higher educational level than the High Info. group
(p<.05). On the EPI Lie Scale a main effect of group was
found, F(2, 36) = 3.70, B<.05, with Scheffé post hoc tests
indicating that the High Info. group responded more
defensively at baseline than the Info. & Sex group (p<.05).
DSFI Body-Image also showed a significant effect of group,
F.(2, 30) = 4.09, p< .05, however, Scheffé post-hoc
comparisons did not reveal a significant difference between
any twe groups. The Least Significant Difference (LSD) post
hoc tests, however, showed that at the inception of the study
the High Info. group reported a better body-image than the

Low Info. group (p< .05). No other dependent variables showed
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Table 7

Group

Variable Low Info. High Info. Info. + Sex

Education 14.5438b 13.50a 15.960
(1.95) (2.42) (2.65)

Body-Image 39.81a 48.00b 40.043b
(6.03) (10.52) (8.32)

EPI Lie Scale 2.35ab 3.19b 2.082
(1.57) (1.77) (1.34)

Note. n=13 couples per group. Means are presented first; SD's
shown in parentheses. All differences significant at p<.05.
aacross rows, means with different superscripts are
significantly different.

Higher scores on Body-Image indicate better responding.
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significant differences at pre-investigation testing. (See
Appendix F.l1 - F.32 for ANOVA summary tables.)

Significant sex differences were found on six dependent
variables. On age, males were found to be significantly older
than females, EF(1, 36) = 15.64, p< .001. For the variable
that measured infertility feelings, female spouses
anticipated significantly more negative reactions to never
being able to conceive than males, EF(1, 36) = 21.58, p< .001.
For the BDI, females scored significantly higher on
depression than males, E(1, 36) = 8.18, p<.0l1 and similarly,
on DSFI Affect, females had a higher negative affect score
than males, E(1,36) = 4.24, p<.05. For the STAI-Trait scale,
females scored significantly higher on trait anxiety than
males, EF(1, 36) = 5.08, p<.05. Finally, on the EPI
Neuroticism scale, females obtained a significantly higher
neuroticism score than males, EF(l1, 36) = 20.27, p<.001.

No significant group by sex interactions were found on
any of the dependent variables. Table 8 presents the means
and standard deviations on variables in which significant sex
main effects were found.

II.Post -Investigation Status

At the completion of the investigation, four couples had
achieved piregnancy, nine couples were assigned the diagnosis
of "unexplained” infertility, 11 women were diagnosed with
endocrine disorders, eight with tubal factor problems and

seven men were found to have male factor problems.
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Table 8

Sianifi Sex Eff Coll i

Sex

Variable Male Female

Age 32.33 29,82**x
(5.09) (4.04)

Infertility Feelings® 16.67 24,64 %%
(6.04) (9.45)

BDI& 2.28 5.05**
(2.88) (5.35)

EPI-Neuroticism@ 6.62 11.44%**
(4.68) (4.78)
STAI-Trait@ 32.41 36.62*
(6.96) (8.88)
DSFI-Affect 55.05 49.79%*
(10.99) (12.52)

Note. N = 39 males and 39 females. Means are indicated first;
SD's shown in parentheses.

8Higher scores equal more negative responding.

*%*p<,001; **p<.0l; *p<.05
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The duration of the medicul investigation varied for each
couple depending on such factors as their availability,
laboratory and surgical scheduling and presenting history.
The aveirage length of the investigation for the couples who
did not achieve pregnancy during the investigation was 14.17
weeks, with a standard deviation of 8.19 weeks. A one-way
ANOVA indicated that there were no significant differences
among the experimental groups in terms of duration of the
investigation, EF(2,32) = 0.07, p = n.s..

Compliance with the demands of the investigation was
assessed by totalling the number of appointments couples
either missed, cancelled or postponed, as determined from
doctors' appointment books. Thirty-six percent (14) of
couples did not miss any medical appointments, with the
remaining couples missing from one fo nine appointments over
the course of the investigation. A one-way ANOVA by
informational group found thet there were no significant
difference between the groups on the compliance measure,
E(2,36) = .81, p = n.s..

The Film Retention questionnaire completed by subjects
immediately following the video viewing indicated that
subjects correctly ancswered an average of 16.58 questions out
of a possible 20, with a standard deviation of 1.99. Thus it
appeared that couples did comprehend and retain the technical
information provided by the video interventions. A 3X2 ANOVA

showed no significant difference between groups or sex on
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this measure (See Appendix F.33 - F.35 for ANOVA summary
tables.)

MANQVA Results

The effectiveness of the informational interventions was
assessed using a 3 x 2 x 2 (Group x Time x Sex) mixed design
multivariate analysis of variance (MANOVA) with Time and Sex
as repeated measures. The BMDP4V program was used to carry
out the MANOVA tests. The grouping factor consisted of the
three types of information; Low, High, and High Info. and
Sex. Time included two levels; pre-investigation and post
investigation, and sex included two levels. Sex was ~nalyzed
as a repeated measure because of the relation between spouses
within a couple.

Four couples achieved pregnancy during the investigation
and therefore could not complete many of the post-
questionnaires due to their inappropriateness. These four
couples were thereby excluded from any pre- post- analyses.
Thus for the following MANOVAs 35 couples were included in
the analyses. Eleven couples in the Low Info. group, 13 in
the High Info. group, and 11 in the Info. + Sex group.

Three separate MANOVA tests were carried out to examine the
impact of the interventions on three distinct dimensions of
psychological functioning; infertility adaptation and sexual
and emotional functioning. MANOVA tests were chosen as the
primary analysis for two reasons. First, given the large

number of dependent variables, computing ANOVA tests on each




dependent variable may have led to alpha inflation. Second,
within each dimension, the general pattern of
intercorrelations argued for a multivariate approach to data
analysis.
Yariable Selection

A minimum requirement when computing MANOVAs is an
approximate ratio of 10 subjects per variable (Huberty,
1975) . Therefore, a maximum set of four variables was
selected for each MANOVA based on the following two steps.
First, variables were selected if, from a logical standpoint,
they would likely be affected by the experimental
interventions and had been shown in the literature to be
relevant to the particular dimension being analyzed. Second,
of this subset, if two or more variables, based on their
degree of correlation showed a shared variance that was high
as indicated by r > .60, only one variable was selected in an
effort to avoid redundancy. (See Appendix J.1 for tests of
assumptions computed on the selected variables).

Of the six infertility variables 'Marital Disharmony’
and ‘'Alternatives' were not included in the analysis.
'Marital Disharmony' was eliminated because it belonged more
appropriately in the sexual adjustment MANOVA. 'Alternatives'
was also rnot included because this issue was not referred to
in the interventions provided. Thus, the four variables
selected for analysis, all of which have been referred to in

the literature, included, 'Support', 'Infertility Feelings',
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'Conception Expectations', and FIQ (Fertility Information
Questionnaire). Though these variables were moderately
correlated, no correlation reached .60. (See Appendix G.1l -
G.4 for correlation matrix of the full set of infertility
variables.)

The Hotelling T2 criterion (which is equivalent to Wilks
Lambda criterion in the case of a two level repeated measure)
indicated a significant main effect for time, E(4, 29) =
15.69, p<.001, with Infertility Feelings, E (1,32) = 4.16,
p<.05 and Conception Expectations, EF(1,32) = 22.21, p<.001
decreasing over time and FIQ scores increasing over time,
F(1,32) = 16.70, p<.001. In addition, the Wilks Lambda
criterion showed a significant time x group interaction,
E(8,58) = 3.40, p<.0l1l. Inspection of the Univariate F tes%s
for the time x group interaction identified Infertility
Feelings and the FIQ score as the variables contributing to
the overall effect.(The MANOVA summary table is shown in
Appendix H.1).

Hotelling's T2 post-hoc tests were carried out within
each group to assess change from pre- to post investigation
on this subset of variables. Because a significant main
effect of sex was also found on these two variables, E(4,29)
= 7.68, p <.001, post hoc tests were computed separately for
each sex.

The means presented in Table 9 show that both males and
females of the Low Info. group showed a significant increase

in their knowledge about infertility, and a decrease in their
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Table 9
S vi W
Ing {13 ad ¥ Variabl
I . , T

Variable Pre Post
FIQ2 Males 23.64 (3.72) 25.82((2.14)*

Females 24.09 (2.51) 26.45 (1.37)«*
Infertility Males 21.36 (8.27) 15.27(4.29) *
FeelingsP Females 25.27 (9.27) 19.09 (7.83)+*
SupportP Males 9.27 (3.90) 10.36 (4.13)

Females 11.36 (2.33) 10.73 (2.38)
Conception Male 3.73 (1.19) 3.45 (1.21)
Expectations?® Female 3.91 (1.04) 3.18 (1.47)
Note. N = 11 males and females. Means indicated first; S2's

in parentheses.

8higher scores

more n&gative responding.

*n< .05

more positive responding; bhigher scores =
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negative feelings to being unable to conceive (p<.05) from
pre to post investigation. No significant pre to post changes
were found on these variables for the High Info. and Info. +
Sex groups. (See Tables 10 and 11 for means and standard
deviations on variables for the High Info.and Info. + Sex
groups.) (See Appendix H.l1l for Hotelling's 72 summary
tables.)

The significant main effect of sex was followed up by
examination of the means for the FIQ and Infertility Feelings
variables, collapsed across group and time. Females reported
a greater degree of negative reactions to infertility (M =
24.09) as compared to males (M = 16.20) and possessed more
information about infertility (M = 25.11) than their husbands
(M = 24.23).
2.Sexual Adjustment

Seven variables measuring sexual functioning were
selected which had been reported in the literature to be
effected by the demands of the infertility investigation.
These included DSFI Body Image, DSFI Satisfaction, SHF
Communication, SHF Sex for Procreation, DSFI Information,
DSFI Intercourse Frequency and the MAS. The DSFI Body Image
scale was not included in this MANOVA because, as mentioned
earlier a significant difference between groups was found at
pre—-investigation. DSFI Satisfaction and SHF Communication
were also eliminated because they were highly correlated with
the MAS which is a more reliable measure.(See Appendix G.5 -

G.8 for correlation matrix of sexual adjustment variables.)
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Table 10
M i st jard Devi \ E Inf , ’ . D
on_Inf {14t ag , Variabl

& .(ﬂ'\

Variable Pre Post
FIQ8 Males 24.64 (3.17) 25.64 (2.34)

Females 25.73 (2.05) 27.00 (2.45)
Infertility Males 15.55 (4.61) 15.55 (7.72)
Feelingsb Females 28.18 (9.58) 28.18 (9.46)
Support? Males 9.27 (3.38) 11.27 (3.66)

Females 9.18 (4.07) 2.55 (2.62)
Conception Male 3.82 (1.17) 2.55 (1.63)
Expectations? Female 3.09 (1.31) 2.64 (..62)

Note. N = 11 males and females. Means indicated first; SD's
in parentheses. All Hotelling t2 not significant, >.10.
8higher scores = more positive responding; Phigher scores =

more negative responding.
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Table 11

a o vi i . . e

Investigation Time
variable Pre Post _
F1Q2 Males 22.62 (2.29) 23.46 (1.796)

Females 24.00 (2.08) 23.85 (1.91)
Infertility Males 14.46 (5.06) 15.46 (7.74)
FeelingsP Females 21.92 (10.26) 22.54 (9.87)
Support®? Males 9.69 (3.66) 7.54 (2.69)

Females 9.85 (3.84) 9.92 (2.84)
Conception Male 4.08 (1.44) 3.31 (1.32)
Expectations® Female 3.69 (1.11) 3.31 (.03

Note. N = 13 males and females. Means indicated first; SD's
in parentheses. All Hotelling's t2 values not significan<;
p>.10.

dhigher scores = more positive responding; bhigher scores =

more negative responding.
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The remaining subset of variables included in the sexual
adjustment MANOVA were DSFI Information, DSFI Intercourse
Frequercy, SHF Sex for Procreation and MAS.

The Hotelling T2 criterion was significant for a main
effect of Time with, E(4,29) = 7.29, p<.001. (See Appendix
H.2 for MANOVA summary table.) Univariate F tests for each
of the dependent measures indicated that for three of the
four variables the time effect was significant. Examination
of the means collapsed across group and sex for the
significant variables, revealed that couples' marital
adjustment; F(1,32) = 6.19, p<.05, and intercourse frequency;
F(1,32) = 4.56, p<.05) decreased over time, while sexual
knowledge; E(1,32) = 20.49, p<.00l) increased for the sample
as a whole from pre to post investigation. Sex for
Procreation was not found to significantly contribute to the
overall time effect, EF(1,32) = 1.85, p = n.s.. Table 12
presents the means and standard deviations for this set of
variables. No other significant main effects or interactions
were found.
3.Emotional Adjustment

A third MANOVA compering groups on various emotional
variables had been planned but could not be computed because
of the high intercorrelations among the dependent measures.
(See Appendix G.9 - G.12 for correlation matrix of emotional
variables.) Therefore, of the BDI, STAI-State and BSI, only
the STAI-State was selected for analysis, because it has been

reported to have high test-retest reliability (r= .97) with
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Table 12
i Lat] : : 1 Adiust Variabl
{Collapsed Across Group and Sex)

I l 1] ! + T 9
Variable Pre Post
MAS2 118.34 (11.51) 114.96 (14.84)*
Intercourse Frequency 3.91 (1.00) 3.71 (0.92)*
(per week)
Sexual Information 46.49 (11.08) 50.46 (9.02)**
Sex for Procreation 21.49 (2.60) 20.96 (3.22)

Note. N = 35 males and females. Means indicated first; SD's
in parentheses.

8higher scores = more positive responding.

*p<.05; **p<.001




non-clinical samples and because it has been found to be a
good measure of one's stress level at a given time (Nijs et
al, 1984).

An analysis of variance (ANOVA) with repeated measures
was computed for STAI-State. An overall main effect of Time
was found, E(1,32) = 4.33, p<.05. Examination of the means,
collapsed across group and sex revealed that anxiety level
increased from pre-investigation (M = 33.07) to post-
investigation (M = 35.49). (See Appendix F.36 for ANOVA
summary table.)

1. Monthly Telephone Interviews

Participants' physical and emotional responses to the
particular diagnostic tests they had undergone in a given
month were recorded through monthly telephone interviews.
Variables were formed that included physical and emotional
reactions to the semen analysis, hysterosalpingogram and th
PCT, and emotional reactions to BBT monitoring.

One-way ANOVAs were performed on each of these variable
to determine if the experimental groups differed in their
reactions to the diagnostic tests. Since sample size varied
for each diagnostic test and because different tests involv
either males or females, univariate analyses as opposed to
multivariate analysis were performed.

In order to maintain a significance level at .05, the
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Bonferroni correction was used to control for possible alpha

inflation. Because three pairwise comparisons were performe
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on the female data (physical and emotional reactions to
hysterosalpingogram, and BBT emotional reactions), the
experiment-wise error rate was set at 0.02 to obtain
significance. In this case women's emotional reactions to
undergoing the hysterosalpingogram approached significance;
E(2,33) = 3.79, p =.03. As shown in Table 13, post hoc
Scheffé tests indicated that the Info.& Sex group reported
significantly more negative feelings about the
hysterosalpingogram experience as compared to the High Info.
group (p<.05).

A trend toward significance was also found for the
variable that measured males' emotional reactions to
undergoing a semen analysis, EF(2,34) = 2.94, p =.06. As shown
in Table 13, examination of the means using the Least
Significant Difference (LSD) post-hoc test (this was not
found to reach significance using the Scheffé post-hoc test)
indicated that the males in the Info.+ Sex group experienced
more negative feelings about this test than the Low Info.
group (p<.05).

No significant effects were found on the remaining
variables measuring emotional and physical reactions to each
diagnostic test. (See Appendix F.37 - F.40 for ANOVA summary
tables).

Descriptive data were collected on some items derived
from the post-interview for the sample of 35 couples who had

not achieved pregnancy at termination of the investigation.




Table 13

Group Means and Standaxrd Deviations for Telephone Interview

Yariables
Groups

Variable n Low Info. Hdigh info. Info. +Sex
Semen Analysis 37

Physical .00 (0) .15 (.56) 1.08 (.28)

Emotional .002 (0) .31ab (.48) 1.54b (.78)
Hysterosalpingogram

Physical 36 .00 (.95) .83 (.94) 2.25 (.97)

Emotional .603b (.89) 1.502 (.67) 2.33b (.78)
PCT 27

Physical .00 (0) .00 (0) 1.00 (0)

Emotional .25 (.46) .67 (.65) 1.43 (.84)
BBT 33

Emotional .44 (.53) .£3 (.84) 1.58 (.79)

Note, Means are indicated first; SD's are in parentheses.

Scores ranked on scale from 'l' (no reaction) -

negative reaction).

'3 (extreme

Apcross rows, means with different superscripts are

significantly different at p<.05
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After completic" of the investigation 85% (30) of the
husbands 1nd vwives reported being as eager to hawve chi ldren
as they were when they began the investigation. Thirty-one
percent (11) of husbands and 23% (8) of wivxres were more
encouraged abcut their ability to conceive at the end of the
investigation than at its start. Twenty-one percent (7 ) of
husbands and 46% (16) of wives were less encouraged about
their conception prospects after the investigation. In terms
of couples' immediate plans with regard to their infertility
23% (8) were planning to begin drug therapy, 14% (5) were
planning surgical treatment, 23% (8) were considering
reproductive alternatives (e.g., IVF, AID, etc.), 17% (6)
were planning to continue trying without treatment and 23%
(8) were planning to take a few months off before deciding on
a course of action.

Evalvations about the interventions indicated that £4%
(21) of females and 51% (20) of males believed the video that
they viewed was helpful. Twenty-six percent of husbands and
wives (Y) believed the wvideos were unhelpful, with the
remaining proportion of couples feeling indifferent toward
the films. A 3x2 ANOVA with repeated measures (Experimental
Group by Sex) showed no significant group or sex differences
on subjects' ratings of the videcotapes.(ANOVA summary table
is presented in Appendix F.41.)

Evaluations about the sex pamphlet showed that 31% (4) of
couples reported that they had referred to the sex pamphlet

at home and had found parts of it useful. The remaining




couples (9) did not consult the pamphlet once leaving their
appointment nor did they report it as beneficial.

3. Post-Test Quest jonnaire

The first item on the Post-Test Questionnaire asked
subjects if their ability to cope with infertility had
changed over the course of the investigation. Approximately
half the sample perceived their ability to cope as having
improved (43% [15] of the males and 49% [17] of the females),
and half reported noc change in coping ability (54% of males
and 37% of females). Five women as compared to one man rated
theirxr ability to cope as having become worse since before the
inve stigat ion.

A 3x2 (Group by Sex) ANOVA with repeated measures for sex
was computed for the item on coping in order to evaluate
whether coping ability differed between the spouses and/or as
a result of the different experimental interventions. A main
effect of group was found to approach significance, £(2,32) =
3.04, p=.06. Examination of the means using the LSD post hoc
procedure (Scheffé& post hoc tests did not yield any
significant group differences) indicated that the Low
Info.group rated their ability to cope as better than the
High Info. group (p<.05) . No main effect of sex was found.
(See Table 14.)

The second item ('Sexual Image') inquired about change in
subjects' sexual self-images over the investigation. The
greatest proportion of sample responses indicated no change

in this area (74% of husbands and 71% of wives). Two huskands
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Table i4
Group Means and Standard Deviations for Post Test
- , , I

Group
Variable Low Info. High Info. Info. +Sex
Coping Males 2.82& (.87) 2.31b (.48) 2.453b (_ g2)

Females 3.00@ (1.00) 2.15P (.80) 2.643b (1.12)

Sexual Males 2,45 (.69) 2.08 (.28) 2.00 (.63)
Image Females 2,27 (.65) 2,15 (.69) 1.°1 (.70)
Self-Image Males 2.36 (.92) 2.00 (0) 2.18 (.60)

Females 2,36 (1.12) 2.08 (.28) 2.64 (.81)

Evaluation Males 3.91 (.83) 4.08 (.86) 4.00 (1.00)

Females 4,18 (.75) 4.23 (.93) 4.36 (1.03)

Note. N = 35 males and females. Means indicated first; SD's
are in parentheses. Scale ranges from '1l' - '5'; higher
scores equal more positive responding.

QAcross rows, means with di fferent superscripts are different

at p= .06.
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and four wives retecd their sexual self-image as hawving
worsened over the investigation, with the remaining subjects,
that is, 20% (7) of husbands and 17% (6) of wives noting an
improvement. ANOVA results comparing experimental groups and
spouses on self-image did not reveal any significant main
effects or interactions.

The third item ('Self-Image') asked subjects to rate
their level of change over the investigation in terms of
their feelings about themselves. Seventy-seven percent (27)
of all husbands and 74% (26) of wives perceived no change in
self-image. Seventeen percent (6) of males and 23% (8) of
females reported an improvement in self-image. A group by sex
ANOVA did not show any significant differences between the
experimental groups or the sexes on this variable.

Finally, the last item ('Evaluation') asked subjects to
evalnate the helpfulness of the informational programs they
had received. The majority of subjects (82% of males and 85%
of females) rated the program as a whole as somewhat to
extremely helpful. Only three husbands and two wives found it
unhelpful. A 3x2 (Group by Sex) ANOVA with sex as a repeated
measure showed a trend toward a main ef fect of sex with wives
evaluating the program as more helpful than their husbands,
F(2,32) = 3.78, p =.06. No other significant effects were
found.

Table 14 presents the means and standard deviations for

the variables contained in the Pcst-Questionnaire Test by
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group and sex. (See Appendix F.42 - F.45 for ANOVA summary
tables.)
v 7] c

Coping Groups:

In order to assign each subject into Meonitoring or
Blunting categories, the MBSS difference score (Monitoring
items checked minus Blunting items) was first computed for
each subject. A median-split procedure was then used to
assign subjects to one of these categories. Subjects who
scored on the median were dropped from subsequent analyses.
Because MBSS scores are considered personality traits and
there fore unrelated to the couple interaction, yet responses
to the dependent variables are correlated within a couple,
subjects were analvzed separately as to sex.

The research design called for examination of the interaction
between experimental group and coping style on several
dependent wvariables. However, once subjects falling on the
median were eliminated from the subject pool (n=12), as well
as the four pregnant couples who were omitted from all pre-
to post analyses, cell sizes became too small to compute the
intended ANQVAs. Therefore, subjects were collapsed across
experimental groups and 2x2 ANOVAs with repeated measures
(Coping Group by Time) were performed to examine the
influence of coping style on response to the demands of the

invest igation.
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Before collapsing across informational groups, it was
necessary to ensure that no significant differences between
number of blunters and monitors existed among experimental
groups. All computed chi squares were found to be
nonsignificant. (See Appendix F.66 for chi square
statistics.).

Variable

Variables selected for analysis were those that on
theoretical grounds were thought to be affected by coping
style. Of variables evaluated only at pre-investigation,
Years Infertile and Film Retention Questionnaire were
included. Of variables measured at post-investigation, the
Coping Summary Score of the Post-Test Questionnaire,
Investigation Time and Compliance were included.

Variables that were assessed both at pre- and post-
investigation included the FIQ, Infertility Feelings and
Marital Disharmony from the FAI questionnaire, STAI-State anti
DSFI Sexual Satisfaction.

Results for Females

To control for the possibility of alpha inflation,
Bonferroni corrections were used to set probabilities at .01
for significance, thus maintaining the alpha level at .05 for
the five pairwise comparisons. Using t-tests for the
variables measured only at post-investigation, a significant
difference was found between female monitors and blunters on
investigation time, £(28) = 2.55, p<.0l. Examination of group

means in Table 15 indicates that blunters took longer to be
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investigated than monitors. A significant difference was also

revealed on the Post-Test Questionnaire Summary Score, L (28)
= 2.53, p<.0l. In this case, blunters reported coping better
with the investigation than Monitors. No other significant
effects were found on the t-tests for women. (See Appendix
F.46 for non-significant t-test results.)

The Bonferroni correction was set at alpha = .01 for five
ANOVA tests that included variables assessed at pre- and
post-investigation. Only main Group or Time x Group
interactions will be reported as main time effects would be
similar to those reported in the previous MANOVA results. A
main effect of group was found to approach significance for
the Infertility Feelings variable, with F(1,26) =4.79, p =
.04. Examination of the group means in Table 15, collapsed
across time, indicated that blunters anticipated reacting
better to never being able to conceive than monitors. No
other significant group or time x group interactions were
found for females. (Appendix F.47 - F.51 presents ANOVA
summary tables.)

Results for Males

No significant differences were found on the t-tests for
variables measured either at pre- or post— investigation.
Marital Disharmony was the only variable of those analyzed
using ANOVAs that was found to approach significance with an
overall effect of group, E(1,26) = 4.84, p = .04. Table 15
presents group means collapsed across time, which indicates

that male blunters reported that infertility had



Table 15

]I i s! i i E ] ! ] « sn nﬁi I E! ¥ ]] l

Coping Style.

Variable Monitors Blunters
Investigation Females 10.31 (4.33) 17.59 (9,53) **
Time (Weeks) Males 16.75 (10.55) 11.75 (4.85)
Coping Summary Females 5.2 (1.66) 7.47 (1.66) **
Score Males 6.88 (1.78) 6.58 (0.90)
Infertility Females 27.92 (10.27) 20.65 (9.06) *
Feelings?@ Males 16.41 (5.84) 13.17 (4.98)
Marital Females 21.35 (4.23) 19.53 (5.42)
Disharmony? Males 19.66 (4.23) 22.67 (3.04)*

Note. For females: p = 17 blunters and 13 monitors; For

males: n = 12 blunters and 16 monitors.

first; SD's in parenthesis.

Means indicated

Qscores collapsed across time; higher scores equal more

negative responding.

*P<,05; **p<.01
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had a more negative effect on their marriages than monitors.
No other significant effects for males were found. (See
Appendix F.52 - F.57 for t-test and ANOVA summary tables.)
Vi. Dj ic G

E { 1 R i to Di .

The reactions of couples upon learning the results of
their partic:.lar diagnostic work-up were compared across
diagnostic group (unexplained, endocrine, tubal factor and
male factor). It will be remembered that subjects were given
the battery of post-questionnaires within a week of receiving
their final diagnosis. Couple post scores were used since
regardless of which spouse is responsible for the infertility
problem, the diagnosis is applied to the couple as a unit.
Furthermore, because in the majority of cases women were
identified as the source of the couples' infertility problem,
an underlying sex difference may have been confounded with a
difference between the identified and non-identified spouse.

Analyses of Covariance (ANCOVA) were performed to address
this question. Because subjects could not be randomly
assigned to diagnostic group, potential sources of
uncontrollable bias may have existed at pre-investigation
that would affect post-investigation reactions. By using pre-—
investigation scores as covariates any naturally occurring
differences among couples at initial testing would be
removed, so that the effects of learning one's medical

diagnosis could be evaluated accurately.
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Variable Selection

Since subjects completed the post-questionnaires one week
after receiving their diagnosis only those questionnaires
that could reflect immediate change were included. Responses
on three subscales of the FAI (i.e.,Infertility Feelings,
Conception Expectations and Alternatives ), as well as Body-
Image, STAI-State and BDI were therefore selected as the
variables to be compared across diagnostic group.

Result s

All covariates accounted for significant variance in
post —investigation scores. However, no significant effect of
diagnosis was found on any of the variables at post-
investigation. (Appendix F.58 - F.63 presents the ANCOVA
summary tables).

VII. Differentiating Couples' Levels of Adaptation Lo f£he

Investigation: Di imi ysea

1 X 3 men

The purpose of this discriminant analysis was to
determine the power of a set of variables, measured at pre-
investigation, in differentiating couples with sexual
difficulties from those without, as reported at post-
investigation. Discriminant analysis was selected ac the
stat istical method of choice because it provides information
on the adequacy of a set of predictors in classifying
subjects into the group which they most likely resemble, as
well as describing major differences between groups as a

MANOVA does.
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Sexually Adijusted and Poorly Adjusted Groups

The grouping variable that was chosen to diwvide the 35
couples (four pregnant couples were omitted) into two groups,
representing sexually & ijusted and poorly adjusted couples,
was the sum of items #22 and #29 from the post—-SHF. First, if
either spouse in a couple responded affirmatively to item 22
whizh asked couples if they were experlencing a sexual
difficulty at the time, they were potentially placed in the
poorly adjusted category. Couples' descriptions of their
sexual difficulties were examined to verify that indeed a
sexual difficulty was being described. Seventeen couples
responded appropriately to this item. Next, of the 17
couples, those who also reported a sexual problem at pre-
investigation were eliminated to ensure that these problems
developed during the investigation. Four couples were
eliminated on this basis.

The 13 couples were then examined further through item
#29. This item asked couples to rate to what extent they
believed their sexual difficulty would improve if a pregnancy
was achieved. On a scale of 1-7, only those couples who
responded 5 or higher (i.e., they attributed their sexual
difficulty primarily to conception failures) were included in
the poorly adjusted group. O0f the 13 couples, three were
dropped based on this criterion. To summarize, only subjects
with infertility related sexual problems at post-—

invest igation were included in the poorly adjusted group.




Overall, 18 couples fell into the sexually well-adjusted
group and 10 into the poorly-adjusted group. Of the 10
poorly-adjusted couples; three were in the Low Info. group,
three in the High Info. group and four in the Info.and Sex
group. Since information group and sexual adjustment were
clearly unrelated, subjects were collapsed across
experimental group for the compucation of the discriminant
analysis.

Yarjable Selection

For this analysis, couple scores on the predictor
variables, as opposed to individual scores, were used for two
reasons. First, sexual difficulties whether present in one or
the other spouse generally manifest as a couple problem.
Second, because couples, as opposed to spouses, were
categorized into the adjusted and poorly adjusted groups, it
seemed reasonable to use couple scores for the predictor
variables as well. For those variables that did not naturally
exist as a couple variable, couple scores were created by
averaging both partners' scores within a couple.

Variables were selected for this analysis based on the
following three steps. First, theoretical considerations:
variables that could potentially affect sexual functioning
were selected for the potential pool of variables. Nine
preliminary variables were selected on this basis. The
second step was taken because it was necessary to reduce the
variable pool further. Reliability of results required that

the total sample size be at least ten times the number of
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variables and the size of the smallest group no less than the
number of variables (Tabachnick & Fidell, 1983). Thus the
second step involved examination of the group means of each
of the potential predictor variables. Accordingly,
independent t-tests were performed. Those variables which did
not demonstrate a significant difference between adjusted and
poorly adjusted groups were eliminated from the variable
pool. Of the pool of nine variehles, five were found to be
significant. (See Table 16 for means and standard deviations
of the rfive significant variables and Appendix I.1l for means
and standard deviations of the remaining variables.)

For any set of predictors, redundancy could also render
results mnisleading. Therefore, redundancy among variables was
assessed by examining the intercorrelations among the
variables. The third step involved elimina-ing variables with
a correlation that was greater than .60. Of the five
variables, two were found to be highly correlated with
several others and were therefore eliminated, (See Appendix
I.2 for correlation matrix of sexual adjustment wvariables).
The remaining set of three variables, which included
Intercourse Frequency, MAS and Sex for Procreation were used
as predictor variables for this Discriminant Analysis. (See
Appendix J.2 for tests of assumptions computed on the
selected variables) .

To compute the discriminant analysis a direct method was

used with Wilks Lambda as the criterion to evaluate the
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Table 16
Means and Standard Deviations on Signifiicant Vvariables forx
s K 1 E!l E ! DIE I3 L] ! E ] 1]

Sexual Groups

Variable Well-Adjusted Pcorlv Adjusted
MAS 122.16 (7.56) 113.45 (8.65)**
Sex For Procreation 22.29 (1.92) 20,195 (2.07)«*
Sexual Satisfaction 9.32 {(0.63) 7.80 (1.77)**
Intercourse Frequency 4.16 (0.63) 3.45 (.86) **
{(Per week)
Communicat ion 17.81 (1.78) 15.95 (2.03;*

Note. p = 10 poorly adjusted couples; o = 18 well-adjusted
couples. Means are indicated first; SD's are in parentheses,

For all scales higher scores = better functioning.

**p<.01; *p<.05
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significance of the discriminant function. Lambda is an
inverse measure of the discriminating power of the variables.
It is transformed into a chi-square to test significance.

The combined set of predictors was found to discriminate
significantly between couples who reported sexual
difficulties at post-investigation and those who did not; X2
(3, N= 28) = 12.55, p<.01l. The canonical correlation, a
measure of association between the function and the grouping
variables, showed a value of .63 indicating that the function
accounted for 40% of the between group variance. (See Table
17 for discriminant analysis summary table.)

Examination of group means as shown in Table 16 indicated
that the group with sexual difficulties, compared to the
sexually adjusted group, presented at pre-investigation with
a lower intercourse frequency, poorer marital adjustment and
less change in their sexual routine during ovulation.

Prediction of group membership provides a measure of the
adequacy of the discriminant function, in that subjects are
classif =d into the group which they most closely resemble
based on the p-edictor variables. Thus the percentage of
correctly classified cases, that is, subjects whose predicted
group rniembership was the same as their actual group
membership was examined. Classification analrses were
computed with prior probabilities of group meri.ership equal
to the actual sample proportions. As described, the
literatu-. reports a significant propmnrtion of couples with

sexual difficulties related to their infertility. The actual
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proportions vary from 16% (Fagen et al, 1986) to 60% (Sarrel
& DeCherney, 1985). However, studies also vary as to their
method of determining the prevalence of sexual problems.
Since the present study's rate of sexual difficulties related
to infertility was 26% of the total sample, which is within
the range of various studies' rates, it seemed reasonable to
use the present study's rates to reflect population group
membership. The overall correct classification achieved was
86.2%. As shown in Table 18, based on the set of predictor
variables, 60% of the poorly adjusted group was correctly
classified and 100% of the well-adjusted group.

2. Emotjonal Adijustment

This discriminant analysis was carried out to evaluate
the ability of a selection of initial test responses to
discriminate between subjects whose psychological distress
levels either increased or did not increase over the course
of the infertility investigation.

- j ~Adj r

The grouping variable that was selected to represent
emotional adjustment was derived from each subject's change
scores on three different measures of psychological distress,
that is, the BDI, STAI-State and DSFI Syvmptom subscale.
Because the small sample size necessitated that subjects be
collapsed across groups, 3x2x2 ANOVAs with repeated measures
were performed on the BDI and Symptom subscale measures to
ensure that the experimental interventions did not have any

differential effects. Only a significant main effect of sex



Table 18
Adijustment

Bredicted Groups
Actual Groups n Poorly Adijusted Well-Adjusted
Poorly Adjusted 10 6 (60%) 4 (40%)
Well-Aadjusted 18 0 18 (100%)

Note. Overall percent of cases correctly classified = 86.2%.
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on the BDI was found; F(1,32) = 5.88, p<.02., (See Appendix
F.64 + 65 for ANOVA Summary tables.) Examination of group
means indicated overall that females (M = 5.26) were more
depressed than males (M = 2.69). (As reported earlier, only a
significant time effect, collapsed across group, was found on
the STAI-State measure.) The fact that no significant group
effects or group by time interactions were found on any of
the three measures permitted subjects to be collapsed across
group. Because a significant sex effect on the BDI was
revealed, the sexes were analyzed separately.

Two steps were followed in order to classify subjects as
either having adjusted favourably or unfavourably to the
investigation. The first step involved calculating a
subject's change score by subtracting their pre-scores from
their post-scores, on each of the three measures. Thus scores
that were in the positive direction indicated an increase in
psychological distress from pre- to post-investigation. The
second step involved selecting only those subjects who had
positive change scores on two or three of the measures and
placing them in the poorly-adjusted group. Subjects who
showed either a decrease in distress levels from pre- to
post-investigation or no change, on at least two of the
measures were considered well-adjusted. Thus the grouping
factor took into account the effect of the investigation on
increasing or decreasing levels of psychological distress
using a composite variable that included measures of

depression, anxiety and psychological symptomotology.



113

Yariable Selection

Pre-investigation variables were selected for analysis in
the same manner as outlined in the previous discriminant
analysis. First, variables were selected based on theoretical
considerations in terms of what aspects of functioning might
influence one's emotional adjustment. A potential set of 12
variables were selected.

Next, independent t-tests for each sex were performed to
determine which of these variables showed a significant
difference between groups. For the males, significant
differences between the adjusted and poorly-adjusted groups
were found on two variables. Table 19 presents the means and
standard deviations for these two variables. (See Appendix
I.3 for the means and standard deviations on the remaining
variables) . For the females, a significant difference between
groups was also found on two variables. Table 20 presents the
means and standard deviations for these two variables. (See
Appendix I.4 for the means and standard deviations on the
remaining variables). Finally, the last step involved
checking the interrelatedness between variables within each
pair. Since the variables were not found to be correlated,
Neuroticism and Intercourse Frequency (r=-.17, p=N.S.) were
used to predict male adjustment levels, and Sex for
Procreation and Marital Adjustment (MAS) (r= .15, p=N.S.)
made up the pair of variables predicting female adjustment
levels. (See Appendix J.3 for tests of assumptions computed

on these variables).
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Table 19

Groups
Well-Adijusted Poorly—-Adjusted
Neuroticism2 5.91 (4.56) 9.33 (4.58)*
Intercourse Frequency 3.57 (1.03) 4,33 (0.78)*

(per week)

Note. n = 23 adjusted males; 12 poorly-adjusted males. Means
are indicated first; SD's in parentheses.

QHigher scores equal poorer functioning.

*p<.05.




Table 20

Groups

Well-Adijusted Poorly-Adjusted
Sex for Procreation 22.13 (2.82 19.91 (2.81)*
MAS 121.75 (9.98) 112.36 (13.27*

Note. n = 24 adjusted females; 11 poorly-adjusted females.
Means are indicated first; SD's in parentheses.

Higher scores equal better functioning.

*p<.05.
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D A Analvsis R ]
Males: A discriminant analysis using the direct method
was performed with Wilks Lambda as the criterion to determine

the significance of the discriminant function. Prior
probabilities were set so that cases had a 50% chance of
being assigned to one group or the other.

The baseline set of predictors was found to significantly
discriminate between males whose psychological distress
levels increased over the investigation and those whose did
not, with X2 (2, N = 35) = 11.67, p<.0l. The canonical
correlation coefficient of .55 indicated that 30% of the
between group variability was explained by the function.
Examination of the significant correlations between the
discriminant function and the predictor variables showed that
the Intercourse Frequency was a slightly stronger contributor
to distinguishing between the groups than Neuroticism. Table
21 presents the summary table of discriminant analysis
results. Examination of the means as presented in Table 19
indicates that males who adjusted poorly as compared to those
who adjusted well to the investigation, began the
investigation being more emotionally vulnerable and having a
higher intercourse frequency.

Examination of the classification analysis indicated that
the baseline variables were able to predict with an 82.86%
accuracy rate those who would adjust favourably or

unfavourably to the investigation. As presented in Table 22,
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Table 22

C] ‘E‘ In E ]! E‘ E- ¥ ¥ ! E J 3 E Il ]
.
Adiustment: Males

Predicted Groups
Actual Groups n Adjusted Poorly-Adjusted
Adjusted 23 19 (82.6%) 4 (17.4%)
Poorly-Adjusted 12 2 (16.7%) 10 (83.3%)

Note. Overall percent of cases correctly classified = 82.86%.
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82.6% of the adjusted group, and 83.3% of the poorly-adjusted
group werxre correctly classified.

Females: The baseline set of variables consisting of Sex
for Procreation and MAS significantly differentiated between
the adjusted and poorly-adjusted females, with X2 (2, N = 35)
= 8.35, p<.0l1l, Based on the canonical correlation, 23% of the
group variance was accounted for by this linear combination
of variables, with the MAS contributing more to the group
discrimination. Table 23 presents the discriminant analysis
summary table. Examination of the means presented in Table 20
indicates that those females who at the start of the
investigation exhibited lower marital adjustment scores and
less change in their sex lives between ovulation and non-
fertile periods were more likely to experience emotional
distress by the end of the investigation.

Prediction of actual group membership based on these
initial test responses indicated that 68.57% of the subjects
were correctly classified. Specifically, 70.8% of the
adjusted and 63.6% of the poorly-adjusted women were
classified correctly at post-investigation basec on their
pre-investigation scores. Table 24 presents the
classification breakdowns by group.

A discriminant analysis was carried out to determine the
power of a set of predictor variables measured at pre-

investigation, in differentiating couples who did or did not
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Table 24
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c {fication Results for Discriminant Analysi Emot donal

Adjustment: Females

Predicted Groups
Actual Groups n Adjusted Poorly-Adiusted
Adjusted 24 17 (70.8%) 7 (29.2%)
Poorly-Adjusted 11 4 (36.4%) 7 (63.6%)

Note. Overall percent of cases correctly classified = 68.6%.
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achievne pregnancy, six months following completion of the
investigation.

Pregnancy Outcome:

As described in the procedure section, couples were
contacted approximately six months after they had completed
the post-investigation questionnaires to determine if
pregnancy .ad yet been achieved. All couples had received
some sort of treatment of varying durations within the six
months following their investigation. In orr «r to standardize
the interval between post-investigation time and conception
outcome, wives' last menstrual period (LMP) must have
occurred within six months of the date that post-
questionnaires were completed. Based on this criterion, a
total of five of 35 couples achieved pregnancy. In addition,
the four couples who had conceived during the investigation
were included in this group. Thus, a pregnancy success rate
cf 23% was obtained. An eqgual number of pregnant couples fell
within each informational group. Of the five couples who
conceived after the investigation; two couples had initially
received a diagnosis of unexplained infertility, two, that of
tubal ractor and one was diagnosed with endocrine disorder.
Variabhls Se] .

Couple scores were used to predict pregnancy success. For
those variables that did not naturally exist as a couple
variable, scores were derived by averaging both partners'

scores within a couple.
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Based on theoretical considerations, variables that might
potentially contribute tn pregnancy outcome were chosen. In
this manner, twelve variables were selected. To reduce this
number of variables, the group means of each potential
predictor variable ere examined to test for group
differences. Only one variable, STAI-State was found to
significantly differentiate the groups, £(37) = 2.10, p<.05.
(See Appendix I.5 for t-test results.) In order to perform a
discriminant analysis there must be at least as many
variables as there are groups (Huberty, 1975). Therefore, a
stepwise discriminant analysis was performed to determine
whether any other variable could contribute to
differentiating the growps. Years married was selected as the
only other variable, combined with STAI-State, that was able
to discriminate the groups. A direct discriminant analysis
was then performed using STAI-State and years married as the
predictor variables. (See Appendix J.4 for tests of
assumptions computedi on these variables).

Prior probabilities were set to refl¢ ot the sample
proportions, that is, a pregnancy success ratio of 23% to
77%. Collins et al (1984) reported a cumulative pregnancy
rate for 1,297 couples with the same diagnoses as in the
present sample at 25% within nine months of registration for
an investigation. For the present sample, the pregnancy rate
was determined six months post-investigation after couples

had undergone an investigation of an average length of 3.6
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months. Therefore, this study's pregnancy rate appears to
approximate the infertility population's rate.

The discriminant function was found to be significant,
X2(2, N = 29) = 6.50, p<.05. The canonical correlation
coefficient of .41 indicated that 17% of the between group
variability was explained by the function. Based on the
correlations between the function and the predictors, the
better contributor to distinguishing between those who
achieved pregnancy and those who were unsuccessful was the
STAI-State variable (simple r(39) = .33, p<.05). (See Table
25 for discriminant analysis summary table.)

Examination of the group means in Takle 26 showed that
those who did not achieve pregnancy displayed significantly
higher anxiety scores at pre-investigation than those who did
conceive and were also married longer, however number of
years married did not reach significance.

Examination of the classification analysis indicated that
the baseline information from the predict 'r variables were
able to classify 79.49% of our sample. However, the within
group classification ratings indicated that while 93.3% of
the nonpregnants were correctly classified, only 33.3% of the
pregnants were correctly classified into their actual
group. (See Table 27 for classification breakdown.) Thus tbhe
variables that made up the discriminant function were not

able to adequately classify subjects in the pregnancy group.



125

G0 >dx«

YA anTeauabry

v ¥ TeoTuoue)d
00°T v1°¢ A pPSTIIBN SIEdX
A 00°T €0 ¥ 8L" 93e3S5-IVILS

p3TIaeN Saeax 23e3S5-1VYLS uoT3ound

SI0301Ipa1g buowy (LE'T) a3 Yy3itm sxojotpaad saTqeTaIeA
suoT31eTa1I0) dnoisn uTyilT™M P (004 ajeTaIRATUN JO SUOTIRTDIIOD I0101TpPa1d

TITHSSd

SZ °149BL



126

Table 26
SEIQ]!Q MGQDS QQQ SIQDQQIQ |2§vja:jgn§ fQ: Ezggnaggy Q];tggmg
Groups
Pregnant (n=9) Not Pregnant (n=30)
STAI-State@ 29.06 (4.39) 33.53 (5.89)*
Years Married 3.00 (1.95) 4.36 (2.57)

Note. Means are indicated first; SD's are in parentheses.

8Higher score = more anxiety.

*p<.05



Table 27

Qutcome

Bredicted Group
Actual Groups n Pregnant Not Pregnant
Pregnant 9 3 (33.3%) 6 (66.7%)
Not Pregnant 30 2 (6.7%) 28 (93.3%)

Note. Overall percent of cases correctly classified = 79.49%.
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One major goal of this study was to evaluate the
effectiveness of sexual and emotional information in helping
couples cope with the strains of the infertility
investigation. Overall, the results indicated that such
informational interventions did not benefit couples. However,
a routine amount of procedural information was associated
with improvement in various aspects of functioning. A second
major objective was to identify any psychological factors
that could predict patients who would adapt unfavorably to
the investigation process. Psychological profiles assessed at
intake were identified which significantly predicted subjects
who reported sexual difficulties or psychological distress at
the end of the investigation. These specific findings and

several others will now be discussed in more detail.

Measures which inquired about infertility-related issues
were the only ones to show sex differences and differential
effects as a result of the informational interventions. This
is not surprising since the interventions were focussed
specifically at infertility issues. The major finding was
that males and females in the Low Info. group showed gains
from pre- to post- investigation on their feelings and
knowledge about infertility while the other two groups showed
no change over time. Furthermore, it was found that females

overall react more negatively to the possibility of never
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conceiving and acquire more information about infertility-
related issues, than males.

Several other results were consistent with the finding
that those who received less information adapted better to
the investigation. Specifically, data from the mor.thly
telephone interviews showed males in the Low Info. jroup
reported less negative reactions to submitting to semen
analyses than males in the Info.+ Sex group. Similarly, women
in the Info.+ Sex group, which is the group that received the
largest volume of information, reacted most poorly to
undergoing the hysterosalpingogram.

Another result compatible with this pattern was found on
the Post-Test Questionnaire which rated how well couples had
coped over the course of the investigation. The results
showed a trend for males and females of the Low Info. group
to report better coping than subjects in the High Info.
group.

Since a no-treatment or attentional contr~l group was
not included in this study it is unclear what contributed to
positive change in this Low Info. group. Because all three
groups received the same expectations, completed the same
test battery and met with the experimenter for the same
amount of time, such non-specific factors were not likely
responsible for the differential gains. Without a no-
information control, it is impossible to discern whether the
technical information alone was responsible for the gains

observed in this group, or whether these gains naturally
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occur during an infertility investigation, but the emotional
information served as a hinderance.

There is evidence in the coping literature to support
both of these processes, that is, that procedural information
does lead to positive gains and that too much information may
be a hindrance (c.f., Ludwick-Rosenthal & Neufeld, 1988).
Janis (1958) demonstrated that surgical patients recovered
best if they experienced some optimal amount of preoperative
anxiety based on the information they received. Too much
information was thought to be more harmful than no
information at all. Therefore, one alternative explanation is
that the Low Info. group recelved the optimal amount of
information they needed to cope adequately with the
diagnostic phase of the infertility work-up. The other two
groups received an overload of information, which may have
interfered with their ability to use and retain this
information in an adaptive manner.

This hypothesis is consistent with the finding that the
Low Info. group acquired more infertility knowledge at post-
investigation than the other two groups. Scores on the Film
Retention Questionnaire indicated that the groups did not
differ in the amount of knowledge they retained immediately
following the viewing of the videos. Therefore, over the
length of the investigation the additional emotional
information in some way may have interfered with the

retention of technical knowledge acquired.
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If, on the other hand, the procedural information was
inert, then the positive gains observed in the group
receiving this information must be attributed to positive
effects intrinsic to the investigation process itself. This
hypothesis is consistent with Daniluk's (1958) finding that
anxiety actually decreases over the investigation. However
Daniluk did not incorporate measures related specifically to
infertility. Moreover, the findings in the current study,
that several aspects of functioning were negatively affected
during the course of the investigation, across intervention
strategies, (i.e., anxiety levels, intercourse frequency and
marital adjustment) fail to support this contention.

It will be recalled that subjects in the Low Info. group
actually viewed a different film from subjects in the other
two groups. Although the content of the technical information
was equated in the two films, the possibility exists that the
information in the control film was simply presented in a
more helpful manner. However, this possibility is not
supported by the findings that no group differences were
found on scores for the Film Retention Questionnaire and that
subjective reports indicated that most subjects in each group
found the wvideos helpful.

The pattern in the findings which occurred over a variety
of situations and measures strengthens the generalizability
of the conclucion that minimal technical information is more
useful to couples dealing with certain issues related to

their infertility compared to information on emsctional and
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sexual issues. Perhaps such detailed information would be
more helpful to couples if offered gradually as the specific
strains of infertility become more obvious. Research has
shown (e.g., Keye et al, 1983; Lalos et al. 1985) that the
negative effects of infertility on emotional and sexual
functioning do become more pronounced the longer one is faced
with this problem. Given this phenomenon, it would be of
interest as well, to carry out a one year follow-up on the
present sample to assess whether the emotional and sexual
informational interventions possibly demonstrate delayed
benefits.

The intervention which included the sex pamphlet was not
found to have an impact on couple's sexual functioning. The
results showed that on four variables that included
behavioral reports and subjective reactions (MAS, sexual
information, sex for procreation and intercourse frequency)
the Info.+ Sex group did not perform differently from pre- to
post-investigation compared to the two groups that did not
receive the sex pamphlet. In addition, within the Info.+ Sex
group, only four of thirteen couples at post-interview
reported that they found the pamphlet useful.

A comparable finding was reported recently in Libman et
al (1987) in which an informational sex pamphlet was not
found to have any positive effects on sexu.. functioning in
couples in which the male had undergone prostatectomy

surgery. In their study, no significant differences on




marital and psychological adjustment variables were found
from before to after prostate surgery, even without
intervention. Therefore, it was not surprising that their
informational pamphlet demonstrated no effect.

A similar phenomenon may have been operating in the
present study, in that the sample as a whole showed only
slight deterioration in sexual expression from pre- to post-
investigation. Specifically, although marital adjustment
scores and intercourse frequencies were shown to
significantly decrease over the investigation experience,
scores remained within the range of normal functioning
throughout. The fact that the medical investigation did not
have a major, negative sexual impact may have made the sex
pamphlet inconsequential.

Another possible explanation for the ineffectiveness of
the pamphlet is that for this type of preparatory information
a longer-term, couple therapy format is required in order for
it to be useful. That is, the nature of this information may
necessitate that couples be allowed to communicate openly in
the presence of a counsellor. In fact, the contents of the
sex pamphlet included portions that could be considered more
as skills training than as an information-giving
intervention, which may work better in a therapy-type format.
Several studies have reported positive effects of short-term
sex counselling for infertile couples (e.qg., Karahacanglu «t

al, 1972; Rosenfeld & Mitchell, 1979).
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The findings that for the sample as a whole, marital
adjustment scores and intercourse frequencies decreased
significantly from pre- to- post-investigation are consistent
with most past findings. The fact that intercourse
frequencies did not decrease to abnormally low levels,
however, is consistent with the general consensus that
because intercourse is the means by which infertile couples
might achieve their desired outcome, this behavior persists
even if positive feelings toward it are diminished (Gray,
1981; Falti, 1979). This hypothesis is compatible with the
findings that marital adjustment worsened and anxiety levels
increased during the investigation. One might have expected
coital frequencies to decrease more than they did, given
increased personal and interpersonal stress, if not for the
fact that conception requires this behavior.

rot ] nctionin

It was found that preparing couples specifically for the
stressiul aspects of the medical procedures did not lead to
lowered generalized anxiety scores. It was expected that as a
consequence of viewing the emotion .l video, subjects in these
two grcups as compared to the control group, would gain a
stronger sense of control and predictability over their
emot ions which would result in lowered stress levels from
pre—~ to post investigation. Rather it was found that for all
three c¢roups, anxiety increased over time.

One possible explanation for the lack of differential

findings is that, as suggested by Mazure et al (1986),




couples may be reluctant to report accurately their level of
stress for fear that it will be construed by medical
personnel as a reason for their infertility. It will be
recalled that 38% of their sample showed unacknowledged
anxiety levels based on their combination scores on the
Marlowe-Crowne Social Desirability Scale and the Taylor
Manifest Anxiety scale. The results of *he present study lend
some support to this hypothesis in that the average score on
the STAI~State at pre-~ and post-investigation for the sample
was in the normal range of functioning which contradicted
couples' verbal reports that they were anxious about the
investigation. Thus either the STAI-State questionnaire is
not able to pick up a specific rather than generalized stress
or, on self-report psychological inventories, infertility
patients may be apprehensive about reporting the true extent
of their stress levels. Both of these explanations could
account for the lack of differential findings on stress
levels by informational group.

The finding that anxiety levels increased from pre- to
post investigation is directly contrary to that of Daniluk
(1988) who found that anxiety levels decreased during the
investigation. However, Daniluk's measure of anxiety may also
have been too general to detect infertility-related stress,
having been derived from a subscore of a measure of gross
psychological distress. Her finding that 96% of her couples
reported a need for psychological counselling related to

their infertility post-investigation, implies that the
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investigat.iun put more strain on her sample than was
reflected in their questionnaire responses. Consistent with
the finding of the present study are those of Berg (1988) who
found gradual increases in stress as the investigation
progressed, and clinical impressions (e.g., Menning, 1980)
which deccribe couples beginning the investigation as having
renewed hope after being infertile for at least a year, and
then experiencing increased stress as their inability to
conceive continues throughout the investigation.

Contrary to expectation, this study demonstrated that
prior information on the emotional strains of the infertility
investigation and on the sexual difficulties that might
accompany an investigation do nnt enhance adaptation to it.
Second, it was confirmed that a basic amount of procedural
information about the diagnostic tests of the investigation
contributes to positive benefits on both behavioral reports
and subjective measures of infertility-related issues. Third,
it was demonstrated that although functioning is not severely
harmed as a result of the investigation, deterioration in
certain aspects of personal and interpersonal functioning
does occur over its course.

Coping Style

As discussed in the introduction, the effects of high
versus low information may vary depending on an individual's
coping style. Researchers have shown that it is mainly

patients with a preference to seek out information (monitors)
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who benefit from high levels of information (Auerbach et al,
1976; Miller & Mangan, 1983). In this study, given the small
sample size and the fact that an unequal number of monitors
and blunters naturally fell within each group, it was
impossible to measure the effects of high versus low
information for individual differences in coping style.
However, it was possible to determine overall which coping
style was associated with better adjustment with respect to
handling the demands of tt~ investigation.

The results of this study demonstrated that female
blunters reported coping significantly better with the
demands of the investigation and reported more positive
change with regard to their personal and sexual self-images
as compared to monitors on self-report measures of
adjustment. Moreover, they reported significantly fewer
negative feelings to never being able to conceive than
monitors. On the other hand, female monitors were found to
take a significantly shorter amount of time to complete their
investigation than female blunters. The mean duration for
female monitors was two and one half months, which is
considerably shorter than the average of four months (Mazor,
1978), especially given the three month requirement ~f basal
body temperature monitoring. Consistent with their
information-seeking preference, many of the monitors had
begun temperature monitoring before beginning the
investigation (temperature provides information on ovulation

time), which partially accounted for their quick evaluation



time. Thus, for fenales, blunting overall appeared to be a
better coping strateqgy for dealing with the investigation
than monitoring. However, one benefit of being a monitor
appears to be the tendency to complete medical test
requirements within unusually brief time spans. These
results, in part, corroborate those of Veroff (1987) in which
it was found that avoidant coping was more likely to be
associated with good emotional, marital and sexual adjustment
than active coping, for women with long-term infertility.

The finding that female blunters fared better than female
monitors might further explain why subjects who received a
minimal information intervention dealt better with
infertility-related issues than those who received greater
amounts of information. If, as it appears, avoidance is a
better overall strategy in dealing with the infertility
investigation, then an intervention that promotes attention
to its particular stresses (emotional and sexual information)
would be incompatible with better coping. This explanation is
consistent with the overall findings of Miller and Mangan's
(1983) study that voluminous preparatory information can
increase patient distress and that being a monitor is a more
costly emotional style than being a blunter.

Evaluation of the benefits of different coping styles for
males, indicated that male blunters reporteci more marital
disharmony than male monitors. Clinical reports (Menning,
1980; Rosenfeld & Mitchell, 1979) suggest that males have a

more difficult time communicating about infertility with
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their spouses than females, and that this situation causes
marital unrest. It may be that in this case it is the male
monitor who fares better, in that his style of seeking out
information permits him to communicate more with his wife
about the subject of infertility. Since it is fairly
unequivocal that females react differently to infertility
than males, it may be that a sex difference also exists in
terms of the effectiveness of a given coping style for
various aspects of infertility. That is, in coping with the
investigation a blunting style may be more adaptive for
infertile women who in general experience the effects of
infertility more intensely than males. Conversely, a
monitoring style might benefit males more in managing the
effects of infertility on the marital relationship. Future
research is needed to evaluate this hypothesis.

It will be recalled that in order to recruit subjects for
this study, potential participants were told that the program
would provide them with informatiopn they might find helpful
when undergoing the investigation. One might assume that
participants would have had to be information seekers to some
degree to agree to take part in such a study. However, the
mean monitoring minus blunting score for the female subjects
in this study was the same as that found in Miller and
Mangan's (1983) study on volunteer, gynecological patients
who were not recruited on the basis of receiving informatiorn

in return for participatior.
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The findings on the relationship between coping style and
adaptation to the infertility investigation are provocative
but need replication. Future studies should form groups of
subjects based on their coping style to evaluate the
interaction between coping style and type of preparatory
information.

Diaqnossic Outcomse

The results demonstrated that couples with different
diagnoces did not react differently at the time of receiving
their diagnoses in terms of feelings toward infertility,
descire Zo try alternatives to natural conception, body-image,
conception expectations and degree of anxiety and depression.
These results differ from those of Keye et al (1983) and
Freeman et al (1983) who found that the nature of emotional
distrezs experienced by infertile couples differed as a
result of diagnosis. However, subjects in these two studies
had be=n aware of their diagnostic category for an e:x._.ended
period o2f time. Although a difference in psycholeogical
reacticns at the time of diagnosis was found between the

3

>xes3 {n Caniluk's (1988) study, her findings concurred with

far

those of the current study in that different psychological
reacticns were not found for subjects with different
diagnoses.

The proportions of couples receiving various diagnoses in
the present study were for the most part consistent with the
diagnostic rates reported by Collins at al (1984). Of their

sample of 1,297 infertile couples, 30% were classified with
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endocrine disorders as compared to the present study's 28%.
Twenty percent of their sample were diagnosed as unexplained
infertiles compared to our 23%, and 17% of the larger sample
received the diagnosis of tubal factor compared to this
study's 21%. The one major discrepancy occurred with the
diagnosis of male factor infertility. Their data reported a
30% rate, whereas the present study found a rate of 18%.
Although the subject selection criteria and diagnostic
evaluations were very similar between this study and
Collins', one particular criterion in the present study may
have accounted for the discrepancy, that is, the stipulation
that subjects not be aware of the cause of their infertility
at the start of the investigation. Many patients typically
receive a preliminary work-up from their physicians before
being referred to an infertility specialist. Semen analysis
is often included in this work-up as it is quick, non-
intrusive from a medical point of view and cost-efficient.
Infertile couples are then referred to a specialist for a
more complete diagnostic work-up. In this study, the
criterion that excluded the largest percentage of couples
from participation in this study, along with language
difficulties, was awareness of an organic problem that would
cause infertility. Thus for generalization purposes, thic
sample, although similar to others in terms of demographicg,
psychological profiles and females diagnoses, may be clightly
different in terms of the freguency of male factor

infertility.
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Predictors of Qutcome

Predicting Sexual Adiustment: The results of the sexual
adjustment discriminant analysis indicated that subjects'
initial test profiles could significantly differentiate those
who reported sexual difficulties related to their infertility
at post-investigation from those who reported no such
difficulties at the end of the investigation.

The baseline clinical profile that characterized the
poorly adjusted group included lower marital adjustment
scores, less change in sexual activity during ovulation and a
lower intercourse frequency. Thus, those who reported sexual
difficulties at the end of the investigation were those who
actually began the program at a disadvantage in terms of
their interpersonal functioning, which appeared to put them
at a higher risk for sexual problems during the
investigation. It should be recalled that the selection
criteria for forming the poorly adjusted group excluded those
who were also experiencing sex problems at pre-investigation.
As well, only those who reported that their sexual
difficulties were directly related to their infertility
problems were included in this group. These considerations
justify the inference that these sex problems developed at
some point during the investigation and were attributed to
infertility-related issues.

The baseline variables that differentiated poorly-
adjusted from well-adjusted groups in sexual functioning were

all in the interpersonal area as opposed to general




psychological functioning. Furthermore, the predictor
variables were able to distinguish couples with sexual
difficulties from those without with a high accuracy rate,
even though couples in the poorly~adjusted group still
performed within the normal range on this set of variables.
In fact, the scores for the well-adjusted group were more
unusual than those for the poorly-adjusted group in that they
indicated better performance than would be expected for an
average couple. Scores on the MAS for the well-adjusted group
were more than one standard devia“ion above the norm. The
intercourse frequencies of more tnan four times per week
would also be considered more frequ=2nt than average for this
age range (Friedman, 1979). In addition, the finding that
better sex during ovulation, both qualitatively and
quanticzatively, was reported for the sexually well-adjusted
group refutes the general consensus that synchronizing cex to
the calender represents a negative adaptation to infertility
in all cases (e.g., Bonnar, 1979; Keye, 1984; Lalos et al.
1985). It is possible, therefore, that only couples whn have
an unusually strong and flexible interpersonal relation<hip
are those who are protected from the potential of develaoping
sexual difficulties during the investigation.

In order to identify patients in the future who are at
ri-k to develop sexuval problems over the course of the
investigation, the results of this study indicate that 1% i
not sirply a case of screening for gross serual or

psychological pathology. Rather, it appears that the demand:s
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of the investigation on the sexual relationship are such that
couples with adequate relationships can develop sexual
difficulties. Only those who were fortified with an
exceptional interpersonal and sexual relationship appeared to
be unaffected. It would appear prudent for clinicians to
monitor couples as they proceed through the investigative
process so that any sexual difficulties can be dealt with as
they occur.

Predicting Emotjonal Adjustment: It will be recalled
that change scores were used in order to form the emotionally
adjusted and poorly-adjusted groups for this discriminant
analysis. That is, emotional functioning for subjects in the
poorly-adjusted group had deteriorated over the course of the
investigation, while it had either remained the same or
improved for subjects in the well-adjusted group. Thus,
individual differences in terms of baseline emotional
functioning and its impact on adapting to the investigation
did not weigh in the formation of these groups. This was an
important criterion since it was not known whether subjects’
baseline emotional functioning levels were due to infertility
or to other factors. Furthermore, a composite score
representing three measures of emotional adjustment was used,
thereby strengthening the probability that only those who
experienced deterioration in emotional functioning would be
included in the poorly-adiusted group.

Baseline neuroticism scores and intercourse frequencies

were able to differentiate those males whn became
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psychologically distressed over the course of the
investigation. For females, sex during ovulation and marital
adjustment were the best predictors of poor emotional
adaptation to the investigation. It is noteworthy that three
of the four variables (excluding neuroticism) which predicted
emotional adijustment also predicted sexual adjustment, even
though only 17% of males and 33% of females in the
emotionally maladjusted group also fell into the sexually
maladjusted group. Moreover, these variables each measure an
aspect of interpersonal functioning. Therefore, these data
attest to the importance of relationship-type variables in
predicting both emotional and sexual adaptation to the
infertility investigation.

For the most part, the differences between the adjusted
and poorly-adjusted groups were in the expected directions.
That is, poorly-adjusted males had higher neuroticism scores
than well-adjusted males; and poorly-adijusted females
demonstrated poorer marital adjustment levels and less chang:
in sexual activity during ovulation than their well-adjusted
counterparts. However, it was found that for the males,
higher intercourse frequencies were predictive of poorer
emotional adjustment. Although this appears counter-intuitive
there is substantial evidence in the literature to suggest
that increasing one's coital frequencies in order to improv:
conception probabilities leads to increased psychological
stress, especially in the male because of the pressure on hiim

to perform for intercourse (i.e., to obtain an erection anf




ejaculate.) (Bell, 1981; Bullock, 1874; Drake & Grunert,
1979). The finding that the mean intercourse rate in the
poorly-adjusted group was significantly higher than that in
the well-adjusted group does lend some support to the
conclusion that higher intercourse rates are associated with
psychological distress in males. However, because it is not
known whether the mean frequency in the poorly-adjusted group
represents an increase compared to frequency rates prior to
the discovery of infertility, this explanation remains
tentative,

Interestingly, the converse was found to be true for
femalec. In their case, an increase in sexual activity during
ovulation time was predictive of good emotional adjustment.
Following the same line of reasoning as was offered for the
male case, for females increased coital activity would not
represent a pressure to perform, as they need not be aroused
for coitus to occur. Furthermore, since females experience
the inability to reproduce more acutely than males, any
behaviour that it likely to improve prospects of conceiving
would likely be regarded as stress-reducing.

The early identification of patients whose emotional
stabili-y might worsen over the course of the investigation
should <herefore include detailed assessment of a couple's
interpersonal relationship, both in general and as it relates
to tneir infertility. As well it should be kept in mind that
what is predictive of good adjustment in one spouse can be

related to poor emotional adjustment in the other. The
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classification analyses indicated that, whereas neuroticism
and intercourse frequencies could classify 83% of the males
into their respective adjusted and poorly-adjusted groups,
only 69% of the females could be similarly classified based
on their best predictors of marital adjustment and sex for

procreation. Therefore, more confidence should be placed on

the indicators of males at high risk than those for females.

Exedictors of Pregnancy Success:

The results of the discriminant analysis for predicting
pregnancy outcome showed that social and psychological
variables alone were not sufficient predictors of pregnancy
within six months post-investigation. This finding is not
surprising since diagnosis, which is the best predictor of
pregnancy outcome, could not be included in this analysis
(Collins et al, 1984). As reviewed in the introduction,
recent studies have demonstrated that infertility is
organically-based in at least 90% of the cases. Without
medical correction of the presenting organic problem,
pregnancy has a low probability of occurring (Bernstein et
al, 1979). In the present sample, of the five couples who
achieved pregnancy after receiving a diagnosis, three were
diagnocsed with an organic problem that was subsequently
treated. The two others (unexplained infertility) achieved
pregnancy after being placed on a regimen of hormonal
medication (clomiphene citrate) even though no hormonal
abnormalities were detected. Howewver, it will be recalled

that subjects in the no-pregnancy group also received
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treatment during the six month follow-up period. Therefore
.reatment alone would not account for pregnancy success.

The discriminant analysis did reveal, nonetheless, that
pre-investigation anxiety Jlevels contributed significantly to
differentiating the groups, in that those who achieved
pregnancy had significantly lower anxiety scores at the start
of the investigation than those who did not achieve
pregnancy. Based on t-test analyses, STAI-State was, in fact,
the only variable that differentiated the groups. Such
variables as years infertile, years married and age were not
found to be good predictors of pregnancy success, as have
been found in other studies (Keye et al, 1983; McEwan et al,
1987). This finding does implicate stress as contributing to
the perpetuation of infertility. This result is consistent
with the numerous anecdotal and case studies that have
demons:rated that stress influences reproductive functioning.
It alsc is consistent with the empirical findings of O'Moore
et al (1983) that demonstrated a relationship between
decreased anxi=ty scores and a reduction in elevated
prolactin levels that wculd inhibit pregnancy. Thus, one can
speculate from the results of the present study in
combination with those of past studies, that without taking
into account medical factors, one cannot predict the
likelihood of pregnancy success. However, in combination with
medical factors, stress level might play a part in
distinguishing those who are more likely to achieve

pregnancy. Future research directed toward more precisely
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identifying the best predictors of pregnancy should include

the physician's prognostic estimate of an individual's
chances of achieving pregnancy based on medical factors
alone, accompanied by variables that measure various forms of
psychological stress.

On a conceptual level, the finding that stress levels
were associated with eventual pregnancy success, however
provis‘onal, is compatible with the interactional model
proposed by Jemmctt III and Locke (1984). They suggested that
the development of disease states should be viewed within a
multi-factorial framework of etiology. This apprcach would
hold that given a certain set of circumstances, emotional
elements could interact with medical factors to contribute
relatively to the development and/or outcome of irfertility.
Accordingly, the task for future researchers would be to

identify the circumstances that foster the influence of

psychological factors on the course of infertility.

The results of the present study also revealed that STAI-
State scores increased significantly from pre- to post-
investigation, suggesting that if stress is a factor in
reducing pregnancy rates, then the stress of the
investigation could serve to further impede pregnancy
possibilities.

One of the aims of this study was to test the hypotheses
that the infertility investigation causes additional strecss
for couples, and that stress itself contributes to lower

pregnancy rates. Though these results must be taken as




preliminary given the small sample size thevy are consistent
with this notion. Since the other major hypothesis of this
study was not confirmed, that is, that emotional-related
information presented by video tape format would alleviate
the anxiety of the investigation, the task for future
research continues to be to evaluate the <ffectiveness of
different intervention formats and contents in reducing
stress.

As noted in the introduction, one major weakness in
previous studies was that samples were heterogeneous with
respect to type of infertility, duration of infertility and
phase of the infertility process. The strict selection
criteria used in the present study to rectify this problem
did result, however, in the loss of a large number of
potential subjects. As indicated in the 'Subjects' section,

of a possible 208 subijects who expressed an interest in

participating in the study, 121 were eliminated based on the

selection criteria. The final sample of 39 males and 39
females was relatively small, thereby reducing the
statistical power of the design.

One common method used to increase power is to adopt a
more lenient alpha level. However, this presents its own
problems as an inflated alpha level will increase the

probability of Type I errors (Tabachnick & Fidell, 1983).

Another strategy is to decrease the within group variability

in the sampling distributions by exerting greater
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experimental control, as in narrowly defining the sample
(Stevens, 1986). The more homogeneous the sample, the lower
the variability in the dependent variables and the greater
the power of the design to detect true group differences.
Thus, though the cost of using a homogeneous sample was a
reduced sample size, the gain was a more sansitive
e-:perimental design. In addition, Stevens (1986) recommends
that repeated measures designs are useful when insufficient
power 1s of concern because individual difference, which
increases variability, is removed from the error term. The
design of this study called for Sex (partners within a
couple) and Time (pre- post-investigation) to be analyzed as
repeated measures thereby improving the power as well.
Overall, however, because of the relatively small sample size
in the present study, the generalizability of the results
should be viewed as tentative pending further replicati.n.
Furthermore, because of the method of subject recruitment, in
addition to the strict subject selection criteria, sampling
bias may also limit this sample's representativeness,
Another limitation in the design of this study «<oncerns
the interpretation of the findings of overalil =ime effect.
Since post-testing in the majority of casec occurred witnnin
one week of subjects' receiving diagnostic information, fhe
possibility existed that subjects' responses at postn-
investigation reflected acute reactions to their diagnoztinz
information, as opposed to changes over the investigative

process. For example, an overall decrease frcm pre- £o- post-
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investigatioa was found in subjects' perceptions of their
chances of conceiving, which may have represented an
immediate reaction to diagnostic information given to them.
If this were the case, subjects' disappointment upon learning
their diagnoses may have influenced their responses on other
measures . However, this is an unlikely possibility given that
the nature of the majority of measures that demonstrated
change from pre-to post—investigation inquired about an
aspect of functioning that occurred over an extended period
of time, For example, the development of sexual difficulties,
inrercnurse frequency, marital harmony, knowledge about
infertilicy and coping with the investigation, represent
subjective as well as behavioral measures which suggest
change over a period of time. Furthermore, in Daniluk's
(.988) srudy no differences in psychological distress scores
were found for her sample between the twce “esting pericds of
one month into the investigation and the time subjects
learned the cause of their infertility, indicating that
diagnostic information was not reactive. Therefore, it seems
justifiable to conclude that the majority of findings in the
current study represent change over time that occurred either
because of the interventions or the investigative process
itself. However, given the design of this study, th= effects
of receiving a diagnosis must be considered when
interpreting pre- to post-changes.

Finally, although extraneous influences on the groups

that received the sexual and emotiocnal informational
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components were controlled for by the low information group,
the procedural information in this latter group was itself
not controlled for. Since this intervention proved not to be
inert, the question of what contributed to change in this
group cannot be answered clearly. Ultimately, an attentional
placebo group that received routine hospital care in
conjunction with an inert film would be required to clarify
this finding.
s ] R m t i

The findings of this study raise several conceptual,
methodological and clinical points. One major conclusion is
that clear and distinct differences do exist between the
sexes in the way they react to and cope with infertility.
These results are consistent with the vast majority of
infertility studies. Specifically, in the current study, a
greater percentage of wives than husbands felt their
infertility was a stressful experience, were anxious abpcut
the investigation and reported experiencing infertility-
related sexual di¢ficulties. As well, females were found to
have more negative feelings about their infertility in
general and to have acquired more knowledge about
infertility. Furthermore, increased intercourse frequenci»c
were found to be associated with reduced psychological
distress in females and increased distress in me.es. Since
many of these differences were evident even before subjectc
knew who was responsible for the couple's infertility

problem, it is unlikely that diagnostic information would




alter this pattern of findings. The clinical implication of
this sex difference effect is that the infertile female is
more in need of psychological services than her spouse. The
male's reaction to infertility is not as extreme. Therefore,
it is possible thet despite the numerous advantages of couple
rherapy, important gains might also be made by focussing on
the female partner individually. Improving her level of

emot ional well-being might generalize, as well, to an
improvement fcr the couple.

Ancther clear conclusion of this study is that the
«ffects of infertility and the infertility investigaticn
manif~ct themselves mainiy in areas of functioning that are
relevant to reproduction. These findings correspond to others
{¢e.qg., Cesiderato et al, 1986) in which it has been
demonstrated that couples feel anxious and unable to cope
specifically with infertility, as opposed to developing
qenera.:zed anxiety and inefficacy. Cne might conclude
tnerefore, that this sample was essencially a normal,
nonpsychiatric sample as evidenced by subjects' questionnaire
responses. However, it was demonstrated that psychological
and sexual difficulties did exist around infertility-related
issues. The researcher who is interested in increasing our
understanding of the psychological challenges that
infertility presents, needs to devise questionnaires that are
sensitive to the problems of the infertile population,

evaluate their psychometric prorerties and develop norms.
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It is also recommended that future research include
evaluation of psychological functioning on a continuous basis
by employing the use of daily or weekly self-monitoring forms
that subjects would complete at home. This would solve the
methodological dilemma concerning whether observed pre- to
post changes reflected a change over time, or a reaction to
diagnostic information received at post-investigation.
Testing subjects' reactions at a particular point during the
investigation as Daniluk (1988) did, or as was done in the
current study with the use of monthly telephone interviews
may not be as effective since there are many factors whiach
occur during the course of the investigation which could
influence questionnaire responses, e.g., the onset of
menstruation, before or after certain diagnostic tests. In
addition, it has been shown that pre- post guestionnaire data
tends to portray more positive functicning than daily, zelf-
monitoring data (Libman, Fichten & Brender, 1983). Thus self-
monitoring may be a more sensitive tool in detecting the
difficulties that were reported by the present sample during
the interview sessions but which were not reflected in their
questicnnaire responses.

Frocm a life-stress perspective, the results nof this
prospective study indicated that the infertility
investigation in combination with at least a minimal amount
of routine procedural information was not ac troublesome to

couples as many reports have suggested. llcnetheles

)

sty

iy

- o
N NP

levels, as well as other areas of psychological fun~ztioning
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were negatively affected by the investigation experience and
some subjects were more adversely affected than others.
Specifically, patients who began the investigation with minor
difficulties in their personal and/or interpersonal lives
were likely to experience the strains of the investigation
more acutely. Furthermore, stress was shown to be implicated
in some fashion in lowering conception outccome. Therefore, it
is suggested that infertility centers include a mental health
professional who could assess patients at intake, bearing in
mind the factors that contribute to better psychological
handling of the pressures of the investigation. Early
identification of patients at risk to experience emotional
and sexual difficulties, accompanied by immediate
intervention could prove to be cost-effective. It might
ensure less problematic participation during the
investigation and perhaps contribute to an increase in the
birthrate.

In con.lusion, the findings of this study suggest that
infertility is a multifaceted problem and its medical
investigation presents several psychological challenges for
couples. Mental health professionals as integral participants
in an infertility service can play an important role by
offering couples an opportunity to meet these challenges more
competently., Similarly, by endorsing a holistic and
integrative approach to research, a better understanding of
infertilit: might emerge, as well as the development of

techniques for its management,



157

References

Andrew, J.M. (1970). Recovery from surgery, with and without
preparatory instruction, for three coping styles.

Journal of Personality and Social Psychology, 15 (3),

223-226.
Aral, S.0., & Cates, W. (1983) The increasing concern with

infertility. Why now? Journal of the American Medical

Association, 250, 2327-2331.

Auerbach, S.M., Kendall, P.C., Cuttler, H.F., & Levitt, N.R.
(197%). Anxliety, locus of control, type of preparatory
information, and adjustment to dental surgery. Journal

of Consulting and Clinical Psychology, 44, 809-818.

Auerbach, S.M., & Kilmann, P.R. (1977). Crisis intervention:

A review of outcome research. Psychological Bulletin,

84, 1189-1217.

Bancroft, J. (1983). Human sexuality and its problems

(pp.390-395). Edinburgh: Churchill Livingstone.
Bancroft, J. (1984). Hormones and human sexual behawvior.

Journal of Sex and Marital Therapy, 10, 3-21.

Banks, A.L., Rutherford, R.N., & Coburn, W.A. (1963). A new
indication for the psychogenically infertile couple.

Western Journal of Surgical Obstetrics and Gynecology.,

Z_l’ 9_11-

Battaglia, A.R., Graziano, M.R., & Scafidi Fonti, M.G.

(1983). Experimental research into the changes in the




158
way sexuality is experienced by the infertile woman.

Acta Europaea Fertilitatis, 14, 67-73.

Beck, A.T., Ward, C.H., Mendelson, M., Mook, J., & Erbaugh,
J. (1961). An inventory for measuring depression.

Archives of General Psychiatry, 4, 561-571.

Behrman, S.J., & Kistner, R.W. (1975). Progress in

infertility. Boston: Little Brown & Co.

Bell, J.S. (1981). Psychological problems among patients
attending an infertility clinic. Journal of

Psychosomatic Research, 25, 1-3.

Bellina, J.H., & Wilson, J. (Eds.). (1985). You can have a

baby: Everything you need to know about fertility (pp.

221-276). New York: Crown Publishers, Inc.
Bents, H. (1985). Psychology of male infertility: A

literature survey. International Journal of Andrology,

8, 325-336.

Berg, B.J. (1988, October). Psycholecgical functioning across

the phases of an infertility work-up. Paper presented at

the annual meeting of the American Fertility Society.
Atlanta, Georgia.
Berger, D.M. (1980). Impotence following the discovery of

azoospermia. Fertility and Sterility, 34, 154-156.

Bernstein, D., Levin, S., Amsterdam, E., & Insler, V. (1979).
Is conception in infertile couples treatment related? A

survey of 309 pregnancies. International Journal of

Infertility, 24, 65-67.




159
Bonnar, G. (1979). The infertile couple: The current scene.

Irish Journal of Medical Science, 148, 3-5.

Bresnick, E.K. (1984). A holistic approach to the treatment
of infertility. In M.D. Mazure, & H.F. Simons. (Eds.),

Infertility: Medical, emotional and social

considerations. New York: Human Sciences Press Inc.

Bresnick, E., & Taymor, M.L. (1979). The role of courseling

in infertility. Fertility and Sterility, 32, 154-156.

Bresnick, E., & Taymor, M.L. (1980). The role of counseling

in infertility. Fertility and Sterility, 34, 313-319.

Bullock, J.L. (1974). Iatrogenic impotence in an infertility

clinic: Illustrative case. American Journal of

Obstetrics and Gynecology, 120, 476-478.

Bumberry, W., Oliver, J.M., & McClure, J.N. (1978).
Validation of the Beck Depression Inventory in a
university population using psychiatric estimate as the

criterion. Journal of Consulting and Clinical

Psychology, 46, 150-155.
Camilleri, A. (1980). A realistic approach to infertility.

Practitioner, 224, 835-837.

Chorney, R.L., Efran, J.S., Ascher, L.M., & Lukens, M.D.

(1982, April). Tne performance of monitors and blunters

on a cold pressor task. Paper presented at the meeting

of the Eastern Psychological Association.
Cobb, S. (1976). Social support as a moderator of life

stress. Psychosomatic Medicine, 38, 300-314.




160

Cockett, A.T., & Urry, R.L. (Eds). (1976). Male infertility:

workup, treatment and research. New York: Grune &

Stratton.
Cohen, H.R. (196'). The psychosomatic factor in infertility.

International Journal of Infertility, 6, 396-404.

Cohen, S., & McKay, G. (1984). Interpersonal relationships as
buffers of the impact of psychological stress on health.
In A.Baum, J.E. Singer, & S.E. Taylor (Eds.), Handbook

of psychology and health, Vol 4. Hillsdale, New Jersey:

Lawrence Erbaum.
Collins, J.A., So, Y., Wilson, E.H., Wrixon, W., & Casper,
R.F. (1984). Clinical factors affecting pregnancy rates

among i1nfertile couples. Canadian Medical Association

Journal, 130, 269-273.

Collins, J.A., Wrizon, W., Janes, L.B. & Wilson, R.N. (1983).
Treatment-i1ndependent pregnancy among infertile couples.

The New England Journal of Medicine, 309, 1201-1206.

Colton, A., & Takefman, J. (1985). Infertility: Reliability

and validity of an information guestionnaire.

Unpublished honors thesis (Bachelor of Arts), Concordia
University, Montreal.
Daniluk, J.C. (1988). Infertility intrapersonal and

interpersonal impact. Fertility and Sterility, 49, 982-

990.
DeLong, R.D. (1971). Individual difference in patterns of

anxiety arousal, stress relevant information and




161

recovery from surgery. Dissertation Abstracts

International, 32, 554.

Denber, H.C.B. (1978). Psychiatric aspects of infertility.

Journal of Reproductive Medicine, 20, 23-29.

Denber, H.C.B., & Roland, M. (1969). Effects of tybamate on
psychosomatic symptoms in a group of infertility

patients. Fertility and Sterility, 20, 373-379.

Derogatis, L.R. (1975). Derogatis Sexual Functioning

Inventory, Baltimore: John Hopkins University Press.
Derogatis, L.R., Rickels, K., & Rock, A.F. (1976). The SCL-90
and the MMPI: A step in the validation of a self-report

scale. British Journal of Psychiatry, 128, 280-289.

Desiderato, L., Callahan, E.J., Burnette, M.M., & Toffle,

R.(1986) . The psychological effects of infertility.

Paper presented at the meeting of the Association for
the Advancement of Behavior Therapy, Chicago.

De Vries, K., Degani, S., Eilschitz, L., Oettinger, M.,
Zilberman, A., & Sharf, M. (1984). The influence of the
postcoital test on the sexual function of infertile

women., Journal of Psychosomatic Obstetrics and

Gynecology, 3, 101-105.

Dominici, L., Coghi, L., Pancheri, P., Nicotra, M.,
Aboulkhair, N., Zichella, L., &§ Peruggini, M. (1979).
Psychological evaluation in couples with sterility
without apparent cause. In L. Carenza & L. Zichella

(Eds.), Emotion and Reproduction Sth International




162

Congress of Psychosomatic Obstetrics and Gynecology

Proceedings of the Serono Symposia: Vol. 20A. (pp. 261—

271) . Condon: Academic Press.
bonnis, S. (1984). Common themes of infertility: A counseling

model. Journal of Sex Education and Therapy, 10, 11-15.

Drake, T.S., § Grunert, G.H. (1979). A cyclic pattern of
sexual dysfunction in the infertility investigation.

Fertility and Sterility, 32, 542-545.

Egbert, L.D., Battit, G.E., Turndorf, H., & Beecher, H.K.
(1963 ). The value of the preoperative visit by an

anest hetist . Journal of the American Medical

Association, 185, 87-89.

Eisner, B.G, (1963). Some psychological differences between

fertile and infertile women. Journal of Clinical

Psychology, 19, 391-401.
Erickson, E. {1950). Childhood and society. New York: W.W.

Norton.

Eysenck, H.G., & Eysenck, S.B.G. (1968). Manual: Eysenck

Personality Inventory. San Diego: Educational and

Industrial Testing Service.

Fagan, P.J, Schmidt, C.W, Rock, J.A, Damewood, M.D, Halle,
E., & Wise, N.H. (1986). Sexual functioning and
psychologic evaluation of in vitro couples. Fertility

and Sterility, 46, 668-672,

Felton, B.J., & Revenson, T.A, (1984)., Coping with chronic

illness: A study of illness controllability and the




163
influence of coping strategies on psychological

adjustment. Journal of Consulting and Clinical

Psychology, 52, 343-353.

Fichten, C.S., Libman, E., & Brender, W. (1983).
Methodological issues in the study of sex therapy:
Ef fective components in the treatment of secondary

orgasmic dysfunction. Journal of Sex and Marital

Therapy, 9, 191-203.
Fleming, J., & Burry, K.A. (1985, September-October). Coping

with infertility: How infertile people process qgrief.

Paper presented at 4lst annual meeting of The American
Fertility Society, Chicago.

Foldes, J.J. (1974). Owvulatory disturbances of psychosomatic

origin. Paper presented at the 4th International
Congress of Psychosomatic Obstetrics and Gynecology. Tel
Aviv: Karger, Basel.

Frank, D.I. (1984). Counseling the infertile couple. Journal

of Psychosocial Nursing, 22, 17-23.

Friedman, S. (1979). Coital frequency in infertile couples.

In L. Carenza & L. Zichella (Eds.), Emotions and

Reproduction 5th International Congress of Psychomotor

Obstetrics and Gynecology, Proceedings of Serono

Symposia: Vol 20.A. (pp. 303-306). Condon: Academic

Press.
Freeman, E.W., Boxer, A.S., Rickels, K., Tureck, R., &

Mastrioanni, L. (1985). Psychological support in a



164
program of in vitro fertilization and embryo transfer.

Fertility and Sterility, 43, 48-53.

Freeman, E.W., Garcia, C.R., & Rickels, K. (1983). Behavioral
and emotional factors: Comparisons of anovulatory
infertile women with fertile and other infertile women.

Fertility and Sterility, 40, 195-201.

Garner, C.H., Kelly, M., & Arnold, E.S. (1984). Psychological

profile of IVF patients. Fertility and Sterility, 41,

57-62.
Gil, K.M. (1984). Coping effectively with invasive medical

procecdures: A descriptive model. Clinical Psychology

Reviews, 4, 339-362.
Gore, S. (1978). 1The effects of social support in moderating

the health consequences of uneaployment. Journal of

Health and Social Behavior, 19, 157-165.

Gray, M.J. (1981). sexual function and the infertility
evaluation. In M.G. Hammond & L.M Talbert (Eds.).

Infertility: A practical guide for the physician. (pp.

110-117). New York: Health Sciences Consortium, Inc.
Greenfeld, D.A., Mazure, C., De L'Aune, W., DeCherney, A.H.,
& Haseltine, F.P. (1984). Role of the social worker in

the in vitro fertilization program. Fertility and

Sterility, 41, 585-591.
Harrison, K.L., Callan, V.J. & Hennessey, J.F. (1988).
Stress and semen quality in an in vitro fertilization

program. Journal of Urology, 139, 1138.




165
Hearn, M.T., Yuzpe, A., Brown, S.E., & Casper, R.F. (1987).
Psychological characteristics of in vitro fertilization

participants. American Journal of Obstetrics and

Gynecology, 156, 268-274,

Hellhammer, D.H., Hubert, W., Phil, C., Freischem, C.W., &
Nieschlag, E. (1985) Male infertility: Relationship
among gonadotrophins, sex steroids, seminal parameters,

and personality attitudes. Psychosomatic Medicine, 47,

58-66.
Hendershot, G.E., & Bauman, K.E. (1981). Use of services fou
family planning and infertility: United States. Vital

Health Statistics, 23, 13-14.

Hirsch, M.B., & Mosher, W.D. (1987). Characteristics of
infertile women in the United States and their use of

infertility services. Fertility and Sterility, 47, 618-

624.
Holmes, T.H., & Rahe, R.H. {1967). The social readjustment

rating scale. Journal of Psychosomatic Research, 11,

213-218.
Huberty, C.J. (1975). Discriminant analysis. Review of

Educational Research, 45, 543-598.

Janis, I.L. (1958). Psychological stress: Psychoanalytic and

behavioral studies of surgical patients. New York:

Wiley.
Jemn. zt III, J.B., & Locke, S.E. (1984). Psychosocial

factors, immunologic mediation, and human susceptibility



166

to infectious diseases: How much do we know?

Psychological Bulletin, 95, 78-108.

Johnson, J.E., Rice, V.H., Fuller, S.S., & Endress, M.P.
(1978). Sensory information instructions in a coping

strategy and recovery from surgery. Research in Nursing

Health, 1, 4-17.
Karahasanoglu, A., Barglow, P., & Growe, G. (1972).
Psychological aspec*s of infertility. Journal of

Reproductive Medicine, 9, 241-247.

Keye, W.R. (1984). Psychosexual responses to infertility.

Clinical Obstetrics and Gynecology, 27, 760-766.

Keye, W.R., Deneris, A., Butell, S., Wilson, T., & Sullivan,
J. (1983). Predicting women's emotional response to

infertility. Fertility and Sterility, 39, 417.

Kimmel, D., & Van der Veen, F. (1974). Factors of marital
adjustment in Locke's Marital Adjustment Test. Journal

of Marriage and the Family, 36, 57-63.

Lachelin, G.C.L., & Yen, S.S.C. (1978). Hypothalamic chronic

anovulation. American Journal of Obstetrics and

Gynecology, 130, 825-831.

Lalos A., Lalus 0., Jacobsso., L., & von Schoultz,
B.V.(1985). A psychosocial charecterization of infertile
couples before surgical treatment of the female. Journal

of Psychosomatic Obstetrics and Gynaecology, 83-93.

Langer, E.J., Irving, L., Janis, I.L., & Wolfer, J.A.

(1975). Reduction of psychological stress in surgical




167

patients. Journal of Experimental Social Psychology, 11,

155-165.
Leiblum, S.R. (1984). Personal communication. September,
1984. Rutgers Medical School, Piscataway, New Jersey.
Leiblum, S.R., Kemmann, E., & Lane, M.K. (1987). The
psychological concomitants of in vitro fertilization.

Journal of Psychosomatic Obstetrics and Gynaecology, 6,

165-178.
Leydhecker, W., Gramer, E., & Krieglstein, G.K. (1980).
Patient information before cataract surgery.

Ophthalmologica, 180, 241-246.

Libman, E., Fichten, C.S., & Brender, W. (1987).

Prostatectomy and sexual function in the aging male.

(Final report). Quebec: Conseil Quebecois de la Recherce
Sociale.

Linderman, C.A., & Van Rerman, B. (197Y}). Nursing
intervention with the presurgical patient: The effects
of structured and unstructured preoperative teaching.

Nursing Research, 20, 319-331.

Locke, H.S., & Wallace, K.M. (1959). Short marital-
adjustment and prediction tests: Their reliability and

validity. Marriage and Family Living, 21, 251-255.

Ludwick-Rosenthal, R. & Neufeld, R.W.J. (1988). Stress
management during noxious medical procedures: An

evaluative review of outcome studies. Psychological

Bulletin, 104, 326-342.




168
Mai, F.M., Munday, R.N., & Rump, E.E. (1972). Psychiatric
interview comparisons between infertile and fertile

couples. Psychosomatic Medicine, 34, 431-440.

Malfese, V.J., Bricker, M.C., Manion, L.G., Beadnell,B.,
Yaple, K., & Moires, K.A. (1987). Anxiety, depression,
and stress in pregnancy: A multivariate model of intra-
partum risks and pregnancy outcomes. Journal of

Psychosomatic Obstetrics and Gynaecology, 7, 77-92.

Masters, W.H. & Johnson, V.E. (1970). Human Sexual

Inadeqguacy, 2cston: Little Brown.

}. The Problem ot Infertility. In M.T.

81

Mazor, M.D. (197

Norman & E.J. Nadelson (Lds.): The woman patient:

medical anc opsvchological interfaces, lew York: Plenum

Press.
Mazure, C.M., De L'Aune, W., & De Cherney, A.H. (1986).

Assessment >7 anxiety in vitro terrilizationsembryo

transfer parc:cipants. Unpublished manuscript.

McEwan, K.L. (1985). The psycholocgical costs of chance over

choice in reproduction. American Psychologist, 40, 123-

124,
McEwan, K.L., Ccstello, C.G., & Taylor, P.J. {(1987).

Adjustment tc infertility. Journal of Abncrmal

Psychology, 96, 108-11lé6.
McGrade, J.J., & Tolor, A. (1981). The reaction to

infertility and the infertility investigation: A

comparison c¢f£ the responses of men and women,




169
infertility and the infertility investigation: A
comparison of the responses of men and women.

Infertility, 4, 7-27.

Meichenbaum, D., Turk, D., & Burstein, S. (1975). The nature
of coping with stress. In I.G. Sorason & C.D.

Spielberger (Eds.). Stress and Anxiety, (pp. 337-360).

New York: Wiley & Sons.
Melamed, B.G., & Siegal, L.J. (1975). Reduction of anxiety in
children facing hospitalization and surgery by use of

filmed modeling. Journal of Consulting and Clinical

Psychology, 43, 511-521.
Menning, B. (1977). Infertility: A quide for the childless

couple. Englewood Cliffs, New Jersey: Prentice-Hall.
Menning, B.E. (1980). The emotional needs of infertile

couples. Fertility and Sterility, 34, 313-319.

Miller, S.M. (1979). Monitors vs. blunters: Validation of a

guestionnaire to assess two styles for coping with

threat. Unpublished Manuscript, University of
Pennsylvania.

Miller, S.M. (1980). When is a little information a dangerous
thing? Coping with stressful events by monitoring vs.
blunting. In S. Levine and H. Ursin (Eds.), Coping and

health: Proceedings of a NATO conference, (pp. 145-

169). New York: Plenum Press.
Miller, S.M. (1980). Why having control reduces stress: If I

can stop the roller ccaster, I don't want to get off. In



170

J. Garber § M. Seligman (Eds.), Human helplessness:

Theory and applications, (pp.71-95). New York: Academic

Press.
Miller, S.M. (1981). Predictability and human stress: Toward

a clarification of evidence and theory. Advances in

Experimental Social Psychology, 14, 203-255.

Miller, S.M., Brody, D.S., Leinbach, A.L., Laporte, D.J., &

Summerton, J.S. (1982). Coping with stress by monitoring

vs. blunting: Implications for cancer and chronic

diseases. Paper presented at the meeting of the American

Psycholngical Ascociation, Toronto, Ontario, Canada.
Miller, S.M., Brody, D.S., & Summerton, J. (1988). Styles of

coping with threat: Implications for health. Journal of

Personality and Social Psychology, 54, 142-148.

Miller, S.M. & Mangan, C.E. (1983). Interacting effects of
information and coping style in adapting to gynecologic
stress: Should the doctor tell all? Journal of

Personality and Social Psychclogy, 45, 223-236.

Moghissi, K.S. (1979). Basic work-up and evaluation of

infertile couples. Clinical Obstetrics and Gynecology,

22, 11-25.

Moghissi, K.S. & Wallach, E.E. (1983). Unexplained

infertility. Fertility and Sterility, 39, 5-21.

Monden, Y., Koshuyama, K., Tanaka, H. Mizutani, S., Aona, T.,
Hamanaka, T., Yozumi, T., & Matsumoto, K. (1972).

Influence of major surgical stress on plasma



171
testosterone, plasma LE and urinary steroids. Acta

Endocrinology, 69, 542-552.

Morse, C., & Dennerstein, L. (1985). Infertile couples
entering an in vitro fertilization programme: A

preliminary survey. Journal of Psychosomatic Obstetrics

and Gynacology, 4, 207-219.

Mosher, W.D. (1982). Infertility trends among U.S. couples.

Family Planning Perspectives, 14, 22-27.

Mumfcrd, E., Schlesinger, H.J. & Glass, G.U. (1982). The
effects of psychological intervention on recovery from
surgery and heart attacks: An analysis of the

literature. American Journal of Public Health, 72, 141-

151.
Nijs, P., Konnickx, P.R., Verstraeten, D., Mullens, A., &
Nicasy, H. (1984). Psychological factors of female

infertility. European Journal of Obstetrical and

Gynecological Reproductive Biology, 18, 375-379.

Nowinski, G.K., & LoPiccolo, G. (1979). Assessing sexual

behavior in couples. Journal of Sex and Marital Therapy,

5, 225-243.
Noyes, R. & Chapnick, E. (1964). Literature on psychology and

infertility: A critical analysis. Fert ity and

Sterility, 15, 543-558.

Oliver, J.M., & Turkam, R. (1979). Depression in university
students: Duration relation to calendar time,

prevalence, and demographic correlates. Journal of




172

Abnormal Psychology, 88, 667-670.

O'Moore, A.M,, Q'Moore, R.R., Harrigson, R.F., Murphy, G., &
Carruthers, M.E. (1983). Psychosomatic aspects of
idiopathic infertility: Effects of treatment with

autogenic training. Journal of Psychosomatic Research,

27, 145-151.

Palti, 2. (1969). Psychogenic male infertility. Psychosomatic

Medicine, 31, 326-330.
Peyser, M.R., Ayalon, D., Harell, A., Toaff, R. & Cordova, T.
(1973). Stress induced delay of ovulation. Obstetrics

and Gynecology, 42, 667-671.

Pion, R.J. (1975). Patient profile form. Honolulu: Enabling

Systems, Inc.
Porter, N.L., & Christopher, F.S. (1984). Infertility:
Towards an awareness of a need among family life

practitioners. Family Relations, 33, 309-315.

Rakoff, A.E. (1977). The infertility history and its

evaluation. Journal of Reproductive Medicine, 18, 114-

118.
Reading, A.E. (1979). The short term effects of psychological

preparation for surgery. Social Science and Medicine,

13, 641-654.
Reading, A.E. (1981). Psychological preparation for surgery:

Patient recall of information. Journal of Psychosomatic

Research, 25, 57-62.

Reichlin, S., Abplanalp, J.M., Labrum, A.H., Schwartz, N.,




173
Jommer, B., & Taymor, M. (1979). The role of stress in

female reproductive dysfunction. Journal of Human

Stress, 5, 38-45.

Rose, R.M., Bourne, P.G., Poe, R.O., Maugey, E.H., Collins,
D.R., & Mason, J.N. (1969). Androgen responses to
stress. Excretion of testosterone, epitestosterone,
androsterone and etio-cholanolone during basic combat

training and under threat of attack. Psychosomatic

Medicine, 31, 418-436.
Rosenfeld, D.L., & Mitchell, E. (1979). Treating the
emotional aspects of infertility: Counseling services in

an infertility clinic. American Journal of Obstetrics

and Gynecology, 135, 177-180.

Roth, S. & Cohen, L.J. (1986). Approach, avoidance, and

coping with stress. American Psychologist, 41, 813-819.

Sachar, E.G. (1980). Hormonal ciianges in stress and mental
illness. In D.T. Krieger & J.C. Hughes (Eds.),

Neurcendocrinology. Massachusetts: Sinaver Associates,

177-183.

Sandler, B. (1965). Conception after adoption. Practitioner,

194, 505,
Sandler, B. (1969). Emotional stress and infertility. Journal

of Psychosomatic Research, 12, 51-59.

Sarrel, P.M., & DeCherney, A.H. (1985). Psychotherapeutic
intervention for treatment of couples with secondary

infertility. Fertility and Sterility, 43, 897-900.




174
Schiavi, R.C., Derogyatis, L.R., Kuriansky, J., O'Connor, D.,
& Sharpe, L. (1979). The assessment of sexual function

and marital interaction. Journal of Sex and Marital

Therapy, 5, 169-224.
Schmitt, F.E. & Woodridge, P.J. (1973) Psychological

preparation of surgical patients. Nursing Research, 22,

108-111.
Seward, G.H., Bloch, S.K., & Heinrich, J.F. (1967). The
question of psychophysiologic infertility: Some negative

answers: A postscript. Psychosomatic Medicine, 21, 151-

152,
Shipley, R.H., Butt, J.H., Horwitz, B. & Farbry, J.E. (1978).

Preparation for a stressful medical procedure: Effect of

amount of stimulus preexposure and coping style. Journal

of Consulting and Clinical Psychology, 46, 499-507.

Shipley, R.H., Butt, J.H., & Horwitz, E.A. (1979).
Preparation to reexperience a stressful medical
examination: Effect of repetitious videotape exposure

and coping style. Journal of Consulting and Clinical

Psychology, 47, 485-492.
Speroff, L., Glass, R. H., & Kase, N.G.(1983). Clinical

gynecplogic endocrinology and infertility, Baltimore:

Williams & Wilkins, 3rd ed.
Spielberger, C.D., Gorsuch, R.L., & Lushene, R.E. (1970).

State-Trait Anxiety Inventory. California: Consulting

Psychologists Press.



175

Starkman, M N., Marchall, J.C., La Ferla, J., & Kelch, R.P,.
(1985). Pseudocyesis: Psychologic and neuroendocrine

interrelationships. Psychosomatic Medicine, 47, 46-57.

Stevens, J. (1986). Applied multivariate statistics for the

social sciences. New Jersey: Lawience Erlbaum Associate

Publishers.

Stieve, H. (1952). Der einfluss des nervenoystems auf bau und
tatigkeit der geschlechtsorgane des menschen. Thieme,
Stuggart. In A.T.K. Cockett & R.L. Urry (Eds.), Male

infertility: Workup, treatment and research, (pp. 148-

151). New York: Grune & Stratton,
Tabachnick, B.G., & 'idell, L.S. (Eds.). (1983). Using

multivariate statistics, New York: Harper & Row

Publishers.
Takefman, J., Brender, W., Tulandi, T., & Boivin, J. (1986).

Effects of the post coital test on sexual function and

cervical scores. Paper presented at the International

Conference of Infertility and Andrology, Toronto,
Ontario.
Tulandi, T., Collins, J.A., Jarrel, J.F., Mclnnes, R.A.,

Wrixon, W., & Simpscons, C. (1988). Treatment dependent

and treatment independent pregnancy among women with

periadnexal adhesions. Paper presented at the 44th

annual meeting of the American Fertility Society,
Atlanta, Georgia.

Urry, R.L. (1977). Stress and Infertility. In A.T.K. Cockett



176

& R.L. Urry (Eds.), Male infertility: Workup,

treatment and research. (pp. 145-162), New York: Grune &

Stratton.
Verkauf, B.S. (1983). The incidence and outcome of single-
factor, multifactorial and unexplained infertility.

American Journal of Obstetrics and Gynecology, 147,

175-181.

Veroff, V.B. (1987). The effects of prolonged infertility on

couples' emotional, marital, & sexual adjustment.

Unpublished master's thesis, Concordia University,
Montreal.
Wallace, L.M. (1984). Psychological preparation as a method

of reducing the stress of surgery. Journal of Human

Stress, 10, 539-542.

Wallace, L.M. (1984). Psychological preparation for
laparoscopic sterilization and infertility
investigation. In R.J. Denkerstein & T. DeSenarclens

(Eds.), The young woman: Psychosomatic aspects of

obstetrics and gynecology.

Wallace, L.M. (1985). Psychological preparation as a method

of producing the stress of surgery. Obstetrical and

Gynecological Survey, 40, 539-542.

White, K. (1981). What to do when you think you can't have a

baby. New York: Holt, Rinehart & Winston.
Wilson, J.F. (1981). Brhavioral preparation for surgery.

Journal of Behavioral Medicine, 4, 79-102.




177

Appendix A

Consent Forms

English Form

French Form



178

CONSENT FORM

We are informed that this study is an attempt to evaluate the effectiveness
of various counselling techniques for couples undergoing an infertility
investigation.

We understand that by participating in this study, we may benefit by
receiving information and suggestions designed to help couples better
cope with the infe-tility investigation. Also, our participation may
contribute to the understanding in general, of the problems that affect
couples during the infertility investigation.

We are aware that we have every right to request psychological counselling
regardless of whether we partake in this study or not.

We are willing to complete a series of self-report, written questionnaires
designed to assess each partner's overall psychological, marital and sexual
functioning. The questionnaires take approximately twa hours

to complete, and will be filled out, individually, at two
different time periods presently, at the end of our medical investigation.

We understand that by participating in this study, we will meet together
with a project worker for one to two sessions, of auproximately one
hour duration each, over a period of two weeks during the early stages
of our medical investigation. These sessions will provide us with
information and/or suggestions in video tape or written format aimed

at reducing The anxieties of the investigation on our personal and
interpersonal lives.

We agree to sign a standard authorization form granting permission to the
doctor in charge of our case to release information regarding our medical
status to the study's project coordinator, who is a psychologist. This will
allow the project coordinator access to our medical file which includes

such details as the results of any medical tests, diagnosis, type of
treatment prescribed and ongoing progress. We agree to allow the

project coordinator to follow our case in such a manner for one year

from the signing of this document. Any information obtained from our
medical fil2 will be treated with absolute confidentiality.

We understand that both partners will be required to complete the
questionnaires and attend the counselling sessions.

We understand that we are free to ask any questions concerning the
procedures used in this study at any time. |f for any reason we
experience discomfort or concern during participation In this project,
we are free to wlthdraw, or discuss this with the psychologist

and request appropriate recommendations or referrals. We understand
that withdrawal from the study at any time will not affect our receiving
medical treatment.
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We are aware that this is an experimental program, and that no fee
is required to participate. We are informed that should we desire
additional help once we have completed tne program, we can obtain
information from the psychologist about the availability of other
services and their costs.

We are informed that on completion of this study, we are welcome to
Inquire and receive information pertaining to our individual and the

overall results of the study.

We understand that if results of this study are published, our part
In the study will be completely anonymous and our privacy will be
completely protected.

On the basis of this information we willingly consent to particlpate

as subjects in this study conducted at the
Hospital, and associated with

Concordia University, Department of Psychology.

Date Wife - -

Date Husband

Date Project Coordinator
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FORMULE DE CONSENTEMENT

Nous sommes au courant que la présente étude vise & évaluer l'efficacité
de différentes techniques de consultation 3 L'intention des couples sou-
mis & une investigation sur la stérilité,

Nous comprenons qu'un prenant part 3 cette étude, nous bénéficlerons
peut-étre de l'information et des suggestions présentées aux couples
dans le but de les aider & mieux étre 3 la hauteur de la situation.
De plus, notre participation peut nous aider & comprendre les diffi-
cultés expérimentées par les couples au cours de l'investigation sur
la stérilité.

Nous savons que nous avons le droit de faire appel & la consultation
psychologique, que nous participions & L'étude ou non.

Nous sommes disposés a effectuer une série d'auto-évaluations et de
questionnaires dans Le but d'évaluer les fonctions psychologique,
maritale et sexuelle générales de notre partenaire. Il faut environ
deux séances de une heure chacune pour répondre aux questionnaires;
nous serons appelés a les remplis, individuellement, 3 deux reprises,
soit maintenant, une fois notre investigation médicale terminée.

Nous savons qu'en prenant part & l'étude, nous nous réunirons avec un
des membres de L'équipe de chercheurs & une ou deux reprises, et cha-
que séance durera environ une heure; ces consultations, échelonnées
sur une période de deux semaines, auront lieu au cours de la premiére
phase de notre investigation médicale. Elles nous donneront de L'in-
formation et/on des suggestions par le biais de bandes vidéo ou de do-
cuments écrits sur les méthodes de réduction de L'anxiété découlant
de l'investigation et se manifestant dans nos vies individuelles et
notre vie cormmune.

Nous consentons & signer une formule d'autorisation normalisée par
Llagquelle nous donnons Lla permission au médecin chargé de notre cas de
transmettre de L'information retative & notre statut médical au psy-
chologue qui s'occupe de la coordination du projet. Cette autorisation
donne également au coordonnateur l'accés & notre dossier médical, le-
quel renferme des détails tels que résultats d'analyses, diagnostic,
genre de traitement prescrit et suivi de nos progrés. Nous autorisons
le coordonnateur du projet & suivre notre cas de cette fagon pendant
une année 3 compter de la date & laquelle nous apposons notre signa-
ture sur le présent document. L'information recueillie 3 partir de
notre dossier médical sera traitée en toute confidentialite.

Nous savons que les deux partenaires seront appelés a répondre aux
questionnaires et & assister aux consultations.

Nous savons que nous pouvons poser des questions relatives 3 la métho-
dologie mise en oeuvre dans le cadre de la présente étude en toute
liberté et en tout temps. Si pour quelque raison que ce soit, nous
nous sentions mal & L'aise ou appréhendi~ns quoi que ce csoit en rapport



10.

1.

12.

181

avec notre participation & l'étude, nous pouvons cesser d'y participer
ou en discuter avec le psychologue et lui demander de nous faire des
recommandations ou de nous orienter en conséquence. Il est entendu
que notre retrait du projet ne compromettra en rien La qualité des
soins qui nous seront prodigués ultérieurement.

Nous savons que le présent projet est de nature expérimentale et que
notre participation n'entraine aucun déboursé. Nous savons que si
nous désirons avoir recours & une aide additionnelle une fois le pro-
gramme ferminé, nous pouvons nous renseigner auprés du psychologue au
sujet des services disponibles et des frais.

Nous savons qu'une fois |'étude terminée, nous sommes invités & nous
renseigner sur tout ce qui touche notre cas particulier et l'ensemble
de l'étude.

It est entendu que si les résultats de l'étude sont publiés, L'anony-
mat des participants sera respecté.

Compte tenu de L'information qui précéde, nous consentons de plein gré
a participer 3 U'étude dont il est question 3 titre de sujets 3
L'Hépital en association avec le Dépar-
tement de psychologie de L'Université Concordia.

Date Conjointe

Date Conjoint

Date Coordonnateur du projet




Appendix B

Questionnaires:

Patient Profile Form

Background Information Form

Locke-Wallace Marital Adjustment Scale (MAS)
Derogatis Sexual Functioning Inventory (DSFI)
Sexual History Form (SHF)

Eysenck Personality Inventory (EPI)

Beck Depression Inventory (BDI)

Miller Behavioral Style Scale (MBSS)
State-Trait Anxiety Inventory (STAI)
Fertility Information Questionnaire (FIQ)
Feelings About Infertility Questionnaire (FAI)
Post-Questionnaire Form

Film Retention Questionnaire (FRQ)

18
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PATIENT PROFILE

Please fil1l out this questionnaire as accurately and completely as
You can. The information that is provided is confidential.

Today's Date

Month Day Year
Referred by
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GENERAL MEDICAL HISTORY
(Please circle the appropriate answer)

1. Has a serious medical illness ever impaired your general health? YES NO
2. Have you been under a physician's care within the past year? YES NO
3. Has there been any significant change in your general health

during the past year? YES NO
4. Are your activities limited by health? YES NO
5. Are you taking any prescribed medicines or drugs? YES NO
6. Are you taking any non-prescription medicines or drugs? YES NO
7. Are you allergic to any medications, foods, pollens, etc.? YES NO
8. Do you now have or have you ever had: (indicate with check)

__An operation ___Migraine headache

__Heart disease ___Herpes

__ Kidney disease ___Varicose veins

__Jaundice or Liver Disease ___bBleeding disorders

___Diabetes ___Severe depression

___Pneumonia ___Stroke

___Asthma ___Chronic fatigue

___Cancer ___Adult Mumps

___Sexually transmivtec diseases ___CGenital infection

___Other medical problems

9, Please state the names of your: General Practitioner

Gynecologist
Urotogist
10. How long have you been trying to have a child?

11. Have you consulted a specialist to investigate your lack of
success at conception? YES KO

If yes, please specify what medical tests were performed

12. Have you ever received professional help for an emotional, marital
or sexual problem? YES NO
If yes, describe for what, when, and for how lonc
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FEMALE HISTORY

A. Gynecological History

1. Date of first day of your last normal menstrual period
How o1d were you at the time of your first menstrual period? A
During the last couple of years have your menstrual cycles been:

shorter than 21 days YES NO
longer than 40 days YES NO

4. How would you describa your flow? Light, Average, Heavy

5. Do you bleed for longer than 7 days? YES NO

6. Do you bleed or spot between periods? YES NO

7. Do you have much pain with your periods? YES NO

8. Are you able to tell when you ovulate? YES NO

9. Do you have pain during or after intercourse? YES NO

10. Do you have any problems with intercourse? YES NO

11. Have you had a pelvic exam within the last 6 months? YES NO

L
B. Contracentive and Reproductive History

1. Which metnods of contracention have you used?

___Birth control pills ___Rhythm
Brand — Nithdrawal
How long —_Douche
___Intrauterine device how long ___Other (Please identify)
___Diapnragm —_None
___Condom
___ Foam

Creams or jellies

2. What was your last method of contraception?
How long did you use this method for?
At what ace did you ¥irst have sexual intercourse?
4. Have vou ever been pregnant? YES NO

(&3 )

If yes, how many pregnancies have you had?

5. Have you ever had an abortion? YES NO

If¥ yes, how many abortions have you had?




6. Have you ever ha¢ a miscarriage? YES NO
If yes, how many miscarriages have you had?

7. Have you ever had any medical problems or surgical procedures
affecting the reproductive organs? YES NO
If yes, please specify

MALE HISTORY

1. Have you ever fathered any children? YES NO

2. Have you ever consulted a urologist? YES NO

If yes, please specify for what purpose

3. Have you ever had any medical problems or surgical procedures affecting

the reproductive organs? YES

If yes, please specify

NO

Your comments are welcome, feel free to write them down on this form.
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Background Infotiaticn Yora

Postal Code

7elephone: Home: . Office:

Sex: Male: Tenale:

Marical Status: Married
Remarried
(Mark one X Co~nasitating
ouly)

Where were you borz?

Whaz is vour cizizenmship? Canadtas] ) Ocher:
please specify
Shat is your religion? (Mark one X only)
- Protestant .
—__ Catholic ) ) o
Jevish
Other:
please specify

Please circle the mmber of years of schooling you have completed. Include
years of schooling at wniversity, secondary (high) or elementary school,

commmity colleges, institutes of technology, CEGEP's (general and professiomal),
private trade schools or private business colleges, diploma schools of nursing, etc.
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Vhat degrees, cercificates or diplozas have you ever odtainad?
Yack as =auy boxes as apply:

None .
Secondary (bigh) schooi graduation certificate

Trades cartifizite or &iple=a

Other non-university cercificate or diplooe (obtained at commmity
collage, CETP, {nstitute of tachoology, ete.) )
Uaiversity cerzificate or diplo=a belov ba..hclor 1evel

caoa

Bachelor's degree(s) (e.g. B.A., 2.5c., B.A.Sc., 11.3.)
Caiversity cerzificate or diplo=z above bachelor lewel
— Maszer 's degzae(s) (e.g. M.A., M.Sc., N.EZ.) .

Degree in nedicine, de=tistry, weterinary -did.u or optcu:q
-{~.D., D.D.S.,"D.M.D., D.V.X., 0.D.)

Earned Doctorate (e-g. Pa.D., D.Sc., D.E.)

Bov lczg Rave you beex marcied 0 or co-habivating with your present partner?

Do you have any children? (Adooted or natural)

What is voco occupation?
(Please be specific. For exa=ple, accouating cierk, sales reprasentative, civil

exgineer, seconiary school tucher. chie! electricim,
mecal vorker, hememaker...) )

If rezived, vhet was your ozcupazioz belore resizement?

In your ocsupation, vhat are/vere your most izporiant activities cr daties?

(For exx=ple, verifying izvoices, selling electzical tools, zanaging the reseazch
department, teaching matbematics, supervising construction electricisss, opcn....nz

lathe (T£ in the Ar=ed Forces, give rank.) .
What was your combined annual income last year? Plesse circle one:
$1,000-810,000  $10,000-520,000 ~ $§27,000-$30,000 - $39,000-340,000
$40,000-550,000 $50,000~$60, 000 $60,000-$70,000 sors than $70,000
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Locke-Wallace Marital Agjustment Scale

nan

v

Please

1. Have you ever wishec you had
not marr:ed?
a. Frezuently
5. Ccczs:onally
c. Aarz_y
2. If you naz your l:fe o live
aga.n, would you:
a. Mar~y the same person
b. Marr~y a different person
¢. Not marry at all

3. How many outs:de ac:t:ivities
¢o nustanc ancg wife engage
in togetner”?

a. al. 27 tnem
. Serme o <hem
C. Tew 27 tnem
¢. ton= o! them

4. In leisure time, wn:ich
situa:zicn co you prefer?
a. Botn hussand/wife to
stay home
b. 3ozh to be cn the go
¢. One o 5e on the go and
the othe~ to stay home

5. Do you and your mate talk
things over together?
a. Never
b. Now and then
c. Almost always
d. Always

6. How often do you kiss
your mate?
a. Every day
b. Now and then
¢. Almost never

7. Check any of the following
items which you think have
caused serious difficulties
in your marriage.

- Mate's attempt to control my
spending money
- Other difficulties over money

¢ To eacn cf the quesz:icns Sy .:rc.:ing
canroT Z:ve an e£<act answer t0 a CuesI:on, ans~er tne

10.

1.

12.

13.

zoorooriate answer. I you
Jes: you can.

s S

rous 2i1fferences

ent amusement interests

- _acx of muzual friencs

- JomsI3nt sleker:ing

- lnterlarence 0 in-laws

- 32« of muzual alfecz:ion

- Jnsat:siy:ing sex relations

-~ Seifisnnesss/lacxk of cooperation
- dcultery

- Jesire o have children

- 3ter:iiizy of husoanc or wife

- ceneraz! diseases

- Mzze cecarme familiar W€with other

<=

- lész2rTlon

- *lonsacoors

- lr.ra2nniess

- laTs.:inZ

- .. mez.in

- M=z sent o ail

- Jiner reasons
How mary taings truly satisfy you
asoLt jyour marriage?

a, ‘lotning 5. One thing

c. Two tnings . Three or more

. wher >iszgreement arise, they result in:

a, Huscand giving in

5. Wife giving in

c. Neither giving in

d. Agreement by mutual give and take

What is the total number of times you
left mate or mate left you due to conflict
a. No time b. One or more times

How freaquently do you or your mate get on
each other's nerves around the house?

a. Never d. Almost always

b. Occasionally e. Always

c. Frequently
What are your feelings on sex relations
between you and your mate?

a. Very enjoyable ¢. Tolerable

b. Enjoyable d. Disgusting

What are your mate's feelings on sex
relations with you?
a. Very Enjoyable c¢. Tolerable
b. Enjoyable d. Disgusting
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Indicate approximate extent of sgreement between hushand and wife

Check one column for
eschitem below? | 2 3 4 S 6

14, Handling Family Finances

13. Matters of Recreation
(eQ. going to dance)

16. Demonstration of Affection
(eq. kissing frequency)

17. Friends (eq. dislike of mate's
friends)

18. Intimate Relations

19. 'Ways of dealing with
n-laws

20. Amount of time that should
be cpent together

21. Conventionality (eg. right,
qoed or proper conduct)

22. Aims, goals and things
believed to be imnportant

-

27. Circle the dot which you feel best represents the degree of happiress in
your marriage

P PP p P PE

very unhappy very happy

* sz the following number key to indicate extent of agreement;

1. Always agree

2. Aimost always agree
2. Qocasionally disagree
4. Frequently disagree

S. Almost always disagree

6. Always disagree
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2¢icw i8 c Zist of problems ond corplcints ot zecte acmezives ncve. Please read each ome

szreXllu. Aier you have done 8o, piease X1l in e

£ she nmwrtered szaces o the right
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x
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s
3
[
1. XERVCUSNESS SR SHAKINESS =0=
NsIzE
i. TAINTNESS CR CIZZINESS =0=
. 3, TEE IDEA TEAT SOMEONE
* EISE CAN CONTROL YOCR
MIND
4. TIELING OTHERS ARE 70

BLAME TOR MCST OF YOUR
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TEINGS
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SR TRRITATIZ

7. FAINS I¥ £ZARC TR CHEST =0=
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YOLR IITFE
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¥

¥

¢

¥
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100

22. FEXLING INFERIOR TO
OTHERS

PoRkE ot o@

PE ot
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- e o e s 2 Vg

28. TTEZLING AFPAID T0 TRAVEL
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TRAINS == =]l=
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BREATE == =l=
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T= TR
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37, FZZLONS WENX IN PARTS
- oh) 4

m]ls

=]le

38. FIZLING TS OR

39, TECTGETS CF DEATH OR
I o,
- s met\T

=3 e »
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50. FEELING OF WORTHLESSHESS=Ow wlw
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=]lm

nle

SRS I R

=ls

¢
5

0w =]lm

nl=

=2=

=2m

==

=2

=2x

=Z=

]

==

=2m
=2=
2=
=
2=
==
=l=

ul=

ulwm
b

wln
ul=

==

=in wis=
=3n mi{=

=iz mix

nls sd=

=3m wdm
=ix mix

xin mgx
=3= =i
=3 ui=
=3x mix
w3w mds=-
=3x mtx
T
=3ix ajs
=3x nia
=3= i
n3x min

=3z af=

=3ls nif=
=ls min

=3s mi=
a3s o=

=ls wf=



¢ - Gm—pee

-t GMPg o) sov—- o

196

SECTION VI
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el w3 Zrecher you have teer navinz oy o chese “ielings Suring che TIET TWO WEPKS. lezse

incocme the Zagree to which you neve mpiceily Sl ez ection b Xllirg in one ¢ e
mrEered sroses nas lest dseomiles Lo eertives.
¢ 2 S 2
- -y

. 23 § 2 s 2 & § s
™ ® [ 3 N : [ ] 3 )
> 5 § 2 e s § & 2
e & 2 &£ N e « § & 3
o o o e O <o o O e O
1. BSOS a)m 2lwx als =iz =i= 21, Z=rTeUL a)s mlm =2u wisz sd=
2. 3a 0= =iz =iz sl =is 22, 5aTISTD = slzs mls =m3s =im
3. REGREITCL N= mizx alz =iz == 23, RCTIE =z ajzs ais =iz =
4. TRECTABLE == x= =iz =iz =is en, FRIZN =iz =z miz =3s adim
S. 3APPY == sls =iz =3z =i= 25. ANXICDS o= mis =lu =3z ==
6. PIEASTD o= =la =iz =l == 26. VISZRABLE == =ls =ls =3a =i=
7. RICITED W= =i= == =iz mde 27. STy == =le =ls mi= =dm
§. PASSINAT= 0= =zl= =2z =3c == 28. INRAGED == =l wla =ln =i=
9. T=vID == =iz =iz =iz mda 29, TTIIFETED == mim =iz wim =im
19, =Czz=ss =)= == =iz =z ma= 5. LA =m slx =l =3« ei=
1l. SIaVERCRCEY alx =lm =iz T == L. TIECX=E xlm =lx mim =1z a.m
12. z==zTrL m)x =lx =lzr = Tax 320 ASTEIIONAT == =zix =iz =iz wew
13. zar = =iz =iz =iz mis 33, AFRAZD al= =iz xl= =iz mim
14. CALY aix =xz.= =iz =3z mixc 34, DEMS e = =x =3a =é=
18, DERET-C 0= milz =iz =iz mqs 33, REMCRECITL mix =iz a/s =3a uis
16. C3ING =)z =s.x = x =3z =4= 3, BITTER =lx =’z =iz =3z af=
7. TEXSE =)= =iz =ls w3z mb= T, coyoss == =iz == m3a =bm
18. WCREI==s =)= =iz =lx a2liz =i= Ig, COWNTINTED ajx mlx wis =3 ui=
19, ASEAMED == =iz =iz =iz =és 3. LTI 2l= =le =iz =3 md=
20. ANGRY =)= =iz alx =3= =ia <C. WAFM sz =iz mlu =3z sda

SECTION VI

Belw 9 2 Iis: of pereomciity charccteristics ihac cve ciitem usec to describe pecple. e

would X

you to descride yowrself in terme c¢f irese c-crocteristics.

Jo doc tnis, pilease

indicote the degree to which each ircit i tupiccl ¢ yOw--in other vords, has much 0F ecoh

characzerisvic you have. Use the murbered sccie zivem tela:, and plece he cpropricte

muber gicr.cside ecoh traii.

0

1

NCT aT AlL

A LITTIE BIT

3

CCITE A BIT

4
EXTREMELY

SYMPATHETIC
DECSIVE
FRIVOLOUS
PRACTICAL
SENTIMENRTAL
RATIONAL
SECRETIVE
CONFIDENT

COMPASSICHATE

VIGOROUS

[ e e L e L W Y S | WPy Wy Wy Wy

[T} SV Ny DY WY Vb Wy Wy W

21. GRACEFUL

22. DOMTRART

23. SEDOCTIVE

24. AITHOKITXIIVE
25. WHDSICAL

26. ATHIETIC

27. PASHICRABLE
28. MGGRESSTVE
3. GENTIZ

30. ASSERTTVE

el K o X o X o P X B Y o o Y
ol Sl ard) S et Sl Srd Sl e Cnad

- ———r
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In this seszion e reme listes a variasy 0F sexucl <deas, and ‘ontasies ‘hat pecple some-

simes ~zve.
ithe» in fouirecs Sr Zrearg Urile =sleep.

-
-~
P!

s anesx "{/ ir ke svcoe alorceide iraT item.

7@ Ucusl lixe you o irdiszte wnich of these ‘antasies you rave e=verienced
Por ezeon ‘zrtasy that you rave exTerienced

1.
<.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
i3.

HAVING INTERCIUORSE IR UNUSUAL 2P0SITICNS
ZAVIG SEXUAL RELATICRS WITH ANIMALS
WEI?PING OR BEATING YCUR SEXUAL PARTNER
FORCING A PARTNER TO SUBMIT TO SEXCAL ACTS
DRESSING IN CZ.OTHES OF THE OPPOSITE SEX

3EDNG A PROSTITTIE

HOMOSEXUAL PANTASIES
MATESWAPPING PANTASIES

DEGRADING A 3EX FARINER

el e N e e Y e Y e L T T TR

14. ¢ 1 BETG SEXUALLY OF
1€, ¢ ) ANAT INTERCOURSE

R A e LA T LR L L Py TR T Y ST S TSR ST

6. - DREZZING N ZRCTIC GARMENTS

27. . - ZEIXTAL INTEZRCCURSE
18, ¢ - TANTASIIING TEAT YCU ARE CF TEE QJPPCSITE SEX
19. - - CRAL-GINITAL 352X

20. © : BIING TCRTEIT TC SUBMIT TC SEXUAL ACTS

TSG ARTIFICIAL DEVICES POR SEXUAL STIMULATION

BEING TIED UP OR BOUND DURING SEXUAL ACTIVITIES

FCRBITDEN LCVER OR MISTRESS IN SEXUAL ADVENTURES

HAVIG MORE THAN ONE SEXUAL FARTNER AT THE SAME TIME

Seccu

cree
gerss
fars

t- =

S;e 3TTE STITCTENTS 2IVIZIMLNS UL UCu VLED oW 20GE.

4 ————
23 ycur =Teriemce.
C ig [om vomer oniu.

PART A (BCTR STXES)

LESS ATTRACTIVE THAN I WOULD LIKE TO BE
T00 FAT
OY BEING SEEN IN A BATHING SUIT

TOO THIN
BE EMBARASSED 70 BE SEEN NUDE BY A

1.
2.
3.
4.
5.

TIE

:

LOVER
6. I AM T00 SHORT
7. THERE ARE PARTS OF MY BODY I DON'T LIKE AT ALL
8. I AM TOO TALL
9. I HAVE TOO MUCH BODY HAIR
10. MY FACE 1S ATTRACTIVE

SECTION IX

s > DPlease indiczve to wnct de-
2con o7 che Jollowins sTatemente i true o uou Dy cireling the rmier ithac best de-

-y - -}

stz thos Fare A <8 Jcr Dotk sexes, Farr 3 is for men only, and
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PART B_(MEN ONLY! < ) o 3
o O @ S
v v v v w®
1l. I HAVE A WELL PROPCRTICNED BODY 0 1 2 3 4
12. I AM SATISFIEC WITE TEE SIZE OF
MY DENIS 0 1 2 3 4
13, WOMEY WOULD FIMD MY 3IDY ATTRACTIVE 0 1 2 31 4
14, I AM WELL-COCRSIWATED AND ATELITIC 0 1 2 : 4
i5. I AM SLEASED WITY T™E PHYSICAL OON-
DITION CP MY BCDY 0 1 2 3 a
) o
PART C [WCMEN CMLY) > ol o v o
B7 O 1 e
< \$ e” .x! <
16. = ZAVE A SEAPELY AWD WELL PROPCRTIONE § ¢ ;"5 - f‘"’
BCDY o i 3 ¥
17. I BAVE ATTRACTIVE BREASTS 0 b3 2 3 4
18. MEN WOULD FIND MY BCDY ATTRACTIVE 0 12 3 4
19. I HAVE ATTRACTIVE LEGS 0 1 2 3 4
20. I AM PLEASED WITE THE WAY MY VAGINA
pre o). & 0 1 2 ki 4
(10N X
'eLow sre acme sTaTEents 2Sout demual savisfzoTion. Plezse infiocse Unetner ecch 8IS -
ent 48 true ° Lou Zuv achgexing eitrer True or “zlse Cor econ e

1.
2.
3.
4.

6.

XY

9.
lo0.

USCFJ..I.V A.""'”i s.:x == T"'

USTALLY, SEX DCIZE NOT LAST LONG Z:Ct"u..

< AM NOT VERY TNTERZSTED IN SZX

USTALLY, I HAVE A SRTISTYING ORGARSM WITE S=X
POREPLAY BEFORE INTERCOURSE IS JSTAIIY VERY AROUSING

POR ME

OFTEN, I WORRY ABOUT MY SEXUAL PERPORMANCE
USTUALLY, MY PARTRER AND I EAVE SOOD COMMUNITATION

ABOUT SEX

e FALSE

T P

2 r

T P
FULFILLED T P

T P

T P

T F

T r

T S -

T r

GS5= - Beicw 1§ o rovinc  s2cle upon uvhich we would like you to record wour personal
evaiuztior 0 nov sctisfiing vowr se=ua relatiomsnip is. he wmating is simple.
Mcke your evchzﬁanpyplcmngadwckintheappmpn:ateba:ﬂutbutdcxﬁba
your preser:: se=uzl reictionmsiir.

A Ay o Ay iy ey Ay ey
[P EDPEP Y WP S RO S
ONWLHLUMO NG

COULD WOT RE BETTER
EXCELLENT

GOCD

ABOVE AVERAGE
ADEUATE

SOMEMHAT DODEQUATE
POCR

HIGHLY INADEQUATE
COmD WOT BZ WORSE
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SEXUAL HISTORY FORM

The information which you will provide in response to the
following questions is intended to increase our understanding of your
sexual feelings, concerns and habits., All information will be held
in the strictest of confidence. Please answer all questions.
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SEXAL HISXRY FORY

Plaase circle the most appropriate mpber for each question,

1. Bow well do you think you know your parter's sexual likes and dislikes?

1 2 3 s 7

] - ! !
do not know Kow then
than at all vary well

2. Bow well do you think your parter knows your sexual 1ikes and dislikes?

1 2 3 4 5 6 7
do not koW kow ther
then at all very well

3, Bow sasfied ave vou with —he ways in whizh vou &d voo parmer 2’k
accot sex in crder o develor betiar ways of pleasine each cthex?

1 2 3 4 5 i l7
Not satisfied very
at all . sais e

4. Do vou have any thouchts or ideas which vou thimk interfere with vour
sexsa. fnctioning?

ene My
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5. Do you think your partner has any thoughts or ideas vhich interfere with

his/her sexual tunctioning? .
| [ I B i
None Many
6. Rare what you perceive to be your average level of sexual interest.
| 1 I I B i
Very lov Med i um Very high
6a. What is your usual reaction to erotic or pormographic materiais (nictures,
mov ies, books)? e
! l’L 3 i 5 6 il
Exctremely Not Disgustec,
aroused aroused repulsed

7. who usually initidtes having sexual inTercourse or activiTy?
1) 1 always do 4) my mTe usually does

2) ) usually do 5) my mte always does

3} My mate and | eacn initi=-
ate atou+t ecually ofren

MAL t\ ONLY:

8. During sexuai activity | werry about wne<wner ¢~ not | wil| ger or keed an

erecTion,
! 2 3 i 6 7
Always worry Never
worry

9. |¥ you nad cittficulTy gerting or keeding an erection during sex would you
real comforTaple about telling your parTner vnat types or amounts of sexual
timulation wou woulo want or need?

1 - 3 i 5 6 7
Comp detely Comp ietely
comforratie

uncomfortaole
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10. Do you have any trouble in getting or keeping an erection during sexus! sctivity?

1) Never ’ 4) Usually, about 75§ of the time
2) Seldm, about 25 of the time 5) Nearly alvays, over 90% of the tim
3) Sometives, about 5Q0% Jf the time

11. Do you ever reach crgasm (ejaculate) vhile trying to entar the vommn's vegine!

1) Never 4) Usually, about 755 of the time
2) Seldos, about 25§ of the time 5) Nearly always, over 90% of the tim
3) Sometizes, about 50% of the time ‘

FEMALES ONLY:

12. Ifyou *rv, is itpossible for you 10 reach orgasm through having your geni tals
caressecd Jy ycur mate?

1) Neariyv always, over G0% ¢ the time 4) Seldom, about 254 of tne time
2) Usuaily, abour 75% of the *ime 5) Never
3) Somerimes, acout 50% of the time

13. Ityou try, is it possible for you to reacn crcasm througn sexual irrtersourse?

1) Nearivaiwavs, over G2§ of +ne time 4) Selcom, about 255 of The time
2) usually, apout 75% of the Time ) Mever
3) Somerimes, accuT SC% cf The Time

14, s your vagina so "ory" or "tigh+™ that intercourse cannot ocsur?

1) Never 4) Usually, about 75§ of the time
2) Seilcom, iess than 25% of the time 5) Neariy always, over 95C% of the tim
3} Fometimes, apou® 5C% of the time

1S. Doyou %eel p3in inyour vagind curint sexual inTercourse?

) Mever 4) Usually, about 755 of the time
2) Selgom, less tnan 25% of the time 5] Nearly alvays, over 90% of the tim
3) Some<vimes, avou® 50% of the time
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FOR ALL:

16. 8) Doy *ind a dittereace la your love-mking style betveen +imes In the
month vhen you are trying to concelve (fertlle periods) and +imes that
you sre not (non—tfertile periods) trying to conceivel

| 2 3 4 S 6 7

] | 1 ! l |
An axtrese No difference
1itference at all

b} State your degree of concCern fnr worry about any dlff.nncos you
have noTed [n question #16 ab..s.

| 2 3 4 5 T 7
Extremely Moderately Not at all
vorried or worrie¢ or worried or
concerned concerned concerned

17. During he time of the month we are Trying to conceive (fertile period)
our frecuency of sexual activity is:

| 2 3 £ 5 T 7
Much less No Much more
trequent ditference f requent
than usual +nan usual

18, During the time of month we are trying to conceive (tartile period)
the wvariety of sexual activities we engage in is:

( 3 4 7
Much less No Much wore
varied than difference varie¢ than

usual usual
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19. During the time of tThe month we are trying to concelve (tertile period)
our svwrage length of a sewxual encounter Is:
| T 3 i i 6l 1
Much shorter . No Much longer
than usual ditference than usual
20. During the Time ve are trying to conceive (forﬂlo period) sy enjoyment
—_— of s.xual activity lIs:
1 4 i 6 7
Much less No Much greater
than usual ditference +han usual
2. Duriny the time we are trying toc conceive (fertile period) my arouss!
(excitement) level during sexual acTivity is:
l 2 3 4 5 6 7
Much less No Much more
aroused than difference aroused than

usua| usal
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If you are currentiy experiencing any scit of sexual ditficulties
(e.g., dissatlsfaction with sexual relationship, low interest, difficulty
getting an erection, difficulty getting excited, etc.) describe the type of
difficulty and answer the following questions from 22-29, . For questions
23-29,. please circle the number (i-7) that reflects exactly how you feel
presefitly about each question.

It you are not currently experiencing any sexual difficulties
go directly to the next questionmaire.

22. Describe the type of sexual ditficulty you are experiencing:

25. low resoonsible do vou feel for the sexual cifficulty?

Jl 2 3 4 5 6 7
Not at all ' 7 ‘ Vefy
responsibie responsible

24. how resoonsible co you fesl vour partner is for the sexual difficulty?

[ 2 3 4 5 6 7

N SN S R DR BN

Not at all Yery
responsibie responsibie




206

25. How responsible do you fes) circumstances are for the sexual difficulty?

i 2 ZIS i 5 6 'll
Not at all - 7 ' ' ' Very
responsible responsible

26. How distressed or upset are you about the sexual ditficulty?

i -‘i 3 i i 6 .i
Not at all Very
distressed distressed

27. How distressed or upset is your partner about the sexual ditticulty?

1 2 3 4 5 6 i
Not at all Very
distressec distressec

28. Do you +hink you know what you can do to help resolve the sexual difficulty?

2 3 4 5 6 7

| | | | | |

nNot at all Completely
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29. In your opinion, how Iikely Is it that the sexual difficulty would
improve 1t you (your wife) became pregnant?

i 2 3 4

I I B

Voryi Very
unllkely tikaly

f— A
nem—
oo
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PERSONALITY INVENTORY

FORM A

By H. J. Eysenck
and Sybil B. G. Eysenck

Age Sex

Grade or Oc- upation

Scheol or Firm

Date

Marital Status

INSTRUCTIONS

Here are some questions regarding the way you behave, feel and act. After

each questicn is a space for answering ‘Yes,” or "No.”

Try and decide whether “"Yes,” or 'No’ represents your usual way of acting

or feeling Then blacken in the space under the col-

umn headed “Yes"” or "No "’ %:Iti:‘noc':o?;::l‘;r
Marked
Yes No
Work quickly, ond don’t spend too much time over ' %
any question, we want your first reaction, not a long Yes No
drawn-out thought process The whole questionnaire E '

shouldn’t take more thon a few minutes. Be sure not

to omit any questions Now turn the page over and go ahead. Work quickly, and

remember to answer every question. There are no right or wrong answers, and this

isn't o test of intelhigence or ability, but simply o measure of the way you behave.

PUBLISHED BY EDUCATIONAL AND INDUSTRIAL TESTING SERVICE
BOX 7234. SAN DIEGO. CALIFORNIA 92107

COPYRIGHT

1961 BY EDUCATIONAL AND INDUSTRIAL TESTING SERVICE

ALL RIGHTS RESERVED

REPRODUCTION OF THIS FORM BY ANY MEANS STRICTLY PROMIBITED

PRINTED IN U S A
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"

25.

T,

28.

30.

. Do you ocavaream 3 iot”

Do you often Joag for excrmment?. . ... ....

Do you often mesd wnderstanding {ricnds to cheer you
L cessene
Arc you usmally carefree?. ............ veeana

. Do yom find it very hard to take no for ss answer?. . .

. Do you stop and thiak thugs over belore dolsg asy-

o

o you say you will do something do you always kmep
your promise. wo matter how incomvemsamt X mught
betodo 80 . ..... ..ttt ci e

. Do you generallv do and ssy things quickly withomt

stopping tothumk?® . ... ... ... . L ...,

. Dovou cver feel *just miserable® for no good resson®

. Weuld you do aimosi anything for a dare?. . .......

Do you suddenly feel shy when you want to tlk to an
aftractive stranger”®

Once in 2 whiie do vou lose your temper and get
angry?

. Do vwu often do things on the spur of the moment” .

. Do wnu ofter worry sbout things vou should not have

done or said?,

. Generallv du vou preier reading to meeting peope >

. Are your feehings rather easily hurt® |

Do vou lihe going out a iot”

Du vou occasionalin nave thougnts and ideas that vou
woukl not lihe Other PeOpit to know about

. Arv vou somilimes Oubbiing Over with energy anc

sometimes \e™ S uggish”

. Do you preter 1o nave tew but special friends” . ...

. Are all vour habits gond and cesirable ooes” .

Can vou usually iet voursell go amoc enjyoy yourself a
lotatagavparn” .. ..

Would you cali yoursel! tense or *highlv-strung®” . . .
Do other people thunx of vou as being very lively® . ..

After you have oone something \portant. do you ofvee
come away feeling vou coukd huve dooe better® .. ..

Are you mostiv quiet wnen vou are with otber peopie *

Do you somenmes gossip”?

Yoo

Yoo

Yoo

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

You

Yes

Yes

g

£

3t

41.

L 74

+“

45.

4%,

Sl

Do ideas rem through your hesd oo that yeu casmst
sloep? .. .00

R R R R A A P R )

. W thare is something you want 0 know sbowt. wuuld

you rather ook it up = & beok then talk to someons
abom 117, .

. Do you get pslpatations or thamesag 12 your heart?. . .

Do you like the kind of work that yeu seed 0 pay close
T )

Do you get attachks of shalung or trembling? . . .. ...

. Would you always declare everythisg at the cusioms,

even U you ipew that you could mever be fownd omt? . .

Are you an irritable person®

. Do wou like doing things 1n whicr you eve 10 act

quickiv? .,

. Do vou unrry ahout awful things that muht happen? . .

Are vou slow and unhurtied 13 the w3y vou move ?
Have vou ever been late tor 4n appointment or work”? .,
Do vou nave rany igntmares

Do wou jihe talhing 10 propie so much that vou would
never miss 3 caance of Wlkng o 2 strarger ”

Are vou iroubiec by acnes anu pains ?

Vould vou ne very unnappy i sou could not see (oS
of propic mast v the time”

. Would vou cali voursclf ¢ nervous person®

Of all the peopic vou know are therc some wnom vou
det1niteiv ao not Like

Would you say vou were fawriv self-confident”

. Are you easilv turt when people find tauit with you or

your work® .

Do vou find it hard to realiv enjoy yoursell at a live-
Iy parzy? e

. Are you troudiec with jeelngs of anferiority ?

. Can you easih get ». e ife 1010 3 ralner dull purty”

. Do you sometunes talk abou: thuags vou know aothung

about? . ............ f e e e e

Do vou Like piaving pranks on otners”

Do yows suffer from sieepisssness® . .. ..

PLEASE CHECK TO SEE THAT YOU HAVE ANSWERED ALL THE QUESTIONS.

Yos

Yos

Yes

Yeou

Yeos

Yes

Yeos

Yes

Yeos

Yes

Yes

Yes

Yes

Yeos

Yes

Yes

Yes

Yes

Yes

Yo

Yes

Yes

Yes

Yes

Yes

Yes
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No

Mo

No

Mo




Read each statement and choose the statement that best describes

BECK SCALE

how you feel at this time.

AI

0
1
2a
2b
3

0
la
2a

2b
3

3

I do not feel sad.

I feel blue or sad.

I am blue or sad all the time and I can't snap out of it.
I am so sad or unhappy that it is quite painful.

I am so sad or unhappy that I can't stand it.

I am not particularly pessimistic or discouraged about the
future.

I feel discouraged about the future.

I feel I have 1othing to look forward to.

I feel that I won't ever get over my troubles.

I feel that the future is hopeless and that things cannot
improve.

I do not feel like a failure.

I feel I have failed more than the average person.

I feel I have accomplished very little that is worthwhile or
that means anything.

As I look back onmy life all I can see is alot of failures.

I feel I am a complete failure as a person (parent, spouse).

I am not particularly dissatisfied.

I feel bored most of the time.

I don't enjoy things the way I used to.

I don't get satisfaction out of anything anymore.
I am dissatisfied with everything.

I don't feel particularly guilty.

I feel bad or unworthy a good part of the time.

I feel quite guilty.

I feel bad or unworthy practically all the time now.
I feel as though I am very bad or worthless.

don't feel I am being punished.

have a feeling that something bad may happen to me.
feel I am being punished or will be punished.

feel I deserve to be punished.

want to be punished.

et

don't feel disappointed in myself.
am disappointed in myself.

don't like myself.

am disgusted with myself.

hate myself.

o -y

don't feel I am worse than anybody else.

am critical of myself for weaknesses or mistakes.
blame myself for my faults.

I blame myself for everything bad that happens.

by

210



I.

0
1

2a
2b
3a
3b

WNH e~

WNH~

WNH o

w N

0
la
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I don't have any thoughts of harming myself.

I have thoughts of harming myself but I would not carry them
out.

I feel I would be better off dead.

I feel my family would be better off if I were dead.

I have definite plans about committing suicide.

I would kill myself if I could.

I don't cry any more than usual.

I cry more than I used to.

I feel irritated all the time.

I used to be able to cry but now I can't cry at all even though
I want to.

I am no more irritated now than I ever am.

I get annoyed or irritated more easily than I used to.

I feel irritated all the time.

I don't get 1rritated at all at the things that used to
irritate me.

I have not lost interest in other people.

I am less interested in other people now than I used to be.

I have lost most of my interest in other people and have little
feeling for them.

I have lost all my interest in other pe~, .e and don't care
about them at all.

I make decisions about as well as ever.

I try to put off making decisions.

I have great difficulty in making decisions.
I can't make decisions at all any more.

I don't feel I look any worse than I used to.

I am worried that I am looking old or unattractive.

I feel that there are permanent changes in my appearance and
they make me look unattractive.

I feel that I am ugly or repulsive looking.

I can work about as well as before.
It takes extra effort to get started at doing something.

1b I don't work as well as I used to.

2
3

0
1
2
3

0
1
2
3

I have to push myself very hard to do anything.
I can't do any work at all.

I can sleep as well as usual.

I wake up more tired in the morning than I used to.

I wake up 1-2 hours earlier than usual and find it hard to get
back to sleep.

I wake up early every day and can't get more than 5 hours sleep

I don't get any more tired than usual.
I get tired more easily than I used to.
I get tired from doing anything.

I get too tired to do anything.
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My appetite is no worse than usual.

My appetite is not as good as it used to be.
My appetite is much worse now.

I have no appetite at all any more.

I haven't lost much weight, if any, lately.
I have lost more than 5 pounds.

I have lost more than 10 pounds.

I have lost more than 15 pounds.

I am no more concerned about my health than usual.
I am concerned about aches and pains OR upset stomach OR

constipation.
I am so concerned with how I feel or what I feel that it's hard

to think of much else.
I ar completely absorbed in what I feel.

I have not unoticed any recent change in my interest in sex.
1 am less interested in sex than I used to be.

I am much less interested in sex now.

I have lost interest in sex completely.
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Miller Behavioral Style Scale

l. Vividly imagine that you are afraid of the dentist and have to get
some dental work done. Which of the following would you do? Check all
of the statements that might apply to you.

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

I would take a tranquilizer or have a drink before going.

I would try to think about pleasant memories.

I would want the dentist to tell me when I would feel pain.

I would try to sleep.

I would watch all the Gentist's movements and listen for the
sound of the drill.

_ I would watch the flow of water from my mouth to see if it
contained blood.

I would do mental puzzles in my mind.
2, Vividly imagine that you are being held hostage by a group of armed
terrorists in a public building. Which of the following would you do?

Check all of the statements that might apply to you.

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

I would stay alert and try to keep myself from falling asleep.
I would exchange life stories with the other hostages.

If there was a radio present, I would stay near it and listen to
bulletins about what the police were doing.

I would watch every movement of my capt>rs and keep an eye on
their weapons.

I would try to sleep as much as possible.

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

I would make sure I knew where every possible exit was.
3. Vividly imagine that, due to a large drop in sales, it is rumored
that several people in your department at work will be laid off. Your

supervisor has turned in an evaluation of your work for the past year.
The decision about lay-offs has been made and will be announced in
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several days. Check all the statements that might apply to you.

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

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

I would go to the movies to *ake my mind off things.
I would try to remember any arquments or disagreements I might

have had with the supervisor that would have lowered his opinion
of me.

I would push all thoughts of being laid off out of my mind.

I would tell my spouse that I'd rather not discuss my chances of
T being laid off.

I would try to think which employees in my department the
supervisor might have thought had done the worst job.
I would continue doing my work as if nothing special was
" happening.

4. Vividly imagine that you are on an airplane, thirty minutes from
your destination, when the plane unexpectedly goes into a deep dive and
then suddenly levels off. After a short time, the pilot announces that
nothing is wrong, although the rest of the ride may ke rough. You,
however, are not convinced that all is well. Check all the statements
that might apply to you.

I would carefully read the information provided about safety
features in the plane and make sure I knew where the emergency
exits were.

I would make small talk with the passenger beside me.
I would watch the end of the movie, even if I had seen it before.

I would call for the stewardess and ask her exactly what the

problem was.
I would order a drink or tranquilizer from the stewardess.

I would listen carefully to the engine for unusual noises and
would watch the crew to see if their behaviour was out of
ordinary.

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

I would settle down and read a book or magazine or write a
letter.
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Developed by C. D. Spielberger, R. L. Gorsuch and R. Lushene 215
STAl FORM X-1
NAME DATE
DIRECTIONS: A number of statements which people have
used to describe themselves are given below. Read each state- r .
ment and then blacken in the appropriate circle to the right of E 5
the statement to indicate how you feel right now, that is, at § ; ] s
this moment. There are no right or wrong answers. Do not > 8 E g
spend to0 much time on any one statement but give the answer J E L &
which seems to describe your present feelings best. FE 3 B
1. T HEE] CALID et et stee e e anss e e e st e s seem e st eaen s ems e ® @ @ @
2. Tfeelsecure ..oeocenieeere e & ® 0 @
3. TAM tENSE ..o e ® @ 0 @
4. T am PegTOTIUL <o ettt e s i e s em s ¢ & @
B, T feel BT @BSE ..ot et seae s st et @ 6 @
6. T 1eal UDSEY oot e am e s b @ ¢ @ @
7. I am presently worrying over possible misfortunes ® @ @& €
8 Ifeelrested oeeeeii— e ®© @ @ ©
9. I feel ARXIOUS couieeceeeereeree e e sems e ® ¢ @ @
10. I feel comfortable ... ..o — ® € 6 e
11. I feel self-confident ......omoeeeiomneeeee ® @ 0 @
12. I feel nervous - ® ¢ 0 €
13. T am JIerY o - O &6 0 @
14. T feel “high strung” .o et ccnanaes ectemesem s e eae ¢ € & G
15. Tam relaxed o ooeeeccrree e s e ® @ § &
16. I feel content ® ¢ ¢ ¢
17. I am worried —....... ® @ 0 €
18. I feel over-excited and “rattled” ® ® 0 €
19. 1 feel joytul ® © & €
20. I feel pleasant ... ® @ @ €

-,
- y’ ~
h . -
} -
.
. A
.
Dkl

CONSULTING PSYCHOLOGISTS PRESS
5§77 Coliege Avenue, Palo Alto, California 84306



SELF-EVALUATION QUESTIONNAIRE
STAI FORM X-2
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NAME DATE
DIRECTIONS. A number of statements which people have
used to describe themselves are given below. Read each state- > 2
ment and ther blacken in the appropriate circle to the right of g z
the statement to indicate how vou generally feel. There are no ¢ 2 2
right or wrong answers. Do not spend too much time on any = E . B
one statement but give the answer which seems to describe 5 z 3 £
how you generally feel. E g 2 £
21. I feel pleasant . ... oot et ct e e+ 0 & @ @
22, T tire QUICKIN ot e et et e O 0
23. I feel like CIVIOE ..o et sinae e ®O @ 0 @
24. I wisk I could be as happy as others seem to be .....oocoociiciniiciccccccne 3 @ @ @
25. I am losing out on things because I can't make up my mindsoonenough... ® & @ @
26, Tfeel Tested . .. o e s e e sen e sae s ermen s ¢ € € @
9%. T am “calm, cocl. and collected™ ... i e+ e — O @ & @
28. 1 feel that difficulties are piling up so that I cannot overcome themn ......._. O @ @ @
29. I worry too much over something that really doesn't matter ._............._... & ® @ ®
30. T AN BBPPY oottt cosem e e e enainas T ¢ & @
31. I aminclined to take things hard ........cceoocveeneee. o 0 0 @
32. I lack self-confidence ........ooooeeeeecmeccemeeeecerene ® ® @ @
33. Tfeel 5CUre ..o e O ® ® @
34. I try to avoid facing a crisis or difficulty .......... ®© @ 0 @
35. I feel blue ..ot ® ®© @ @
36. T am content ..........cocoevceremnemneecns ereececsneene e ®© & ¢ @
37. Some unimportant thought runs through my mind and bothers me ....... - 0 ®© 0 6
38. 1 take disappointments so kgen]y that I can’t put themoutof mymind... ® @ ©@ &
39. I am a steady Person .......ccoeeceeceneceuconennencn.  ®© @ €
40. I get in a state of tension or turmoil as ] think over my recent concerns and

interests ............ccooeooiiiciiiiniieens O & 6 @

)

Copyright € 1968 by Cherles D. Spielberger. Reprocuction of this test or any portion
thereo) by any process without written permuswon of the Publisher is prohibited.
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0.

FERTILITY INFORMATION QUESTIONNAIRE

Below are sore statements concerning general Information about fertility.
Please read each statement carefully. Once you have read it, indicate
whetner you agree with the statement or not by marking TRUE for

tnose you agree with, anc FALSE for those you do not.

TRUE FALSE
A couple is censidered to be infertile if they have
nct conceived tor one year without using contracection. T F
4 a counle cannot get precnant the problem likely
lies with the woman. T F
Emctional problems are usually the cause of
fertility difficulties. T F
A woman is most likely to conceive around the
i4th day in a 28 day cycle. (Cycle begins with
tirst day of menstruation.) T F
Sometimes surgery is used to correct an infertility
probiem. T F
Hormone deficiencies are a common cause of infertility. T F
I+ is 2 good idez for men to abstain from sexual
activity for a week or so to build up the amount
of sperm. T F
A woman can often determine her time of ovulation
by taking her temperature every morning. T F
If a woman menstruates 1t proves she has ovulated
that month. T F
Progesterone Is a female hormone, produced mainly
after ovulation. T F

The only intercourse position that will lead to
conception Is the male on top of the female. T F



20.

21.

22.

23.

24,

25.

26.

27,

If a mle's sperm count is about 100 sperm
per cc, then he is considerec fertile.

Most infertility protlams can be tracsc to inacequate
~axJal practices.

Poor sperm mobility (movement) can hinder & male's
advility to tfertilize.

About one out c* every 53 couples of ¢~ Id-bearing
age is infertile.

Infertility specialists can usually help only about
257 of the couples they see.

Only one sperm in many can enter the woman's egg:-in
orcder to fertilize it.

A couple mus* engace in intercourse at least every
ctner night ¢ they are to ccnceivs,

Some people exgerience sexual difficulties during
the infertility investigation,

Woman who do not achieve orgasm are less likely
to conceive.

Semen analysis is the most impor+ant test in the
evaluation of male infertility.

Sperm must first penetrate the cervical mucus before
reacting the fallopian tube.

Fertilizatlion (conception) takes place in the
fallopian tube.

With a careful and complete investigation the cause
of infertility can be identified in most couples.

If an infervility investigation does not uncover a
physical problem then the problem must be emotional.

Infertility itself can be a source of emotional
trauma for couples.

If a man cannot achleve an erection, that Is an
Indication that he must be sterile.

TRUE

218
FALSE
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TRUE FALSE
28, The medical investigation of a ccuple's infertility
problem can *take several months, T F
29. 1f a woman ovulates, then she is considered capadle
of conceiving. T F

30. The semen analysis is a test that is quite painful
for the malc. T F
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Name Date

T T m O O o >

Feelings About Infertility

People have a variety of reactions to infertility. What are (or
would you expect) the reactions of the following Individuals to be
towards your infert!|lty. -

v o
EAN | F F
s af 5 D& 3
2f F5 §  §F i
S5 Fg # F§ £
Spouse (1 (2) (32 (4) (5)
Your Mother ) (2) (3) (4) (5)
Spouse's Mother () (2) (3) (4) (5)
Your Father (0 (2) (3) (4) (5)
Spouse's Father (r) (2) (3) (4) (5)
Friends () (2) (3) (4) (5)
To what degree have the infertility problems you and your spouse have
been experiencing affected the following aspects of your marriage?
> > x> >
g8 #8 & ofF FF
Communication (1 (2) (3) (4) (5)
Feelings of intimacy (" (2) (3) (4) (5)
Sensitivity to your
partner's feelings ) (2) (3) (4) (5
Sanse of closeness (1 (2) (3) (4) (5)
Ability to solve
disagreements () (2) (3) (4) (5}
Marital commitment () (2) (3) (4) (5)
Marital satisfaction () (2) (3) (4) (5)
Sexual satisfaction (1) (2) (3) (4) (5)
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3. If you are not successful In conceiving, to what extent do you
believe you might experience each of the following feelings.
<
a o
= v [ ~ o
< < 9 v &
v < & © (7
Feeling: & ~ ¥ ¥ <
feellng: & v & < &
A. Eager to adopt () (2) (3) (4) (5)
B. Guilty o) (2) (3) (4) (5)
C. Unfulfilled () (2) 3) (4) (5)
D. Angry ) (2) (3) (4) (5
E. Resigned to not having
a biological child (1 (2 (3 (4) (5)
F. Disgusted ) (2) (3) (4) (5)
G. Betrayed by body ) (2) (3) (3) (5)
H. Desire to try
alternatives (e.g., artificilal
insemination, in vitro=-
fertilization) (1) (2) (3) (4) (5
I. Empty (n (2) (3) (4) (5)
J. Sad (1 (2) (3) (4) (5)
K. Helpless D) (2) (3) (4) (5)
L. Hopeless (1) (2) (3) 4) (5)
M. Other
4. What do you consider the likelihood for a successful conception to be

for you?

a. 10-20%
b. 21-40%

Cl
d.
e.

41-60%
61-80%
81-100%
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NAME DATE

Generally speaking, has your abliity to cope with the straln of Infertility
changed during the past months?

Imoroved Imoroved improved no worse
complately consicerably slightly change

Generally speaking, have your feelings about yourself as a sexual person
changed during the past months?

Improved Improved Improved no worse
comcletely consiceratly slightly change

In general, have your feelings adout yourseli (how you feel about yourself as
3 person), changed during the past months?

imoroved improved Improved no worse
completely conslderably slightly change

In general, how would you evaluate the helpfulness of the imformstlonal program
you received?

extremely somewhat neither helpful/ somewhat extremoly
helpful helptful nor unhelpful unhelpful ___ unhelpful



JRUE  EALSE

NAME
DATE
FILM RETENTION
1. The post-coital test is carried out around
the time of ovulation.
T

2. A sperm analysis can only indicate how many
sperm a maile produces, not if they are healthy or not. T

3. If a woman menstruates regularly that is evidence
that it is likely the male who is responsible for the
infertility problem. T

4. The post-coital test requires that the couple engage
in intercourse hours before. T

5. Sperm is produced in the testes (testicles) and is
mixed with fluids from glands to produce semen
which is ejaculated from the penis. T

6. An ejaculate contains hundreds of millions of sperm,
but only one sperm will fertilize an egg. T

7. Ovulation depends on perfectly timed and proportioned
stimulaton of the ovary by hormones. T

8. A woman is fertile at several different times during
a given cycle. T

9. There are no direct tests to prove a woman has
ovulated. T

223
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10. If the egg is not fertilized it will implant in the
lining of the uterus. T F

11. The post-coital test is done primarily to ensure that
the male produces a sufficient number of sperm. T F

12. If the dye spills out of the tubes in the
hysterosalpingogram test, that indicates that something
is wrong. T F

13. There are usually more diagnostic tests carried
out on the female than the male in an infertility
investigation. T F

14. An x-ray test is carried out to verify that the
ovaries are not blocked. T F

15. The post-coital test is considered a painful
procedure. T F

16. The laparoscopy is different from the
hysterosalpingogram in that it allows the doctor
to directly view the tubes. T F

17. The laparoscopy involves examining a tissue
sample under a microscope. T F

18. The hysterosalpingogram is a test done to establish
whether it is possible for the sperm and egg to meet. T F

19. Charting a woman's basal body temperature each day
for one month is not a sufficient amount of time to
establish whether a woman ovulates regularly. T F

20. The laparoscopy is carried out when the woman
is asleep. T F



Appendix C
Interviews:
Pre-investigation Interview
Monthly Telephone Interview

Post-investigation Interview
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PRE-INTERVIEW

Date

. DEMOGRAPHIC

MALE FEMALE
Name Name

Age Age

Occupation Occupation
Education level _(yrs.) Education level_(yrs.)
Reading ability Reading ability
Years married Previous marriage
Children Referral

Address Phone #

Il. Health

(1) Do you have any medical problems? (e.g., diabetes, hypertension,
asthma, etc.) Any that might interfere with conception? If yes for
either question, then; what, duration, and how treated?

(F)
(M)

(2) Have you ever had any surgery on your reproductive organs?
What?

(M)
(F)

( 3) Are you currently taking any medication? If yes, what?

(M)
(F)
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(4) Do you take any non-prescription drugs or medicines (including
alcohol) on a regular basis? If yes, what, how often?

(M)
(F)

(5) Have you experienced any change in heaith over the past year ?
If so,
what?
(M)
(F)

(6) Have you had any recent check-ups with a Gynecologist?
Urologist? General Practitioner? If yes, when and why?

(M)
(F)

(7) Calculate what phase of the menstrual cycle you are in at the
present time (e.g., menstruation (days I-5), pre-ovulation (days 6-
10), ovulation (days 11-14), post-ovulation (days 15-22), pre-
menstruation (days 22-28)7

lll. General-Fertility

() How long have you been trying to conceive
(months)?

(2) What medical examinations have you undertaken for your
infertility so far?

(3) Do you think your infertility is the result of a specific event?
(M)
(F)




(4) Have you consulted with friends, professionals, etc. about your
infertility? Have you read any literature to learn more about
infertility? If yes, what?

(M)
(F)

e = ——

(5) Is anybody in your extended family childless? Did anyone
experience fertility difficulties? If yes, who and what?

(6) Have you ever been pregnant before? Miscarriage? Abortion? If
yes, when, duration of pregnancy, what?

7) What methods of birth control have you used in the past? For how
long? Did they cause any medical problems? (Describe in
chronological order until most recent)

V. Sex

(1) What is your average frequency of sexual intercourse per
month? This past month? Do you ever engage in sexual activity
without having intercourse? If yes, how

often?

(2) Has your style of making love changed from before trying to
conceive to the present? In what way?

228
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(3) Have you experienced any sexual difficulties in the past year?
(e.g., loss of interest, erection difficulties, non-lubrication, low
arousal?) If yes, what , duration? Why?

(M)

(F)

(4) Have you ever been troubled by a sexual problem in your
marriage?( e.g., nonorgasmic, erectile dysfunction (impotence),
premature ejaculation, etc.) If yes, when, what, and how treated?
(M)
(F)

(5) Have you ever received professional help for a marital or sexual
problem? If yes, for what, when and duration?

V._Stress

(I) Has this year (years) in which you have been trying to conceive
been stressful for you? If yes, what aspects? How have you dealt
with the stress?

[Rate on scale from 1 (not at all) - 5(extremely)]

M

(F)

(2) Have you had any major stresses in your life in the past year
(e.g., death of loved one, financial hardship, career change, etc.)? If
yes, what?

(M)

(F)




3) Are you wor:ied or anxtous about the results of your upcoming
infertility investigation? What toncerns you exactly?[Rate on scale
from 1(not at all) - 5(extremely)]

(M)

(F)

230
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MONTHLY TELEPHONE INTERVIEW
Name Who spoke to
Date Interview #

1) What tests have you had this month, e.g., post-coital test,
blood tests, endometrial biopsy, hysterosalpinogram? Were you
told the results of any of the tests this month?

2) Did you experience any difficulties, pain or discomfort with
any of these tests? Which ones? Did you feel you were adequately
prepared for this reaction? [Rate on scale from 1(no problem) - 3
(extreme difficulty)]

3) What was your emotional reaction to each of these tests, ¢.g.,
were you calm or nervous? Why do you think you reacted this way?
[Rate on scale from 1 - 3].

4) Are you currently charting your morning temperature? How
many months have you being doing this? Do you find it a
bothersome or helpful task? Are you doing it consistently or do
you forget sometimes? Do you find you schedule your love-making
by your temperature chart?




5) What tests has your husband had this month, e.g., blood tests,
physical examination, semen analyses (how many?)? Were you told
the results of any of these tests this month? Did he have any
ditficulties with any of these tests? [Rate on scale from 1(no
problem) to 3(extreme difficL'ty)].

6) Did you or your husband find it difficult to schedule or keep any
doctor's appointments? Why, e.g., work conflicts, nervousness,
etc.?

7) Have you teen reading or gathering any additional information
on infertility or the tests involved? Have you consulted anyone
other than your doctor? Has this been helpful?

—

8) Do you feel the investigation has put a strain on your marital
or sexual relationship? In what way exactly? [Rate on scale from 1
- 3]

9) What was your average frequency of sexual activity this month?
Is this the same, more or less than before you began the
investigation? Is your sexual activity spread out over the month or
mainly confined to your fertile period?

232
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10) Have you experienced any significant changes in your lives in
the past month unrelated to the infertility investigation, e.g., job

change, illness, etc.?

11) Any additional comments? Any questions?
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POST-INTERVIEW

Name
Date

l. Health

1) Did you experience any medical problems unrelated to the
fertility investigation since we last met?

2) Were you (are you) taking any medication? What? For how long?

I. fertili Investigation

1. What was your reaction to the tests? Were you nervous or
calm? Did you experience any difficulties, pain or discomfort with
any? [Rate on scale from 1(no problem) to 3(extreme difficulties)]

pelvic exam

temperature monitoring (how long?)

post-coital

endometrial biopsy
hysterosalpinogram

semen analyses (how many?)

other
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2. Are you satisfied with the amount of care given by your doctor?
Did he provide you with the necessary information about the tests?

3. Did you seek out additional information or help about the
investigation or about infertility in general, e.g., reading material,
support counselling, cohorts, etc.?

4. Did you find that the information we provided you with was
helpful? In what way? [Rate on scale from 1(unhelpful)-
2(indifferent)- 3(helpful)]

. Coping

1. In general, do you feel you have been coping well during the
investigaiton? Was it a stressful process for you? If yes, how did
you deal with the stress? Were there certain incidents that were
harder to cope with than others, e.g., baby showers, birth
announcements, etc.?

2. Did you take time ofr mom work in order to meet doctor
appointments* Did this present a problem?




3. Are you now more or less encouraged about your ability to have
a child?

[Rate on scale from 1(less encouraged)-2(no difference)-3(more
encouraged]

4. Do you find you are putting off plans (career or other) because
of your infertility? In what way?

5. Have there been stresses in your life unrelated to fertility
during this time? What?

IV. Support/Relationships.

1. Did you feel the investigation had an affect on ycur marital
relationship? In what way?

2. Were you able to talk to your partner about your thoughts and
feelings about the investigation?

3. Did you at times experience such feelings as anger, jealousy,
hopelessness, blaming, etc.?
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4. Were you able to share the experience of the investigation with
others? Friends? Family? Was this helpful?

5. Did you find the film we showed you was helpful? In what way?
If appropriate: Did you experience any of the reactions mentioned
in the film? Did it increase or decrease your anxiety to be
exposed to other people's reactions in this way? [Rate on scale
from 1(unhelpful)-2(indifferent)-3(helpful)].

V. Sexual Functioning

1. In general, did you feel the investigation put a strain on your
sexual relationship? In what way exactly?

2. Did your frequency of intercourse decrease or increase? Did
your pattern of love-making change? In what way?

3. If appropriate: Did you make use of the sex pamphlet we
provided? How often did you refer to it? Did it prompt better
communication between you and your partner? In general, did you
find it reassuring, useful, or anxiety-provoking? What parts were
particularly helpful? [Rate on scale from 1(unhelpful)-
2(indifferent)-to  3(heipful)].
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VI. Diagnosi

1. Calculate what phase of the menstrual cycle you are in at the
present time (e.g., menstruation (days [-5), pre-ovulation (days 6-
10), ovulation (days 11-14), post-ovulation (days 15-22), pre-
menstruation (cays 22-28)7?

2. Have you been told the probable cause of your infertility? Have
you been told what your chances of becoming pregnant are?

3. How do you feel about knowing/not knowing the cause of your
infertility?

4. What are your plans for the immediate future with regard to
your infertility, e.g., further investigation, treatment, take a
break?

5. Are you considering alternatives to a natural birth such as
adoption?

6. Are you as eager to have children now as you were when you
began the investigation? [Rate on scale from 1(less eager)-2(no
change)-3(more eager)].
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Appendix D

Interventions:

Fact Sheet

Sex Pamphlet
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EACT SHEET
(For Info. + Sex and High Info. Groups)

"There are some other pieces of information about
infertility not mentioned ir the film that I would like to

review:"

-Women are responsible for just over half of infertility

problems, and males for the rest.

-In the female, hormones excreted from the endocrine glands

affect ovulation.
-Women are fertile for about 36 hours in every cycle.

-1t takes about 6 1/2 days for the fertilized egg to travel
the length of the fallopian tube to the uterus.

-A male must have at least 60-70 million normal healthy
sperm per cc. to be considered fertile.

-Though hundreds of million sperm are deposited in the upper
vagina during intercourse, only about 100 die-hards live
through the journey up the tube, and only one will actually
fertilize the egg.

-If a couple has sexual intercourse about three times per
week, this provides a good opportunity for conception to

occur.

-Basal body temperature monitoring is often done for 3 - 4
cycles to obtain an accurate indication of owvulation.



-In the female, free passage within the tube can be
inhibited by pelvic inflamation due to unknown causes,
endometriosis (endometrial tissue located outside the
uterine cavity), or previous damage caused, for example by a
ruptured appendix.

-In the male, sperm production and quality can be inhibited
by damaged testicles, a blocked vas deferens (tubes that
lead from the testicles to the end of the penis), and lack
of a cool environment for the testicles. Tight pants and
jockey shorts can prevent the testicles from maintaining
stable temperatures which would impair sperm production
Treatment techniques are available to improve sperm count if
necessary.
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SCX AND INFERTILITY

FACTS AND FEELINGS




INTRODUCTION

Sexual stress is a common side effect of infertility. If you were to
ask a sex therapist how a happily married couple with a good sex life could
deliberately ruin their sexual realtionship, the answer would be something
like, "Tell them that they have to make love whether they feel like it or
not, and that sex must take place on certain days. Tell them that they can
only make love in one way, sexual intercourse in the male superior position
(missionary), and to have sex when they are anxious because of the
importance of each encounter". This is, of course, just what happens when a
couple undergoes infertilicy treatment. The "scheduling" of sex to a certain
time of month (ovulat'oun) is frustrating and difficult for a couple and
makes sex an obligation, not fun or exciting. It's hard for either partner
to feel sexy or "in the mood" when he/she is depressed about infertility, or
when watching the wife's body temperature chart. Furthermore, because
fertility is concerned with the sexual and reproductive organs, feelings of
inadequacy about one's reproductive capacity often spread to feelings about
one's abitlity as a sexual partner. Therefore, a sexual encounter can
degenerate into one more opportunity to fail at producing a baby. Love
making just becomes transformed into baby-making. To top it all off, many of
the tests of the infertility investigation, such as semen analysis and the
post-coital test, require couples to have sex at inconvenient times with the
knowledge that the result of their sexual performance will be medically
evalauvated and graded.

These circumstances, combined with the frustrations and anxiety already
experienced by the infertile couple, provide an ideal backdrop for the
development of sexual difficulties. This in turn, can put further pressure
on the couple, because sexual problems could lead to avoidance and decrease
the frequency of sexual contact between partners, lowereing chances of
conception,

Experts in human sexuality, such as Master's and Johnson, have
theorized that sexual problems often arise because a couple becomes too
focussed on the act of sexual intercourse to the exclusion of enjoying the
pleasures of sexual caressing and touching. Instead of allowing themselves
t. enjoy the sexual feelings produced by the sight and feel of each other's
bodies, they become worried or anxious about their sexual arousal, or about
the male having an erection for intercourse. Applying this tehory to the
infertile couple suggests that the pressure to couples place on themselves
to engage in successful intercourse for conception, might serve to to
disrupt normally occurring sexual feelings, and therby sexual arousal. In
other words, sexual arousal is diminished by the couple focussing on the
completion of intercourse rather than on pleasurable sensations. There are
studies that indicate that the more pressure placed on an individual to
engage in sex, the more panicky and anxious he/she becomes, and the less
able he/she is to perform sexually. The "this is the night syndrome 1s
familiar to all couples who have experienced any degree of infertility in
their relationship. Studies have shown that this syndrome has contributed to
stressful reactions in the couple and can cause erection difficulties in the
male.

For these reasons, while you are undergoing the infertility
investigation and monthly attempts at conception, it might be helpgul to be
aware of the potential stresses that can arise. Sometimes just being told
thats such difficulties might occur and that they are a normal
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reaction to the tension that both partners feel is enough to ensure that
they will not become a major obstacle to conception. Other times, you may
want to try various exercises and techniques to help you maintain a good
sexyal relationsnip during this trying time. Also, keep In mind, that not
all couples experience alfficulties. |In facr, some couples have reported
that the intertility problem actually brougnt them closer togerther, because
it opened communicartion between them, ana they haa the feeling of working
Togetner to soive a mutual problem.

detore proceeding to some ways to help you maintain your sexual
arousal, -or make the infertility investigation less sexually stressfui, it
may 08 inrormative to mention and debunk some of the misconceptions
commonly associated with infertility ana stress.

MYTHS
1) INFERTILITY IS A SEXUAL DISORDER.

In The vasT majority of cases, inferTility has nothing Tto do with
ability to encage in sexual relations. Infertile men anc women are capable
ot experiencing The same spectrum of physical and emotional responses in
sexual relarvions ThaT other couples do. However, as explained earlier,
pecause the sTress ot a long infertility investigation can |Iessen the
gesire tor sex from time tc Time, the male may experience occasional
impotence, or the femaie, lack of vaginal lubricartion anag arcusal, when
there is a gemang for sex ar a particular time, It is important to
rememper that This is a normal reaction To stress and is a temporary
congiticn, noT a permanenT one.

2) INFERTILITY 1S USUALLY CAUSED BY INCCRRECT TiIMING OR IMPROPER LOVE-
MAK I NG.

Many coupies, in search for an explanation for their failure at
conception, convince themseives that they are not making love correctly or
They have simply missed making love on the right day. In fact, this is
unl ikely to be responsible for long-term infertility. The way in which
coupies were making love before trying to have a child, using the same
frequency rate are, generally speaking, meeting adequate conditions to
result in pregnancy If no mecical condition is interfering. If a couple's
average frequency of love-making is about 2 tfo 3 times per week, then It is
not necessary to concentrate sexual encounters during the "fertile" period.
Overall, the best guide to intercourse frequency is mutual desire.

3) PROLONGED PERIODS OF ABSTINENCE TO "SAVE UP A HUSBAND'S SPERM™ WILL
LIKELY IMPROVE SPERM QUALITY

In fact, 2 normal male can maintain a high level of fertillty with
ejaculation as much as every 24 hours. Moreover, sperm movement is
improved by more frequent ejaculations, which is as important a factor In
fertilization as the number of sperm, It is only in cases of a subnormal
sperm count that "saving up" may improve conception possibilities, and In
these cases your physician would offer a specific recommendation as to rate



of love-making.

4) LACK OF SEXUAL DESIRE OR ORGASM WILL AFFECT A WOMAN'S ABILITY TO
CONCEIVE

Orgasm or sexual gesire will in no way intluence the woman's
reprodguctive capacity as long as intercourse can take place. In this
respect she nas 4n aavantage over the male because she does noT have to
feel "turnea on" in order to engage in intercourse, although the qual ity of
her feelings ana pleasure will be affected. The male, on the other hand,
must produce an erectlion in order to perform intercourse, which requires a
certain oegree of sexual arousal.

5) A MAN ALWAYS WANTS AND 1S ALWAYS READY TO HAVE SEX.

MosT men nave acknowleaged a woman's rignt to say no to sex, buT are
unable to accept this rignt for themselves, to recognize That sometimes
they are simply not inTterested in sex. Moreover, many men and women
pel ieve ThaTt men musT always produce an erection, without any help from
their partner. The facts are that men, like women, require a certain seT
of personal conditlons to functicn adequatety sexually. |f they are too

Tireos, preoccuviea with crher marters, or feeling stressac, they wi!l nave
gifficul ty optaining an erec*ion. Furthermore, there are timss when o man
will neeg more airect stimuiation rrom his partner (manual or cral) in

orger To have an erection. Since sex is Lasically a Two-person venture, it
is important for The woman to share responsibility for an enjoyable sexual
encounter.

6} STRESS AS A FACTOR IN CAUSING INFERTILITY IS QUITE COMMON.

InferTtile couples are wide open to the suggestion that "it is all in
their heaas", or that They are just too tense apout the whole thing. In
fact, there is littie, it any, evidence to support the theory that what's
going on in one's heaad on its own can cause infertiliry., A PHYSICAL
problem is generally found in 90 percent of all infertile cases that have
been thorougnly investigated by a qualified doctor. The remaining 10
percent may have a problem that cannot be diagnosed as yet with our current
medical technology.

The foliowing represents a |ist of suggestions than can enhance a
sexual relationship. These techniques or exercises can be used to add
variety or as aids to nlp a porential problem in the tud. These procedures
have been used extensively with couples who are experiencing sexual
gifficulties such as a female who is unable to achieve orgasm, or a male
who has difficulty having an erection, or who is ejaculating too quickly.
These techniques have also helped couples for whom sex is no |onger
enjoyab! °, or for partners who have discrepant sexual appetites.

Some ot the techniques |isted below will suite your relationship
better than others. The |list has been compiied so that couples can choose
what seems to fit their needs at a particular time. You should feel free
to experiment with any of these suggestions, modifying them as you wish, or
rejecting some if they simply do not appear to you.
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COMMUNICAT j ON
It any ot the follwing suggestions are to be useful to your
situation, there is one important interpersonal skill thart musT pe
urgeriinec ¢nd practised. This concerns communicaTtion with your partner
about your wexue! |ikes anc dislikes. Good communication petween partners,
in qeneral, impiies thaT the 'speaker' sTaTtes exacTiy wnaTt he is thinking,
wanting or feoiing in a clear manner. He does not assume the 'listener!

KNOWSs #nat is g0ing 2n in his head; he tells the |istener so fthaT the
lisTener dgoesn't nave To guess or mind read. The goog | isTener, similariy,
tries to make sure That he understands wnhat The speaker has said and ¢does
not fill 1n gaps with guesses as fo what is gocing on in the speaker's mind.
Even though you may feel thar communication has never been a procblem
petween you and your partner, the ordeal of the infertil ity investigation
necess|tates that you pay closer attention To the process of communication
to ensure That you ana ycur partner understand how one another is truly
thinking and feeling. For example, talking about what is feels |ike to be
focussed on paby-making raTtner than love-making may relieve some of the
Tension 2@Tween husbancg «nd wife,

CcmmunicaTtion with regara to your sexual tunctioning is as important
as communication in other area< of your ! ife. However, couples often fing
This ¢area The mosT cifriculT to Talk epout. CommunicaTing your reactrions
ang desires, whatever they may be, will nelp your partner To better
ungerstand your sexual neegs ana preferences. Communicating your specific
likes ana qislikes gives your partner vital informaTion apouT how you are
reeling quring sexual acTivity, information that only you can provida.
Cecnmuntcation of sexual preterences can ennance your sexual relaTionship
and provent temporary aiftriculTies from enauring, by guiding ana Teaching
your parTner the locarion ang the xinds of touch To wnich you are most
responsive.

Sexua! communication can pe either verba! or non-verpal. Fcr example,
you can |eT each other knov with words what you would |ike your partner to
do tor you sexually. Teil each other what kind cf touch is pest for ycu,
what feets good or what should change about the way you are caressing one
another. You can sav Tthings during sexual activity like "A little lighter
would teel petter", cr "Mmm... that feels good". Verpal communicaTtion
snould be given in a gentle, positive manner. What is said ana the tone of
your voice shouid ingicaTte whether you | ike what is being aone, ang it not,
what your partn2r coula au differently. As well, art times, rather than
spedking, you might “ry non-verbal communication. For example, during a
sexual encounter, you could place your nand over your partner's hanag and
guide it To Indlcare the kind of stroke you |ike, so that you are peing
touched in the way That feels most pleasant.

Once you and your partner are comtortable with sexual communication,
you will be batter equipped to take full advantage of the sugger -ions
offered belo«. HRemcmber, this |ist was designed so that you can select
what best fits your own particular preferences and situation. As well, at
various times curing The investligation you will find certaln techniques
more useful than others. It Is a good idea to go over this |Ist with your
partner and talk about your impressions of it, once you are home.
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SUGGESTIONS

1. Distinguish between "work" sex at tertile times (baby-making) and
"play" sex at non-tertile Times. It can 0e a reliet tc ler go ot
expectarions for passicnaTte, creative and leving sex at ovulution,
accepting That sex, at this time, can feel more |ike required work. Ouring
non-tertile Times, try to let jo ot fthe recuirements ot "work" sex.
Intercourse coesn't have TC ue your goal. You aon't have TO end up in the
ldeai posi*ion (i.e., male on top of temate). Erection-gerting is not
necessary, nor is ejaculation, You may fing you both want to make a
special efforr 1o create the setting for "play" sex., e.9.. a playtul
buppie-path ror two, a candgle-|it meal, eTc. (see sectlon 4e, "Setting fhe
Atmosphere') .,

2. It you can estimaTte your fertile time (generally occurs somewhere
between aays 11 tc 22 counting from the tirsT day ot menstryation), you
coula geliberately apstain from sex for a numper ct gays (e.qg., 5 days)
pricr tTo This Time To ouila up your gesire for sexual activity, or o
increase your sexuval appeTite. Similarly, once your tertile Ttime nas
passed, yCu may ~anT TC DuUT sex aside fCr The next Tew Jdve ol #4eeKs.
Instead, you can spend This time peing atrecTionate with cacn other, with
+The undersTtanaging thaTt onvsical dffection will not leag to sexual acTivity,
Basically, TogeTher ycu can torm ycur own "contracT" or agreement on the
frequency, Type ang conditions or sexual acTivity that will occur ouTtside
The tertil. perioc.

3. Take & vacation from papy-mexing for @ month or Two so that sex can oe
focussec on pleasure rather than recroduction. A month cr Two without the
pressure or Dapy-maKing can restore lovemaking and geT the reldTionsnip
back ¢n fracxk ang cevter prepared TO engure tThe months 1o come. You can
decige beTween yourselves exactly what "taking a vacation" would entail,
FPossipilities range from, taxking a pause trom the intertility
investigation, stopping To schedule sex by refraining trom xeeping
Temperature charts, banning sexual intercourss from your sexual repertoire
of acrivities, ana actually using contraceptives for a perioag ot time.
These sucgestions may be most useful if the male is experiencing increasing
bouts ot erecrile difficulties, or The coupte is feeiing progressively more
necative about their sexual relationsnip. I the couple is able to take
this Time-out for one to Two months, the situation will often improve.

4. There are many different tools ang tecnniques cne can use To ennance
sexual arousal. These tools may be mosT helpful during those times when
you have tC nave sex because it is the fertile perica, or for the post-
coital ana semen analysis tests of the infertility investigation. The

following is a list of some of these enhancement techniques.

a) Fantasy-use:

Some people fing fantasizing a good technique to achieve arousal.
This is a particularly good skil! for those times when you fing your body
is not responding To stimulation because your ming is elsewhere, or when
you are having trouble getting "in the mood" durlng fertile periods. All
of us have fantasized at times, Dreams and "daydreams" are a form ot
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tantasy. Some people find it easler to fantasize than others, but it is
scmething you can teach yourself to do. You may want to enjoy your fantasy
privately, cr snare it with your partner aloud. Talking about fantasies
TogeTher can pe ¢ way To add excitement and variety To a sexual
relationsnip. You may evan want Tc enact some of your fantasies with your
partner.

There are several books you can purchase for a few doilars on
tantasies. "My Secret Garden' ana "Forbldden Flowers" py Nancy Fricay ere
collections ot women's fantasies. '"Men in Leve'" also py Nancy Friaay concerns
male fantasies. Aill of these pooks are available in paperback at most boOk
stores., You will probaply experience iots of adifferent reactions To these
books. Some fantasies will surprise you, scme will make you laugh, some will
turn you on and some will detinitely turn you off. These books may heip you
teel more comforTable apout eventually expicring your own fantasies [f This is
dittlcuit fcr you.

Another way To gevelop your own fantasizing is to sTart dy recalling a
film scene cr 3 pocrrion ot 8 novel that ycu parTicularly (iked and Suilg on
That., rememper ¢ rantasy coes not have TO De some e€lanorate ana |nAvolves
sTery. Also, #nat Turns you on can pe something thaT is not explicitly
sexuval (e.g., a romanTic welk). Ffinally, rantasizing epcuT someTtnhing does
noT mean That you actually want it to nappen in real |life. The peauTy or
tantasies s that they are "sate", in theT they are removed from reality.

D) Erotica:

rReading or viewing erotic materials may also nelp you poTh To rteel in
the moogd fcr a sexual encounter anc To enhance your feelings of sexuai
Fleasure. Erctic themes are expressec in many ~ays, including music, art,
| iterature eng photocrapny. The most common torms of erotica are HOoks,
magazines, films and videos. Not all types of erotic content are
universally appeal ing, s0 don't expect yourself to become automatically
arousec¢ at the first sight ot a nakea oogy, or by the same things that
Interest your partner. .t is fine to be selective in your tastes.

With regara to books that might arouse you, they need not be
explicitly sexual. For example, sucn classics as "The French Lieutenant's
Woman" by John Fowles ana "Tender is the Night" by F. Scott Fitzgerald are
nonexpliclt, suggestive or romantic selections that many people fing
pteasing. Other oooks |ike "Canay" by Maxwell Kenton and "The Sensuous
Couple" by R. Chartham are more sexually descriptfive. Likewise, magazine
pictures vary from suggestive phoTographs to explicit ones. Some popular
erotic magazines are Oui, Piayboy, Playgirl, and Penthouse. Erotlc videos
can be rented aT mosT vigeo clubs if you have access to a video tape
recorder. if not, there are several movie theatres aowntown that show
erotic tiims exclusively. For example, Le Beaver —= 5117 Park; Cin& 539 -
539 St. Catherine W.; Piccadilly - 5025 Sherbrooke W.; Eve - 1229 St.
Laurent Bliva.; Cinema Guy - Guy & ceMaisonneuve. You may pian your evening
aroung viewing an erotic film or tape, or you can read a setection in a
novel or look aT a magazine just prior to engaging in sexual activity. You
may choose to read the erotica in private or together with your mate. You
might fing it arousing to compare types of erotic In terms of what each
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¢) Vibrator-use:

A vibrator is a relatively small qevice tThat con pe hand-held, ana
vibraTtes with a rapid steady rhythm., Viporators come in dlfterent shapes
ang sizes, usually with dlifferent settings tor speeds ot vibration, ana can
include gifferent attachments for massagling aifferent body parts. They are
generally usea to massage the bod, in order to relax and scoThe sore
muscies ana To provide pieasuraple sensarions on the genitals.

Many people teel the icea of using an electric vibrator to stimul ate
themseivas or their partner is unnatural., This is ironic since we are
quite comfortaple with the idea of depending upon other eiectrical dev lces
to ennance The quality ot other aspects of cur lives, a.4., electric
cotfeepots, nair cryers, remote control devices, etc. Actually becoming
aroused Through the use of a viorator is The same basicC physical experience
a8s arousal througn other torms ot stimuiatiuon (e.g., manual cr oral).

Al so, rememper thaT There is & person behindg The vibratcr controiling 1t,
The aadvantage ot a vibravor is it produces a faster, more sTeagy and more
intense Type of stimujaTtion than mosT people can achieve wiTh nand
stimuiarion. It w«outc e helptul if ycu cculd regard vibrator stimuiation
as a ccnvenience and a source of variety. LeT 1t be an opticn, an
enrichment tC your sexual repertoire. You can use the vibrator on yourself
in tronr of your partner, or nave your partner stimulate you with it,
Begin by using the vibrator on gifterent muscie areas ot your body -
especially The back, neck, arm and leg. When you feel comtortaole,
concentrarte sTimulaTion on the genitals to ennance arcusal. The vibrarvor
can ce combineq with other torms of stimulation (e.g., xissing anc
touching) anc can be used while fantasizina. Many women fing clitoral
stimulation wiTh The vibraror extremely arousing. Some men enjoy vibrator
sTimuiartion on their genitals, othars fing it too intense.

Vibrators are sold in mosT depar tment stores, pharmacies and by mail-
orcer cataiogue. There are many different modeis at varylng prices, so
shop around ana compare.

d) Oral and Manual Stimulation:

As explained earlier, it is a myth that only women need stroking to
get aroused bur men just neea to see the partner in the nude to become
erect. The fact is the male may have difficul ty obtaining or maintaining
an erection at a time when intercourse is required, because he is
overTirea, preoccupieg, or feeling pressured to perform well sexually. At
these times, the female can help by applying direct stimulation to the
penis elither with ner hand or mouth. A worry that women often have is
exactly how to provide good manual or oral stimulation to thelr partner.
It this Is frue for you, let your partr~- guide you with some suggestions
on what feels best. Remember, it all the attention is focussed upon the
male to get erect, feelings of resentment, impatience ang guilt are bound
to occur. To avoid this, alternate between stimularing, being stimulated
and mutual stimulation. Oral-genital stimulation of the female can also
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serve to add lubricarion to the vagina, If natural jubrication is not
occurring. Communication Is cruclal here. You both will want to make sure
you are getting the kind of pleasurabie stimulation that feeis good to you,
Also try not to make too much of It if the odd time the male can’'t get
erect, or loses his erection before intravaginal ejaculation. Avoid
internai dlalogues with yourseif about what's the matter. Instead, dlscuss
together whether the optimal concitions were being met; e.g., Was the male
teel ing relaxea? #as ne focussing on the pleasurable sensations? wWas he
getting the proper stimulation? Was he reeling aroused? It is expected
thar erection getting will pe alfflcult it such conditions are not met.

The male shoula try noT To set a tesT tor himself The next Time. The more
pressure ne feels to perfcrm, the less |lkely ne is To respona the next
time.

@) JSetrting the Atmospnhere:

The preparartion involved in setting the table attractively for &
special meal; with tlowers, intimate lighting, ang soft music, adds to the
anticipation of the meal and excites many of The senses. Good sex, |ike a
Good meal, alsc requires greparation. Certain nuances and atmospnheric
JeTaiis can increase arcusal for & sexual encounter wnen sex nas jecome so
schecul ed ang pregictable that 't jis agifficult to ger excited aovouTr. These
1geas are noT implementec 2very Time sex oOCCurs, dDuT are used To ada
vdrieTy ang TO ennance g sexual encounter as neeged.

As with going ouT tO e€at wnen you are not particularly nungry, it is
possible To wneT your appetite by picking a restaurant caretully. The same
can pe 7true of geveloping an interest in sex. Although you might have nad
a long, hard gay, you may finc that your cesire grows if you create a
sensual armosphere, Reaging ercrica, incorporating fantasy, ang sei f-
sTimulaTion wiTh & vitrator are some of the ways alreaay dgiscussea to get
yourselt "warmeg up" for o sexuai encounter. Other conditions that can
nelp wneTt your sexudl appe.ite include changing the place you usually make
love; That is 1n cifterent rooms, on different pieces of furniture, or
going to a motel room. Creating a sensual environment might also include
using satin sheets, sharing a special meal prior to sex, going on a "date",
wearing sexy |ingerie or underwear, making use of special lignhting (e.g.,
candles, oil lamps, fireplaces, etc.), putting on music, rupbbing on body
oils, cr using perfumes. Finally, beginning your sexual encounter with a
bubble-oatn, a snower, a backrub or body-massage can be both relaxing and
sexual ly enhancing.

f) Expanding your Sexual Repertoire:

Tnere are a varierty of intercourse positions that can be explored as a
way of increasing your desire for sex. The missionary position, with the
woman on the bottom and the partner on top facing her, is usually
considered the most likely position to enable spe-m to deposit near the
cervix. However, one must not rigidly hold to this position at the expanse
of sexual pleasure. It is probably just as valid to engage In the
intercourse position of your choice and then, after Intravaginal
ejaculation, while the penis is still contained in the vagina, manceuver
your position so that the woman ends up on her back.
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Other intercourse positions inciude the temaie astride ana on top ot
the male, side~by=~slide facing each other, side-by-slde with the woman's
back against the man's chest, rear-vaglinal entry with the male enfering the
female from behind while she is on her knees, and various standling ana
sltting positions. Two books that describe and il lustrate various

positions are "The Joy of Sex" by A. ComforT and "The Kama Sutra" by
Vatsayana.

Another way 1o "spice up" your sexual repertoire is to al ternate
between "quickie" sex &nd sliow and prolcnged sex. Sometimes intercourse
can pe preceedged Dy extensive foreplay and mutual caressing, other times
the male can stimulate himself to erecrion and enter the femecle with few
preliminaries. Difterent durations of sexual encounters can be employed
depending on your mood anc time available. Remember the goal of every
sexual encounter doesn't have to be orgasm for the female.

Lastly, you can enhance your repertoire by angaging in non=coltal
types of sexual activity (e.g., masturpation, mutual masturpation, oral-
genital sTimulaTtion, erc.) during non-tertile times, or by incorporating
any cf these activities in addition to sexual intercourse.

g) Conclusions:

Sharing your reactions to This reaging with your parftner can be a good
peginning of The sexual communicaticn process. Atter you have haa Time fo
reread anqQ digest The material in this pamphler, set asice a time when you
can Talk to each other, without distractions, about your reactions to it.
For example, share with your partner now you think you'd feel it he/she
guided your nand auring sexual activity to show you what kinds ot
stimuiarion were preferaple. How ccmtortable are you with the i1dea ot your
partner teiling you verbally wnat gives him/her pleasure? 0Uo you think
you'a oe emparrassed, insulTted, rejieved, or sccomodating? Une way ot
letting your partner know wnat you'd |ike him/her to do to maximize your
pleasure ana minimize worry, Is to 5O through each of the suggestions in
this reaging in terms of whether they appeal to you or not. Fcr exampl e,
would you find @ back rub an arousing activity? Does the idea of using a
vibrator surprise you?! Would you prefer to separate love-making from baby-
making? Finally, discuss your reservations and expectations about the
effect these fechniques mignt have on your sexual relationship. Decide
togeTher how you want To proceed and how you will communicate about sexual
issues in the future.

WhaTt if you've Tried a numoer of the suggesticns in this hand-out, and
nothing seems to heip? A good step wculd be fo see a counsellor
know | eageanle about infertil ity, or a therapist who speclal izes In couple
sexual difficulties. The coordinator of this project can direct you to the
professional service that will most benefit you. Please Inquire. |t
there!s a silver—lining In the cloud ot infertility, it is that these
skills and techniques that couples are sometimes forced to learn, will
stand them in good stead for the rest of their lives.
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Appendix E
Rationales:

Doctor's Explanation to Patient
Description of Study
Authorization Form
Rationale for Control Video
Rationale for Emotional Video

Rationale for Sex Pamphlet



r' i ien

"| am collaborating on a research project with a team of
psychologists here at the hospital, examining the psychological
side-effects of the infertility investigation that you are about to
begin. This project will give us a better understanding of the
impact of the infertility investigation and willi provide you with
some information that might make the investigation less stressful
for you. If you are interested in participating, or simply learning
more about it, | will have the project coordinator, Janet Takefman,
call you. Is that agreeable? If yes, my secretary will take your
name and phone number which will be passed on to Janet."

"If no, or if you are uncomfortable with giving your number out,
please take this card which explains a bit about the project and
contains the number of the project coordinator for you to contact
if you so choose."”

(If patient wishes more detail in terms of requirements of
project, duration, etc., suggest that Janet call them to answer any
of their questions, and that they are under no obligation to
participate at this point.)
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DESCRIPTION OF STUDY
{to be given after interview before
consent form)

Infertil.ty, the absence of a successful pregnancy
following a year of regular sexual relations, is a
problem that affects about one in six couples of child-
bearing age. A thorough medical investigation will
usually locate the cause of the infertility problem in
most cases, so that it can be treated appropriately.
However the infertility investigation itself, which
usually takes several months, is considered by some
patients to be a stressful process for themselves and
for their marriage. For this reason, the aim of this
research project is two-fold. Firstly, this project will
assess the specific psychological effects of the
infertility investigation on couples, so that future
investigations can be made more tolerable. Secondly, this
study will offer couples an informational program
early in the investigative process, in the hope of
reducing its negative personal and interpersonal side-
effects.

Your participation will involve coming into the office
to fill out some questionnaires so that we can learn more
about you. Following that we will provide you with a
program that may help you better cope with the
infertility investigation. We will then maintain contact
with you by telephone. Once a month we will call you to
find out where you are in the investigation and how you
have been feeling. At the end of your infertility
investigation we will ask you to meet with us again to
complete the same gquestionnaire battery that you filled
out initially. Your participation and your answers to the
questionnaires will be held in the strictest of

confidence. You will only meet with a project worker,
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never 1in a gqroup with other couples, and you will f£fill
out all questionnaire material in priwvate, by yourself,
not together with your partner.

Overall we believe your participation in this study
will be informative to you and will benefit future
couples in your situation. This consent form clearly
describes what our responsibility is to you in this
project and what your participation will involve. Please

read it and then we can go over it together......



OEFARTMENT OF PSYCKIATRY

HOPITAL GENERAL JUIF SIR MORTIMER 8. DAVIS
THESIR MORTIMER B. DAVIS JEWISH GENERAL HOSPITAL Date

AUTORISATION DE COMMUNIQUER 257
DES RENSEIGNEMENTS
AUTHORIZATION TO RELEASE INFORMATION
FRANGAIS
FRENCH D
RENSEIGNEMENTS DEMANDES . ....
INFORMATIONIN ... . ........ .
ANGLAIS D
ENGLISH
JE, SOUSSIGNE
|, THE UNDERSIGNED —
AUTORISE DR.
AUTHORIZE
A FAIRE PARVENIRA
TO FORWARD TO —--
LES RENSEIGNEMENTS SUIVANTS
THE FOLLOWING INFORMATION —
CONTENUS DANS LE DOSSIER MEDICAL OE
APPEARING IN THEMEDIC AL RECORD OF
NOM/SURNAME PRENOM/GIVEN NAMES T
ADRESSE/ADDRESS (au moment ou les soins ont 8té regcus/Al the ime olmalm;r;u

POUR LA PERIODE DE
FOR THEPERIOD .

SIGNATURE DU MALADE OU DESON REPRESENTANTLEGAL OATE
SIGNATURE OF PATIENT OF HIS LEGAL REPRESENTATIVE

TEMOINALA SIGNATURE / WiITNESS TO SIGN A TURE DATE

CETTE AUTORISATION EST VALAB.E POUF UNE PERIODE DE TRENTE (30) JOURS A COMPTER DE LA DATE DE {2
SIGNATURE DE CE DOCUMENT

THIS AUTHORIZATION IS VALID FOR APERIOD OF {'Z YIAR  FOLLOWING THE DA TE THIS DOCUMENT W AS
SIGNED
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This is a £ilm that portrays a couple undergoing an
investigation for infertility. It describes the standard
medical investigation that most likely will be followed in
your own case, though the number And order of tests may
vary.

The purpose of showing you this film is to make you
familiar with the test procedures of the investigation.
Research has shown that patients who are given information
about how a test procedure is carried out and why it is done
are better prepared, and therefore find the procedure less
stressful . We believe that providing yo1 with information
about your medical work-up will give you a greater sense of
understanding and control over your situation, and thus make
you less anxious about each upcoming test procedure.

The £ilm is about 15 minutes long. It contains a lot of
information so if you wish to view either parts of it, or
all of it a second time, please let me know. Afterwards
I'11l try to answer any questions you might have regarding
the film.



Rat i le £ Enotional vid

This is a film that portrays three couples who have been
through the infeitility investigation and treatment. Though
the film is an American production it describes the standard
medical investigation that most likely will be followed in
your own case, though the order of tests may vary. It should
be kept in mind that the couples telling their story in this
film have been investigated and treated over several years
and at the time of the making of this film have had no
success at pregnancy.

The purpose of showing you this film is to make you
familiar with the test procedures of the investigation as
well as some of the emotional reactions you may experience
at different times in the work-up. Research has shown that
patients who are given information about a medical
procedure, information about how the test is carried out,
why it is done and feelings experienced, are better
prepared and therefore find the procedure less stressful. We
believe that providing you with information about your
medical work-up will give you a greater sense of
understanding and control over ycur situation, and thus make
you less anxious about each upcoming test procedure. In
addition, feelings about infertility are often difficult for
couples to discuss with their friends and relatives and thus
patients often feel alone and isolated. This film will
convey the fact that meny people have had to deal with
fertility difficulties and the feelings you may experience
are not unusual, but common to couples undergoing an
infertility investigation.

The film is about 15 minutes long. It contains a lot of
information so if yc.. wish to view either parts of it, or
all of it a second time, please let me know. Afterwards I'll
try to answer any questions you might have.
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Ratiopnale For Sex Pamphlet

This pamphlet was written because couples often
experience scme strain on their sexual relationship
during the infertilitv investigation. One main reason for
writing this pamphlet was to inform couples that this is
a common and mostly, temporary occurrence. Secondly,
research has shown that informing éouples about potential
difficulties will often serve to either decrease or
prevent their occurrence. The rationale is that couples
who are given information about sexual functioning during
the infertility investigation are better prepared to nip
any potential problem in the bud. In this pamphlet you'll
read how sexual difficulties can develop as a result of
the infertility investigation or as a result of trying to
conceive each month. You will also read how good
communication between partners is important to prevent
sexual stresses from becoming full-blown sexual problems.
The last part of this pamphlet offers a variety of
suggestions and techniques you can use to aid you if you
begin to perceive the infertility problem as negatively
affecting your sexual relationship. Because every couple
is unique with their own sexual tastes and preferences,
the techniques offered are numerous and varied. This
allows you to pick and choose those suggestions that are
appropriate to your situation.

I will ask you both to read the entire pamphlet now so
that I can answer any questions you might have regarding
its contents. Then you are asked to take this pamphlet

home and reread it or refer to it as the need arises.
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Appendix F
ANOVA Summary Tables
T-Test Summary Tables

Chi-Square Analyses
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ANOVA Summary Tables for Differences Among Informational
Groups at Baseline Testing

(Note. t p < .10, * p < .05, ** p < .01, *** p < .001)

F.1
Age:
Source MS SS df F
Info group 67.85 135.69 2 1.95
error 34.72 1249,85 36
Sex 123.13 123.13 1 15.64***
Sex X Group 5.74 11.49 2 .73
error 7.87 283.38 36
F.2
Education:
Into group 39.71 79.41 2 3.57¢%*
error 11.13 400.92 36
Sex 4.15 4.15 1 .70
Sex X Group J.58 7.15 2 .60
error 5.93 213.69 36
F.3
Years Married:
Info group 32.71 65.42 2 2.93°
error 11.14 401.35 36
F.4
Years Infertile-
Info group 5.15 10.30 2 .91
error 5.68 204.36 36
F.5
Health:
Info group .36 .72 2 .91
error .40 14.23 36
Sex .21 .21 1 .50
Sex x Group .05 .10 2 .13
error .41 14.69 36




F.6
Support
Source MS
Info group 6.51
error 12.97
Sex 22.62
Sex x Group 8.00
error 11.06
F.?
Infertility Feelings
Info group 121.27
error 71.93
sex 1240.01
Sex x C.oup 72.40
error 57.46
F.8
Alternatives
Info group 17.78
error 7.95
sex 10.78
Sex X Group 12.01
error €.13
F.9
Conception Expectation
Info group 1.04
error 1.66
Sex 3.28
Sex x Group 1.63
error 1.21
F.10
Marital Disharmony
Info group 13.63
error 19.00
Sex 1.04
Sex x Group .73
error 12.69

ss
13.03
466 .85

22.62
16.00
398.38

242.54
2589.62

1240.01
144.79
2068.69

35.56
286.23

10.78
24.02
220.69

2.08
59.77

3.28
3.26
43.46

27.26
684.23

1.04
1.46
457.00

.50

2.04
.72

1.69

21 .58%*#
1.26

.72

I08
.06
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F.11
Fertility Knowledge
Source MS Sss af F
Info group 21.70 43.41 2 2.69%
error 8.08 290.46 36
Sex 6.78 6.78 1 .99
Sex x Group 3.32 6.64 2 .48
error 6.86 247.07 36
F.12
BDI
Info group 20.97 41.95 2 1.05
error 19,93 717.38 36
Sex 149.54 149.54 1 8.63%%
Sex x Group .46 .92 2 .03
error 17.32 623.54 36
F.13
Affect
Info Group 191.42 382.85 2 1.24
error 154.02 5544.69 36
Sex 538.78 538.78 1 4.24%
Sex x Group 42.40 84.79 2 .33
error 127.16 4577.92 36
F.14
STAI-state
Info group 16.88 33.77 2 .20
error 85.96 3094.85 36
Sex 15.71 15.71 1 .22
Sex x Group .55 1.10 2 .01
error 70.24 2528.69 36
F.15
STAI-trait
Info group 29.01 58.03 2 .46

error 63.40 2282.46 36



Sex
Sex x Group
error

F.1l6

Symptom
Source

Info group
error

Sex
Sex x Group
error

F.17
Neuroticism

Info group
error

Sex
Sex x Group
error

F.1l8

Extraversion

Info group
error

Sex
Sex x Group
error

F.19
Lie Scale

Info group
error

Sex
Sex x Group
error

F.20

Coping Style

Info group
error

344.82
7.32
67.93

MS
102.40
174.36

146.78
146.47
117.91

7.70
23.20

453.13
25.47
22.35

16.55
9.70

.01
28.09
11.18

4.31
14.56

344.82
14.64
2445.54

sS
204.79
6277.08

146.78
292.95
4244.77

15.41
835.54

453.13
50.94
804.92

33.10
349.08

.01
56.17
402.31

17.62
85.706

.05
7.87
94.07

8.61
524.00

J=

w
o N

AN
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5.08%*
Ill

.33

20.27%%*
1.14

.00
2.51°%

3.70%

.02
1.51

.30



Sex
Ser x Group
error

F.21

Film Retention

Source

Info group
error

Sex
Jex x Group
error

r.22

23.71
10.05
10.77

MS

18.04
5.88

9.35
.81
2.63

Feelings about Film

Info group
error

Sex
Sex x Group
error

Info group
error

Sex
Sex x Group
error

F.24

Frequency of Intercourse

1.28
1.14

.01
.21
.22

29.58
198.52

15.71
19.24
66.06

Info group
error

Sex
Sex x Group
error

F.25

Sexual Knowledge

.05
1.60

.32
.82
.51

23.71
20.10
387.69

ss
36.08
211.46

9.35
1.61
94.53

2.56
41.15

OOl
.41
8.08

59.76
7146.62

15.71
38.48
2378.31

.10
57.717

.32
1.64
18.54

2.20
.93

g

3.07t

3.56%
.31

.06
.91

.15

.24
.29

.03

I62
1.59
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Info group
error

Sex
Sex x Group
error

F.26
Body Image

Source

Info group
error

Sex
Sex x Group
error

F.27

51
150

27
49
104

MS

5165.
138.

62.

15

76.

Sexual Satisfaction

Info group
error

Sex
Sex x Group
error

F.28

93.
98.

13.
40.

DSFI summary score

Info group
error

Sex
Sex x Group
error

F.29

8.
185.

46.
65.
101.

Sex €or Procreation

Info group
error

Sex
Sex x Group
error

10
11

8
7

.96
.74

.13
.63
.79

24
74

82
.55
44

74
95

.01
90
51

17
76

15
88
85

.55
.34

.05
.70
.01

103.92
5426.62

27.13
99.26
3772.62

Ss
1030.49
4994.69

62.82
31.10
2752.08

187.49
3562.38

.01
27.79
1458.69

16.33
6687.46

46.15
131.77
3666.C

21.10
408.38

.05
17.41
252.54

.34

.26
.47

(R

3.71*

.82
.20

.95

.00
.34

.04

.45
.65

.93

'01
1.24
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F.30
Communication
Info group 10.55
error 11.34
Sex .05
Sex x Group 8.70
erior 7.01
F.31
Female Sex Problem
Source Ms
Info Group 6.87
error 6.38
F.32

Male Sex Problem

Info group 3.10
error 5.93

21.10
408.38

.05

17.41
252.54

SS

13.74
229.69

6.21
213.38

.93

.01
1.24

1.08

.52
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ANOVA Summary Tables for Post Investigation Variables by
Information Groups

F.33

Investigation Time
Source MS SS af F

Info group 5.31 10.62 2 .07
error 72.64 2325.35 32

F.34

Compliance

Info group 6.46 12.92 2 .81
error 8.01 288.31 36

F.35

Film Retention

Info group 18.04 36.08 2 3.07t

error 5.88 211.46 36

Sex 9.35 9.35 1 3.56¢
Sex x Group .81 1.61 2 .31
error 2.63 94.53 36



ANOVA Summary Table by Information Group over Time for
Emotional Adjustment

F'36
STAI-state

Source

Info group
error

Time
Time x Group
error

Sex
Sex x Group
error

Time x Sex
Tx S x G

60.10
199.47

206.99
2.05
47.79

51.80
18.03
75.19

.91
12.10

ss
120.21
6383.18

206.99
4.11
1529.14

51.80
36.07
2406.03

.91
24.00

o|

.30

4.,33%
.04

.69
.24

.02
.27
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ANOVA Summary Tables for Reactions to Diagnostic Tests by

Information Groups

F.37
Semen Analysis
(physical)

Source MS

Info group .07
error .14

(emotional)

Info group .87
error .29

F.38
Hysterosalpingogram
(physical)

Info group .53
error .91

(emotional)

Info group 2.33
error .62

F-39
Post-Coital Test (PCT)
(physical)

Info group .00
error .00

(emotional)

Info group .43
error .41

F.40
Basal Body Temperature
(emotional)

Info group .42
error .56

.14
4.62

1.73
10.00

1.06
29.91

4.67

20.33

.00

.86
9.88

.83
16.81

daf F

2 .52
34

2 2.94t
34

2 .56
33

2 3.79%
33

2 1.00
33

2 1.04
24

2 .742
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ANOVA Summary Tables for the Post-Test Questionnaire by
Information Group

F.41

Feelings About Film

Source MS Sss af F
Info group 1.28 2.56 2 1.12
error 1.14 41.15 36
Sex .01 .01 1 .06
Sex x Group .21 .41 2 .91
error .22 8.08 36
F.42
Coping
Info group 2.74 5.48 2 3.05t
error .90 28.89 32
Sex .09 .09 1 .15
Sex x Group .23 .46 2 .40
error .58 18.48 32
F.43
Sexual Image
Source MS Ss af F
Info group .94 1.87 2 1.60
error .58 18.70 32
Sex .07 .07 1 .41
Sex x Grp .10 .21 2 .58
error .18 5.73 32
F.44
Self-Image
Info group 1.00 2.00 2 2.59%
error .39 12,37 32
Sex .55 .55 1 .88
Sex x Group .33 .66 2 .59
error .62 19.82 32
F.45
Evaluation
Info group .12 .23 2 .09
error 1.32 42.11 32
Sex 1.21 1.21 1 3.78t
Sex x Group .07 .13 2 .21

error .32 10.21 32
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T~-test Summary Tables for Female Variables by Coping Groups

F.46
variables

Years Infertile 2.83
Film Retention 16.41
1.71

Compliance

ANOVA Summary Tables

over Time

F.47

Blunters

Fertility Knowledge

Source

Coping group
error

Time
Time x Group
error

F.48

Ms

12.74
8.24

15.06
.40
2.61

Infertility Feelings

Coping group
error

Time
Time x Group
error

F.49

779.99
162.84

1.48
5.74
21.49

Marital Disharmony

Coping group
error

Time

Time x Group
error

F.50
STAI-state

Coping group
error

Time

48.63
30.39

44.13

1.07
19.84

266.55
155.31

138.67

(2.14)
(1.94)
(1.57)

12.74
230.61

15.06
.40
73.08

779.99
4559.61

1.48
5.74
601.85

48.63
850.86

44.13

1.07
555.62

266.55
4348.79

138.67

Monitors

2.11
17.38 (1.94)
1.53 (1.94)

Nle
[ol1a)]

5.77%
.15

4.79*

07
.27

1.60

2.22
.05

1.72

3.61%

t

1.05
~1.36
.26

for Female Variables by Coping Groups



Time x Group 59.47
error 38.46
F.51
Sexual Satisfaction
Source MS
Coping group 2.26
error 183.01
Time 8.46
Time x Group 16.73
error 33.13

59.47
1076.93

ss
2.26
5124.23

8.46
16.73
927.62

g

.01

.26
.50
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T-test Summary Tables for Male Variables by

F.52
Variables

Blunters

Years Infertile 2.45 (2.26)

Invest. Time
Film Verif.
Summary Coping

Compliance

F.53

Fertility Knnwledge

Scurce

Coping Group
error

Time
Time x Group
error

F.54

MS

038
4.63

1.52
1.52
1.71

Infertility Feelings

Coping group
error

Time
Time x Group
error

F.55

143.93
41.75

2.26
4.83
19.73

Marital Disharmony

Coping group
error

Time
Time x Group
error

F.56
STAI-state

Source

Coping group
error

Time

124,29
25.69

9.29

.001
4,12

116.67
80.13

23.63

16.75(10.55)
15.81 (2.43)
6.88 (1.78)
1.25 (1.57)

.38
120.33

1.52
1.52
44.33

143.93
1085.55

2.26
4.83
513.22

124.29
668.05

9.29
.001
107.05

47}

116.67
2083.33

23.63

Monitors

2.
11.
16.

6.

.67

23
75
92
58

(
(
(

— e~ b
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Coping Group
df ¢
26
44) .31
85) -1.52
98) 1.29
.90) -.52
.99) -1.13
F
.08
.89
.89
3.45¢
.11
.24
4.84%*
2.26
.00
E
1.46
.46



Time

Time x Group

error
F.57

23.
108.

51

Sexual Satisfaction

Source

Coping group
error

Time
Time x Group
error

MS

72
6

10

63
48

.82

.02
.03

.48
.48
.71

23.63
108.48
1334.38

ss
.02
1872.83

6.48
‘48
278.38

2

I3

.46
.11

.00

.61
.05

276



ANCOVA Summary Tables for Couple Variables by Diagnostic

Groups
F.58
Infertility Feelings
Diagnostic grp 5.96
covariate 560.80
error 33.04
F.59
Conception Expectation
Diagnostic grp .44
covariate 20.91
error .68
F.60
Alternative
Diagnostic grp 4.29
covariate 63.76
error 3.37
F.61
BDI glog)
Diagnostic grp .04
covariate 2.57
error .06
F.62
STAI-state
Diagnostic grp 1.17
covariate 1207.42
error 50.84
F.63
Body Image
Diagnostic grp 14.63
covariate 1740.53
error 24,57

17.89
560.80
991.09

1.31
20.91
20.46

12.86
63.76
101.02

.11
2.57
1.92

3.50
1207.42
1525.26

43.88
1740.53
737.25

O MW

.18
16.98%%%

.64
30.65%%*

1.27
18.94*%*

.57
40.26%**%

.02
23.75%%%

.60
70.83%%%
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F.64
BDI
Source MS Ss af F
Info group 20.73 41.46 2 1.19
error 46.86 1499.42 32
Time 1.79 1.79 1 .08
Time x Group 12.51 25.02 2 2,06
error 9.50 304.13 32
Sex 218.41 218.41 1 5.88%
Sex x Group 13.39 26.79 2 22
error 31.65 1012.78 32
Time x Sex 4.20 4.20 1 1.26
TxS xG 11.65 23.29 2 1.08
error 7.43 237.85 32
F.65
DSFI Symptom Score
Source MS SS af F
Info group 455.61 911.21 2 1.67
error 272.51 8720.33 32
Time 101.27 101.27 1 2.07
Time x Group 17.01 34.02 2 .35
Rrror 48.85 1563.15 32
Sex 66.91 66.91 1 .34
Sex x Group 75.82 151.64 2 .38
error 198.02 6336.53 32
Time x Sex 51.89 51.89 1 1.26
TxS xG 18.55 37.10 2 .45
error 41.34 1322.87 32
F.66

Chi-square analyses: Coping Style by Information Group

Adjacent cells of the intervention categories were
collapsed to compute the chi-square statistic because some of
the cells of the 2x3 tables were less than 5. The chi-squares
were computed separately for males and females.



Females:

comparing Low and High Information versus High and Sex
Igformation group
X“(1)=.23, p = N.S.

comparing Low Information versus High and High and Sex
Information group

x2(1)=1.26, p = N.S.

Males:

comparing Low and High Information versus High and Sex
Ipformation group

X4(1)=.05, p = N.S.

comparing Low Information versus High and High and Sex
Information group

x2(1)=.00, p = N.S.
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Appendix G

Correlation Matrices
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Correlation Matrices for Infertility Adaptation Variables

G.1
Males, Pre-Investigation

1 2 3 4
1. Support ok
| 2, Infertility
Feelings -.0998 * %
(.568)
3. Conception
Expectation .0047 -.2247 *x
(.979) (.194)
4. Fertility
Knowledge ~.0684 .2179 ~-.0659 ol
(.696) (.208) (.707)

G.2

Males, Post-Investigation

1 2 3 4
1. Support k&
2, Infertility
Feelings .1091 k&
(.533)

3. Conception
Expectation -.1128 .0072 k%
(.519) 1.967)

4. Fertility
Knowledge .0997 .2229 -.1411 * *
(.569) (.198) (.419)



G.3
Females Pre-Investigation
1
1. Support ol
2. Infertility
Feelings .3400
(.046)
3. Conception
Expectations .1188
(.497)
4, Fertility
Knowledge -.0808
(.644)

Gl4
Females, Post-Investigation
1
1. Support ol
2. Infertility
Feelings .2433
(.161)
3. Conception
Expectations .0775
(.678)
4. Fertility
Knowledge -.0802
(.647)

LR

-.0150
(.932)

-.0769
(.660)

LR

-.1751
{(.314)

.0216
(.902)
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Ak

-.0157 *k
(.929)

3 4
* &

-.1925 * %
(.268)
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Correlation Matrices for Sexual Adjustment Variables

G.5
Males, Pre-investigation
1 2 3 4 5 6
1. DSFI
Satistaction k ok
2. SHF
Communication .3942 k&
{.013)
3. Sex for
Procreation .2246 .2234 * x
(.169) (.172)
4. DSFI
Intormation -.0016 -.0269 .1364 * *
(.992) {.871) (.005)
5. DSFI
Intercourse .3536 .2596 0236 .0840 k&
Frequency (.027) {(.111) (.887) (.611)
6. MAS .6435 .5279 .1948 .0864 .3200
(.001) (.001) {.235) (.601)(.047)
G.6
Males, Post-investigation
1 2 3 3 5 6
1. DSPI
satisfaction k&
2. SHF
Commmunication .5464 k&
(.001)
3. Sex for
Procreation .3284 .5094 * %
(.054) (.002)
4. DSFI
Information .1750 .0654 -.1793 * x
{(.315) (.709) (.303)
5. DSFI
Intercourse .5018 .4823 .4663 -.1135 * %
Frequency (.002) {.003) (.005) (.516)
6. MAS .5160 .6099 .2383 .2874 .3986

(.002) {.001) (.168) (.094)(.018)



G.7

Females, Pre-investigation

1

1. DSFI
Satisfaction

2. SHF
Communication

3. Sex for
Procreation

4. DSFI
Information

5. DSFI
Intercourse
Frequency

6. MAS

G.8

Females, Post-investigation

L

5642
.001)

.1606
.329)

.0521
.753)

.3138
.052)

.2934
.070)

1

1. DSFI
Satisfaction

2. SHF
Communicatiocn

3. Sex for
Procreation

4, DSFI
Information

5. DSFI
Intercourse

6. MAS

.6798
.001)

.0249
.887)

.0629
.720)

.4098
.014)

.3766
.026)

k Kk

L1431
(.385)

-.0514
(.756)

.4336
{.006)

. 6097
(.001)

.1133
(.517)

-.0915
(.601)

.3917
(.020)

.6688
(.001)

-.0368
(.824)

. ling
(.036)

. 1280
(.437)

-.2647
(.124)

.0681
(.697)

.2616
(.129)

284

5 6
A A

-. 090 AA
(.5b0)

-. 1087 .16%4
(.510)(.314)
5 6
kK

.063H k&

(.716)
-.1l66H8.3086

(.338)(.071)




Correlation Matrices for
G.9
Males, Pre-investigation

1

1. BDI * &

2, STAl-state . 5860
(.001)

3. Symptom .4151
(.009)

G.10

Males, Post-investigation
1

l. BDI * &

2. STAI-state .5798
(.001)

3. Symptom 4.7606
(.00.)

G.1l1

Females, Pre-investigation
1

1. BDI kA

2, STAI-state .6873
(.001)

3. Symptom -.6601
(.001)

G.12

Females, Post-investigation
1

1, BDI ol

2. STAI-state . 5844
(.001)

3. Symptom .6672

(.001)

ER.]

-.3100
(.055)

X%

.5715
(.001)

* Kk

-.5660
(.001)

.6739
(.001)

Emotional Adjustment Variables

LR

k%

L3

* %

285
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Appendix H

MANOVA Summary Tables
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MANOVA Summary Table for Infertility Adaptation

H.1
Fertility MANOVA summary
Wilks 855
Info Group .6062
Support 33.30
Infertility Feelings 255,19
Conception Expectation 9.50
Fertility Knowledge 129.65
Error
Support 855.59
Infertility Feelings 4484 .95
Conception Expectation 128.54
Fertility Knowledge 332.23
.Hotelling
Time 69.27
Support .53
Infertility Feel ings 109.74
Conception Expectation 14.55
Fertility Knowledge 54.50
Wilks
Time x Info Group 463
Support 29.84
Infertility Feelings 328.86
Conception Expectation .82
Fertility Knowledge 22.18
Error
Support 188.55
Infertility Feel ings 843.31
Conception Expectation 20.97
Infertility Feelings 104.42
Hotelling
Sex 33.90
Support 9.74
Infertili -~y Feelings 218.35

16. 65
127. 59

4.75
64.82

26.73
140. 15
4.01
10. 38

« 53
109.74
14. S5
54.50

14.92
164.93
«41
11.09

5.89
26. 35
«66
3.26

9.74
218. 35

-af

8.58

2.32
2.32
2.32
2.32

4.29

1.32
1.32
1.32
1.32

8.58

2.32
2.32
2.32
2.32

4.29

1.32
1.32

287

I

2.06t

91
1.18
6.24% % %

15. 69*#*

.09
4,16*
22,21% %%
16.70% %%

3.40%*

2.53t

6.26% *
.62

3.40%

7.68***

.79
28.19% **



Conception Expectation
Fertility Knowledge

Sex x Info Group

Support

In€fertility Feelings
Conception Expectation
Fertility Knowledge

Error
Support
Infertility Feelings

Conception Evpectation
Fertility Kiowledge

Time x Sex

Support

Infertility Feelings
Conception Expectation
Fertility Knowledge

Time x Sex x Info Grp

Support

Infertility Feelings
Conception Expectation
Fertility Knowledge

Error

Support

Infertility Feelings
Conception Expectation
Fertility Knowledge

T 1.19
27.29
Wi lks .88

737

35.17
431.14
.41
2.56

395.90
2478.40
57.63
201.99

.Hotellings

2.25

1.24
.22

.29
.Wilks
l649

31.28
.25
2.31
3.09

136.76
618.50
11.36
80.45

1.19
27.29
. MS

17.59
215.57
« 20
1.28

12,37
17. 45
1.80
6.31

1.24
.22
« 54
.29

15.64
.12
1.16
l1.54

4.27
19.33
. 36
2.51

1l.32
1.32
af

8.58

2.32
2.32
2.32
2.32

4.29

1.32
1.32
1.32
1.32

8.58

2.32
2.32
2.32
2.32

288

.66
4.32¢%
F

1.20
1.42
1.78t

.11
.20

.51
.29
.01

1.52
.11

1.75
3.66%

3.26t
61



MANOVA Summary Table for

le
Sex MANOVA summary

Info Group

MAS

Inter course Frequency
Sexual Knowledge

Sex for Procreation

Error
MAS
Intercourse Frequency

Sexual knowledge
Sex for Procreation

Time

MAS

Inter course Frequency
Sexual Knowledge

Sex for Procreation

Time x Group

MAS

Inter course Frequcncy
Sexual Knowledge

Sex for Procreation

Error

MAS

Inter course Frequency
Sexual Knowledge

Sex for Procreation

Sex

MAS
Intercourse Frequency

.Wilks .SS

Sexual Adjustment

.779

247.65
2.80
601.40
22.78

76086.45
82.87
6720.99
472.60

.Hotelling
31.90

403.15
1.30
569.59
9.95

.Wilks
.792

11.53

.97
56.94
14.96

2082.51
9.13
889.53
172.51

.Hotelling
1.53

10.48
.80

123.82
1.40
300.70
11.39

502.71
2.59
210.03
14.77

403.15
1.30
569.59
9.95

5.76
.48
28.47
7.48

65.08
.29
27.80
5.39

10.48
.80

8.58

2.32
2.32
2,32
2,32

4.29

1.32
1.32
1.32
1.32

8.58

2.32
2,32
2.32
2,32

289

.96

« 25
‘54
l1.43
77

7. 23%%k%

6.19%
4.56*%
20. 4 Ox**

l1.85

.90

.09
1.69
1.02
1.39

.35

.07
l.45



Sexual Knowledge
Sex for Procreation

Sex x Info Group

MAS

Intercourse Frequency
Sexual Knowledge

Sex for Procreation

Error
MAS
Intercourse Frequency

Sexual Knowledge
Sex for Procreation

Time x Sex

MAS

Intercourse Frequency
Sexual Knowledge

Sex for Procreation

Time x Sex x Info Grp

MAS

Intercourse Frequency
Sexual Knowledge

Sex for Procreation

Error

MAS

Intercourse Frequency
Sexual Knowledge

Sex for Procreation

11.72
.00
-Wilks .SS

- 919

47.87
1.15
17.74
2.88

4581.63
17.64
3847.33
263.36

- Hotelling
4 .43

63.47
04
138.16
.39

.Wilks
. 790
73.69

28.08
13.08

1128.55
11.10
1775.30
221.59

11.72
.00

M

23.93
.57
8.87
1.44

143.18
.55
120.22
8.23

63.47
004
138.16
.39

36.85
.68
14.04
6.54

35.27
.35
55.48
6.92

8.58

2,32
2.32
2.32
2.32

290

.10
.00

31

17
1.04
.07
.18

1.00

1.80
12
2.49
.06

.91

1.04
1.97
.25
.94

T |
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Appendix I

Preliminary Statistics for Discriminant Analyses



292

I.1 Preliminary Statistics for Sexual Adjustment Discriminant
Analysis

T-test Summary Table

Variables .Poorly Well df t
.Adjusted .Ad justed 30

Years Infertile 3.42 (2.10) 2.13 (1.60) 1.83t
Years Married 4.97 (3.48) 4.06 (2.243) .85
Marital Disharmony 21.00 (3.47) 21.61 (3.09) -.48*
Communication (SHF) 15.95 (3.03) 17.80 (1.78) -2.05
STAI-state 33.75 (3.35) 32.36 (7.07) .58
I.2

Correlation Matrix for Variables with Significant Group Difterences

1 2 3 4
1. MAS * %
2. Sex for
Procreation L2130 * &
(.276)
3. Sexual
Satisfaction .6458 .3872 k&
(.000) (.042)
4. Intercourse
Frequency .5160 .4398 . 6715 kA
{.005) (.019) {.000)
5. Communication .7601 .3136 . 6583 .5743

(.001)  (.104) (.001) (.001)
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I.3 Preliminary Statistics for Emotional Discriminant Analysis

(composite scores) - Males

T-test Summary Table

Variables .Well-Adjusted
Years Infertile 2.45 (1.86)
Years Married 4.74 (2.50)
Age 32.69 (5.39)
Fertility Knowledge 23.35 (2.99)
Conception Expect 3.74 (1.28)
Support 9.17 (3.46)
Infertility Feeling 16.78 (6.54)
Sex for Procreation 21.04 (2.18)
Coping Style 6.04 (3.24)
Neuorticism 5.91 (4.56)
Intercourse Freq 3.57 (1.04)

MAS 116.61(1u.08)

.Poorl
.Adjusted

2.14
3.37
31.83
24.00
4.17
9.91
17.33
22.50
7.17
9.33
4.33

(1.59)
(2.38)
(4.26)
(3.38)
(1.19)
(3.82)
(7.20)
(2.07)
(3.27)
(4.58)

(.78)

120.33(13.69)

df t

33

.52
1.56
.48
-.59
-.96
-.58
-.23
-1.91
-.97
-2.10%
-2.25%
-.92
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I.4 Preliminary Statistics for Emotional Discriminant Anaylsis
(composite score) - Females

T-test Summary Table

Variables .Well-Adjusted
Years Infertile 2.37 (1.86)
Years Married 4.32 (2.57)
Age 30.71 (4.05)
Fertility Knowledge 24.29 (2.52)
Conception Expect 3.50 (1.06)
Infertility Feeling 23.00 (9.13)
Sex for Procreation 22,13 (2.82)
Coping Style 5.35 (3.76)
Neuroticism 11.20 (5.16)
Intercourse Freqg 4.17 (.96)
MAS 121.75 (9.98)

.Poorl df t
.AEJusted 33

2.32 (1.58) .08
4.16 (2.50) -.17
29.00 (4.22) 1.14
25.18 (1.60) -1.07
3.72 (1.42) ~.53
29.18(10.36) -1.78%
19.91 (2.81) 2.17*
6.40 (3.66) -.80
12.00 (3.66) -.46
3.63 (1.03) 1.13

112.36(13.27, 2.33%
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1.5 Preliminary Statistics for Pregnancy Discriminant Analysis -

Couple Scores

T-test Summary Table

Yariables . Non-
.Pregnant
Years Infertile 2.47 (1.81)
Years Married 4.36 (2.57)
Age 31.32 (4.49)
Infertility Feeling 21.25 (6.40)
Conception Expect 3.73 (.99)
MAS 118.05 (9.84)
Sexual Satisfaction 8.53 (1l.41)
Body Image 41.55 (9.17)
Sex for Porcreation 21.28 (2.32)
Frequency Intercour 3.88 (.86)
BDI (log) .52 (.33)

+Pregnant

1.52
3.00
30.28
18.67
3.89
122,00
9.22
46 .17
21.67
3.83
.34

(.96)
(1.95)
(3.55)
(4.78)

(.49)
(9.26)

(.67)
(8.49)
(2.40)

(.79)

(.29)

et

1.50
1.46
.64
1.12
-.45
-1.07
-1.41
-1.35
-.43
.16
1.47
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Appendix J

Tests of assumptions
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MANOVA,

Sample size constraints and unequal n's between groups
made it necessary to ensure that all assumptions regarding
multivariate statistical analyses were met. Z-score
transformations for all 12 cells of the MANOVA design for
each dependent variable used in the MANOVAs revealed two
variables with one univariate outlier each (Infertility
Feelings and MAS for males at post-investigation) . As a
result of the small number of cases per cell these extreme
scores were not deleted, rather they were brought within
three standard deviations of the mean of that variable.
Inspection of the Mahalanobis distance measure for each
MANOVA failed to reveal any multivariate outliers.
Examination of skewness coefficients and normal probability
plots indicated that variable distributions did not depart
significantly from normality. Residual scattergrams, plotting
all possible pairwise combinations of the dependent measures,
indicated linear relationships among all the dependent
variables.

Bartlett—Box I test revealed that the variance between
Group x Time x Sex cells was homogeneous across all variables

for the infertility adjustment MANOVA: Feelings about

Infertility, E(11,12616) 1.70, p N.5.; Marital

Disharmony, E (11,12616) 1.28, p N.S.; Conception

Expectation, E_(11, 12616) = .57, p N.S.; and Fertility



Knowledge, F (11,12616) = 1.33, p =N.S. Box M's test for all
dependent wvariables in the fertility MANOVA was found to be
nonsignficant, E (110,16015) =1.17, p = N.S., indicating
homogeneity of the variance-covariance matrix.

For the sexual adjustment MANOVA, Bartlett-Box E test was
nonsignificant for all variables: Sexual Knowledge
F(11,12616) = .38, p = N.S.; MAS, F(l11,12616) =1.22, p =
N.S.; Frequency of Intercourse, E (11,12616) =.74, p =N.S.;
and Sex for Procreation F(11,12616) = 1.47, p = N.S.. Box M's
test was also nonsignificant, with E(110,16015) = 1.17, p =
N.S. Thus, MANOVA statistics could be carried out on the

dependent wvariables without any other data transformations,
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Tests nf Assumptions faor Sexual Adiustment Discriminant

Analysis

The assumptions of univariate and multivariate normality
for the scores of the three predictor variables (Sex for
Procreat ion, MAS and Intercourse Frequency) were met since
the analyses failed to reveal any univarijate or multivariate
outliers within each group. Variable distributions within
each group were judged normal as demonstrated by skewness
coefficients and normal probability plots. A second
assumpt ion for performing a discriminant c¢nalysis requires
that relationships between all predictors do not depart
greatly from linearity. Residual scatterplots were computed
for all possible pairwise combinations of the predictors and
these indicated that this assumption had not been violated.
Box's M test for the assumption of homogeneity of the
variance—covariance matrix within groups on the variables was
also not significant with E(6, 227) =.80, p = N.S.. Thus the
present data set was deemed appropriate for discriminant

analysis without ar ' data transformation.
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Appendix J.3

Riscriminant Analyses

The two sets of predictor variables (Males: Neuroticism
and Intercourse Frequency. Females: Sex for Procreation and
MAS) used in these discriminant analyses were tested to
ensure that they did not violate the assumptions of
univariate and multivariate normality, linearity and equal
variance-covariance matrices within each group. Examination
of z-scores and the Mahalanobis distance measure failed to
reveal any univariate or multivariate outliers. Tests for the
normality of the distribution were nonsignificant. Box's M
test for females F(3,7890.4) =1.32, p = N.S., and males
E(3,12272.6) =1.43, p = N.S. revealed that the variance-
covariance matrix in each analysis was homogeneous between
groups. Normal probability plots and plots of residuals
indicated that the dependent measures were normally

distributed and linearly associated.
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sppendix J.4

Scores on the dependent variables (STAI-State and years
married) for both groups of subjects were subjected to tests
of assumptions. Examination of z-scores and the Mahalanobis
distance measure failed to reveal any univariate or
multivariate outliers. Tests for the normality of the
distribution were nonsignificant. Box's M test for
homogeneity of the variance-covariance matrix were not
significant with EF(3, 3182) = 1.70, p = N.S.. Normal
probability plots and plots of residuals indicated that the
dependent measures were normally distributed and linearly

associated.



