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Chapter One
Introduction

Since antiquity, the problem of infertility has been described in literadureand
myths. Suggested causes of infertility have ranged from neuroses torafitemo
proposed solutions have ranged from eating spiders to digesting the eye of witlyena
licorice and dill (Burns & Covington, 2006). Researchers no longer look to folklore to
address infertility, and advanced medical treatments have provided a more thorough
understanding of the biological causes and solutions for infertility. Yet somalment
health specialists note the need to address more fully the psychosocial compbnents
infertility (Cwikel, Gidron, & Sheiner, 2004). Nearly one in ten couples fachsreit
primary or secondary infertility (Burns & Covington, 2006), with primary infigytil
defined as the inability to achieve a pregnancy after 12 months of unprotecteourger
and secondary infertility defined as the inability to conceive after preyievgpleriencing
a successful pregnancy. As they respond to the pervasiveness of infertillig@in to
explore the differential experiences of those with primary and secondatylitgfenany
reproductive centers are beginning to recognize the importance of the mynd-bod
connection and the need to examine how infertility affects all aspects of ‘sdivele,
beyond its medical impact.

The exploration of psychological issues related to infertility began in the 1930s,
with researchers intending to cure women’s psychological distress so tetb@en
would become pregnant (Burns & Covington, 2006). Although the field of fertility

counseling has evolved significantly since then, especially within the lagtytears,



much remains unknown about the relationship between psychological functioning and
infertility. In the area of reproductive health, the mind-body connection isrelusi

In a review of the literature, Greil (1997) divided infertility research on
psychological aspects into studies that support the psychogenic hypothesis atiththose
provide evidence for the psychological consequences hypothesis. The psychogenic
hypothesis asserts that infertility results from psychological cavseeas the
psychological consequences hypothesis claims that psychopathologyrstems f
experiencing the stress of infertility (Greil, 1997; Menning, 1980). The psychogenic
hypothesis has been discredited for a multitude of reasons, including for imgayisgl
pathways without adequate empirical evidence. However, its remnants have been
repackaged in the hypothesis that stress leads to infertility (Wass@&ll S& Soules,
1993), and infertility-related stress continues to be explored as a potentidbatontio
the etiology of some types of infertility (Cwikel et al., 2004; Domar, Sedb&enson,
1990). In contrast, studies that are subsumed under the psychological consequences
hypothesis often analyze whether the rates of psychological distedsiglaer for this
population in comparison to “normal populations” (e.g., Adler & Boxley, 1985; Callan,
1987; Fekkes et al., 2003), finding much conflicting evidence (e.g., Bringhenti,
Martinelli, Ardenti, & La Sala, 1997; Edelmann & Connolly, 1998). Finally, to move
beyond infertility as either a cause or effect of psychological dsstiles biopsychosocial
model has been introduced as a third framework portraying an interacti@tiangtip
between biological, psychological, and social factors related to functioningfentlity

(Burns & Covington, 2006; Cwikel et al., 2004), and warrants further exploration.



Over seventy years after researchers first addressed psychbaspects of
infertility (Burns & Covington, 2006), the focus has shifted from determining tingata
pathway between psychological distress and infertility to identifyingiskeand
protective factors for psychological distress in individuals experiencingiiitye Health
is no longer seen merely as an end state comprised of the absence of idisteask;
health lies on a continuum (Hoffman & Driscoll, 2000). Even in the face of medical
conditions such as infertility, it is important to address positive aspectsustraént and
well-being (Hoffman & Driscoll, 2000). In infertility research, irstigation has begun of
potential risk factors, such as gender and type of infertility, as well as sibfgos
protective factors, including coping strategies and self-esteem.nmaptang a
biopsychosocial framework, this study examined these specific risk and petactors
to expose which individuals confronting infertility might have a high need for
psychological intervention.

It has been reported that when faced with infertility, women experienategre
psychological distress than men (Pasch, Dunkel-Schetter, & Christensen, 200@), F
among women receiving donor eggs as part of their infertility treatment, thihse w
primary infertility reported higher levels of depression than women withnsiacy
infertility (Epstein & Rosenberg, 2005). In addition, it has been found that when
infertility is perceived as a problem, women with primary infertilityd&ower life
satisfaction than women with prior children (McQuillan, Stone, & Greil, 2007).

Researchers frequently explore the relationship between psychologitaldreh
coping strategies within the infertility population, finding that escape/avadaomng

and emotion-focused coping are associated with greater psychologiedsi{®aniluk
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& Tench, 2007; Hynes, Callan, Terry, & Gallois, 1992) and that problem-focused coping
is related to greater well-being (Hynes et al.). Moving beyond the traditiona
conceptualizations of coping, new coping strategies related to the mind-bodgttonn
such as meditation, relaxation, and mindfulness, are beginning to be implemented as
techniques for reducing psychological distress among people experiarfeirtidjty
(Lemmens et al., 2004). For example, a recent randomized controlled study deewnstrat
that women undergoing in vitro fertilization who participated in an Eastern Baadg-M
Spirit (EBMS) group intervention reported a significant drop in state-anxiety i
comparison to a control group that received no intervention (Chan, Ng, Chan, Ho, &
Chan, 2006). Although not statistically significant, the treatment group alsa higher
pregnancy rate (Chan et al., 2006). Chan et al.’s study suggests the poteaiahgf
strategies built on the mind-body connection for infertile populations.

Across a wide range of studies, the relationship between self-esteem and the
experience of infertility has been investigated frequently (e.g., a&ilTench, 2007,
Fouad & Fahje, 1989; Klock & Greenfeld, 2000). In addition to being explored as an
outcome variable that is negatively associated with infertility, stéfeen has been found
to mediate the relationship between infertility-related stress and bieyg(Abbey,
Andrews, & Halman, 1992). Bringhenti et al. (1997) identified self-esteem as one
several protective factors against psychological distress for infediteew. However,
outside of the infertility literature, self-esteem has been criid@aebeing derived from
performance evaluations made of oneself and others and for its trait-like thature
makes it a difficult point of intervention (Neff, Kirkpatrick, & Rude, 2007). In sunymar

an overview of risk and protective factors for individuals experiencing interiveals
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that women with low self-esteem and avoidance and emotion-focused coping srategie
experiencing primary infertility are at risk for psychological diss:

Recognizing these risk factors and the need to improve protective factors for
people experiencing infertility, Domar, Seibel, and Benson (1990) developed a
Mind/Body Program that incorporated a behavioral treatment approach.ngtiline
structure of the Mind/Body Basic Program developed by New England Descone
Hospital and Beth Israel Hospital, the authors added sessions on cognitive-lahavior
techniques, yoga, and self-empathy and compassion. The relationship betweétyinfert
and cognitive-behavioral techniques and yoga have begun to be explored (Domar et al
2000; Khalsa, 2003), yet no research exists on the relationship between selfyeangath
compassion with infertility.

The construct of self-empathy has been described in qualitative feg¢éanmtan,
1989), but recently more attention has been given to empirically examining tieicons
of self-compassion. Stemming from Buddhist philosophy, self-compassion embodies
treating oneself kindly during painful experiences or failure (i.e., setfrigss);
recognizing one’s painful experiences or failure as part of the human expeefie.,
common humanity); and implementing mindfulness skills rather than ruminating in the
face of painful experiences or failure (i.e., mindfulness) (Neff, 2004). Ret3)
developed the Self-Compassion Scale to measure the six dimensions of self-kindness,
self-judgment, common humanity, isolation, mindfulness, and over-identification. Self-
compassion has been found to correlate positively with life satisfactionypcsfieect,
and self-esteem and to correlate negatively with depression, anxiety;sadm, and
rumination (Neff, 2003; Neff, Hsieh, & Dejitthirat, 2005; Neff, Rude, & Kirkpatrick

5



2007). Moreover, self-compassion’s component of mindfulness relates to an emphasis on
meditation in place of avoidance and emotion-focused coping, both of which are coping
techniques that have been associated positively with psychological dist@ss a
individuals experiencing infertility (Daniluk & Tench, 2007; Hynes et al., 1992)sti is
suggested that self-compassion represents a more malleable point ehinbderthan
self-esteem, and thus would be easier to increase than self-esteerKifie#itrick, &
Rude, 2007). Perhaps most interestingly, it has been proposed that the positive mental
health effects of self-esteem might more accurately be attribmtadtier levels of self-
compassion; self-compassion might more adequately capture the protetite e
self-esteem without its negative comparative elements (Leary, TaeAdllen, &
Hancock, 2007).

Domar et al. (1990) identified the potential of self-empathy and compassion for
improving the well-being of women experiencing infertility, but it is neamgs®
examine self-compassion empirically before its application in intaorenfor this
population is justified. Thus far, self-compassion research has been done nithinly w
college student populations. More research is needed on how self-compassion relates to
well-being and adjustment for individuals experiencing infertility, includesgarch on
for whom it might be most beneficial.

In addition to self-compassion, hope represents another variable that might be
beneficial to study in relation to women’s well-being when experiencimgtilify. For
this population, a three-phase model of hope has been described: (1) the hope for
pregnancy, (2) a period of acceptance that their hopes may not be realized, dnh(3) a

phase of creating new hopes and dreams (Bergart, 1998). General hope, beyond the hope
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for pregnancy, has been identified as critical for the well-being of wowperiencing
infertility (Benyamini, 2003; Bergart), yet it has not be studied quanedgti Snyder’s
(1985) hope theory offers a general framework for understanding the agency and
pathways that individuals use to move toward the goals that comprise their hopes. Hope
theory has been studied in relation to ilinesses, including arthritis (Laird, 1998, spi
cord injuries (Elliott, Witty, Herrick, & Hoffman, 1991), and breast cariéanton et al.,
2000), although it has not been examined in relation to infertility. However, high levels
of hope have been connected to improved adjustment for those with other physical
ailments (Snyder, Rand, & Sigmon, 2005). The focus on hope within qualitative
infertility research indicates its relevancy for this population, and a catargitind
standardized definition of a generalized form of hope as applied to this population can
further understanding of whether hope represents a variable that can improve the
adjustment of women experiencing infertility.

Before further addressing the potential of self-compassion and hope for improving
the lives of the infertility population, it is important to note that a wide rangetebmes
has been utilized when assessing the well-being of these individuals and that the
operationalization of these outcomes has been inconsistent. The terms happihess, wel
being, life satisfaction, and subjective well-being often have been used ingzebdy
(Kohler, Behrman, & Skytthe, 2005; McQuillan et al., 2007), and have been measured in
divergent ways (Abbey et al., 1992; Brothers & Maddux, 2003; Williams, 1997), thereby
making it difficult to ensure the construct validity of these terms with papuokat
experiencing infertility. A more consistent and validated framework ofbeatg is

needed in infertility research, such as that presented by Emmons and Dieneis(1985)’
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concept of subjective well-being (SWB). As outlined by Diener and others Deeger,
Emmons, Larsen, & Griffen, 1985; Diener, Suh, Lucas, & Smith, 1999; Ryan & Deci,
2001), subjective well-being consists of a cognitive self-assessmera séiisfaction

and the emotional experience of positive and negative affect. To the extent that one
experiences a high level of positive affect, a low level of negative affetg aigh level
of life satisfaction, one is considered to have high subjective well-being &Jgan,
2008).

The measurement of infertility adjustment also has faced inconsisgbuate
recently Newton, Sherrard, and Glavac (1999) presented empirically supported domains
integral to the assessment of infertility-related stress: sammgleecns, sexual concerns,
relationship concerns, attitude toward a childfree lifestyle, and the needdathmard.
These domains are considered to be sensitive to detect stress and adjustnsent issue
unique to infertility populations (Newton et al.). Although the reliability anditsdiof
Newton et al.’s measure of stress related to infertility adjustimes begun to be
established, further investigation is necessary.

Of the five domains of infertility-related stress, as defined by Newt al.

(1999), two describe intrapersonal factors (i.e., attitude toward childfregy/ldend
need for parenthood) and three describe interpersonal factors (i.e., sncexhsp sexual
concerns, and relationship concerns). Infertility research has examiegzémbnal
factors extensively, largely focusing on the traditional social supporbrietvef family
and friends, and has reported that the experience of infertility can be testodth
stress in the interpersonal relationships that typically comprise sopjabid networks

(Mindes, Ingram, Kliewer, & James, 2002). Recent studies report that arsingrea
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number of individuals are turning to the Internet to connect with others also expegienci
infertility. Internet resources, such as infertility-specific onsa@port groups, are
providing a space in which individuals can discuss their symptoms, news about their
treatment progress, and feelings of depression, among many other topic(Epstei
Rosenberg, Grant, & Hemenway, 2002).

The experience of infertility can be devastating for some women, incluubsg t
with and without previous children. The biopsychosocial framework suggests the
importance of conducting further research on the relationships between risk and
protective factors with well-being and fertility adjustment, and the dgmirpose of this
study was to explore these variables more closely. More specifitalputrpose of this
study was to identify whether there was a strong positive relationshipdretelf-
compassion and hope with subjective well-being and a negative relationship between
self-compassion and hope with infertility-related stress. In addition, by gamples of
women who are experiencing primary or secondary infertility, this stbdg light onto

for whom self-compassion and hope might be most relevant.



Chapter Two
Review of the Literature

Infertility can represent a life event that leads women to questionitieir |
meaning as they experience feelings of helplessness, isolation, and gugeé32005).
It is estimated that between 80 million and 168 million individuals are affected by
infertility worldwide (Burns & Covington, 2006). Roughly one in ten couples will
experience either primary or secondary infertility (Butler, 2003; VayeoaeR&
Peterson, 2002). Among the worldwide population, primary infertility rates have be
estimated to range from 1 to 8% and secondary infertility has been eslitndte as
high as 35% (Burns & Covington, 2006). Within the United States, approximately 7.3
million women and their partners experience infertility, or around 12% of the piopulat
currently at reproductive age (U.S. Department of Health and Human Services, 2002)

Although much research has explored the relationship between infertility and
negative psychological factors (e.g., Cwikel et al., 2004), more informatiorde®n
protective factors that contribute to positive functioning in the face of infrfilhe long
history of studying individuals’ experience of infertility can be catizgaol according to
the following hypotheses: infertility stems from psychological caysgschiogenic
hypothesis); psychological consequences result from the experience dftynfert
(psychological consequences hypothesis); and an interactional and multi-dimaénsi
relationship exists between the biological status of infertility, psygmnabstates, and
the social environment (biopsychosocial approach) (Burns & Covington, 2006; Cwikel et

al.; Greil, 1997).
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This literature review first outlines the basic tenets of each of tipgseaches to
understanding infertility. After establishing the historical contexuofent frameworks
for infertility research, this literature review then examines biodgpsychological, and
social variables using the biopsychosocial model. More specifically, the ballstatus
of having infertility, differences between primary and secondary infgytihie role of
gender, and stress were first addressed. In addition, self-compassion, hope, atidesubje
well-being were presented as forms of positive psychological variabtesalda
relevance for individuals experiencing infertility. Finally, fetyiladjustment as it relates
to social interactions and the use of online support systems was described. The
relationships between each of these variables with other biopsychosadied faere
included.

Psychogenic Theories

During the 1930s, psychogenic infertility theories were introduced asrasroga
demonstrating that psychopathology contributed to infertility (Berg, Wilson, &
Weingartner, 1991). Stemming from Freudian psychoanalytic ideology, psychogenic
infertility theory postulates that individuals’ unresolved conflicts from déddy
experiences or their unconscious defense mechanisms contributed or led taynfertili
(Benedek, 1952) by upsetting individuals’ natural hormonal flow (Epstein, 2003).
Mostly, these theories focused on the women’s psychological problems at thet négl
the potential contribution of men’s psychological state. For example, psychogenic
theorists offered five categories of women who suffered from infertlifythe resentful
woman, (2) the neurotically lonely woman, (3) the ignorant woman who considers sex

dirty, (4) the immature or weak woman who fears not being a good parent, and (5) the
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average or normal woman who sometimes has sterility problems (Marsh & Volimer
1951). Other reasons for women'’s infertility were theorized as their unoosdeatred
towards their husbands, fear of sexual intercourse (Epstein, 2003), undifferent@aton fr
their mothers, and not wanting to have to compete with an unborn child (Fischer, 1953;
Rothman, Kaplan, & Nettles, 1962). According to the few psychogenic infertigtyies
that addressed male contributing factors, men’s problems with steelifydntly

resulted from having domineering and manipulative mothers or feeling cedfatibut
becoming a parent (Rubenstein, 1951).

Psychogenic infertility theories remained in favor until the 1970s, at wineh ti
reproductive medicine began to greatly advance (Burns & Covington, 2006). The medical
community held onto psychogenic infertility theories for so long because thesesheori
provided a reason for infertility resulting from an unknown etiology (Epstein, 2003).
Rather than blame endocrinologists or medical treatments for their failbedat a
couple conceive, according to psychogenic infertility theories, the infextibeen could
only blame themselves for the unconscious forces that were blocking thbty fert
(Epstein, 2003). Yet there was little evidence of psychological problems causing
infertility and as reproductive medicine advanced to more accuratelyeqpaehtly
diagnose infertility problems, less credence was given to psychogemiditpfdneories
(Denber, 1978; Edelmann & Connolly, 1986; Noyes & Chapnick, 1964; Walker, 1978).
Further, research based on psychogenic infertility theories has bearettifor its
reliance on convenience sampling methods, its lack of representativeness and
generalizability, its inconsistent measurement of psychologicaésaits failure to use

control groups, its primary focus on female infertility at the neglect of mértility,
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and its conclusions regarding causality without empirical justificationl(GE97).
Recently, the psychogenic hypothesis has been repackaged in studiesrextmsi
relationship between stress and infertility, which were more closehgiagd in this
literature review.
Psychological Consequences Theories

During the late 1970s, psychological consequences theories began to gain more
credence (Burns & Covington, 2006). Based on the concept that infertility is the sburc
psychological distress, psychological consequences theories combine slefnent
development, trauma, and bereavement theories. Difficulties having ohitgreretically
represent a roadblock for the developmental adult task of achieving intimacy and
generativity, thereby resulting in either distress or growth as p#regfath towards
homeostatis and regaining stability (Burns & Covington, 2006; Menning, 1980).
Therefore, infertility signified a major life crisis that had prealit¢ stages or patterns,
and Menning was among the pioneers in drawing attention to the need for psychological
support in addition to medical treatment for individuals experiencing intgrtil

In his review of the literature of psychosocial aspects of infertility,| Gt8B7)
divides research on the psychological consequences into that which is desangbtive a
into that which tests this theory. Rather than examining whether individualisesqoegy
infertility are better or worse psychologically than the general populatierdescriptive
literature simply intends to capture the complexity of infertility (G€©97). As
outlined by Greil, descriptive studies of the psychological consequences lilagery
addressed the following central themes: infertility as a dominant partraityde

especially women'’s identity (e.g., Olshansky, 1987); a sense of loss of condrthle
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struggle to regain it (e.g., Becker, 1994); feelings of inadequacy, e$pesiag¢rienced
by women (e.g., Valentine, 1986); ambiguous sense of status in society (e.g.,
Sandelowski, 1987); infertility resulting in stress in the marital relatiprend sexual
stress, while also holding the potential to bring couples closer (e.g., Sabattili&Me
Gavazzi, 1988); a sense of separation and alienation from those who are parents (e.qg.,
Sandelowski & Jones, 1986); feelings of social stigmatization (e.g., Whiteford &
Gonzalez, 1995); the struggle to make meaning of the infertility expefjericeGreil,
Porter, Leitko, & Riscilli, 1989); submersion/immersion in the medical treat@nd
resulting stress from medical procedures (e.g., Blenner, 1992); and strelsgfohships
with medical providers (e.g., Becker & Nachtigall, 1991). In contrast, resesstofgtthe
psychological consequences theories compares the psychological éspessnced by
individuals facing infertility to distress expressed by the general pigulaften finding
conflicting results.

Research on self-esteem and subjective well-being traditionally hasddlthe
psychological consequences hypothesis. But studies examining selfrest@gpredictor
variable have raised questions about the assumed directionality betwedityrdad
psychological distress, and the complexity of the many factors thattithgaexperience
of infertility are beginning to be addressed in psychological outcome apprpaches
including in the biopsychosocial model.

Psychological Outcome Theories and the Biopsychosocial Model

Multiple infertility theories have been suggested to capture the socialdndht

elements not accounted for in psychological consequences theories. Thesevalterna

theories include the psychological cyclical model, the psychosocial contegtappand
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the psychological outcome approach (Burns & Covington, 2006), all of which add
elements to more accurately represent the complexity of the relationshgehetw
infertility and psychological variables. The cyclical model acknowledyebit

directional interaction between psychological states, such as stress, aretibal
condition of infertility. Yet its over-focus on women'’s stress levels at thieciegf

men’s stress levels and its failure to address the contextual factoaffélcastress have
raised questions about its applicability (Burns & Covington). The psychologicaixtont
approach moves beyond the systems addressed in the psychological cyclamaattappr
include cultural and environmental factors, which are beyond the scope of this=study.
the purposes of the present study, the biopsychosocial framework, based on the
psychological outcome approach, was adopted because it includes the reciprocal mind
body interaction as well as an inclusion of social support factors, elemenscbfeauld
be addressed in the scope of this research.

Engel (1977, 1980) presented the biopsychosocial model in stark contrast to the
biomedical model, thereby moving beyond the over-simplistic relationship betwee
biological factors and health outcomes to identify the role of psychosociaisaat
disease. Engel’'s (1977, 1980) biopsychosocial model of health outcomes portrayed the
reciprocal influence of biological, psychological, and social factors. In histadepof
the relationships between biopsychosocial factors, Engel utilized a hieedrstructure
that recognized implicitly certain systems as more important tharsotflereover,

Engel conceptualized health as the absence of disease; the goal of biopsgthosoci

processes was to remove disease.
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Yet in its definition of health, the World Health Organization (1948)
acknowledged that “health is a state of complete physical, mental and seltilaking
and not merely the absence of disease or infirmity.” In addition, the continued use of a
hierarchy to conceptualize the relationship between biopsychosocial factqicades
the ease with which the integration of biological, psychological, and sociablesican
be conceptualized (Hoffman & Driscoll, 2000). A hierarchy implies concise boundaries
between the effects of biological, psychological, and social variables dh batdomes.
Proposing that biological, psychological, and social factors overlap more than
what is depicted in Engel's (1977, 1980) model, Hoffman and Driscoll (2000) present a
concentric biopsychosocial model of health. At the innermost layer of these cancentr
circles lies health status, the center of the model. The term “heaitk’statised rather
than disease to emphasize that well-being exists on a continuum, and that highef leve
health status are not dependent entirely on the absence of disease (Hoffmaood, Dri
2000). For instance, individuals may have an illness yet still experienceeuadl due to
their subjective perceptions of their health status. Psychologicabaia must be
considered in addition to physical well-being when attempting to capture inds/idua
overall level of health (Hoffman & Driscoll, 2000). The factor of psychologicdlt we
being is captured in the second innermost layer of concentric circles, térened t
psychosocial contributors, which surrounds the health status factors. Outside of the
psychosocial contributors is the biosocial contributors (e.g., culture, race, )gevitter
the biomedical contributors (e.g., genetics, disease symptoms) comghesiogtermost

layer of concentric circles. The innermost layers of health status antbgsytal
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contributors are most adaptable and can be affected more easily than the biosocial
contributors and the biomedical contributors.

The concentric biopsychosocial model is relevant for women experiencing
infertility because it acknowledges that health is more than the mere abseis=aeé
(i.e., infertility) and that it is important to explore positive components of adgngtm
(Hoffman & Driscoll, 2000). Self-compassion and hope represent two positive
psychological factors that could affect adjustment positively, and therisly te the
health status of women experiencing infertility. The present study addthssed
psychological contributors of self-compassion and hope in a population facing the
biomedical condition of infertility. Furthermore, a social contributor to heatastwvas
explored indirectly by collecting information on how women with infertilityize
infertility-specific online support groups. Finally, subjective well-geamd fertility
adjustment were addressed as two outcome variables related to healtlostatss f
population.

Although this study drew from the concentric biopsychosocial framework, it did
not test fully this model. The biopsychosocial model postulates that psychosocial
contributors may mediate the relationship between biomedical conditions and health
status. Because the psychological contributors of hope and self-compassion leave nev
before been studied in infertile populations, it could be premature to suggest that they
serve as mediators between infertility and well-being outcomes. Furthethmosocial
contributor in this study only was assessed indirectly through use of online support
groups. Before the biopsychosocial model could be tested directly in this study,

exploratory analyses of the relationships between the psychosocial camss;ibioe
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biomedical condition of infertility type, and health status embodied in subjectlire we
being and infertility-specific stress needed to be conducted. However, the
biopsychosocial model was used to conceptualize the relationships between thesvariabl
on a broad level. The biopsychosocial framework highlights the importance afgnovi
beyond the experience of psychological distress to include the social envirosmestt a
as the positive functioning and well-being of individuals experiencing infgrtdecause
of the intricate and multi-dimensional interactions between the contribaiihgr$ for
the well-being of this population, it is critical to learn more about spec#saof
intervention, including self-compassion and hope, that can improve quality of life. For
too long, individuals with infertility have been treated using only a medical model, and
their strength, resilience, and positive functioning has been overlooked.
Biological Variables

The infertile and the fertile. The biological state of having infertility has largely
been explored as it relates to psychological outcomes through comparisons of wome
with infertility and “women, in general” or “normal women.” Largely, this sesl has
reported conflicting evidence regarding the propensity of women fadedlity to have
higher levels of psychological distress, although studies have found evidenaghtor s
differences that are clinically insignificant in the areas of despesanxiety, and self-
esteem (Greil, 1997). In comparison to a control group of women not undergoing
infertility treatment, Hynes, Callan, Terry, and Gallois (1992) found that women
participating in IVF reported more symptoms of depression, lower sedrestand
decreased self-confidence. In addition to increased levels of anxiety andsaepres

women experiencing long-term infertility have also been described dstaxdimore
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hostility and health complaints (van Balen & Trimbos-Kemper, 1993). In a study
comparing men and women'’s differential psychological responses to infevidimen
reported more anxiety, depression, hostility, stress, and lowered self-éiséaedid men
but the couples did not report significantly high levels of marital or sexual distres
(Wright, Duchesne, Sabourin, Bissonnette, Benoit, & Girard, 1991). However, both
women and men receiving infertility treatment expressed more psychadldgitass
than same-sexed population norms on the measure of psychiatric symptoms (Wright et
al., 1991).

Yet, in studies that report a difference between levels of psychologicakdifbr
women experiencing infertility and the general population, questionable meiggdol
often raises doubts about the validity of the results. More specificallyl-samaple sizes
(Ellsworth & Shain, 1985), non-representative samples (i.e., overreliance on White,
middle-class women seeking treatment for infertility), and failure towatdor
participants’ fertility history as well as their treatment hist@gresent methodological
issues (Greil, 1997). For example, Domar, Broome, Zuttermeister, Seibel @aiah &in
(1992) found that infertile women had significantly higher scores on two measures of
depression and twice the prevalence of depression than a control group of women. Yet
the control group consisted of 39 women whereas the experimental group consisted of
338 women (Domar et al.). It would be unlikely that a control group of such a small size
could offer enough statistical power to legitimately compare the two grdaughort, the
imbalance in the sample size of the control and experimental groups threatesiglthe
of Domar et. al’'s conclusion that infertile women experience significambie

depression than fertile women. Similar methodological issues plague théyrafjor
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research comparing “normal women” and infertile women, making it diffioul
understand what protective factors might help women when facing the dififftculbften
distressing experience of infertility.

Although methodological limitations in Domar et al.’s (1992) study made it
difficult to compare women experiencing infertility with women who were thas study
provided other useful information about infertility; women who had experienced
infertility for two to three years had higher depression scores than women @ho ha
experienced infertility for less than one year or for more than six gedrsrvomen with
an identified cause of infertility reported higher depression than women witplaimed
infertility. These results speak to the importance of examining the procesesrafiiy,
and not confounding the effects of infertility from the effects of infeytiliéatment
(Greil, 1997). Furthermore, more information is needed on those who do not seek
infertility treatment to better understand the effects of infertibfyasate from the effects
of infertility treatment (Greil, 1997).

Studies finding similar psychological health for populations experiencing
infertility and the general population have examined anxiety, depression, seliest
marital/partner satisfaction, and sexual functioning, among other variatdes (
Bevilacqua, 1998; Bringhenti et al., 1997; Klock & Greenfeld, 2000). These findings
suggest that the psychological problems that are reported by women experiencing
infertility pre-existed their infertility treatments. However, thassification of infertility
requires that women do not experience pregnancy for a period of at least twelve months
and women typically wait an indeterminate period of time before seeking émtafion

infertility. Although it is possible that the experience of infertility doesneatessarily
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cause psychological maladjustment for all women (Bevilacqua, 1998), difficulties
establishing a beginning point in time for infertility problems muddle thendistn
between preexisting psychological problems and psychological problems telate
infertility.

Edelmann and Connolly (1998) acknowledge that much like the general
population, individuals experiencing infertility are a heterogeneous group. A 2002 survey
found no pattern for infertility in relation to education, income, or race (U.S. Depdrtme
of Health and Human Services, 2002). Demographic data reveals that 7.7% ofdHispan
women, 11.5% of African American women, and 7.0% of White women experience
infertility (U.S. Department of Health and Human Services, 2002). Moreover,
educational level is not a significant factor with 10.4% of this population not having
completed high school degree, 6.5% having completed high school, 6.6% having
completed some college, and 8.4% having received a bachelor’'s degree o(Wig§her
Department of Health and Human Services, 2002). Of demographic variables, #ge has
strongest relationship with infertility, with 11% of women ages 15-29, 17% of women
ages 30-34, 23% of women ages 35-39, and 37% of women ages 40-44 experiencing
infertility over a 12 month period (U.S. Department of Health and Human Services,
2002). The heterogeneity of women experiencing infertility is exemplifigtiér when
considering the different types of infertility, such as primary and secpndartility.

Primary and secondary infertility. Individuals are diagnosed with primary
infertility when they have been unable to achieve a pregnancy after 12 months of
unprotected intercourse. In contrast, the diagnosis of secondary infertiligdisvhen

individuals have difficulty conceiving after previously experiencing aessfal birth
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(LaJoie, 2003), and includes those who used reproductive technology, such as IVF, to
achieve their first birth. Therefore, a portion of those with secondaryjilitydrave a

history of fertility problems that precedes the birth of their first child gitner

complicating the boundaries between primary and secondary infertililpi@,&2003). In
the late 1980s, 30% of women diagnosed with infertility were categorized as having
primary infertility in comparison to 70% of infertile women being diagnosel wit
secondary infertility (Hirsch & Mosher, 1987). In 1995, 2.1 million couples were
identified as infertile, with slightly more than half experiencing secgonaéertility (U.

S. Department of Health and Human Services, 1995). A more recent survey reported tha
of the 7.3 million U.S. women with impaired fecundity, 41% (3 million) had primary
infertility and 59% (4.3 million) had secondary infertility (U. S. Departmentedlth

and Human Services, 2002). Unfortunately, prior research provides an incomglet pic
of the experience of infertility by grouping primary and secondary infgrtiigether. Of

the few studies that differentiate between individuals with primary as oppmsed t
secondary infertility, this research reveals differing psychosociastdgnt depending

on infertility type (Covington & Burns, 2006; Simons, 1998).

In a study on couples preparing for egg donation at an IVF clinic, women and
their husbands with primary infertility reported significantly higher degve
symptomology than women and their husbands with secondary infertility. These
differences in depression scores for primary versus secondaryliigfbeld across
gender, with primary group husbands having higher levels of depression than secondary
group husbands and primary group wives having higher levels of depression than

secondary group wives. However, the husbands in both groups had lower levels of
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depression than their wives, with this discrepancy being the largest forrttaaypr

infertility couples (Epstein, 2005). Women without prior children among a sample of
female infertility patients at a medical clinic reported higher Eeeédepression in
comparison to women with prior children, although anxiety did not relate to the presence
of children (Bevilacqua, 1998). These findings offer support for the psychological
consequences hypothesis that infertility causes some form of psychologicedsiand
therefore, those with the more medically challenging infertility diage@se., primary
infertility) would be expected to have more severe psychological distress.

But the challenges of facing secondary infertility are not to be minimized. T
experience of secondary infertility presents its own unique challenges. Woithe
secondary infertility have reported a sense of isolation not only from the feotld and
those who can achieve pregnancy without difficulty, but also from the infexile w
(Simons, 1998). Because women with secondary infertility already have a cisild, it
often perceived that they should be happy and not selfishly want more. Their desire for
additional children can be perceived as greedy, and those with secondarjtynfaght
feel that the message from the infertility community is that having one sinduld be
enough. Yet, having only one child is often stigmatized in society, and individubls wit
secondary infertility often face difficult and probing questions about why they have not
had more children (Simons, 1999). Further, for those who achieved their first pregnancy
through the use of reproductive technology, experiencing infertility for a seicoadan
reawaken the painful feelings present during the primary infertility esqpss (LaJoie,
2003). In short, the grief and adjustment to secondary infertility is chalginga way

that is different from that of individuals who have not had a child.
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Research has revealed the complexity in comparing the grief andeehtstf
women with primary and secondary experiences. In her infertility studylaBgqua
(1998) found that women with a previous child exhibited less depression than women
with no prior children, yet the two groups had similar anxiety levels. In thesareh on
infertility and life satisfaction among women, McQuillan, Stone, and Greil (2007)
described a complicated relationship between motherhood and life satisfisldren.
specifically, mothers had higher life satisfaction than non-mothers winéroltiog for
fertility status, minority status, and health, but this association betweeatiséaction
and motherhood disappeared when controlling for life course cues and resoutead, Ins
the authors attributed the relationship between motherhood and life satisfactioretb sha
associations with marriage; marriage was more closely associdkelifevsatisfaction
than motherhood or infertility. In addition, they found that only under certain conditions
did infertility have a negative association with life satisfaction. For thhdsedid not
perceive their infertility status as a problem, those who were mothershpse, t
experiencing secondary infertility) had higher life satisfaction thase who were not
mothers (i.e., those experiencing primary infertility). Women who perceived the
infertility as a problem but were already mothers (i.e., secondary lity¢did not have
significantly lower life satisfaction, but those who were not mothers (i.e.aprim
infertility) reported significantly lower life satisfaction. McQuaifl et al. concluded that
the diagnosis of infertility is not enough to impact life satisfaction; theepéon of
infertility as a problem and the inability to achieve biological motherhood ie mor

important for life satisfaction.
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Although researchers are beginning to address the differential infertilit
experiences tied to the diagnosis as either primary or secondary, much efréterstin
this area is anecdotal and not empirically based. The studies completeddy E805)
and McQuillan et al. (2007) represented the only two articles empirically comgpa
primary and secondary infertility, and each had limitations in its genaiballty.

Epstein’s study lacked generalizability beyond couples seeking egg donatiamlg a
small percentage of infertile individuals pursue egg donation. Furthermore, MaoQetill
al.’s compared women with primary infertility to those who had prior children, including
non-biological children. It is impossible to discern how much McQuillan et ain'pke
accurately represents women with medically-diagnosed secondary ipfdriikhort,

more information is needed on the varying biopsychosocial experience of women with
different types of infertility.

Stress as a causal factorAlthough psychogenic infertility theories have been
discredited on many accounts, studies of stress as a causal factor fiityrifave
revived certain aspects of these theories. Based on evidence that losgeleseks in
males and females result in improved natural fertility, researchergd@ymeceptualized
the psychogenic infertility theory to call for more experimentaaesh on whether
lower levels of stress result in improved fertility in men and women who areganag
infertility treatment (Campagne, 2006). Yet a multitude of factors mak#idudli to
establish a single causal pathway between stress and infertility.

Advances in neurobiology are beginning to establish the relationship that stress
has with the hypothalamic-pituitary-adrenal (HPA) axis, with the hypathiatpituitary-

gonadal (HPG) axis, and with other hormonal systems. The interaction of stldbe a
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HPA axis affect fertility directly through hormones such as GnRH, pinlddd, and

FSH, and indirectly through hormones such as cortisol, melatonin, and endogenous
opiods (Campagne, 2006). Yet biological markers of stress are often inconclusive
(Campagne, 2006), and it is difficult to determine how to best measure aspe@ssof str
that relate to infertility. Ferin (1999) suggested that each specifssstsponse
potentially could activate HPA through a unique pathway that differentiallyatspa
ovarian hormones. Therefore, Campagne argues that finding no relationship between
psychological stress and IVF treatment outcomes (Harlow et al., 1996, Mitzck,

Moses, & Chatterton, 1998) might be due to the use of invalid markers for stress. The
current lack of valid stress markers relevant for fertility outcomegsepts one

roadblock in experimentally validating stress’s effect on fertility.

Differences in the effects of pre-existing chronic stress, or anxiggyvacute
stress, or stress caused by fertility procedures or the fertibiblgam, also compound the
relationship between stress and fertility, with the existence of chroegsets elevating
the neuroendocrine response to acute stressors. For instance, Demytiijsdfeer-
Kiebooms, and Koninckx (1991, 1992) found that women with chronically ineffective
coping strategies had higher anticipatory stress to infertility, which in t@as, w
associated with lower pregnancy rates. In other words, the pre-exisfestuenic
stressors was negatively associated with the response to acute siressomen
undergoing infertility treatment. However, the state trait anxiety nneaften used in
infertility research do not capture the presence of chronic stress, and thepckt|
stress measures can offer an incomplete picture of the relationship bpeveeined

stress and biological stress markers (Gold, Zakowski, Valdimarsdottir, & BgvB@03;
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Campagne, 2006). The acute stress connected to the experience of infeddiyto be
explored independently from levels of chronic stress (Demyttenaere et al. FlL@Sier,
Vingerhoets, van Heck, & Merkus, 2004) and future research could assess both acute and
chronic stress before as well as during infertility treatment thrdughde of multiple
biological and psychological measures (Campagne, 2006).

One study that distinguished between procedural and baseline stress for women
undergoing in vitro fertilization (IVF) or gamete intrafallopian tran¢@¥~T) reported
that procedural stress related to the number of oocytes retrieved ametertihereas
baseline stress additionally impacted pregnancy, live birth delivery, birtintwand
multiple gestations (Klonoff-Cohen, Chu, Natarajan, & Sieber, 2001). Thus, procedural
stress, or the stress inherent in infertility treatment procedures, wassootaged with
pregnancy or the rate of live births. In contrast, women'’s stress levieés @ ginning of
their treatment predisposed them to negative IVF or GIFT treatment owtcAngeably,
the treatment of individuals’ baseline stress is as important, if not more imipdinten
that of their procedural stress (Campagne; Klonoff-Cohen et al., 2001).

Campagne (2006) outlines two factors in chronic stress that largelyladigct
people’s psychological state and mood will impact their fertility: copimg) self-esteem.
McEwan (2005) has called for improving the efficacy of individuals’ adaptiymres
to stressors without over-activating the stress-related biologicahsy/gteolved. Self-
compassion was presented as a relevant factor for women experienditigyrifjecause
of its relevance to coping strategies and self-esteem in the face of chiresscvgthout

over-activity in the stress systems.
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Furthermore, the relevance of acute stress due to infertility should not be
neglected. After all, acute stress has been established as an independerfomarke
pregnancy outcomes due to its relationship with the number of oocytes retrieved and
fertilized (Klonoff-Cohen et al., 2001). Yet acute stress related to infgdiffers
significantly from acute stress caused by other life experiences samtdque elements
deserve consideration. Newton, Sherrard, and Glavac (1999) developed the Fertility
Problem Inventory (FPI) to assess perceived infertility-relatedsin the domains of
social concern, sexual concern, relationship concern, need for parenthood, and rejection
of childfree lifestyle. In addition, the FPI provides a global score cayptanerall
infertility-related stress. Although it is beyond the scope of this thegjsgbito test
psychogenic infertility theories by establishing directional relatigusshetween
infertility-related stress and reproductive outcomes, this project wWieuthe FPI to
gain a better understanding of which variables might moderate and medidtegke s
infertility relationship, including the variables of self-compassion, hope, qedoty
infertility. Campagne (2006) argues that psychological interventions dirattewering
stress levels for individuals undergoing infertility treatment should beduntexl early in
the treatment process because they represent a less invasive, less expehsore, a
controversial method for enhancing fertility. The findings from the presaay s
suggested whether interventions directed at improving the levels obsetfassion and
hope for women experiencing infertility might be worthy of further study.

Gender differences. Across a multitude of studies, gender has been associated
with whether individuals perceive infertility as a problem. Women repeétgr levels of

infertility distress than men (Greil, 1997), including higher levels of depressiess s
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(Peterson, 2006), and lowered self-esteem (Wright, Duchesne, Sabourin, et al., 1991).
Currently, no studies have reported that infertile men had higher levels of pgycablo
distress than infertile women (Newton, 2006). Moreover, Newton and Houle (1993)
found that women were more likely to be concerned that a fertility probleneexist
before even seeking treatment, to begin the dialogue with their partners abailitynfe
and to personally assume responsibility for difficulties conceiving. Womeeddagr

sense of responsibility for fertility outcomes exists even when malerfiadertility has

been identified, and men’s level of distress equals women’s only when infestiitye to

a male-factor (Newton, 2006).

Newton (2006) has suggested that infertile women’s sense of responsibility might
provide a sense of control in the face of such difficult life circumstancexéBgiging
“interpretive control,” these women are making meaning in the face ofem oft
uncontrollable situation (Tennen, Affleck, & Mandala, 1991). The consequences of such
self-attribution for infertility can include strong feelings of guiticieased self-blame,
decreased self-esteem (Nachtigall, Becker, & Wozny, 1992), and failumenasnw
(Greil, Leitko, & Porter, 1988).

The factors contributing to women'’s greater sense of responsibility and psychblog
distress when experiencing infertility are extremely complex, and inerigions
across socioeconomic levels, cultural backgrounds, and a myriad of other variables
(Newton, 2006).

In summary, the biological factors presented reveal differences ihqglegccal
functioning depending on the presence of fertility problems, the type of lityeetnd

the gender of the individual experiencing infertility. This study focused on the
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experiences of women only, and includes women experiencing both primary and
secondary infertility. It is important to explore women’s experiencesiwigpy and
secondary infertility without blaming them for their reproductive diffi@dtiand to move
beyond reporting the psychological distress experienced by women facingjtytert
address protective factors that relate to their well-being and stress.

Psychological Variables

Self-esteem and self-compassiorbelf-esteem relates to individuals’ sense of
worth and value, and higher levels of self-esteem are postulated to protect against
negative effects of stress by helping individuals engage in problem-sobjiig
strategies and have a greater locus of control (Taylor, 1983; Tennen & Herzh88¥%.
A multitude of infertility studies have examined the relationship betweenierpergy
infertility and lowered self-esteem, especially for women (e.g.eK&984; Mahlstedt,
1985; Seibel & Taymor, 1982). For individuals whose personal identity is closely
connected to their ability to be parents, infertility can threaten théiestlem and they
report feeling “damaged” (Matthews & Matthews, 1986).

In a study on infertility and well-being, Abbey, Andrews, and Halman (1992)
examined self-esteem, perceived control, and interpersonal conflict bedp@eses as
mediators of the effect of fertility problem stress on quality of life. iAgro explore
how infertility-related stress differentially impacts couples, they caeduaterviews
with 185 couples experiencing infertility, mainly recruited at treatmenecgrand
conducted in-person interviews using standardized questions. Their resultsorévatale
husbands and wives reported related psychological states, although out of all of the

psychological states reported, the lowest correlation was for husband astself«
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esteem. Moreover, wives’ self-esteem, internal control, and global lifgéygsedres
were more strongly associated with their husbands’ stress than the ranerseyes’
fertility stress related to husbands’ self-esteem, internal controgjlabdl life quality. In
summary, fertility-related stress negatively impacted life qu#litough its negative
relationship with self-esteem, internal control, and interpersonal confictthes
relationship was stronger for the wives’ life quality than for the husbandsjuility
(Abbey et al., 1992).

In addition to studying lowered self-esteem as an outcome variable of the
infertility experience (e.g., Pasch, Dunkel-Schetter, & Christensen, 2002; v&am &al
Trimbos-Kemper, 1993), some research has examined self-esteem astarpred
protective factor for adjustment to infertility. High levels of selieesn along with an
internal locus of control, higher socioeconomic status, and moderate age wet¢dinke
higher infertility adjustment whereas low self-esteem, advanced age, afférentinted
sex role identity were connected to high levels of anxiety and distressp@tnick,
Daniluk, & Pattinson, 1993). Bringhenti, Martinelli, Ardenti, and La Sala (1997) suggest
that a high level of self-esteem represents one factor that allows womex vattehe
experience of infertility effectively. Moreover, increased levels festeem have been
associated with lower levels of anxiety for pregnant women after stulcesslity
treatment, and interventions aimed at addressing self-esteem have beed deem
beneficial for women who have experienced infertility (Cox, Glazebrook, Sheard,
Ndukwe, & Oates, 2006). In summary, self-esteem represents one variable that
traditionally has been explored as an outcome variable, but is beginning to be examine

as a protective factor as well.
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Yet, recent research has noted that self-esteem’s reliance on $edtiensand
comparison with others might be related to narcissism, self-absorpticogstdtredness,
lack of concern for others (Baumeister, Bushman, & Campbell, 2000; Damon, 1995;
Finn, 1990; Raskin, Novacek, & Hogan, 1991; Seligman, 1995; Watson & Hickman,
1995), and distorted self-knowledge (Sedikkides, 1993; Taylor & Brown, 1988). Most
measures of self-esteem have failed to separate the high regard &f emé&mdied in
self-esteem from feelings of superiority towards others (Neff, 2003a).

Because self-esteem is centered on one’s ego, threats to that ego have been
connected to violence and aggression (Baumeister, Smart, & Boden, 1996). When one’s
favorable opinion of oneself is threatened either by a person or a circumstayere, a
directed outward may serve as a form of self-protection. Baumeiste{¥2%8)
concluded that individuals with an inflated or unstable self-ego may resort to viotence a
a means of avoiding a negative revision of their self-esteem. Moreover, ta-a me
analysis of studies relating self-esteem to in-group bias, Aberson,, ldadlfRomero
(2000) revealed that overall, high self-esteem individuals had higher levelgroiup
bias than low self-esteem individuals, suggesting the possibility that thdskightself-
esteem utilize their in-group bias as a means of boosting their self-cdncgpart, self-
esteem has been identified as a relevant variable to study in individuals expgrienci
infertility, but its associations with negative outcomes (e.g., narcissisnbeginning to
be recognized.

In response to these criticisms of the construct of self-esteem, Decyand R
(1995) introduced the distinction between contingent self-esteem and true esstiest

with contingent self-esteem stemming from comparisons with others wieledif-
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esteem results from fulfilling psychological needs for autonomy, competemte
relatedness. But Deci and Ryan only measure true self-esteemtigdhremugh its
relationship with self-determination, and the autonomy component of true setfiestee
would most likely result in a positive correlation with narcissism (Neff, 2003a)

Self-compassion has been presented as a construct embodying the psydhologica
benefits of high self-esteem with fewer of its negative corollaried,(R@b3a; Neff &

Vonk, 2009). As a Buddhist concept, self-compassion entails being touched by the
suffering of oneself, offering patience and kindness towards oneself in ¢heffac

suffering, and extending understanding and nonjudgment towards one’s inadequacies and
failures. Moreover, self-compassion includes a recognition that one’s suffering is
connected to our common experience as humans, and that one is not isolated and alone in
one’s pain (Neff, 2003a).

The three basic components of self-compassion are (1) self-kindness, (2) common
humanity, and (3) mindfulness. Although deemed distinct concepts that are experienced
differentially, each causes the others to develop and grow (Neff, 2003a). Selfdgndne
represents treating oneself gently in the midst of suffering, and is the oppaste of
judgment, whereas common humanity, as the opposite of isolation, indicates theability
recognize that suffering and failures are shared with others. Howevedineliess does
not imply self-pity. Neff (2003a) explains that self-pity often involvesihgelemoved
from others and being overwhelmed with one’s own problems such that it is difficult to
think about anyone else. Self-pity implies over-identification with onefesng and
difficulty remaining objective (Bennett-Goleman, 2001). In contrast, the common

humanity component of self-compassion requires one to stay connected to the human
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experience as one practices self-kindness, thereby breaking throughdediself-
absorption and over-identification (Neff, 2003a). Self-kindness in conjunction with the
common humanity perspective allows one to acknowledge the depth of one’s personal
suffering while placing it in the context of the human experience, and theretng s
one’s pain with improved clarity (Neff, 2003a).

The third component of self-compassion, mindfulness, follows from the other
two. Mindfulness, in contrast to over-identification and rumination, is a state of mind that
allows individuals to observe and describe their thoughts and feelings without bgcomi
overly engaged in them; it represents the ability to experience thitigeyasccur in the
present moment without holding on to them or pushing them away (Hayes, Strosahl, &
Wilson, 1999). Self-compassion requires the ability to practice mindfulness; onasaust
mindfulness to not avoid one’s feelings in order to express compassion towards those
feelings, and mindfulness must be practiced so as not to ruminate and over-idimtify w
one’s feelings, and therefore lose sight of common humanity (Neff, 2003a). In syummar
mindfulness helps decrease self-judgment, thereby increasing the pydsibgelf-
kindness. In turn, increased self-kindness allows for the more balanced view of one’s
suffering that relates to mindfulness as well as to the ability to ackdg&/l@w one’s
suffering is shared with others. Furthermore, if individuals can see hovstiffering is
shared by others, they will be less likely to judge themselves harshly, thereby
engendering self-kindness and creating the emotional space to engage in mindfulness

Neff (2003a) suggests that self-compassion might serve as a valuablenainoti
regulation strategy that entails a level of awareness of distressimgfethat involves

kindness, acceptance, and a sense of common humanity. Because self-compassion does
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not center on self- evaluation and therefore, the protection of one’s self-concapegas
self-esteem), it is hypothesized that self-compassion has many of tag@sgarhological
benefits of self-esteem without its negative associations with nangjsset-absorption,
and self-centeredness (Neff, 2003a). Self-esteem often falters in ¢haf @ifficulties or
failure, whereas self-compassion theoretically remains unaffected fiacéhef suffering
(Neff, 2008). Therefore, self-compassion might especially be useful fordudigi
experiencing infertility as a form of emotion-focused coping with a patgnthronic
stressor without over-activating emotions; self-compassion might seareaaaptive
response to the stress of infertility without over-activating the strégedeiological
systems involved.

Although self-compassion has not been studied previously in populations
experiencing infertility, prior research on its relationship with psychcédgealth
suggest its potential benefits for women experiencing infertility. Moretiver,
prevalence of studies on self-esteem in relation to the infertility emeriindicates the
relevance of self-compassion for this population. It is hypothesized that it should be
easier to raise levels of self-compassion than levels of self-estedmKMkpatrick, &
Rude, 2007) and that high levels of self-compassion protect against the impact of
negative events in a more beneficial manner than self-esteem (Learyhdates, Allen,
& Hancock, 2007). What has previously considered the positive effects of self-esteem
may more accurately be attributed to the effects of self-compas®any(kt al.). Finally,
research on mindfulness, one of the three components of self-compassion, has been
examined in the form of mind-body groups, relaxation training, and meditation

interventions for populations experiencing infertility (e.g., Chan et al., 2006). & mor
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thorough study on self-compassion in women experiencing infertility is the tepxns
this line of research.

Self-compassion has been operationalized using the Self-Compassion Scale (SCS
Neff, 2003a). Using the SCS, multiple studies, mostly drawing from ageadieident
sample, have found that self-compassion positively correlates with makgranaf
psychological well-being, including the following: optimism, happiness, liigfaation,
social connectedness, emotional intelligence, emotional approach copingiveeflec
wisdom, positive affect, extroversion, self-acceptance, mindfulness, autonomy,epurpos
in life, self-esteem, and mastery rather than performance goatpéifick, 2005; Neff,
2003b; Neff, Hsieh, & Dejitterat, 2005; Neff, Rude, & Kirkpatrick, 2007). In contrast,
this research reports that self-compassion negatively correlates kvithitsgsm,
depression, rumination, anxiety, thought suppression, and neurotic perfectionism (Neff,
2003a; Neff, Hsieh, &Dejitterat, 2005; Neff, Rude, & Kirkpatrick, 2007).

Compassionate mind training (CMT) and mindfulness-based stress reduction
programs have incorporated self-compassion into their interventions. Developed for
individuals who struggle with chronic problems and have high levels of self-enticis
CMT aims to increase individuals’ ability to self-soothe and practiceasetptance and
self-warmth (Gilbert & Procter, 2006). In one study, six individuals received.8hour
day sessions in compassionate mind training, and were found to have reduced levels of
depression, anxiety, self-criticism, shame, and submissive behavior and iddevate
in the ability to self-soothe (Gilbert & Procter, 2006). Self-compassion saslmectly
been incorporated in mindfulness-based stress reduction (MBSR) exescisealth

care professionals. An eight-week randomized controlled clinical triabfthat an
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MBSR intervention may improve the life quality and self-compassion of individuals
working in the high-stress field of health care (Shapiro, Astin, Bishop, & Cordova, 2005).
In a second prospective, cohort-controlled MBSR study design with therapisesali
Shapiro, Brown, and Biegel (2007) reported increased positive affect, self-coompas

and mindfulness and decreased stress, negative affect, rumination, and staié and tr
anxiety after involvement in an MBSR intervention.

Mind body techniques were introduced to infertility treatment by Domatr, ISeibe
and Benson (1990) in the form of the relaxation response in a behavioral therapy
intervention. Their findings that this intervention was associated withtstaitis
significant decreases in anxiety, depression, and fatigue as well @ss@siin vigor
demonstrated the possibility of stress-reduction techniques for those expeyienci
infertility. Replicating this study in a 10 week group program, Domar, Zugtister,

Seibel, and Benson (1992) confirmed that such a group intervention was related to
decreased psychological distress for this population. Domar has sinceshsthliie

Mind Body Institute and continues to conduct research on the effectiveness of mynd-bod
therapy for those experiencing infertility.

Other mind-body interventions have incorporated art therapy, body-oriented
techniques, and a marital group, finding promising results. But most of this line of
research has taken a narrative, theoretical, or anecdotal form and moresttg#ific
evaluation of the effectiveness of these programs has been called foréheratal.,

2004). In response to this call, Chan et al. (2006) created a randomized controlled study
of an Eastern Body-Mind-Spirit (EBMS) group intervention directed at redacirgpty

in 229 Chinese women undergoing their first cycle of IVF. The psycho-educatronal g
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format included stress-reduction training in conjunction with tai-chi, meatitagind
breathing exercises; activities such as singing, writing, and draatugdd on finding
benefit and positive meaning from negative experiences; and informative $ewtutiee
mind-body connection. The EBMS approach embodies the principle that physical,
psychosocial, and spiritual well-being are interconnected and aoaldntithe face of
stressful life events (Chan et al., 2006). Measuring outcomes during participant
recruitment, two months later on the first day of ovarian stimulation, and one month late
before embryo transfer, Chan et al. found that participants in the EBMS group
demonstrated lower state anxiety scores than did the control group, although no changes
were reported in the trait anxiety scores. A higher pregnancy est®bgerved in the
intervention group but did not reach statistical significance. (Chan et al., 2006). This
study demonstrated the potential utility for lowering anxiety levelsamhan seeking

IVF treatment through the use of a program devoted to achieving balancermétee

body, mind, and spirit. In short, although the construct of self-compassion as presented
by Neff (2003a) has not been implemented in interventions for infertility diréist|

element of mindfulness and its theoretical underpinnings on the mind-body connection
have been shown to be relevant for infertility populations.

Hope. Hope represents another psychological variable theoretically relevant t
women experiencing infertility and it has been presented as a common themenfand
women experiencing infertility in a multitude of studies (e.g., Glassbre2d@B;

Johansson & Berg, 2005; Kalbian, 2005; Malik & Coulson, 2008). More specifically, the
hope for pregnancy and for becoming a parent pervades the infertility experi¢ace, of

with a special meaning for women who consider motherhood an important part of their
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identity and self-worth (Benyamini, 2003; Blenner, 1992). During treatment for
infertility, these women must balance their hope for children against rehtig
treatment experience; they must walk a fine line between hope and f@gagamini).
Two years after failed IVF treatment, a sample of Swedish cowgpested still feeling
hopeful about achieving pregnancy even after ending treatment (Johansson & Berg,
2005). Hope for pregnancy serves as a source of motivation to continue infertility
treatments and low hope has been identified as a risk factor for inferghbtyrtent
termination (Blenner, 1992).

Bergart (1998) offers a three-phrase model of the evolution of hope for women
experiencing infertility. In this study, women first enter the hope of pregnphase,
which is characterized as stemming from women’s emotional yearnicgifdren, being
fed by stories of other women overcoming unlikely odds to become pregnant, extending
past the end of medical treatment, and feeling like a battle againstg'gipinBergart,
1998). Age and/or menopause often pushed these women into the next phase of
acceptance, which includes the acceptance of the likelihood that pregnanaoyt will
occur. They also accept that they have taken all possible steps to achieampyegnd
therefore done all that they could. Describing acceptance as an expéngnemes
from “the head” rather than “the heart,” these women depict the acceptancaphase
somewhat fluid, with elements of hope of pregnancy still appearing occasid@eigart
(1998) suggests that the hope of pregnancy during this phase might serve as a kind of
transitional hope until the women can build new hopes and dreams. The acceptance phase
offers the opportunity to rebuild their identities and sources of self-worthadefsorm

motherhood, and to reconnect with relationships that might have felt too triggegng (e
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friends who were pregnant) during the hope of pregnancy phase. New hopes characteri
the third and final phase, as women pursued new interests and shifted their focus to
consider other life goals besides motherhood as a means of moving on. Several of the
women in Bergart's study reported a shift from feeling as if they “halble@ mother, to
“wanting to” be a mother, which felt like a “release.” Despite the somewhdt f
boundaries between these three phases of hope for women experiencingdyintedili

final phase of new hopes was distinct from the others in its inclusion of new dreams and
the vision of a positive future irrespective of fertility status. The alidityiden the

scope of hope for conception to other hopes has been identified as a key component of
maintaining well-being and quality of life while pursuing infertilitgdtments

(Benyamini, 2003).

Bergart's (1998) three-part model of hope for women experiencing infevigis
based on a qualitative study using a sample of nine White, middle-classe eadiecpted
women between the ages of thirty-five and forty-five. Undoubtedly, the
representativeness of her sample is questionable, and thus the genetalofahi
three-part hope model to other women experiencing infertility is uncertain.
Unfortunately, most studies that describe hope in women experiencing iyféatkis
similar issues in their research designs. Therefore, the construct of sojadddhto be
fully validated for this population.

Although hope for pregnancy has been studied in multiple infertility studies, a
more general level of hope has remained a neglected topic of research for thisgropula
Hopes beyond the hope for conception have been described as important for the well-

being of women experiencing infertility (Benyamini, 2003; Bergart, 1998), yet no
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research could be located that explored this topic. More generally, hope thpodei( et
al., 1991) has provided a framework for how individuals pursue their goals. According to
hope theory, “hope is a positive motivational state that is based on an interactively
derived sense of successful (a) agency (goal-directed energy) and (b)ysahlaaning
to meet goals)” (Snyder, Irving, & Anderson, 1991, p. 287). The components of goals,
pathways, and agency comprise hope theory. Goals direct and giving meaning to
purposeful behavior and can range in size, the necessary time to accomplish, and level of
abstraction (Feldman & Snyder, 2000). Agency relates to people’s lad@is their
abilities to move towards their goals, their motivation to begin movement towdsj goa
and their ability to sustain that progress. Pathways involve the perceived ability t
determine how to achieve their goals on a cognitive level; it representsiipenig of
the route to achieve one’s goals. Underlying hope theory is that assumption that peopl
primarily think in terms of goals and therefore, spend much energy navigatirgytes r
to those goals (Snyder, 2002).

As a cognitive set, hope mainly represents a manner of thinking withoasoti
holding a secondary, contributory role (Snyder, 2002). Accordingly, the cogsetive
upon which hope is based is posited to remain consistent across time and situations
(Snyder et al., 1991). Those with high levels of hope are expected to uphold their agency
and pathways when confronting obstacles and to reinterpret those difficulties as
challenges while maintaining a positive attitude. For those with high hope, obstacle
life are inevitable, and simply require alternate pathways and the dentionstfecoping
and adaptation skills (Snyder, 1994). In contrast, those with low hope should be more

likely to lessen their agency and pathways in the face of difficultigglé8ret al., 1991).
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Snyder et al.’s (1991) hope theory has been empirically investigatedtianréta
psychological, behavioral, and physical outcomes. More specifically, Sayugre
theory has been examined in the prevention, detection, and treatment of illness (Irving
Snyder, & Crowson, 1998; Snyder, 1996; 1998; Snyder, Irving, & Anderson, 1991) and
higher levels of hope have been associated with better adjustment to séwvéig art
(Laird, 1992), injuries from major burns (Barnum et al.., 1998), spinal cord injuries
(Elliott et al., 1991), fibromyalgia (Affleck & Tennen, 1996; Tennen & Affleck, 1999)
and blindness. The Hope Scale, based on Snyder’s hope theory, has been used in studies
on psychological and physical adjustment to breast cancer (Stanton, DangféBairg
2000) and on pain tolerance (Snyder, Odle, & Hackman, 1999; Snyder, Taylor, et al.,
2001). In short, high levels of hope in general have been linked to better psychological
and physical adjustment and the protective role of hope for women experiencing
infertility deserves closer attention. This thesis examined more cliteetglationship
between hope in women experiencing primary and secondary infertilithamavell-
being, thereby providing a much-needed empirical approach to understanding how hope
is relevant for this population.

Subjective well-being. Subjective well-being (SWB) represents individuals’
self-evaluation of their well-being, or the extent to which they describeierpirg
wellness. It has been operationalized as having a high level of positive afi@ctlevel
of negative affect, and high life satisfaction (Diener, 1984). Whereas positive a
negative affect capture the emotional components of well-being, life sttsfa

embodies the cognitive evaluation of one’s well-being. Collectively, positieetaff
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negative affect, and life satisfaction exemplify happiness and minimizztjmain and
the maximization of pleasure (Deci & Ryan, 2008).

Although subjective well-being is considered to be relatively stable ower ti
(Lucas et al., 2004) and personality represents one of its strongest pre@ictoes &
Lucas, 1999), subjective well-being is not inalterable (Veenhoven, 1994). A robust body
of literature suggests that external circumstances hold the potentiadbsafbjective
well-being (Diener, Suh, Lucas, & Smith, 1999; Keyes, 1998: Veenhoven, 1994), and
one study reported that only 10% of its participants remained in a single happiness
category across time (Landua, 1992). Moreover, physical health is one of the most
reliable predictors of life satisfaction (Fernandez-Ballesterasyatron, & Ruiz, 2001),
with perceptions of health rather than objective health status having a stroogetass
with life satisfaction (Brief, Butcher, George, & Link, 1993). Theoreticafifertility
could be viewed as a health condition that could affect life satisfaction. Diealer et
(1999) noted the importance of moving beyond the debate about whether subjective well-
being is a state or trait to gaining a deeper understanding of the circussstanc
surrounding negative life events’ associations with life satisfactionx8wyiming self-
compassion, hope, and type of infertility, the present study heeded Diener albiris
the area of infertility.

Most infertility research broadly defines life satisfaction, and doefohotv the
strict construction of well-being as consisting of positive and negative afiddife
satisfaction. More generally, life satisfaction has been used intgrehlally with
happiness, subjective well-being, and adjustment (Kohler, Behrman, & Skytte, 2005;

McQuillan et al., 2007), thereby preventing cross-study comparisons of howlitgferti
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relates to well-being. Researchers have found that infertility igimelygassociated with
subjective well-being and life satisfaction (Abbey et al., 1992; BromhayceB&
Balmer, 1989; Callan, 1987; Callan & Hennessey, 1988), and that gender differences
exist in the relationship between well-being and life satisfaction, withemadaring
worse than men (Anderson, Sharpe, Rattray, & Irvine, 2003; Link & Darling, 1986).
To further understand the complex relationship between infertility and life
satisfaction as well as to broaden the samples used in infertility re¢eanclude those
who do not seek infertility treatment as well as those who do, McQuillan, Stone, and
Greil (2007) sampled 580 midwestern women ages 25 to 50 selected through random
digit dialing. Utilizing a structured phone interview, McQuillan et al. (200@)@red
lifetime infertility as a predictor variable, life satisfaction las triterion variable, coping
and material resources as moderators, and race/ethnicity, gendtal dnegichronic
health conditions as control variables. They found that women who described their
infertility as a problem also described more chronic health problems, therplyyng
that for those who perceive infertility as a problem, it was connected wittpthesical
health and it was associated negatively with life satisfaction. Furthermfaneility
alone did not have long-term associations with life satisfaction. The neggieednt of
infertility was connected to life satisfaction for women with no prior caiidvho
perceived their infertility as a problem, but infertility interacted witipyment status
and internal health locus of control to affect life satisfaction. McQuillan €2@07)
concluded that the status of infertility alone is not associated with dedidase

satisfaction, but rather the perception of infertility as a problem and not havang pri
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children are connected mostly closely to life satisfaction. As Dienér(@989) noted,
the relationship between external events and life satisfaction is nodteth

It is important to examine positive and negative affect, along with lifgfaetion,
when studying the well-being of women experiencing infertility becthese variables
are used frequently as indicators of general distress (Zwick, 2004) ootberat
expressive coping for this population (Klonoff-Cohen et al., 2001; Panagopoulou,
Vedhara, Gaintarzti, & Tarlatzis, 2006). Positive affect has been connectedtiteepos
problem orientation and rational problem solving (Zwick, 2004). However, an excessive
amount of affect could indicate an over-activity of the body’s stress respmtemghat
represents inefficiency and maladaptive coping (McEwen, 2005). In fact, for women
undergoing IVF, emotional expression was predictive of lower pregnancy rates
emotional expression was concluded to be a risk factor for decreased suceéss in |
treatment (Panagopoulou et al., 2006). Likewise, negative affect predictelistinedig
high expectations and worse fertility adjustment for seventy-one womewnimgce
treatment for infertility, thereby demonstrating the critical role gfatiee emotions for
the well-being of this population (Durning & Williams, 2004). Ideally, individuals w
maintain a balance of positive and negative affect in the face of infertilisurhmary,
subjective well-being has been defined loosely in infertility research, arel m
consistency in its definition is needed in order to compare findings across stines. T
thesis utilizes the construct of subjective well-being as defined by ({E®&4) as a

means of examining how it relates to primary and secondary infertility.
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Social Variables

Social context of fertility-related stress.Women’s experiences with infertility
occur within a social context, and women’s social resources can relate tevbks of
stress (Mindes, Ingram, Kliewer, & James, 2002). The construct dityertlated stress
has been delineated in a multitude of ways. In the instrument construction ofttlty Fe
Problem Inventory, Newton, Sherrard, and Glavac (1999) searched for five independent
infertility-related domains: social concern, sexual concern, relationshigem, need for
parenthood, and rejection of childfree lifestyle. Of these five domains, thedihmesns
of social concern, sexual concert, and relationship concern lie within a souiekic
More specifically, Newton et al. (p. 56) define social concern as “senstivity
comments, reminders of infertility, feelings of social isolation, and alean&bm family
or peers” and describe relationship concern as “difficulty talking aboutilityert
understanding/accepting sex differences, concerns about impact on a relations
Sexual concern relates to decreased sexual enjoyment or sexual seff-@gth
scheduled sexual relations becoming strained. The inclusion of three soahblesaut
of five domains key to infertility-related stress indicates the extenhtchvinfertility is
interwoven with social relationships.

Typically, social support serves as a buffer against the negative consegofence
stress. Cohen and McKay (1984) outline four roles held by social support in coping with
stress: offering instrumental aid such as practical support, providing ssdEapport
through the availability of a person with whom one can talk over problems, supplying
support for one’s self-esteem through comparisons with others, and giving a sense of

belonging stemming from having a group with whom one can interact. Yet for
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individuals with infertility, social support from others can be lacking faide range of
reasons. Sometimes individuals with infertility are reluctant to disbegsreproductive
problems openly with family and friends (Whiteford & Gonzalez, 1995). A fear of
stigmatization might pervade their interactions with those who are not algglstg
with infertility. In addition, they might avoid social interactions with fanahd friends
that require them to face directly their difficulties conceiving.(daby showers; Lasker
& Borg, 1987). In short, infertility can result in isolation and alienation froenfts and
family, the people who typically form one’s social support networks (Jirka, ScBuet
Foxall, 1996).

Although infertility researchers have explored extensively the sakttip
between the traditional forms of social support provided by family and friends and
psychological outcomes (e.g., Amir, Horesh, & Lin-Stein, 1999; Hirsch &cHijr$995),
there is less empirical research on the specific types of socialrnsenseque to
individuals experiencing infertility and the relationships between thesxfispconcerns
and psychological outcomes. Social support has been identified as an importaceresour
for coping with infertility, yet the infertility literature suggestst individuals facing
infertility often struggle with obtaining the support that they need from phetexisting
social networks (Domar, 1997; Lechner, Bolman, & van Dalen, 2007). Moving beyond
traditional assessments of social support that are not infertility-spel# Fertility
Problem Inventory created by Newton et al. (1999) offers an opportunity to intestiga
more thoroughly the unique challenges of the social support network of women with

infertility that might relate to stress and well-being.
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Online support. Within the U.S., an increasing proportion of adults are using the
Internet. More specifically, 22.1 % of American adults reported using thadhte
1997, with that number increasing to 40% in 2000, 59% in 2002, and 78% in 2003
(Newburger, 1997; U.S. Department of Commerce, 2006). Recognizing the widespread
use of the Internet for health information, the American Medical Associataieck
guidelines for health-related online content, advertising/sponsorship,
privacy/confidentiality, and e-commerce (Winker, 2002). Approximately half of
individuals dealing with infertility have reported looking to the Internet farmftion,
support, and advice (Haagen, Tuil, Hendriks, de Bruijin, Braat, & Kremer, 2003; Huang,
Al-Fozan, Tan, & Tulandia, 2003; Weissman, Gotlieb, Ward, Greenblatt, & Casper,
2000), and that number likely has increased since it was reported in 2003. Recent
attention has been given to establishing standards for managing infestgityel
information on the Internet (Epstein & Rosenberg, 2005; Huang, Discepola, Al;&za
Tulandi, 2005), and researchers are beginning to investigate the use of onlime bullet
boards and support groups for men and women with infertility (Glassbrenner, 2003;
Malik & Coulson, 2008).

Online support groups for infertility offer the opportunity for individuals to
discuss their thoughts, feelings, and questions twenty-four hours a day, seven days a
week. This type of support group can provide contact with other individuals having
similar infertility-related experiences, without any geograpHioatations and while
offer anonymity. Although infertility continues to carry a stigma fohbsbmen and
men, women have reported higher levels of stigma than men (Slade, O’'Ngi§dBin&

Lashen, 2007). Moreover, perceived infertility-related stigma has been Imkad t
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perceived social support (Slade et al., 2007). Online infertility support groupsiaibtent
represent a forum of social support not impeded by stigma.

Malik and Coulson (2008) conducted an exploratory qualitative study of 95
women and men’s use of online support groups. Their participants reported that their use
of online support groups decreased feelings of isolation as they realized theisbtred
their similar thoughts and feelings about infertility. In addition, thegmlasd how
becoming a participant in an online infertility support group helped improve their
relationships with their partners by providing an alternate space in whickdbktalk
about their infertility-related emotions and thoughts. Thus, their participationiimeonl
support groups for infertility was associated with a decrease in tlpgindence on their
partners for infertility-related support. The participants also describeddaoning about
others’ experiences with infertility empowered them to be more active imntlegiical
treatment, and helped them feel more in control of their circumstances.

In addition, respondents communicated that they sometimes had negative
reactions to the online support groups (Malik & Coulson, 2008). More specifically,
reading about others’ positive treatment outcomes when they were continuinggestru
with their fertility sometimes resulted in grief and distress. Sometexptirat they
become “obsessive” in the frequency with which they visited the online support groups,
and had to withdraw from the boards to stop their preoccupation with their infeKAility
couple of respondents relayed that posts could be misinterpreted, leading to
disagreements or misunderstandings.

Epstein, Rosenberg, Grant, and Hemenway (2002) also reported both positive and

negative outcomes related to infertility-specific online support groups. Tmegared
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self-reports from those whose only outlets (OOs) for discussing infeviditg medical

and support web sites in comparison to individuals had additional outlets (AOSs).
Statistically significant differences between AOs and OOs’ use datilitfespecific

online support groups were reported for the areas described below. OO participants
reported using the Internet for infertility-related purposes for an geefal.58 hours per
day (SD# 1.02) whereas AO participants reported 1.32 hours of infertility-related
Internet use (S 1.02). Among the OO participants, 65% described using Internet
forums for sharing updates about their own treatment; 74% considered the Internet
forums useful to creating a space for patients to share signs and symptoms; 61% found
the Internet forums very helpful when they felt depressed; 31% receivediSpemi

from others on the Internet forum to avoid awkward social situations, and 46% found that
the Internet forums contributed to their tendency to avoid talking to “fertile others
contrast, the proportion of AO participants using the Internet for these purpases
significantly less (respectively, 49%, 60%, 44%, 23%, and 30%). OOs also reported
greater levels of depression, less real-world support, and more online support than AO
(Epstein et al., 2002). Epstein et al. (2002) concluded that the Internet caanoffer
additional form of social support to individuals experiencing infertility, but thatethos

who have no other sources of support are at greater risk for depression.

Although this area of research is beginning to provide useful information about
the use of the Internet by individuals experiencing infertility, more dataeded before
conclusions can be made. Epstein et al. (2003) utilized a large sample size of over 500
participants, yet restricted the information gleaned from those particippaotgh the

use of quantitative surveys. More mixed-method studies are needed on this new form of
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social support to fully capture its many dimensions. Malik and Coulson (2008)
appropriately used a qualitative research design to capture more fully the gbtbe
individuals using online infertility support groups, but their lack of rigor in their
methodology, and specifically in the coding of participants’ responses, raisésmgies
about their findings. To further validate Malik and Coulson’s results, this thegkyed
open-ended questions to allow survey respondents to express in their own words the best
and worst aspects of using online support groups. In addition, likert items on the amount
of time spent on infertility-specific Internet sources, the helpfulness ¢ thidine
resources, and participants’ reliance on these sources for support wenéegrése
replicate and extend the findings of Epstein et al. (2003).

Positive functioning in women experiencing infertility largely has beerentgl
in the research literature. When it has been examined, studies have uséd esoter
definitions of constructs such as well-being and hope that prevent acrogs-stud
comparisons of research findings. To address these limitations, this sploedxhe
relationship of the positive psychology constructs of self-compassion and hope to the
subjective well-being and fertility-specific stress of women arpeimg primary and
secondary infertility. This population was accessed utilizing a new-founded avenue of

social support—fertility-specific online support groups.
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Chapter 3
Statement of the Problem

For some women, infertility represents a difficult medical conditiontthheatens
their sense of womanhood (van Balen & Trimbos-Kemper, 1993), control over their lives
(Stanton, Tennen, Affleck, & Mendola, 1991), and life meaning (Bridges, 2005).
Infertility has been associated with decreased psychological healtidingglgrief, major
depression, anxiety, adjustment disorders, and lowered self-esteem and gender
differences exist in the psychological response to infertility (Cwakeal., 2004; Pasch et
al., 2002; Williams, 1997). Women usually express a stronger negative reaction than me
except in cases of male-specific infertility diagnoses (Burns & Cavm@006). The
causal pathway between infertility and most psychological maladjustnmeaing
unclear, although psychosocial stress is thought to contribute to the etiology of some
types of infertility (Cwikel et al., 2004). To address stress relatedadility, group
interventions have begun to address the mind-body connection (Domar et al., 1990) and
incorporated elements of Eastern philosophy (Chan et al., 2006).

But before effective psychological interventions can be implemented, more needs
to be understood about the unique experiences of women confronting infertility and the
factors that protect against, as well as contribute to, the development of pgiadiolo
maladjustment (Verhaak et al., 2005). The biopsychosocial model offers a frdmewor
that highlights the importance of addressing positive components of adjustment to a
medical condition such as infertility. Using this model, biological, psycholb@nd
social variables can be explored to provide a more complete understanding of overal

health and well-being. Within the current study, the biological variable eeaimvas the
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type of infertility; the psychological variables were self-compassion, hapgdive
well-being, and infertility-related stress; and the social variabklewdirectly assessed
through an examination of women’s use of online support groups.

The type of infertility, primary or secondary, greatly differeeaivomen’s
experiences. The few studies that have demarcated primary and second@ityinfe
report that women with primary infertility experience higher ratesepfeksion and
lower levels of life satisfaction, and these studies have only speculatethag¢asons
underlying these differences in depression and life satisfaction (Be\alat§88;
Epstein & Rosenberg, 2005; McQuillan et al., 2007).

Self-compassion represents a potential protective factor agaicsbppsyical
distress in women experiencing infertility. Taken from Buddhist philosopHy, sel
compassion entails being kind to oneself during difficult experiences or faikew,esélf-
kindness); recognizing the universality of one’s painful experiences or &(iuee
common humanity); and practicing mindfulness rather than rumination in the face of
painful experiences or failures (i.e., mindfulness) (Neff, 2004). Self-compass
negatively correlates with self-criticism, depression, rumination, anxreiyght
suppression, and neurotic perfectionism and has been positively associated with
optimism, happiness, life satisfaction, social connectedness, emotionajemnizsd,
emotional approach coping, reflective wisdom, positive affect, extroversiomgssetim,
and mastery rather than performance goals (Neff, 2003; Neff et al., 2005R0ge, &
Kirkpatrick, 2007). Although a relatively new construct, self-compassion holds much
potential for women undergoing the painful experience of infertility and the self

compassion component of mindfulness already has begun to be incorporated iityinferti
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counseling interventions (Chan et al., 2006; Domar et al., 1990). However, in its nascent
form, self-compassion research primarily has utilized a college populatidrtherefore
little is known about its applicability to the general population.

Hope also represents a potential protective factor for women expegenci
infertility. Specific hopes for infertility are discussed often in thertrlfey literature, and
more recently, the importance of a more generalized sense of hope has been deemed a
important for the well-being of this population (Benyamini, 2003; Bergart, 1998).
Although hope has been explored in women experiencing breast cancer and in both men
and women facing a multitude of other physical health conditions, no research has
examined how hope predicts well-being in women experiencing infertility.

Building upon the need to expand knowledge of self-compassion and hope’s
effect on well-being and the need to learn more about the differencesebetit@men
experiencing primary and secondary infertility, this study examienagld of self-
compassion and hope in women experiencing primary and secondary infertifity. Se
esteem, a close correlate of self-compassion, and hope has been showntonge a st
predictor of subjective well-being (SWB) (Diener et al., 1999; Snyder, 26e#)}
compassion and hope also have been linked positively to life satisfaction (Kwon, 2000;
Neff, 2003; Snyder et al., 1996) and positive affect and linked negatively to negative
affect (Neff, 2003; Snyder, 2002). Therefore, the present study servedliedapset
al.’s (2007) conjecture that the positive effects of self-esteem mightbeaccurately
attributed to self-compassion and expanded upon current research on hope theory.
Furthermore, research findings on the association between infertility \waceh SWB

have been inconsistent (Anderson, Sharpe, Rattray, & Irvine, 2003; Brothers, 2000;
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Williams, 1997; Wischmann, Stammer, Scherg, Gerhard, & Verres, 2001), and a recent
study reported that in a sample experiencing infertility, life satisia was lower for
those with primary infertility in comparison to women with prior children (Mdlan et
al., 2007). Based upon the established differences in subjective well-beioghehw
experiencing primary versus secondary infertility and the closemesiip between self-
compassion, hope, and well-being, this study assessed whether the implct of se
compassion and hope on well-being is moderated by primary and secondaitynterti
addition, the potential for self-compassion to mediate the relationship between hope and
subjective well-being was assessed if the possibility of mediationuggested by the
strength of the associations between these variables. However, becauseyhisas
exploring tentative relationships between variables and offers many fegeastions
rather than research hypotheses, mediation was considered based on initigd tamdi
could not be presupposed.
Furthermore, to ensure that the unique experiences of women with inferélity ar
captured, this study also examined the adjustment process specific ity fedblems.
Stress has been acknowledged as both a precursor and a result of infertilityrefofed
represents a critical variable related to adjustment for this populatiom.eimgirical
exploration of the domains of infertility stress, Newton et al. (1999) identifiedvine f
key domains of social concern, sexual concern, relationship concern, rejection of the
childfree lifestyle, and the need for parenthood. A global measure of ihfestibss
based on these five domains was examined as a dependent variable in the prgsent stud
Largely, this study focused on the biomedical and psychological aspects of the

biopsychosocial model in its application of this model to the infertile population. The
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social support aspect was incorporated through the use of online social support networks
for participant recruitment. Further, a select few quantitative dsawejualitative

guestions served to contribute information to the burgeoning online infertility social
support research. Although the biopsychosocial model has been used before inyinfertilit
research, the variables of self-compassion and Snyder’s hope theory (199%¢Verve
before been explored in relation to infertility. As a result, this study pityrgosited

research questions rather than research hypotheses. The differentigneeasenf those

with primary and secondary infertility have begun to receive empgiqgabration, and

thus were investigated as research hypotheses. But the remainirupséligls to be
addressed in this study drew from theoretical connections, not empiricabsisssciand
were presented as research questions.

Research Hypotheses

Hypothesis 1: Women with primary infertility will report lower levels of
subjective well-being than women with secondary infertility.

Hypothesis 2: Women with primary infertility will report higher level s of
infertility-related stress than women with secondary infertility.

Although there is not an extensive literature on women with primary infetilit
comparison to women with secondary infertility, the few such studies thatrexmei
presence of offspring in relation to infertility have reported differeeti@eriences for
those with no children (i.e., primary infertility) and those with prior children (i.e
secondary infertility) (Bevilacqua, 1998; Newton, Hearn, & Yuzpe, 1990; Newtaln et
1999). Implementing a random digit dialing procedure to sample 580 U.S. women ages

25 to 50, McQuillan, Stone, and Greil (2007) found that among women who self-
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identified as having an infertility diagnosis and perceived infertilitg psoblem, women
without prior children reported lower life satisfaction than women with children.
McQuillan et al. failed to limit their definition of mothers who had problems with
infertility to only those with medically defined secondary infertility, amstead
considered women to be mothers (and therefore not fall into the category of primary
infertility) if they had given birth to at least one child, were close teastlone stepchild,
had adopted at least one child, had raised a child as their own (e.qg., informaldiaster ¢
or some combination of these categories. Despite the ambiguous categorization of
mothers and mothers, the study’s findings indicate that women with a prior child have
higher life satisfaction. Moreover, in research implementing the medicaitaerf of
primary and secondary infertility among donor egg recipients, Epstein andldeoge
(2005) found that women with primary infertility have higher rates of depredson t
women with secondary infertility. These studies suggest that women with primar
infertility will have lower levels of life satisfaction but higher levelf infertility-related
stress than women with secondary infertility, which also was expected¢artieat
study.
Research Questions

Question la. For women experiencing primary infertility, does the level of
self-compassion positively correlate with subjective well-being?

Question 1b. For women experiencing secondary infertility, does the leved

self-compassion positively correlate with subjective well-being?
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Question 1cls there a significant difference in the correlation between self-
compassion and subjective well-being for women with primary infertity in
comparison to women with secondary infertility?

Thus far, published studies on self-compassion have sampled college students,
whereas self-compassion studies using samples of women have beerddstrict
unpublished theses (Berry, 2007; Magnus, 2007). No known research investigates self-
compassion in relation to women experiencing infertility, and therefore trentstudy
proposed research questions rather than hypotheses. It is logical to exénkne a
between self-compassion and subjective well-being for women experieni@rdity
for several reasons. First, self-compassion has been associated withebeveuvell-
being of college students, and thus might also be relevant to other populations. In
addition, self-compassion has been presented as similar to but distinct Hfrestessm,
and self-esteem has been closely associated with well-being outcomesrfen
experiencing infertility. Prior research on the relationship betweertilityeand
subjective well-being has been inconclusive (Anderson, Sharpe, Rattrayné, [2@03;
Brothers, 2000; Williams, 1997; Wischmann, Stammer, Scherg, Gerhard, & Verres,
2001) and more research is needed on how the type of infertility relates-toengjl
outcomes. Therefore, an exploration of self-compassion as it relates toypaumda
secondary infertility and well-being was expected to be fruitful.

Question 2a. For women experiencing primary infertility, does the level of
self-compassion negatively correlate with infertility-related stres?

Question 2b. For women experiencing secondary infertility, does the level of

self-compassion negatively correlate with infertility-related stres?
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Question 2c. Is there a significant difference in the correlation beteen self-
compassion and infertility-related stress for women with primary inertility in
comparison to women with secondary infertility?

Recent research has reported that mind/body groups for infertile populeians
strong potential for improving infertility adjustment (Lemmens, 2004), includingridve
levels of anxiety (Chan et al., 2006). Self-compassion, with its component of
mindfulness, follows from the same theoretical foundation as mind/body groups, Hence
it was important to look at the extent to which self-compassion related tolityferti
related stress, and how its relationship with infertility-relatedstoéfered depending on
the type of infertility.

Question 3.Does the effect of self-compassion on subjective well-being
depend on whether women are experiencing primary or secondary infality, such
that self-compassion positively relates to subjective well-being feromen with
primary infertility, but self-compassion fails to have a significant reationship with
subjective well-being for women experiencing secondary infertilt?

Question 4.Does the effect of self-compassion on infertility-related stres
depend on whether women are experiencing primary or secondary infality, such
that self-compassion negatively relates to infertility-related stres for women with
primary infertility, but self-compassion fails to have a significant relatonship with
infertility-related stress for women experiencing secondary infeility?

The dearth of research on the differential experiences of women with ypanmr
secondary infertility made it difficult to hypothesize as to how the type eitilitfy

might interact with self-compassion to predict subjective well-beingrdedility-
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related stress. However, because several studies have shown that wdnmgmaity
infertility have lower levels of well-being and psychological adjustniEépstein &
Rosenberg, 2005; McQuillan et al., 2007), there is more existing evidence linking type of
infertility with outcomes than there is evidence connecting self-casigrawith
outcomes for infertile populations. Thus, this research question attempted to furthe
illuminate the nature of the relationships between type of infertility,cestfpassion,
well-being, and stress.

Question 5a. For women experiencing primary infertility, does the level of
hope positively correlate with subjective well-being?

Question 5b. For women experiencing secondary infertility, does the levof
hope positively correlate with subjective well-being?

Question 5cls there a significant difference in the correlation between hope
and subjective well-being for women with primary infertility in comparison to
women with secondary infertility?

Hope has been reported to be positively related to positive affect and negatively
related to negative affect, with a correlation of .30 for positive affect anti®for
negative affect (Snyder et al., 1991). Positive emotions are thought to stenufmeass
in individuals’ pursuit of their goals, whereas negative emotions are hypotheseeskt
from unsuccessful pursuit of goals (Snyder, 2002). In other words, a failure teggagr
the pursuit of goals causes decreased well-being (Brunstein, 1993; Little, 1886r)Sy
Others have also found support for the positive relationship between higher levels of
hope and life satisfaction (Kwon, 2000; Snyder et al., 1996). Therefore, the relgtionshi

between hope and subjective well-being has been established for the college student
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population, but more information was needed about these relationships among clinical
populations sharing specific goals, such as women experiencing infertility.

Question 6a. For women experiencing primary infertility, does the levedf
hope negatively correlate with infertility-related stress?

Question 6b. For women experiencing secondary infertility, does the level of
hope negatively correlate with infertility-related stress?

Question 6c¢. Is there a significant difference in the correlation beteen hope
and infertility-related stress for women with primary infertilit y in comparison to
women with secondary infertility?

Snyder (2002) posits that people high in hope will experience less stress when
facing blockages in their goal-pursuit than people low in hope. This decreassdatre
individuals with high hope stems from their appraisal process; high hope individllals wi
be able to use their thought processes to draw upon their coping skills in stressful
situations. Stressors will be redefined as challenges that requiretdtpathways and a
redirection of agency (Snyder et al., 1991). Moreover, hope has correlatedepositih
emotion approach coping and correlated negatively with avoidance coping (Snyder,
2002). These research questions served to explore whether the prior findings about hope
in relation to stressors applied to women experiencing infertility. Snydgoroaided
evidence for the role of hope for adjustment to physical ilinesses, but morecspatafi
needed to be collected to analyze hope’s potential as a protective faabst atyass for
those with infertility.

Question 7.Does the effect of hope on subjective well-being depend on

whether women are experiencing primary or secondary infertility, suchthat hope
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positively relates to subjective well-being for women with primarynfertility, but
hope fails to have a significant relationship with subjective well-begpfor women
experiencing secondary infertility?

Question 8.Does the effect of hope on infertility-related stress depend on
whether women are experiencing primary or secondary infertility, suckthat hope
negatively relates to infertility-related stress for women with prinary infertility, but
hope fails to have a significant relationship with infertility-related stress for women
experiencing secondary infertility?

These two research questions described tentative relationships becauee no pri
research has been conducted in this area. Little is known about the extent to whigh havin
prior children might relate to the role that hope plays in the well-being aass stf
women experiencing infertility. Thus, these two research questions weogatgpy in
nature.

Question 9. Do the psychological variables of self-compassion and hope
predict additional variance in subjective well-being beyond that prdicted by the
type of infertility?

Question 10. Do the psychological variables of self-compassion and hope
predict additional variance in infertility-related stress beyond tat predicted by the
type of infertility?

The above two research questions represented a partial test of the biopsgthos
model as they examine whether psychological variables predicted sigh¥@riance
beyond the biomedical variable. Both types of infertility, primary or seeggnbave

been associated with well-being and infertility-related stressdonen (e.g., Epstein,
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2005; Newton et al., 1999). Moreover, self-compassion and hope have been shown to
predict a multitude of well-being outcomes in women (e.g., Diener, Suh, Lucas,t&, Smi
1999; Snyder, 2002). It is possible that the psychological variables of self-compas
and hope also predicted subjective well-being and infertility-relatedsstoeyond the
predictive contribution of women'’s infertility status as either having pyroar
secondary infertility. As indicated by initial findings, moderation and mietianalyses
assessed the ways in which these variables interacted.

Questionlla. What are the positive and negative aspects of women’s
experiences with infertility-specific online support groups?

Based on the few studies on Internet use by individuals with infertility (e.g.
Malik & Coulson, 2008), online support groups are becoming more widespread as a form
of social support. Yet little is known about what women with primary and secondary
infertility view as the best and worst aspects of this new type of social sulglonet
information was needed about this growing phenomenon. Open-ended questions allowed
participants to share their experiences with online support groups in their own voice
thereby aiding researchers in their understanding of Internet use by wotnen
infertility.

Question 11b. To what extent are women utilizing and relying upon
infertility-specific online support groups?

Epstein et al. (2002) found that individuals whose sole source of infertility
support was Internet forums were at greater risk for depression than uradsweho had
additional sources of social support while experiencing infertility. To replerad extend

Epstein et al.’s research question regarding the outcomes for those whparinternet
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sources of infertility-specific support, this study used likert items imé&meographic
guestionnaire to assess the frequency of use of online support groups, their perceived
helpfulness, and to what extent participants primarily used the online support ggoups a
their outlet for discussing infertility-related concerns. In addition, th@oreses of those
with primary and secondary infertility were analyzed in relation to stipgewell-being,
which exists in contrast to depression by falling at the positive end of the continuum of
health status.

Question 12: How will women respond to the following open-ended
guestions:

What do you believe is the cause of your infertility?

How has infertility most affected your life?

The inclusion of these open-ended questions provided rich information on the
extent to which women with infertility blame themselves for their medical tondli
regardless of their medically diagnosed reason for infertility. Thisosathie for
infertility would be expected to be related inversely to self-compassion.etbad
open-ended question aimed to capture more fully the experience of igfartdltuding
whether those with primary and secondary infertility differed in how theseper their

infertility status as having affected their lives.
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Chapter 4
Method
Design
To explore these research questions, a correlational field design wasl ufilize
sample of women who self-defined as experiencing primary and secondatijitinfeas
obtained through online support groups for primary and secondary infertility. The status
variable was the type of infertility (i.e., primary or secondary), the predigtere self-
compassion and hope, and the dependent variables were subjective well-being and
infertility-related stress. Open-ended questions also were used. Asrigopwer analysis
indicated that a minimum of 89 participants were needed for a multiple regréssi
detect a medium effect size based on an alpha of .05 and a power of .95. Because this
study involves multiple analyses, a minimum of 50 participants from each type of
infertility diagnosis was sought, with the goal of having 150 total participants
Participants
Participants were 172 women with a minimum age of 18 who self-identified as
having either primary or secondary infertility. Women only were sougbagipants
because multiple studies have reported that women place higher importance om¢pecomi
a parent, are more active in pursuit of fertility treatment, and undergotardoss of
self-esteem when experiencing infertility than do men (Pasch et al., R0@2pver,
when compared with women in the general population, women but not men experiencing
infertility reported a significantly lower level of well-being (v8alen & Trimbos-
Kemper, 1993)As an exploration of the differential experiences of women with primary

and secondary infertility, the present study defined women experiencingrprim
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infertility as those who have been unable to conceive after 12 months of intercourse
without the use of contraception or have been unable to carry a pregnancy to full term
whereas secondary infertility is defined as the experience of being woauleieve
pregnancy or carry a pregnancy to full term after already havingierped one or more
successful births. One hundred and nineteen participants who identified as having
primary infertility and 53 participants who reported secondary infgrabmpleted the
survey. Forty-five individuals came to the survey website, gave consdratsbey
could view the survey, and then quit the survey before completing any of the measures.
Data from participants missing more than 15% of items was discardedyf=®
Mallery, 2009). In the current study, 13 women who identified as having primary
infertility and 14 women who identified as having secondary infertility daitecomplete
more than 15% of the survey items (16 items), totaling 27 incomplete surveys out of 199
(13.6% attrition rate). If participants’ responses were missing 16 itefassyithe
missing values were replaced using the participants’ mean score forrti@atlgascale.
A total of 35 missing values were calculated for the current sample.

The mean age of the primary infertility participants was 31SEx%.51) and of
the secondary participants was 33.36%5.89). Of the entire sample, 3 participants were
African American (1.74%), 7 were Asian (4.07%), 5 were Biracial (2.91%), é wer
Latino (3.49%), 2 were Native American (1.16%), 142 were White (82.56%), 3 selected
“Other” (1.74%) and 4 did not specify (2.33%). Nearly half of the sample reported
completing college, with nearly 20% completing high school and nearly 30% completing
graduate school. Thirty-one percent of the sample reported a household income of less

than $60,000 whereas 36% reported an income of $60,000-100,00 and slightly under
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30% making more than $100,000. The majority of the sample (58.1%) reported full-time
employment. For a more comprehensive picture of the participants’ demographic
information, see Table 1.

For those with primary infertility, the average number of months that they had
been trying to get pregnant was 46.68 mon#i3-38.38, range 5-240). For those with
secondary infertility, the average number of months that they had been tryetg to g
pregnant was 41.53 montl8=44.02, range 6-240). Additional information about the
participants’ reproductive health history is presented in Table 2. For sam® i

participants could select more than one category, so the percentages do not sum to 100.
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Table 1. Demographic Characteristics of Participants

PRIMARY SECONDARY TOTAL SAMPLE
Race/Ethnicity N Percentage N Percentage N  Percentage
African American/Black 0 0% 3 5.7% 3 1.7%
Asian American/Pacific 3 2.5% 1 1.9% 4 2.3%
Islander/British
Asian/Central Asian
Asian Indian/Pakistani 1 0.8% 2 3.8% 3 1.7%
Biracial 4 3.4% 1 1.9% 5 2.9%
Hispanic/Latino(a) 5 4.2% 1 1.9% 6 3.5%
Native American/Native 1 0.8% 1 1.9% 2 1.2%
Alaskan
White 100 84.0% 42 79.3% 14p 82.6%
Other 1 0.8% 2 3.8% 3 1.7%
Not Reported 4 3.4% 0 0.0% 4 2.3%
PRIMARY SECONDARY TOTAL SAMPLE
Country of Residence N Percentage N Percentage N Percentage
USA 78 65.5% 44 83.0% 122 70.9%
Canada 27 22.7% 5 9.4% 32 18.69
Australia 2 1.7% 1 1.9% 3 1.7%
United Kingdom 3 2.5% 2 3.8% 5 2.9%
South Africa 2 1.7% 0 0.0% 2 1.2%
France 1 0.8% 0 0.0% 1 0.6%
Romania 1 0.8% 0 0.0% 1 0.6%
New Zealand 2 1.7% 0 0.0% 2 1.2%
India 0 0.0% 1 1.9% 1 0.6%
Not Reported 3 2.5% 0 0.0% 3 1.7%
PRIMARY SECONDARY TOTAL SAMPLE
Age N Percentage N Percentage N Percentage
18-25 14 11.8% 5 9.4% 19 11.1%
26-30 41 34.5% 6 11.3% 47 27.3%
31-35 30 25.2% 23 43.4% 53 30.8%
36-40 27 22.7% 9 17.0% 36 20.9%
41-45 3 2.5% 8 15.1% 11 6.4%
46-51 1 0.8% 1 1.9% 2 1.2%
Not Reported 3 2.5% 1 1.9% 4 2.3%
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Table 1. Demographic Characteristics of Participants (continued)

PRIMARY SECONDARY TOTAL SAMPLE
Highest Level of Education | N | Percentage N Percentage N| Percentage
Completed
High School 23 19.3% 10 18.9% 33 19.2%
College 58 48.7% 26 49.1% 84 48.8%
Graduate School 35 29.4% 16 30.2% 51 29.7%
Other (year 7) 0 0.0% 1 1.9% 1 0.6%
Not Reported 3 2.5% 0 0.0% 3 1.7%
PRIMARY SECONDARY TOTAL SAMPLE
Socioeconomic Status N| Percentage N Percentage N Percentage
Less than 30,000 16 13.4% 6 11.3% 22 12.8%
30,000-59,999 24 20.2% 8 15.1% 3P 18.6%
60,000-99,999 41 34.5% 21 39.6% 6p 36.0%
100,000-149,999 25 21.0% 12 22.6% 37 21.5%
150,000 or higher 7 5.9% 6 11.3% 18 7.6%
Not Reported 6 5.0% 0 0.0% 6 3.5%
PRIMARY SECONDARY TOTAL SAMPLE
Sexual Orientation N | Percentage N Percentage N Percentpge
Bisexual 3 2.5% 2 3.8% 5 2.9%
Heterosexual 111 93.3% 51 96.2% 162 94.2%
Homosexual 1 0.8% 0 0.0% 1 0.6%
Not Reported 4 3.3% 1 1.9% 5 2.9%
PRIMARY SECONDARY TOTAL SAMPLE
Relationship Status N Percentage N Percentage N Percentage
Cohabitating with a Partner 6 5.0% 0 0.0% b 3.5%
Engaged 3 2.5% 2 3.8% 5 2.9%
Married 100 84.0% 49 92.5% 149 86.6%
Remarried 2 1.7% 1 1.9% 3 1.7%
Single 2 1.7% 1 1.9% 3 1.7%
Other 2 1.7% 0 0.0% 2 1.2%
Not Reported 4 3.3% 0 0.0% 4 2.3%
PRIMARY SECONDARY TOTAL SAMPLE
Employment Status N Percentage N Percentage N Percentage
Not Employed 21 17.6% 17 32.1% 38 22.19
Part time 7 5.9% 17 32.1% 24 14.0%
Full time 83 69.7% 17 32.1% 100 58.1%
Student 5 4.2% 2 3.8% 7 4.1%
Not Reported 3 2.5% 0 0.0% 3 1.7%
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Table 2. Reproductive Medical History of Participants

PRIMARY SECONDARY TOTAL SAMPLE
Diagnosed Cause of N | Percentage N Percentage N Percentdge
Infertility
Female factor 54 45.4% 19 35.9% 738 42.4%
Male factor 9 7.6% 5 9.4% 14 8.1%
Combined Female-Male 17 14.3% 7 13.2% 24 14.0%
factor
Unexplained 35 29.4% 21 39.6% 56 32.6%
Other 1 0.8% 1 1.9% 2 1.2%
Not Reported 3 2.5% 0 0.0% 3 1.7%

PRIMARY SECONDARY TOTAL SAMPLE
Source of Infertility N Percentage N Percentage N Percentage
Diagnosis (selected all that
apply)*
Infertility Specialist 84 70.6% 34 64.2% 118 68.6%
Gynecologist/Obstetrician 43 36.1% 15 28.39 58 33.7%
General Practitioner 8 6.7% 1 1.9% g 5.2%
Self-Diagnosis 7 5.9% 2 3.8% 9 5.2%
Not Reported 3 2.5% 1 1.9% 4 2.3%

PRIMARY SECONDARY TOTAL SAMPLE
How Long Been Trying to N Percentage N Percentage N Percentdge
Get Pregnant
0-12 months 7 5.9% 9 17.0% 16 9.3%
13 months-24 months 35 29.4% 16 30.2% 51 29.7%
25 months-36 months 24 20.2% 13 24.5% 37 21.5%
37 months-60 months 24 20.2% 5 9.4% 29 16.9%
61 months-120 months 2( 16.8% 7 13.2% 27 15.7%
121 months-180 months 3 2.5% 2 3.8% o 2.9%
20 years 1 0.8% 0 0.0% 1 0.6%
Not reported 5 4.2% 1 1.9% 6 3.5%
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Table 2. Reproductive Medical History of Participants (continued)

ge

PRIMARY SECONDARY TOTAL SAMPLE
Utilized Medical Treatment N Percentag N Percentage N Petage
Yes 103 86.6% 48 90.6% 151 87.8%
No 13 10.9% 5 9.4% 18 10.5%
Not Reported 3 2.5% 0 0.0% 3 1.7%
PRIMARY SECONDARY TOTAL SAMPLE
What types of treatments N Percentage N Percentage N Percenta
have been pursued (selected
all that applied)*
ICI 6 5.0% 5 9.4% 11 6.4%
IVF 30 25.2% 14 26.4% 44 25.6%
Endometrial surgery 17 14.3% 1 1.9% 18 10.5%
Surgery to repair a septum 3 2.5% 1 1.9% 4 2.3%
Fibroid surgery 4 3.4% 4 7.5% 8 4.7%
Tubal surgery 7 5.9% 2 3.8% 9 5.2%
Donor eggs 2 1.7% 3 5.7% 5 2.9%
Donor sperm 4 3.4% 1 1.9% 5 2.9%
Gamete Intrafallopian 1 0.8% 0 0.0% 1 0.6%
Transfer (GIFT)
ICSI 20 16.8% 7 13.2% 27 15.6%
Ovulation induction 62 52.1% 31 58.5% 93 54.1%
medication (e.g., FSH,
Clomid, HCG)
Ul 47 39.5% 20 37.7% 67 39.0%
Zygote intrafallopian transfer 1 0.8% 1 1.9% 2 1.2%
(ZIFT)
Surrogate or gestational 1 0.8% 0 0.0% 1 0.6%
carrier
Assisted hatching 5 4.2% 6 11.3% 11 6.4%
Cytoplasmic transfer 1 0.8% 0 0.0% 1 0.6%
Laparoscopy 32 26.9% 12 22.6% 44 25.6%
Immunotherapy 1 0.8% 0 0.0% 1 6.4%
Acupuncture 41 34.5% 12 22.6% 53 30.8%
Meditation 26 21.8% 10 18.9% 36 20.9%
No treatment 10 8.4% 4 7.5% 14 8.1%

*For the items marked with an asterisk, participants could select more thaga

category, so the percentages do not sum to 100.
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Measures

Demographics. A demographic questionnaire captured potentially significant
within group differences on the basis of participants’ backgrounds. The demagraphi
guestionnaire included items on participants’ age, educational background, races,inc
employment status, relationship status, and access to infertility éeatihoreover, to
address potential confounds related to fertility treatment history, thegiaphic
guestionnaire included items on the type of infertility diagnosis; the sourcagpiogiis
(e.g., medical professional or self-diagnosis); whether participanéspghasued
infertility treatment and if so, what types of treatment; and history obusmmedical
technology to achieve pregnancy. The demographic questionnaire also included thre
items related to the use of online infertility support groups to assess frggqpierse,
perceived helpfulness of the online support groups, and the extent to which the online
infertility support groups represent their primary outlet for discussingtilitieconcerns.

Self-Compassion.This study used the 26-item Self Compassion Scale (SCS;
Neff, 2003) to obtain a global score of self-compassion. Although only the total sc
was used in this study, a brief description of each subscale is provided to show sxample
of items included in this measure. This measure consists of the six salusfcadé-
kindness, self-judgment, common humanity, isolation, mindfulness, and over-
identification. The items from the self-kindness subscale include “I'm kimdyself
when I'm experiencing suffering” and “When I'm going through a very hand,ti give
myself the caring and tenderness | need.” Examples of items frorartiraan humanity

scale include “When I'm down and out, | remind myself that there are lots of othe
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people in the world feeling like | am” and “When | feel inadequate in somelwgyo

remind myself that feelings of inadequacy are shared by most people.”ifitii@lmess

scale uses items such as “When | fail at something important to me Ikegp things in
perspective” and “When something painful happens I try to take a balanced view of the
situation.” Each item is scaled from 1 to 5, with 1 representing “almost newi8 a
indicating “almost always.” Means are calculated for each substatecafculating

scoring items on self-kindness, common humanity, and mindfulness items and bg rever
scoring items on the self-judgment, isolation, and over-identification subhsthies

means for each subscale are then used to compute a total mean value. Only the overall
score was used in the present study.

In her validation research on the Self-Compassion Scale, Neff (2003) reports
strong construct, content, convergent, and discriminant validity, as well as alh overa
internal reliability of .92 with the following subscale reliabilities: .78delf-kindness,

.77 for self-judgment, .80 for common humanity, .79 for isolation, .75 for mindfulness,
and .81 for overidentifiaction. Test-retest reliability was reported as .83t

following subscale test-retest reliabilities: .88 for self-kindness, .8&fbjuslgment, .80
for common humanity, .85 for isolation, .85 for mindfulness, and .88 for
overidentification. For the present study, Cronbach alpha’s for the totalvgasr®4 for
the primary infertility participants and .93 for secondary infertilitytipgorants.

The Self-Compassion Scale was normed on a college sample population (Neff,
2003), but has been used with women ages 23-28 (Berry, 2007), women ages 17-43
(Magnus, 2007), and low-income ethnic minority women (Abercrombie, Zamora, &

Korn, 2007). Further, research is currently being conducted on the validity offthe sel
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compassion construct across Western and Eastern cultures (Neff, Pisitsumg&agar
Hseih, 2008). Although the Self-Compassion Scale had not been used with the population
of women experiencing primary and secondary infertility, its prior usewathen older
than 18 suggests that its validity with the infertility population deserved furthe
exploration. Moreover, the following positive correlations between the Self Coimpass
Scale and other measures of well-being constructs have been found: self{&shgem
social connectedness (.41), and life satisfaction (.45). The negative correlatwesrbe
the SCS and psychological distress include depression (-.51), anxiety (-.69)fisedfrc
(-.65), and neurotic perfectionism (-.57). In short, there is evidence that the Self
Compassion Scale is psychometrically sound (Neff, 2003; Shapiro, Astin, Bishop, &
Cordova, 2006), and it has been shown to correlate with other constructs that have been
investigated using an infertility population (Cwikel et al., 2004).

Hope. Snyder et al. (1991) created the 12 item Hope Scale to include separate
subscales for agency and pathways in addition to a total Hope Scale scortheQotsl
score will be analyzed in this study, but examples of the subscale itema oftee
complete picture of this measure. Four items measure agency, 4 itenusenpedbways,
and 4 items serve as fillers. Example agency items are “| enalbefiarsue my goals”
and “I meet the goals | set for myself’ whereas pathway agency imetage “I can
think of many ways to get out of a jam” and “Even when others get discouraged, | know |
can find a way to solve the problem.” Each item is rated on a 8-point likert-tyge scal
with responses ranging from “definitely false” to “definitely tru€lie scores on the 4

filler items are discarded. Total scores can range from a low of 8 to a high oti64, a
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higher scores signify higher levels of hope. When administered, the Hope Sahkded |
as “The Future Scale.”

In terms of reliability for the Hope Scale, Cronbach’s alphas rariging.74 to
.84 for the overall scale, from .63 to .80 for the pathways subscale, and from .71 to .76
for the agency subscale. In the present study, Cronbach alpha’s for the overallesea
.90 for both samples. Test-retest has been found to be a correlation of .85 after three
weeks, .73 after 8 weeks, and .82 over a ten week period (Snyder et al., 1991).
Exploratory factor analyses have supported the two-factor structurga@éi@nhope
theory and the amount of variance accounted for by the two factor solutions hak range
from 52% to 63% with the factor correlations ranging from .38 to .67 (Snyder et al.).
Multiple confirmatory factor analyses have also offered support for the secded
model (Babyak, Snyder, & Yoshinobu, 1993; Roesch & Vaughn, 2006).

Convergent validity for the Hope Scale has been exhibited through its positive
correlations with self-esteem (r=.58), optimism (r=.50), sociable copites<ty.43),
and confident coping styles (r=.45). Discriminant validity has been demonstredadH
negative correlations between scores on the Hope Scale and depression (r= -.60) as
measured by the Minnesota Multiphasic Personality Inventory; scores ondke Be
Hopelessness Scale (r= -.51), and avoidance coping (r= -.46) as measineibdiyon
Behavioral Health Inventory (Snyder et al., 1991).

Although the Hope Scale has not been used with samples of individuals
experiencing infertility, it has been applied to this population using theakretise
examples (Snyder, Wrobleski, Parenteau, & Berg, 2004). Moreover, hope, asasheasur

by the Hope Scale, has been explored directly in individuals dealing with chronic
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physical ilinesses, severe injuries, and disabilities, including womempaimgage from
18 to 80. It has been found that high hope has positive implications for primary
prevention (e.g., using information to improve physical health outcomes) aswell a
secondary prevention (e.g., coping once an illness has occurred) of illneder($and,
& Sigmon, 2005). Prior studies on physical health using the Hope Scale suggested th
relevance of using the Hope Scale for women experiencing infertility.
Outcome Variables

Life Satisfaction. Subjective well-being has been defined as a general area of
study, rather than one construct, that consists of people’s overall sairsfaith life,
their emotional states, and their domain-specific satisfactions (De¢ak, 1999). The
Satisfaction with Life Scale (SWLS; Diener et al., 1985) has beablissted as a
reliable and valid cognitive-based measure of global life satisfa(@avot & Diener,
1993), and was used in this study. The SWLS contains five items to be answered on a
seven-point scale ranging from strongly disagree (1) to strongly agrest{va total
score of 5 indicating minimal life satisfaction and a total score of 35 inagchighest
possible life satisfaction. Example items are “If | could live my liferpke/ould change
almost nothing” and “I am satisfied with my life.” In their review of the usabhef
SWLS, Pavot and Diener reported that the Scale demonstrated strong conaedye
discriminant validity. It was found to correlate negatively with measufrdsstress, such
as the Beck Depression Inventory (Blais, Vallerand, Pelletier, & &ri&89) and
several factor analytic studies have supported its one-dimensional strécturddl,
Meeuwesen, & Huyse, 1991, Blais et al; Pavot, Diener, Colvin, & Sandvik, 1991). The

temporal stability of the SWLS has been supported by findings of a 0.82 test-retes
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stability coefficient and it has also been shown to have an internal consistefitgient

of 0.87 (Pavot & Diener). In the current study, SWLS had a Cronbach alpha of .87 for the
primary infertility sample and a Cronbach alpha of .85 for the secondarylityferti

sample. Additionally, the SWLS has been used with women to assess their exgezienc

to 3 years after infertility treatments (Hammarberg, Astbury, &B8a2001), and life
satisfaction has been deemed an important area of exploration for individuals
experiencing infertility (McQuillan et al., 2007).

Positive and Negative AffectThe present study utilized the 20-item Positive and
Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen, 1988) to atsess
emotional component of subjective well-being, including scale scores for botivgosi
affect (PA) and negative affect (NA). The PANAS contains the ten posrit/éea
negative emotions, respectively, as follows: interested, excited, strongsiestit,
proud, alert, inspired, determined, attentive, active, distressed, upset, gaileg,s
hostile, irritable, ashamed, nervous, jittery, and afraid. Users rated thsityitf each
emotion for the past week on a scale of 1 to 5, with 1 representing “very slightly or not at
all” and 5 representing “extremely.”

The PANAS has been shown to have high reliability and validity (Crawford &
Henry, 2004) and to be stable over a two month period (Watson et al., 1988). More
specifically, confirmatory factor analysis supported its construaiyatind revealed
that the NA and the PA scales assess two distinct but moderately negatdivelsited
factors (Crawford & Henry, 2004). Internal consistencies were found to be 0.8@ for
PA scale and 0.85 for the NA scale (Crawford & Henry, 2004). In addition to having

been used with a wide range of healthy and clinical populations, the PANAS also has
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been used with women undergoing in vitro fertilization (Durning & Williams, 2004).
Another study using the PANAS with women after they received IVF reparténternal
consistency coefficient of .81 for the NA scale and an internal consisteafficient of
.87 for the PA scale (Panagopoulou, Vedhara, Gaintarzti, & Tarlatzis, 2006). In the
current study, the PA scale was found to have an internal reliability of .89 forrvome
with primary infertility and of .84 for women with secondary infertility. The Blzale
was found to have a Cronbach alpha of .84 for women with primary infertility and of .91
for women with secondary infertility.

Infertility-Related Stress. To measure infertility-related stress, the present study
used The Fertility Problem Inventory (FPI), which was created to captioei\et stress
specific to populations experiencing infertility (Newton et al., 1999). TharfeRides
46-items that provide a composite score summed by adding scores for fese scal
measuring social concern, sexual concern, relationship concern, rejectioldioéehi
lifestyle, and the need for parenthood. Items are rated on a 6 point Likert sdale, wit
equaling “strongly disagree” and 6 representing “strongly agraa€téen of the items
are reversed-scored, with possible scores ranging from 46 to 276. Examgléiteude
“I can’t help comparing myself with friends who have children” (social cance
“During sex, all | can think about is wanting a child/another child” (sexualezaic
“Because of infertility, | worry that my partner and | are driftaggart” (relationship
concern); “Having a child/another child is not necessary for my happinegstioa of
childfree lifestyle); and “I will do just about anything to have a child/anathi#d” (need
for parenthood). The FPI used a large infertility population (N= 2882§ing treatment

in its norming, finding that women’s mean score was 13D:83.8). A high global
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score indicates a high level of infertility-related stress compared tosahee-sex
individuals experiencing infertility. In the current study, the mean dooithe women
with primary was 178.43D=33.3) and for the women with secondary infertility was
178.7 §D=32.0).

In the only study on the FPI's validity and reliability, Newton et al. regorte
discriminant validity intercorrelations for the five subscales of theaBRanging from
0.26 to 0.66, but failed to report discriminant validity for the global score. An
examination of its convergent validity found that a higher global stress sroetated
with higher scores for depression (0.40 to 0.60) and anxiety (0.37 to 0.41) as well as with
lower levels of marital adjustment (-0.23 and -0.40). Test-retest relyditiglobal
stress for women was reported as 0.83, and internal consistency coeffiaigets fram
0.77 to 0.93. For this study’s sample, the FPI had a Cronbach alpha of .92 for women
with primary infertility and of .91 for women with secondary infertility. iover, the
FP1I is sensitive to differences in gender and fertility history. Consisiémprior
infertility research, women completing the FPI reported significantllydrigcores on
global stress, social concern, sexual concern, and the need for parenthood. Furthermore
those experiencing secondary infertility scored lower on global stoesal soncern, and
sexual concern but higher on rejection of childfree lifestyle. The higherssooithe
rejection of childfree lifestyle scale for people experiencing secpmaf@rtility may
have been impacted by the norming of this scale on those actively seekimgtriteat
(Newton et al.).

Internet Social Support. Two open-ended questions were included to capture

the best and worst aspects of participants’ use of fertility-specificeoalipport groups
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to connect with others as a means of coping. The questions were as folloW¢ha(is
the best thing about using an online infertility support group and (2) What is thte wors
thing about using an online infertility support group? In addition, three lileansit
related to online social support were included in the demographic questionhase. T
guestions asked about the frequency of use of online support groups, their perceived
helpfulness, and to what extent participants primarily use the online support gsoups a
their outlet for discussing infertility-related concerns.
Procedure

Despite the greater prevalence of secondary infertility in the UnitgdsSthese
women are less likely to seek treatment than women with primary infer#iBta means
of reaching participants with secondary as well as primary infgmiito were not
currently seeking medical treatment as well as those who were seekirmgimedi
treatment, this study relied on participant recruitment through an onlinees&acent
research on infertility has established that over half of patients seekingahteshtment
for their infertility are using the Internet as a source of information and suj{adrior
& Mackert, 2009; Rawal & Haddad, 2006), with some relying on the Internet asohei
source of support (Epstein, Rosenberg, Grant, & Hemenway, 2002).

This study’s use of online recruitment was limited to online support groups for
primary and secondary infertility. For the first month of the study, only thiy Dai
Strength online support groups for primary and secondary infertility

(http://dailystrength.org/c/Infertility/support-grogmd

http://dailystrength.org/c/Secondary-Infertility/support-grpuneluded an announcement

calling for participants. On the date on which the survey announcement was test, pos
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the Daily Strength Infertility support group listed 4002 members and the Secondary
Infertility support group consisted of 251 members. However, it was not possiblekto trac
how often each member visited the website nor was it possible to calculate hpw man
times the survey announcement was viewed. During the second month of the study,
recruitment announcements were posted on the other online support group websites
found in Appendix A. Additionally, two months later a recruitment reminder was posted
on the three Daily Strength support groups and a final survey notice was posted notifying
potential participants that the survey was closing on May 31, 2009.

The cumulative survey for this study consisted of 135 items and four open-ended
guestions. Only composite scores for the global scale of each of the five @seaste
analyzed. Two open-ended questions were utilized to assess social support obtained
through the use of infertility-specific online support groups and two open-ended
guestions were presented to capture general aspects of women'’s expeaviémce
infertility. The announcement for the study described the purpose and importdéihee of
study, and stated that viewers of the survey announcement were eligiblecipatartf
they were women over the age of 18 who have been unable to become pregnant after 12
months of unprotected intercourse or have been unable to carry a pregnancetmfull t
Further, this announcement provided a direct link to the survey’s web address, which was
hosted by PsychData (https://psychdata.com), at which participantseattess
demographic questionnaire, the Self-Compassion Scale (Neff, 2003), the Hape Scal
(Synder et al., 1991), the Satisfaction with Life Scale (Diener et al., 1i®@&3positive
and Negative Affect Schedule (Watson et al., 1988), the Fertility Prdbkentory

(Newton et al., 1999), and the open-ended questions. For the secondary infertility
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participants, the Satisfaction with Life Scale (Diener et al.) plet¢he Hope Scale
(Synder et al.), but otherwise the measures were not counterbalanced. Theaakvey
approximately 30 minutes to complete. Once participants submitted the camplete
survey, they were directed to a final page that explained the purpose afdh@st

greater detail and offered information on the primary researcher asswefearal

sources. Finally, as an incentive for participation, respondents could chamgerttheir
email address to be entered into a drawing for a $100 gift certificate to
www.amazon.com. The winner of the gift certificate was sent the giftedetl through
email, on June 1. The participants’ email addresses were not connected to their survey
responses in any way. The participants were assured of the protection of their

confidentiality throughout each step of the study’s procedures.

82



Chapter 5
Results
The results chapter includes preliminary analyses, sample destopti
demographics and medical history, analysis of the two hypotheses and tweérehes
guestions, anddditional analyses.

Preliminary Analyses

The analyses were completed using the statistical package softwar&/ &RBS
15. The analyzed variables were screened for missing values, and 21 misssguwek
found in the Fertility Problem Inventory, 6 missing values were found in theveand
Negative Affect Schedule, 7 missing values were found in the Self-CompassienlSca
missing value was found in the Hope Scale, and 1 missing value was found in the
Satisfaction with Life Scale, totaling 35 missing values. These misaingywere
replaced using the participant’s mean score for that particular scédefr@a the 27
participants missing more than 16 items (15%) was discarded (Georgdefyi12009).
The normality of each variable was checked and the scales were assesgedal
consistency. All values for tests for skewness and kurtosis were lower than one,
indicating that the variables were close to normally distributed. The ot euestions
were scored by 3 coders, who reached an acceptable reliability legielg&mom a
cohen’s kappa of .728 to .825. The coders reached consensus on the additional responses
through discussion.
Sample Description of Demographics and Medical Background

Descriptive data about the demographic and reproductive background of
participants was presented in Tables 1 and 2. The sample of this study wasyprimar
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heterosexual (94.2%) married (86.6%), White (82.6%), highly educated (48.8% college
degree and 29.7% graduate degree) women. Among the current study’s sample of women
with primary infertility, more than half (65.5%) were from the United &tdut nearly
23% were Canadian. In contrast, among participants with secondary infe88hty
represented the United States and only 9.4% represented Canada. Due to the online
nature of data collection, four participants from countries as far asv@puath Africa and
New Zealand completed the survey. In regards to socioeconomic background, the
majority of participants rated themselves as middle class (54.6%). All eboswkets
were represented, including both the lowest (12.8% reporting an income of 30,000 or
less) and the highest (7.6% reporting an income of greater than 150,000).

The overall average age of survey participants was just under 31 years old, with
largest group of women with primary infertility reporting an age ran@6<30 (34.5%
of the sample) and 54% reporting an age of over 30 years old. The largest group of
women with secondary infertility reported an age of 31-35 (43.4%) and 79.3% reported
an age of over 30 years old. In other words, the primary infertility samplerhadea
even spread amongst the various age groups, in comparison to the secondaity infertil
sample that had significantly more participants in the upper age groups (i.eg the ag
range of 31-45 years of age). This variation in the participant age fiarnge two
groups is logical considering that those with secondary infertility hasady had a
successful conception and thus, are more likely to be older than those with primary
infertility.

Due to the complexity of medical and physiological variables involved in

infertility, a review of the participants’ medical history was warrdnteensure that it did
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not affect significantly outcomes on the independent and dependent variables.
Approximately 1/3 of infertility cases are due to male factors, 1/3 aréodeenale
factors, and for the remaining 1/3 infertility is caused by either a cmdldemale-male
factor or is unexplained (American Society for Reproductive Medicine, 2009 In t
current sample, 8.1% reported male factor infertility, 14.0% reported fenaéefactor,
42.4% reported female-factor, and over 30% reported an unexplained cause ofynfertilit
The length of time spent by participants trying to get pregnant had gresdiMay
ranging from less than one year to 20 years. The majority of respondiitgppats
reported having spent between 1-3 years trying to get pregnant (50.2%)r Weithe
length of attempted pregnancy nor the use of medical treatment related to thededépe
and dependent variables in this study.

Of note are the most commonly used infertility treatments by this samptenfO
the least invasive treatments, medication to induce ovulation, was the most common
(54.1%) reported treatment, with intrauterine insemination (IUl; i.e., placerheperm
directly in the uterus) as the second most common treatment (39%) reported.
Laparoscopy and in vitro fertilization represent the third most commonlytegpor
treatments (25.6%). Laparoscopy is a procedure used to surgically removeluriegne
tissue in areas outside the uterus as a method of treating endometriosis and improving
fertility by restoring the anatomic connection between the ovaries and falkoies. In
vitro fertilization is a type of assisted reproductive technology that invodvekzing an
egg outside the uterus, allowing the fertilized egg to divide into embryos, and then
transferring and implanting the embryo(s) into the uterus. Although both laparosebpy a

IVF are typically outpatient procedures, they can be invasive procedureserhsitle
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treatments, acupuncture (30.8%) and meditation (20.9%) were also reported by the
current sample. In short, the sample reported using a wide range of infeddiiyents
that include both invasive medical procedures and noninvasive home therapies.

For the primary infertility sample, the means, standard deviation, and internal
consistency values for the measures is presented in Table 3. The same imrfidion#tte
secondary infertility sample can be found in Table 4. All measures had adeyetteof
internal consistency$.83).

When comparing these score on the independent and dependent variables to the
general infertility population as reported in previous research, the curneplesaas
found to report higher levels of infertility-related stress and lower |®fei®ll-being.
More specifically, the sample reported greater mean scores of ityfedlhted stress,
less life satisfaction, less positive affect, and greater negsfeet than other infertility
studies, as revealed when comparing the mean scores of the sample of women with
primary and secondary infertility with the scores given for these medswtter studies
on infertility (Durning & Williams, 2004; Hammarberg, Astbury, & Baker, 2001)

The Fertility Problem Inventory (FPI; Newton et al., 1999) used a largsilibfe
population (N= 23023eeking medical treatment in its norming, finding that women’s
mean score was 134.8[0=33.8). In the current study, the mean score for the women
with primary infertility was 178.43D=33.3) and for the women with secondary
infertility it was 178.7 $D=32.0). Analyzing the current study’s sample of women with
primary infertility separate from the sample of women with secondarstilitje
significant differences were found between the mean scores for thesartwples of

women and the mean scores of the sample on which the Fertility Problem Invesasory w
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normed. More specifically, for women with primary infertility comparedhie sample of
primary infertility on which the measure was normeg= 13.9,p<0.01. For women

with secondary infertility compared to the normed sample of women with secondary
infertility, ts;= 9.4,p<0.01. Higher global score on the FPI indicates a higher level of
infertility-related stress compared to other same-sex individualsierpeg infertility,
and therefore, the current sample was reporting significantly more $ta@sthé norm
group. Further, scores on measures of life satisfaction (M=19.3 for primanylityfer
and M=20.5 for secondary infertility) and on measures of positive affect (M=25.6 for
primary infertility and 27.6 for secondary infertility) were sigcdfintly lower {;;= 6.5, ,
p<0.01;t5:,= 4.3,p<0.01) than those scores on the same measures reported by the current
sample’s women with primary and secondary infertility. Additionally, sconeisegative
affect (M=29.9 for primary infertility and M=31.2 for secondary infest)ltvere
significantly higher for the current sampte = 7.5,p<0.01;ts;= 6.7,p<0.01) than that
reported in other studies on women with infertility (Hammarberg, Astbury,k&Ba
2001; Durning & Williams, 2004). Although the self-compassion scale and trait hope
scale had not been utilized previously with women with infertility, the norming séthe
measures on college students indicated higher average scores than that thotimel wi
current sample (Neff, 2003; Snyder, Harris, et al., 1991). Female collemt

reported significantly higher levels of hope (Synder, Harris, et al., 1991) than taetcur
sample of women with primary infertility1¢= 5.2, ,p<0.01) and with secondary
infertility (ts1= 4.5,p<0.01). Women between the ages of 17 and 43 reported greater
levels of self-compassion (Magnus, 2007) than that reported by the current sample of

women with primary infertility .= 4.5, ,p<0.01) and with secondary infertilitys{=
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3.9,p<0.01). In short, the women who comprise the sample are reporting greater levels of
infertility-related stress and lower levels of well-being than esly found in women
with infertility.

In summarythe samples for the current study represent women with infertility
who are primarily White, married, heterosexual, and highly educated. They have been
attempting to become pregnant from anywhere between one to 20 years, with the
majority having spent the past 1-3 years attempting to become pregnantaVvbey h
utilized a wide range of infertility treatment options, including medical andmexstieal
procedures. Finally, they report experiencing significant distress anebded well-

being.
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Table 3: Means, Standard Deviations, and Internal Consistencies for Measeolesitis

Primary Infertility Sample

Measure Possible Sample Scoring Mean SD Alpha
Range Range
Self-Compassion 1.00-5.00 1.04-5.00 Likert range 1-2.69 0.70 0.94
Scale (SCS) (higher= higher
self-
compassion}
Trait Hope Scale 8-64 11-64 Likert range 1-85.93  10.40 0.90
(higher= greater
levels of hope)
Satisfaction with 5-35 5-34 Likert range 1-719.30 7.43 0.87
Life Scale (higher=greater
life satisfaction)
Positive and 10-50 10-48 Likert range 1-525.95 8.76 0.89
Negative Affect (higher= more
Schedule intense
(PANAS): emotion)
Positive Affect
Positive and 10-50 13-50 Likert range 1-529.90 8.73 0.84
Negative Affect (higher= more
Schedule intense
(PANAS): emotion)
Negative Affect
Fertility Problem 46-276 82-267 Likert range 1-6178.36 33.32 0.92

Inventory (FPI)

(higher=greater
fertility-related
stress)

! The Self-Compassion Scale was scored by calcglétim average score for each of the six subscates,
then calculating a global average score acrossubscales.
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Table 4: Means, Standard Deviations, and Internal Consistencies for Measeolesitis
Secondary Infertility Sample

Measure Possible Sample Scoring Mean SD Alpha
Range Range
Self-Compassion 1.00-5.00 1.38-3.98 Likert range 1-2.67 0.24 0.93
Scale (SCS) (higher= higher
self-

compassion¥

Trait Hope Scale 8-64 13-60 Likert range 1-8 45.84 10.44 0.90
(higher= greater
levels of hope)

Satisfaction with  5-35 5-35 Likert range 1-7 20.49 6.95 0.85
Life Scale (higher=greater
life satisfaction)

Positive and 10-50 12-46 Likert range 1-5 27.62 7.83 0.84
Negative Affect (higher= more

Schedule intense

(PANAS): emotion)

Positive Affect

Positive and 10-50 10-50 Likert range 1-5 31.16 10.28 0.91
Negative Affect (higher= more

Schedule intense

(PANAS): emotion)

Negative Affect

Fertility Problem 46-276 123-261 Likert range 1-6178.68 31.97 0.91
Inventory (FPI) (higher=greater

fertility-related

stress)

2 The Self-Compassion Scale was scored by calcglétia average score for each of the six subscatess,
then calculating a global average score acrossubscales.
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Preliminary Correlations

A correlation matrix of Pearson’s r correlation coefficients and Spedsnho
correlation coefficients was created to capture information about tthiemslaps among
all dichotomous, ordinal, and interval variables, including the demographic variables
such as length of time they had tried to get pregnant, age, educational background, and
whether participants had ever been pregnant. Spearman rho’s were calculapedds ex
the relation between interval and ordinal variables, whereas Pearson’datmorre
coefficients were calculated to express the relation between dichotomoundeamall i
variables. Due to the large number of correlations run, a more strict alpleafv&l01)
was used to control for family-wise error. This information can be found in EBiduaed
2. For women with primary infertility, correlations between socioeconotaiasand
hope $=0.29, small effect) and between full-time employment and hepé(24, small
effect) were significant at the<.01 level, such that higher incomes and full-time
employment were related to higher levels of hope for women with primaanyiliny.
Further, socioeconomic status was correlated positively with life aetitsfh =0.31,
medium effect) and subjective well-being0.25, small effect) but correlated negatively
with fertility-related stresspE -0.30, medium effect) for women with primary infertility.
However, these relationships differed for women with secondary infertibtyative
affect and fertility-related stress were correlated signifigamth the demographic
variables of age (respectivehy -0.54,r= -0.44, medium-large effects) and number of
years in their current relationship=(-0.38,r= - 0.31, medium effects). When the
correlations were run on the total sample, age continued to have a significom rela

with negative affectrE& -0.21, small effect) and fertility-related stress {0.23, small
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effect) and relationship length had a significant correlation with negaftieet (= -0.25,
small effect). Perhaps most notably, socioeconomic status correlated powsitilienope
(p=0.24, small effect) and life satisfactiqgs=0.22) and negatively correlated with
fertility-related stresspE -0.27, small effect). Socioeconomic status, age, and relationship
length were controlled to ensure that the effects of these demographldeswere
accounted for in the regression analyses. To assess the relationship betwasdti-the m
level nominal demographic variables of race and country of origin (e.g., U.S., Canada
England) and the reproductive history variable of diagnosed cause of iyféetidjt,

female factor, male factor, combined factor) with the predictor and outconadlesti
one-way ANOVAs were run using an alpha of 0.01, finding no significant diffesenc
Further analyses were computed to assess each of the research hy@ottiessearch

guestions.
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Figure 1: Bivariate Correlations for Primary Inféty Sample

SCS HOPE SWLS PosAff NegAf SWB FPI Age Rel Educ SES Emp MedTime  Preg
SCS 1.00
HOPE .63** 1.00
SWLS .55** 59+ 1.00
PosAf A8 A1 .30%* 1.00
NegAf -.54** -.35%* -.34%* -.30** 1.00
SWB 1 61 75%* T4 - 73 1.00
FPI -.59** -51** -.61** -.39** 53** -.69** 1.00
Age -.01 .04 .04 -12 -.05 -.02 -15 1.00
Rel .02 -.20* -13 -.09 -20*  -.02 -11 .25%* 1.00
Educ .02 21* 15 -.03 -.08 10 -.06 30 .04 1.00
SES .17 L29% W31 .01 -.20* .25%* -.30** .39** .05 .28* 1.00
Emp -.10 -.24%* -.03 .07 13 .04 .01 .09 -13 _-.03 -32= 1.00
Med A4 -.03 .01 -12 .08 -.09 .08 A0 .05 _.02 -31* A2 1.00
Time -.02 -14 -11 -.23* -.10 -11 10 27 .38** .04 -.03 .05 .02 1.00
Preg -01 .04 A1 22% -02  -16 -.07 -.19* -.02 _-.03 .01 -02 -26** -03 1.00

Key to Abbreviations in Figure 1: SCS (Self-CompaissScale); HOPE (Hope Scale); SWLS (Satisfactidh wife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@leNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); Age (Current Age)eRINumber of Years in Current Relationship); Eddighest Level of Education Achieved); SES
(Socioeconomic Status); Emp (Employment, 1 is Fulhe, 2 is Not Full-Time); Med (Medical Treatment finfertility, 1 is yes, 2 is no); Time
(Number of Months Trying to Get Pregnant); PreggiEBeen Pregnant, 1 is yes, 2 is no). Correlatigsficant at p<.01 are marked with an “**” and
correlations significant at p<.05 are marked withH"a” Correlations that are underlineddicate Spearman’s rho values.
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Figure 2: Bivariate Correlations for Secondary itifiey Sample

SCS HOPE SWLS PosAff NegAf SWB FPI Age Rel Educ SES Emp Med mdi Preg
1.00

.36 1.00

.32* .56** 1.00

37** A3** .30* 1.00

-.55** -21 -.27 -.23 1.00

59** 55** 2% B68* - T4 1.00

- 43 -.18 -.32* -.10 B7** 53 1.00

14 .05 -.01 .04 -54* 27 -44* 1.00

-.02 -.02 -.06 .08 -38** .18 -31*  .48*  1.00

~14 -20 -13 A3 =18 23 -.16 2 14 1.00

-.03 A2 =01 -10 -.06 25 =21 21 25 21 1.00

.06 -.03 24 .08 -.05 -.16 -17 A1 .04 _-15 -30 1.00

-.10 -.02 .06 .06 .16 -.02 24 -.17 -16 .02 -11 .01 1.00

.09 -.09 -.06 .16 -.27 A7 -.18 A40** 70 -11 -.14 24 -.06 1.00

-.04 -.06 .02 .00 -.09 -.03 -.03 -.07 =11 .14 .22 .01 A40**  -.04 1.00

Key to Abbreviations in Figure 2: SCS (Self-CompaisScale); HOPE (Hope Scale); SWLS (Satisfactidth Wwife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@lNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); Age (Current Age)eRNumber of Years in Current Relationship); Eddghest Level of Education Achieved); SES
(Socioeconomic Status); Emp (Employment, 1 is Fulhe, 2 is Not Full-Time); Med (Medical Treatment finfertility, 1 is yes, 2 is no); Time
(Number of Months Trying to Get Pregnant); PreggiEBeen Pregnant, 1 is yes, 2 is no). Correlatigsficant at p<.01 are marked with an “**” and
correlations significant at p<.05 are marked withH"a” Correlations that are underlineddicate Spearman’s rho values.
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Figure 3: Bivariate Correlations for Total Sample

PosAff

1.00
- 27**
T2

-.30**

-.06

-.02

-.09

-.09

A2

NegAf

1.00
- 72

ST
=21+

-.25%*

1
=
N

1
=
a1

-.02

SWB FPI
1.00
-.64** 1.00
.09 -.23%
.07 -11
.19* 27
-.03 .03
-.08 .05
-.02 .00
.08 -.06

Age

1.00

.36**

27
.36**
13

.04

.30

22%*

Rel Educ
1.00
.07 1.00
.13 27
01 _.06
-01 _.05
A48 -.01
-11 .02

SES

.00

Emp Med
1.00
28*  1.00
.01 .00
14 -.02

Key to Abbreviations in Figure 2: SCS (Self-CompaisScale); HOPE (Hope Scale); SWLS (Satisfactidth wife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@lNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); Age (Current Age)eRNumber of Years in Current Relationship); Eddghest Level of Education Achieved); SES
(Socioeconomic Status); Emp (Employment, 1 is Fulhe, 2 is Not Full-Time); Med (Medical Treatment finfertility, 1 is yes, 2 is no); Time

(Number of Months Trying to Get Pregnant); PreggiEBeen Pregnant, 1 is yes, 2 is no). Correlatigsficant at p<.01 are marked with an “**” and
correlations significant at p<.05 are marked withH"a” Correlations that are underlineddicate Spearman’s rho values.
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Analysis of Hypotheses and Research Questions

Hypothesis 1: Women with primary infertility will have lower levels of
subjective well-being than women with secondary infertility.

A two sample t-test for independent groups was conducted comparing type of
infertility and life satisfaction, as well as a two sample t-testfdependent groups
comparing type of infertility and positive and negative affect. This hypathess not
supported by the data. For positive affégt=-1.21,p>0.05 whereas for negative affect,
t176= -0.81,p>0.05. Insignificant differences were also found for life satisfactiog=(-
1.04,p>0.05). To assess subjective well-being as a global construct consistieg of t
cognitive dimension of life satisfaction and the affective dimensions of positive and
negative affect, standardized scores on the life satisfaction measureldedd@
positive affect standardized scores, from which standardized negativesatiezs were
subtracted (e.g., Haslam, Whelan, & Bastian, 2009). An additional t-test failed to f
significant differences in global subjective well-beihgds -0.66,p>0.05) depending
upon infertility type.

Hypothesis 2: Women with primary infertility will have higher levels of
infertility-related stress than women with secondary infertility.

A two sample-t test for independent groups was conducted using type of tgfertili
as the status variable and infertility stress as the outcome variafllegfno significant
differences in the infertility-stress levels of the two groupgs=-0.19,p>0.05).

Question la. For women experiencing primary infertility, does the level of

self-compassion positively correlate with subjective well-being?
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For women reporting primary infertility, self-compassion was cateell
positively with positive affectr€0.48,p<0.01, medium effect size) and life satisfaction
(r=0.55,p<0.01, large effect size) and was correlated negatively with negatiet @ffe
0.54,p<0.01, large effect size). For the global construct of subjective weltibself-
compassion had a large effect size0(71,p<0.01).

Question 1b. For women experiencing secondary infertility, does the level of
self-compassion positively correlate with subjective well-being?

For women reporting secondary infertility, self-compassion was ctadela
positively with positive affectr€0.37,p<0.01, medium effect size), but only found to
have a positive significant relationship with life satisfaction at the age 6f 0.05
(r=0.32,p<0.05). Self-compassion had a significant negative relationship with negative
affect {=-0.55,p<0.01), a large effect size (Cohen, 1992). Additionally, its relation with
the global construct of subjective well-being was a large effectrsies0,p<0.01).

Question 1cls there a significant difference in the correlation between self-
compassion and subjective well-being for women with primary infertity in
comparison to women with secondary infertility?

Using a two-tailed Fisher Z test for differences in correlation, nofggnt
differences were found in the relationship between self-compassion and sebjesiti
being for women with primary infertility compared to women with secondartilitie
For positive affectz=0.80 £>0.05) and for negative affe@;0.08 £>0.05). Differences
in the relationship between self-compassion and life satisfaction equalddaf of
(p>0.05). Finally, differences in the relationship between self-compassion aridlibé g

construct of subjective well-being was not significantl(24,p>0.05).
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Question 2a. For women experiencing primary infertility, does the level of
self-compassion negatively correlate with infertility-related stres?

For women with primary infertility, self-compassion was found to have a negative
relationship with infertility-related stress, such that higher levelglétempassion on
SCS (Neff, 2003) related to lower levels of reported stress (r=-0.59, p<.01, affaage
size) as measured by overall FPI scores (Newton, Sherrard, & Glavac, 1999).

Question 2b. For women experiencing secondary infertility, does the level of
self-compassion negatively correlate with infertility-related stres?

This research question also was answered affirmatively by the data.arkerpe
r correlation of SCS scores (Neff, 2003) with overall FPI scores (Newton, Sh&rar
Glavac, 1999) was -0.49<.01), a medium effect for women with secondary infertility.

Question 2c. Is there a significant difference in the correlation beteen self-
compassion and infertility-related stress for women with primary nfertility in
comparison to women with secondary infertility?

Using a two-tailed Fisher Z test for differences in correlation, no gignif
differences were found in the relationship between self-compassion andityfettted
stress for women with primary infertility compared to women with secondtatility
(z= 1.29,p>0.05).

Question 3.Does the effect of self-compassion on subjective well-being
depend on whether women are experiencing primary or secondary infality, such
that self-compassion positively relates to subjective well-being feromen with
primary infertility, but self-compassion fails to have a significant relatonship with

subjective well-being for women experiencing secondary infertilt?
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Hierarchical regression analyses were run to assess lifestibis, positive
affect, negative affect, and subjective well-being as the criterioablas after
controlling for the demographic variables of socioeconomic status, age, and length of
relationship; self-compassion as the predictor variable; and the typertifilpfadded as
a third step. The interaction between self-compassion and infertility typadded last.
The type of infertility failed to moderate the relationship betweenceelfpassion and
life satisfaction AF3 156=1.24, AR*=0.005,p>0.05), self-compassion and positive affect
(AF3156=0.33, AR*=0.002,p>0.05), self-compassion and negative affaft;(;s5=1.75,
AR?3156=0.007 p>0.05), and self-compassion and subjective well-beirg {s¢=0.61,
AR? 3 156=0.00,p>0.05)

Question 4.Does the effect of self-compassion on infertility-related stress
depend on whether women are experiencing primary or secondary infelity, such
that self-compassion negatively relates to infertility-related stres for women with
primary infertility, but self-compassion fails to have a significant relatonship with
infertility-related stress for women experiencing secondary infeility?

A hierarchical regression analysis was run (see table 9) usimtjlityfeelated
stress as the criterion variable, self-compassion as the predictinieaaiad the type of
infertility as the moderating variable. Once again, the demographic varadbles
socioeconomic status, age, and length of relationship were entered as thepfirtbtest
self-compassion as the second step, the type of infertility as the third step, and the
interaction between self-compassion and infertility as the fourth step. Enactnbn

between self-compassion and infertility type failed to be significefy {56=0.56,

AR?3156=0.002,p>0.05). In summary, the type of infertility failed to moderate the
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relationship between self-compassion with subjective well-being and inyertilated
stress.

Question 5a. For women experiencing primary infertility, does the levedf
hope positively correlate with subjective well-being?

Pearson r correlation coefficients were calculated to deterimenelationship
between scores on the Hope Scale (Synder et al., 1991) and scores on thédBWALS (
Emmons, Larsen, & Griffin, 1985) and the PANA&#tson, Clark, & Tellegen, 1988) for
women with primary infertility. Hope was positively correlated with s&gisfaction
(r=0.59,p<0.01), a large effect size, and positive affesD(41,p<0.01), a medium
effect size, and negatively correlated with negative affect(q.35,p<0.01), a medium
effect size, for women with primary infertility. A large effect sizas found for the
relation between hope and global subjective well-baing.61,p<0.01).

Question 5b. For women experiencing secondary infertility, does the leved
hope positively correlate with subjective well-being?

Pearsom correlation coefficients were calculated to determine the relationship
between scores on the Hope Scale (Synder et al., 1991) and scores on thédBWALS (
Emmons, Larsen, & Griffin, 1985) and the PANA&#tson, Clark, & Tellegen, 1988) for
women with secondary infertility. Hope was positively correlated withshfissfaction
(r=0.56,p<0.01), a large effect size, and positive affesD(43,p<0.01), a medium
effect size, but the correlation between hope and negative affe€.21,p>0.05) failed
to reach significance for women with secondary infertility. However, hopé&vegi

correlated with global subjective well-being-0.55,p<0.01, large effect size).
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Question 5c.s there a significant difference in the correlation between hope
and subjective well-being for women with primary infertility in comparison to
women with secondary infertility?

Utilizing a Fisher Z test for differences in correlation, no significhifiérences
were found between hope and life satisfacts®(27,p>0.05), between hope and
positive affect £=
-0.14,p>0.05), between hope and negative affeet-0.9,p>0.05), and between hope
and global subjective well-being=0.54,p>0.05) when comparing women with primary
and secondary infertility.

Question 6a. For women experiencing primary infertility, does the level of
hope negatively correlate with infertility-related stress?

Hope was found to negatively correlate with infertility-related stfes-0.51,
p<0.01), a large effect size, for women with primary infertility.

Question 6b. For women experiencing secondary infertility, does the level of
hope negatively correlate with infertility-related stress?

The correlation between hope and infertility-related stress for women with
secondary infertility failed to be significamt-0.18,p>0.05).

Question 6c¢. Is there a significant difference in the correlation betaen hope
and infertility-related stress for women with primary infertilit y in comparison to
women with secondary infertility?

Using the Fisher Z test, the difference in the relationship between hope and
infertility-related stress was found to be statistically signific@hen comparing women

with primary and secondary infertilitg£ -4.4,p<0.01). Higher levels of hope related to
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lower levels of infertility-related stress for women with primary iitiligy yet higher
levels of hope failed to relate to lower levels of infertility-relatedsstifor women with
secondary infertility.

Question 7.Does the effect of hope on subjective well-being depend on
whether women are experiencing primary or secondary infertility, suckthat hope
positively relates to subjective well-being for women with primary ifertility, but
hope fails to have a significant relationship with subjective well-begpfor women
experiencing secondary infertility?

Hierarchical regression analyses (see tables 10-14) were run, cogtiailthe
demographic variables of socioeconomic status, age, and length of relationship. Life
satisfaction, positive affect, negative affect, and subjective wellvegne the criterion
variables; hope was the predictor variable; and the type of infertility deteslaas the
third step. The interaction between hope and infertility type was added last. €l typ
infertility failed to moderate the relationship between hope and life satmia
(AF3156=0.04, AR? 3 155=0.00,p>0.05), hope and positive affedtRz 1550.10,

AR? 3 155=0.00,p>0.05), hope and negative affeafg 155=1.00, AR? 3 155=0.01,p>0.05),

and hope and subjective well-being 155=0.58, AR? 3,155=0.002,p>0.05),

Question 8.Does the effect of hope on infertility-related stress depend on
whether women are experiencing primary or secondary infertility, suchthat hope
negatively relates to infertility-related stress for women with primawy infertility, but
hope fails to have a significant relationship with infertility-related stress for women

experiencing secondary infertility?
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A hierarchical regression analysis was run using socioeconomig, stgéysand
length of relationship as control variables; infertility-relatedssties the criterion
variable, hope as the predictor variable, and the type of infertility addethiad step.
The interaction between hope and infertility type was signifiesig {s5=5.00,

AR? 3 1550.02,p<0.05). In summary, the type of infertility failed to moderate the
relationship between hope and subjective well-being but type of infertility rstedethe

relationship between hope and infertility-related stress.
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Table 5: Hierarchical Regression Examining Moderation of Type of Infertility Self-

Compassion on Life Satisfaction

Predictors AR? df AF L* P Semi-
partial r?
Step 1: 27 .07 159 4.06 .01
Age .01 .87 .00
Relationship length -12 15 .01
Socioeconomic .25 .00 .06
Status (SES)
Step 2: 54 22 158 48.52 .00
Age .02 .84 .00
Relationship length -12 A1 .01
SES .20 .01 .03
Self-Compassion A7 .00 22
Step 3: bS5 .01 157 2.82 .10
Age .00 97 .00
Relationship length -.13 .07 .02
SES 19 .01 .03
Self-Compassion A7 .00 22
Type of Infertility A2 10 .01
Step 4: bS5 .01 156 1.24 27
Age .01 .87 .00
Relationship length -.14 .06 .02
SES .18 .01 .03
Self-Compassion .69 .00 .05
Type of Infertility 42 14 .01
Self-Compassion X -.38 27 .01

Type of Infertility
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Table 6: Hierarchical Regression Examining Moderation of Type of Infertility Satf-
Compassion on Positive Affect

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: .08 .01 159 .38 T7
Age -.08 .35 .00
Relationship length .01 .92 .01
Socioeconomic .06 48 .00
Status (SES)
Step 2: 46 .21 158 41.78 .00
Age -.08 31 .01
Relationship length .01 .87 .00
SES .00 .97 .00
Self-Compassion 46 .00 21
Step 3: 48 .01 157 2.21 14
Age -.09 24 .01
Relationship length .00 .96 .00
SES .00 .99 .00
Self-Compassion 46 .00 21
Type of Infertility A1 14 .01
Step 4: 48 .00 156 .33 57
Age -.09 .28 .01
Relationship length -.01 .94 .00
SES -.01 .95 .00
Self-Compassion .58 .01 .04
Type of Infertility 27 .36 .00
Self-Compassion X -.21 57 .00

Type of Infertility
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Table 7: Hierarchical Regression Examining Moderation of Type of Infertility Satf-

Compassion on Negative Affect

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 31 .09 159 5.49 .001
Age -11 15 .01
Relationship length -.20 .01 .04
Socioeconomic -.12 15 .01
Status (SES)
Step 2: .61 .27 158 67.88 .00
Age -11 13 .01
Relationship length -21 .003 .04
SES -.05 44 .00
Self-Compassion -.53 .00 27
Step 3: .61 .01 157 2.73 .10
Age -12 .09 .01
Relationship length -.22 .001 .04
SES -.05 41 .00
Self-Compassion -.52 .00 27
Type of Infertility A1 10 .01
Step 4. .62 .01 156 1.75 .19
Age -11 13 .01
Relationship length -.23 .001 .04
SES -.07 .33 .01
Self-Compassion -.28 15 .01
Type of Infertility 45 .09 .01
Self-Compassion X -.42 19 .01

Type of Infertility
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Table 8: Hierarchical Regression Examining Moderation of Type of Infertility Satf-
Compassion on Subjective Well-Being

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 21 .04 159 2.45 .07
Age .02 .85 .00
Relationship length .04 .62 .00
Socioeconomic 19 .02 .03
Status (SES)
Step 2: .69 .43 158 129.64 .00
Age .02 .76 .00
Relationship length .05 44 .00
SES A1 .06 .01
Self-Compassion .66 .00 43
Step 3: .69  .003 157 .78 .38
Age .01 .83 .00
Relationship length .04 .53 .00
SES A1 .07 .01
Self-Compassion .66 .00 43
Type of Infertility .05 .38 .00
Step 4: .69 .00 156 .06 .81
Age .02 .81 .00
Relationship length .04 .54 .00
SES A1 .07 .01
Self-Compassion .70 .00 .05
Type of Infertility A1 .65 .00
Self-Compassion X -.07 .81 .00

Type of Infertility
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Table 9: Hierarchical Regression Examining Moderation of Type of Infertility Satf-
Compassion on Fertility-Related Stress

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 32 11 159 6.23 .001
Age -17 .05 .02
Relationship length -.02 .81 .00
Socioeconomic -.23 .00 .05
Status (SES)
Step 2: .62 .27 158 69.16 .00
Age -17 .02 .02
Relationship length -.02 72 .00
SES -.16 .01 .02
Self-Compassion -.53 .00 27
Step 3: .62 .00 157 .26 .61
Age -17 .02 .02
Relationship length -.03 .66 .00
SES =17 .01 .02
Self-Compassion -.53 .00 27
Type of Infertility .03 .61 .00
Step 4: .62 .00 156 .56 46
Age -17 .01 .02
Relationship length -.03 .69 .00
SES -.16 .02 .02
Self-Compassion -.66 .001 .05
Type of Infertility -.16 .55 .00
Self-Compassion X 24 46 .00

Type of Infertility
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Table 10: Hierarchical Regression Examining Moderation of Type of Infertility wit

Hope on Life Satisfaction

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: .27 .08 158 4.26 .01
Age .02 .81 .02
Relationship length -.13 13 .01
Socioeconomic .26 .002 .06
Status (SES)
Step 2: .60 .29 157 71.10 .00
Age .01 .86 .00
Relationship length -.04 .62 .00
SES A1 A1 .01
Hope .56 .00 .29
Step 3: .61 .01 156 2.84 .09
Age .00 .99 .00
Relationship length -.05 48 .00
SES 10 14 .01
Hope .60 .003 .04
Type of Infertility 16 .58 .00
Step 4: .61 .00 155 .04 .85
Age .00 .99 .00
Relationship length -.05 48 .00
SES .10 14 .01
Hope .60 .003 .04
Type of Infertility A7 .58 .00
Hope X - .07 .85 .00

Type of Infertility
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Table 11: Hierarchical Regression Examining Moderation of Type of Infertility wit

Hope on Positive Affect

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 10 .01 158 48 .70
Age -11 23 .01
Relationship length .03 23 .00
Socioeconomic .04 .66 .00
Status (SES)
Step 2: 44 18 157  35.59 .00
Age -11 .16 .01
Relationship length .10 19 .00
SES -.08 .30 .01
Hope 45 .00 18
Step 3: 45 .01 156 2.58 A1
Age -.13 A2 .01
Relationship length .09 .28 .01
SES -.09 27 .01
Hope 45 .00 .18
Type of Infertility A2 A1 .01
Step 4: 45 .00 155 .10 .76
Age -.13 A2 .01
Relationship length .09 27 .01
SES -.09 .26 .01
Hope 51 .02 .03
Type of Infertility 22 51 .00
Hope X -.12 .76 .00

Type of Infertility
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Table 12: Hierarchical Regression Examining Moderation of Type of Infertility with

Hope on Negative Affect

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: .30 .09 158 5.31 .002
Age -.09 .29 .01
Relationship length -.22 .01 .04
Socioeconomic -.10 22 .01
Status (SES)
Step 2: 44 10 157  18.99 .00
Age -.09 .29 .01
Relationship length -.27 .00 .06
SES -.01 .87 .00
Hope -.33 .00 .10
Step 3: 45 .01 156 2.08 15
Age -.10 23 .01
Relationship length -.29 .00 .07
SES -.02 .83 .00
Hope -.33 .00 10
Type of Infertility A1 A5 .01
Step 4. 45 .01 155 1.00 32
Age -.10 22 .01
Relationship length -.30 .00 .07
SES -.004 .96 .00
Hope -.54 .02 .03
Type of Infertility -.22 .52 .00
Hope X .39 .32 .01

Type of Infertility
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Table 13: Hierarchical Regression Examining Moderation of Type of Infertility with
Hope on Subjective Well-Being

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 20 .04 158 2.10 10
Age .00 .97 .00
Relationship length .06 51 .00
Socioeconomic .18 .03 .03

Status (SES)

Step 2: .61 .34 157 85.30 .00
Age -.01 .93 .00
Relationship length 15 .03 .02
SES .02 a7 .00
Hope .61 .00 34
Step 3: .62 .003 156 .73 40
Age -.01 .86 .00
Relationship length 15 .04 .02
SES .02 .79 .00
Hope .61 .00 34
Type of Infertility .06 40 .00
Step 4: .62 .002 155 .58 45
Age -.01 .87 .00
Relationship length A5 .03 .02
SES .01 .89 .00
Hope 75 .00 .06
Type of Infertility 27 .35 .00
Hope X -.26 45 .00

Type of Infertility
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Table 14: Hierarchical Regression Examining Moderation of Type of Infertility wit

Hope on Fertility-Related Stress

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: 32 .10 158 5.83 .001
Age -.16 .06 .02
Relationship length -.02 g7 .00
Socioeconomic -.22 .01 .04
Status (SES)
Step 2: 48 .13 157 27.32 .00
Age -.15 .05 .02
Relationship length -.09 .26 .01
SES -12 A1 .01
Hope -.38 .00 13
Step 3: 48  .001 156 .26 .61
Age -.12 .04 .02
Relationship length -.09 24 .01
SES -12 A1 .01
Hope -.38 .00 13
Type of Infertility .04 .61 .00
Step 4: 51 .02 155 5.00 .03
Age -.16 .04 .02
Relationship length -11 15 .01
SES -.10 .20 .01
Hope -.84 .00 .07
Type of Infertility -.66 .04 .02
Hope X .83 .03 .02

Type of Infertility
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Figure 4: Moderation of Fertility-Related Stress
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Question 9. Do the psychological variables of self-compassion and hope
predict additional variance in subjective well-being beyond that prettted by the
type of infertility?

Question 10. Do the psychological variables of self-compassion and hope
predict additional variance in infertility-related stress beyond hat predicted by the
type of infertility?

Hierarchical regression analyses were run, with the biologicableuiafertility
type entered in the first step and the psychological variables entersg@sa step after
controlling for the demographic variables of socioeconomic status, age, and length of

relationship. The psychological variables of self-compassion and hope predicted
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additional variance than that predicted by type of infertility for lifes&attion
(AR*=0.33), positive affectAR?=0.26), negative affectAR>=0.28), subjective well-
being affect AR*=0.51) and infertility-related stresaR”=.28). Additionally, self-
compassion was a statistically significant predictor in all four reipressaifter

controlling for hope, whereas hope added additional variance after controllingffor se
compassion only for the dependent variables of life satisfaction, positac, afhd
subjective well-being. Further, self-compassion had a large effect fitivpasfect,
negative affect, subjective well-being, and infertility-relatedsstiras well as a medium
effect for life satisfaction. Hope had a large effect for lifeséattion, positive affect, and

subjective well-being in addition to a medium effect for infertilitiated stress.
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Table 15: Summary of Hierarchical Regression Predicting Life Satisfaction

Predictors R AR? df AF L* P Semi-
partial r®
Step 1: .27 .08 158 4.26 .01
Age .02 81 .00
Relationship length -.13 13 .01
Socioeconomic .26 .002 .06
Status (SES)
Step 2: 29 .01 157 1.64 .20
Age .01 91 .00
Relationship length -.14 .09 .02
SES .25 .002 .06
Type of Infertility .10 .20 .01
Step 3: .65 .00 155 44.48 .00
Age .00 97 .00
Relationship length -.07 .29 .00
SES A1 .09 .01
Type of Infertility A1 .07 .01
Self-Compassion .25 .00 .04
Hope 42 .00 A1
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Table 16: Summary of Hierarchical Regression Predicting Positive Affect

Predictors AR? df AF L* P Semi-
partial r?
Step 1: 0 .01 158 48 .70
Age -11 23 .01
Relationship length .03 72 .00
Socioeconomic .04 .66 .00
Status (SES)
Step 2: A4 .01 157 1.85 18
Age -12 .18 .01
Relationship length .01 .88 .00
SES .03 .69 .00
Type of Infertility A1 .18 .01
Step 3: .53 .00 155  28.37 .00
Age -.12 A1 .01
Relationship length .06 45 .00
SES -.08 .30 .01
Type of Infertility A2 .08 .01
Self-Compassion .34 .00 .08
Hope .26 .003 .04
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Table 17: Summary of Hierarchical Regression Predicting Negative Affect

Predictors AR? df AF L* P Semi-
partial r?
Step 1: 30 .09 158 5.31 .002
Age -.09 .29 .01
Relationship length -.22 .01 .04
Socioeconomic -.10 22 .01
Status (SES)
Step 2: 32 .01 157 2.06 15
Age -.10 23 .01
Relationship length -.24 .004 .05
SES -.10 .20 .01
Type of Infertility A1 15 .01
Step 3: .62 .00 155 35.00 .00
Age -.10 15 .01
Relationship length -.25 .001 .05
SES -.03 .67 .00
Type of Infertility .10 13 .01
Self-Compassion -51 .00 .18
Hope -.04 .65 .00
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Table 18: Summary of Hierarchical Regression Predicting Subjective Well-Being

Predictors AR? df AF L* P Semi-
partial r?
Step 1: 20 .04 158 2.10 10
Age .00 .97 .00
Relationship length .06 51 .00
Socioeconomic .18 .03 .03
Status (SES)
Step 2: 21 .002 157 32 .57
Age -.002 .98 .00
Relationship length .05 57 .00
SES .18 .03 .03
Type of Infertility .05 .57 .00
Step 3: .74 .00 155 88.61 .00
Age -.01 .90 .00
Relationship length .10 .08 .01
SES .03 .60 .00
Type of Infertility .06 .26 .00
Self-Compassion .50 .00 17
Hope 33 .00 .07
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Table 19: Summary of Hierarchical Regression Predicting Fertility-RelatedsStre

Predictors AR? df AF L* P Semi-
partial r?
Step 1: 32 .10 158 5.83 .001
Age -.16 .06 .02
Relationship length -.02 g7 .00
Socioeconomic -.22 .006 .04
Status (SES)
Step 2: 32 .002 157 .30 .58
Age -17 .05 .02
Relationship length -.03 71 .00
SES -.22 .005 .05
Type of Infertility .04 .58 .00
Step 3: .62 .28 155 35.66 .00
Age -.16 .02 .02
Relationship length -.05 71 .00
SES -.14 .05 .02
Type of Infertility .03 .65 .00
Self-Compassion - 47 .00 15
Hope -.12 14 .01

Additional Analyses

MacKinnon and Luecken (2008) have described the need to increase

understanding of the processes that underlie the relationship between psychosocial

variables and health outcomes. They have highlighted mediation as a formstitatati

analyses that answers “how” the independent variable relates to the depanicdts

through the relationship with the mediating variable. The investigation of how variable

relate allows for the development of interventions that more effectivelgtttire causal

pathways between them (MacKinnon & Luecken, 2008). Theoretically, self-esiopa
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could serve as a mediator between hope and the outcomes of subjective well-being and
infertility-related stress. The relationship between hope’s two compookeagency and
pathway might be related to positive outcomes for women experiencing ityfevhien

they are able to view their infertility-related goals with a seliapassionate approach.
Because all analyses thus far have analyzed women with primary and sgconda
infertility separately, mediation analyses also will be assessedasdgdor the two

samples.

Before mediation could be analyzed statistically for these variableg, t
regressions were completed for women with primary infertility (EraZ'ix, & Barron,
2004). First, hope was regressed on self-compassion to establish their relationshi
finding a significant relationshig-(, 115=75.41,p<0.001). As the second step, hope was
regressed separately on the individual dependent variables of life satrs{&e
113=60.89,p<0.001), positive affectH; 11=22.14,p<0.001), and negative affect;(
115=16.17,p<0.001) demonstrating the existence of a significant relationship between
them that can be mediated. Finally, self-compassion was added to the oagoéssipe
on the separately regressed dependent variables of life satisfaction, Edfetveand
negative affect. The significance of the relationship between hope and negattvaadf
between hope and positive affect disappeared once self-compassion was added to the
model, indicating that self-compassion mediates the relationship betweemkope a
negative affect as well as the relationship between hope and positive affeedtiotve
relationship between hope and life satisfaction failed to change sigrificace self-
compassion was included in the model. Tables 20-23 and Figures 5-6 present the

mediation model.
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The same steps were taken to analyze whether self-compassion mediated th
relationship between hope and infertility-related stress, finding an ifisagtidecrease
in the relationship between hope and infertility-related stress once sgbassion was
included in the regression model for women with primary infertility. Table 2&ptes
more detailed information on this mediation model.

The same mediation model was run for the sample of women with secondary
infertility using positive affect and life satisfaction as the outcomas.to the lack of
significant correlations between hope and negative affect as well as bdtomeand
infertility-related stress, a mediation model for these variablesataassessed. Instead,
three regressions were completed for women with secondary infefiayiér, Tix, &
Barron, 2004). Hope was regressed on self-compassion to assess their relationship,
finding a significant relationshig=( s:=7.80,p<0.01). As the second step, hope was
regressed separately on the individual dependent variables of life sairs{geti
51=23.23,p<0.001) and positive affeckF{ 5=11.82,p<0.01) demonstrating the existence
of a significant relationship between them that can be mediated. Finalgpeghassion
was added to the regression of hope on the separately regressed dependesl eflifable
satisfaction and positive affect. The relationship between hope and lifagtaiisand
between hope and positive affect failed to decrease significantly oncesgiassion

was added to the model, indicating that mediation did not occur.
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Table 20: Mediation Effects of Self-Compassion on Hope in Predicting Life Satisfacti
for Women with Primary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.63 0.40 113 75.41 0.00
Predictor: Hope 0.63 0.00 0.40
Step 2:

Outcome: Life Satisfaction 0.59 0.34 113 60.89 0.00
Predictor: Hope 0.59 0.00 0.35
Step 3:

Outcome: Life Satisfaction 0.64 0.41 112 38.06 0.00
Mediator: Self-Compassion 0.30 0.00 0.05
Predictor: Hope 0.40 0.00 0.10

Table 21: Mediation Effects of Self-Compassion on Hope in Predicting Positive Affect
for Women with Primary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.63 0.40 113 7541 0.00
Predictor: Hope 0.63 0.00 0.40
Step 2:

Outcome: Positive Affect 0.41 0.16 113 22.14 0.00
Predictor: Hope 0.41 0.00 0.17
Step 3:

Outcome: Positive Affect 0.51 0.26 112 19.89 0.00
Mediator: Self-Compassion 0.41 0.00 0.10
Predictor: Hope 0.15 0.16 0.01
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Table 22: Mediation Effects of Self-Compassion on Hope in Predicting Negative Affect
for Women with Primary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.63 0.40 113 7541 0.00
Predictor: Hope 0.63 0.00 0.40
Step 2:

Outcome: Negative Affect 0.41 0.16 113 16.17 0.00
Predictor: Hope -0.35 0.00 0.26
Step 3:

Outcome: Negative Affect 0.51 0.26 112 19.89 0.00
Mediator: Self-Compassion -0.52 0.00 0.17
Predictor: Hope -0.02 0.83 0.00

Table 23: Mediation Effects of Self-Compassion on Hope in Predicting Fertiligyeel
Stress for Women with Primary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.63 0.40 113 75.41 0.00
Predictor: Hope 0.63 0.00 0.40
Step 2:

Outcome: Fertility-Stress  0.26 0.26 113  39.07 0.00
Predictor: Hope -0.51 0.00 0.26
Step 3:

Outcome: Fertility-Stress  0.62 0.38 112 34.29 0.00
Mediator: Self-Compassion -0.45 0.00 0.12
Predictor: Hope -0.02 0.02 0.03
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Table 24: Mediation Effects of Self-Compassion on Hope in Predicting Life Satisfaction
for Women with Primary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.36 0.13 51 7.80 0.01
Predictor: Hope 0.36 0.01 0.13
Step 2:

Outcome: Life Satisfaction 0.56 0.31 51 23.23 0.00
Predictor: Hope 0.56 0.00 0.31
Step 3:

Outcome: Life Satisfaction 0.57 0.33 112 12.20 0.00
Mediator: Self-Compassion 0.13 0.30 0.01
Predictor: Hope 0.51 0.00 0.23

Table 25: Mediation Effects of Self-Compassion on Hope in Predicting Positive Affect for
Women with Secondary Infertility

Predictors R AR? df AF p* p  Semi-partial T

Step 1:

Outcome: Self-Compassion 0.36 0.13 51 7.80 0.007
Predictor: Hope 0.36 0.007 0.13
Step 2:

Outcome: Positive Affect 0.43 0.19 51 11.82 0.001
Predictor: Hope 0.43 0.001 0.18
Step 3:

Outcome: Positive Affect 0.49 0.24 50 7.95 0.001
Mediator: Self-Compassion 0.25 0.067 0.05
Predictor: Hope 0.34 0.012 0.10
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Figure 5: Mediation for Positive Affect for Women with Primary Infeyt

Independent 41 ¥*x* Outcome
Variable: > Variable:
Hope (.149) Positive Affect
A4 8Xx*
_63***
(.405%**)

Mediating Variable:
Self-Compassion

Figure 6: Mediation for Negative Affect for Women with Primary Itifiey

Independent -, 35%%% Outcome
Variable: > Variable:
Hope (-.023) Negative Affect
:54***
_63***
(-.524%***)

Mediating Variable:
Self-Compassion
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Summary of Quantitative Findings

In summary, no significant differences were found in the reported levels of
subjective well-being or fertility-related stress in the two groups of woierthermore,
no significant differences were found in the relation between self-compassiion w
subjective well-being, in the relation between self-compassion and yemllgted stress,
and in the relation between hope and subjective well-being depending on infertility type
The type of infertility failed to moderate the relation between satigassion with
subjective well-being and fertility-related stress as well ¢gsdf#& moderate the relation
between hope with subjective well-being. However, hope failed to correlate with
infertility-related stress and with negative affect for women with seagndfertility. In
other words, reported higher levels of hope related to lower levels of infemtiliied
stress were found for women with primary infertility but not for women witloiséary
infertility. The differences in the relation between hope and negative affgehdiag on
the infertility type failed to be significant. But the interaction betweéeriility type with
hope on the outcome of infertility-related stress was significant such tedtlityftype
moderated this relationship. Additionally, both hope and self-compassion predicted
significant variance in all dependent variables above and beyond that predicted by
demographic and biological variables. Finally, self-compassion mediatedatenship
between hope and positive affect as well as between hope and negative affect for women
with primary infertility but not for women with secondary infertility. To providelgsis
of the relevant social variables, the results of the open-ended questions emeegdres

next.
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Analysis of Open-Ended Questions

Questionlla. What are the positive and negative aspects of women’s
experiences with infertility-specific online support groups?

The following open-ended questions were included to address this topic: (1) What
is the best thing about using an online infertility support group (2) What is the wacst thi
about using an online infertility support group? These open-ended questions were coded
into categories by two raters to find common themes. Then a team of threeodésts
each response into the identified categories and inter-rater rejiakakt calculated.

Responses to the open-ended question inquiring as to the best aspects of using on
online infertility support group fit into the following categories: (a) infation or shared
knowledge, (b) social or emotional support (e.g., decreased isolation, placede relea
emotions), and (c) structure of the online group (e.g., free, anonymity). A fotetioca
of “other” was used to capture any responses that failed to fit into the other three
categories, but only 3.3% of responses were given a rating of “other.” Ove({7858%0)
of responses described the social or emotional support and 22% answered that the
information or shared knowledge was the best aspect of the online support group. Nearly
20% (18.7%) of respondents mentioned the structure of the online group as the best thing
about using an online infertility support group. Almost 20% of responses cited more than
one category that was considered the best aspect of online support group use. &mong th
three codes, cohen’s kappa values ranged from .71 to .81, with an average cohen’s kappa
value of .79.

Responses to the open-ended question about the worse aspects of using an online

infertility support group were captured using the following five categof@<reates
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negative feelings (e.g., stirs up jealousy when others get pregnant), (b) ceattthbut
obsessiveness or is time-consuming, (c) offers inaccurate or unhelpful inéornid},

contains limitations due to the online format (e.g., impersonal, not face-ijo-dack(e)

creates feelings of isolation from the real world or other group members (argpt ca

relate or getting lost in the crowd). This fifth category represented dispedbset of the
category of creating negative emotions in that it specifically fatosenegative feelings
related to isolation. An “other” category was utilized in 13.5% of the coded responses,

and captured responses such as “all my experiences have been positive” or “I'm too shy
to post.” Negative emotions in general were described in 30.1% of the respotises, wi
isolation specifically mentioned in 13.5% of responses. References to thédinsitaf

the online format were represented in 33.8% of responses, whereas inaccurate or
unhelpful information was described only in 11.3% of responses and the obsessive nature
of the use of online support groups was described only in 9.8% of responses. Eleven
percent of responses were coded in more than one category. Among the three codes,
cohen’s kappa values ranged from .74 to .87, with an average cohen’s kappa value of .83.

Question 11b. To what extent are women utilizing and relying upon
infertility-specific online support groups?

The three likert items in the demographic questionnaire intended to capture this
information asked about the frequency of use of online support groups, their perceived
helpfulness, and to what extent participants primarily used the online support ggoups a
their outlet for discussing infertility-related concerns. Descriptiviessitss for the
responses are presented below in Table 26. Spearman rho’s correlations detseen t

three items and the independent and dependent variables are found in Figures 7-9.
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Significant correlations at thz<.01 level were found between the three online use
guestions, but not between any of these questions and the independent or dependent
variables in the primary infertility only sample. In the secondary intgrddmple,

greater frequency of use was associated with higher infertildyeae stress and reliance
on online infertility forums as one’s only outlet for discussing infertilityauelated to
lower levels of negative affect as well as lowered subjective willad these same
correlations held in the combined primary and secondary infertility sample. No
significant differences were found when running one-way ANOVAs to camphether
women differed in their usé{ 155=1.85,p>0.05), reliance uporF( 16=0.002,p>0.05)

and perceived helpfulness of online support grobpss&0.67,p>0.05) depending on

their infertility type.
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Table 26. Online Support Group Use

PRIMARY SECONDARY TOTAL SAMPLE

Mean Standard | Mean | Standard | Mean | Standard
Deviation Deviation Deviation

Average Frequency of 3.23 1.58 2.89 0.87 3.12 1.41
Visits to Online Support
Group

(ranging from:

1=Every 2 weeks or less
2=0nce per week
3=0nce every few days
4=Dalily

5=Several times daily)

Perceived Helpfulness of | 4.25 1.01 4.12 0.95 4.21 0.99
Online Support Group

(ranging from 1=not at all
helpful to 5=very helpful)

Agreement with the 3.99 141 3.98 1.22 3.99 1.35
Statement “Internet
forums are my primary
outlet for discussing
infertility.”

(ranging from 1=strong
disagree to 5=strongly
agree)
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SCS
HOPE
SWLS
PosAff
NegAf
SWB

FPI
Frequency
Only Outlet

Helpfulness

SCS
1.00

0.63**

0.55**

0.48**

-0.54**

0.71*

-0.59**

-0.08

0.07

0.04

Figure 7:

HOPE

1.00
0.59**
0.41**

-0.35**
0.61*
-0.51**
-0.12
-0.11

0.01

Bivariate Correlations for Primary Infiity Sample: Online Support Group

SWLS

1.00

0.30**

-0.34**

0.75*

-0.61**

-0.13

-0.19*

-0.14

PosAff

1.00

-0.30**

0.74*

-0.39**

-0.09

-0.04

-0.08

NegASWB

1.00
-0.73** 1.00
0.53*  -.69**
0.28* -0.21*
0.12 -0.15
0.16 -0.16

FPI

1.00

0.29*

0.16

-12

Only
Frequency Outlet Helpfulness
1.00
0.52** 1.00
0.60** 0.70** 1.00

Key to Abbreviations in Figure 2: SCS (Self-CompaissScale); HOPE (Hope Scale); SWLS (Satisfactidh wife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@leNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); Frequency (Frequemdyisits to Online Infertility Support Group, Higr number indicates more frequent use); Only
Outlet (Reliance on online infertility forums aslpoutlet to discuss infertility; higher number indtes greater reliance on Internet forums as pgima
outlet for discussing infertility); Helpfulness (éulness rating of infertility online support gneuhigher number indicates greater perceived
helpfulness). Correlations significant at p<.01 miggked with a “**". Correlations significant at (85 are marked with a “*".
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Figure 8: Bivariate Correlations for Secondary ttilily Sample: Online Support Group
Only
SCS HOPE SWLS PosAff  NegAff SWB FPI Fregqme Outlet Helpfulness
SCS 1.00
HOPE 0.36** 1.00
SWLS 0.32* 0.56** 1.00
PosAff 0.37* 0.43** 0.30* 1.00
NegAf -0.55** -0.21 -0.27 -0.23 1.00
SWB 0.59* 0.55**  0.72** 0.68* -0.74** 1.00
FPI -0.43** -0.18 -0.32* -0.10 0.67**  -0.53** 1.00
Frequency -0.12 0.08 -0.20 -0.09 0.18 -0.22 0.41*  1.00
Only Outlet  -0.33* -0.22 -0.35* -0.24 0.39** -0.46**  0.29* 0.50**  1.00
Helpfulness  -0.17 -0.09 -0.22 -0.11 0.19 -0.25 0.25 0.61*  0.48** 1.00

Key to Abbreviations in Figure 2: SCS (Self-CompaissScale); HOPE (Hope Scale); SWLS (Satisfactidh wife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@leNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); SWB (Subjective Wi@Eing; calculated by adding SWLS+PA-NA); Frequefiesequency of Visits to Online Infertility
Support Group, higher number indicates more frejlusa); Only Outlet (Reliance on online infertilfigrums as only outlet to discuss infertility;
higher number indicates greater reliance on Intdorems as primary outlet for discussing infetyili Helpfulness (Helpfulness rating of infertility
online support group; higher number indicates grepérceived helpfulness). Correlations significan<.01 are marked with a “**”. Correlations
significant at p<.05 are marked with a “*".
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SCS
HOPE
SWLS

PosAff
NegAf
SWB

FPI
Frequency
Only Outlet

Helpfulness

SCS
1.00
0.55*
0.49**

0.45**

-0.54*

0.68**

-0.55**

-0.10

-0.33*

-0.02

HOPE

1.00
0.58**

0.41*

-0.30**

0.59*

-0.18

-0.07

-0.22

-0.02

SWLS

1.00

0.31*

-0.31**

0.74*

-0.52**

-0.15

-0.35*

-0.13

PosAff  NegAff SWB FPI
1.00

-0.27** 1.00

0.72* -0.72* 1.00

-0.30**  0.57** -0.64** 1.00
-0.09 23 -0.20% 0.31*
-0.24 0.25** -0.46** 0.20*
-0.09 0.15 -0.17* 0.16*

Figure 9: Bivariate Correlations for Total Sampf@nline Support Group

Only
Freqme Outlet Helpfulness
1.00
0.50** 1.00
0.61** 0.65** 1.00

Key to Abbreviations in Figure 2: SCS (Self-CompaissScale); HOPE (Hope Scale); SWLS (Satisfactidh wife Scale); PosAff (Positive Affect
subscale of Positive and Negative Affect Sched@leNAS); NegAf (Negative Affect subscale of Positaed Negative Affect Schedule; PANAS); FPI
(Fertility Problem Inventory); SWB (Subjective W@king; calculated by adding SWLS+PA-NA); Frequefiesequency of Visits to Online Infertility
Support Group, higher number indicates more freguse); Only Outlet (Reliance on online infertilitrums as only outlet to discuss infertility;
higher number indicates greater reliance on Intdorems as primary outlet for discussing infetyilj Helpfulness (Helpfulness rating of infertility
online support group; higher number indicates grepérceived helpfulness). Correlations significan<.01 are marked with a “**”. Correlations
significant at p<.05 are marked with a “*".
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Question 12: How will women respond to the following open-ended quésts:

What do you believe is the cause of your infertility?

How has infertility most affected your life?

These final two open-ended questions were analyzed through the same procedure
as the two online social support open-ended questions. Two raters coded answers into
categories to find common themes, which were then coded by three raters using the
identified categories. Inter-rater reliability was calculatedherdquestion related to
perceived causes of infertility. In addition to main categories for theigued how
infertility had affected participants’ lives, responses also were fuptioken down into
content domains and directional effects (i.e., affected them positively, negadbiot
positively and negatively, or in a neutral way). Due to the complex coding system
implemented for this open-ended question, inter-rater reliability was notataidul
except for the main category. However, the average cohen’s kappa value was .56, which
represents only moderate agreement. Therefore, further discussion was condoaigd a
the three raters to determine the final coding values for this question.

Participants’ responses about their perceived causes of infertilitytéethe
following five categories: (a) biological or medical reason (e.g., age,guupquality),

(b) psychological reason (e.g., stress, anxiety), (c) preventable behes@s@n (e.qg.,

use of birth control), (d) speculative biological or medical reason that has not bee
verified (e.qg., “perhaps our age”), and (e) unknown general reason (e.g., fate or mnknow
cause). Nearly 70% of respondents (67.7%) attributed their infertility tafiddnt

biological or medical causes, and 13.4% of responses cited speculative biological or

medical reasons; over 80% of responses described a biological or medicaboonditi
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thought to be responsible for their infertility. Unknown causes of infertilitewer
described by 22.6%, and only 11% of responses cited psychological reasons. A littl
more than 13% of respondents attributed their infertility to behavioral caubes. W
coding responses describing the perceived cause of infertility, the itaereaigability
among the pairs of three coders ranged from .61 to .89, for an average cohen’s kappa
value of .73.

The categorization of responses to the question of how infertility had most
affected participants’ lives was complex, and this question was analyzeslidonient
and directionality (i.e., positive or negative effect). More specifically, fooadbr
categories were used as the first level of analysis: (a) mentti/eeabtional aspects
(e.g., spirituality), (b) physical health/body-related aspects (@am or intrusiveness of
procedures), (c) societal/relationship aspects (e.g., avoid pregnant freevl&}) daily
life functioning (e.g., financial strain or plans for future are on hold). Hig#ldeof inter-
rater reliability were difficult to obtain for this coding because individual od#en
identified two or three broad categories, such that each response could be coded up to 14
different ways depending upon the combination of categories. Once the four main
categories had been decided upon, the three coders individually coded 50 items and then
compared their ratings to obtain consensus. They then coded the next 50 items
individually, and when inter-rater reliability was only moderate, discussisnred to
reach consensus of items that created initial dissension. During thesedirstuinds,
inter-rater reliability ranged from .36 to .67, and averaged .56. Therefore, thedtieze c
repeated the process of individually rating items and then discussing the incdngrue

ratings for the remaining items. Over eighty percent (81%) of responsesddfe
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mental health or emotional effects resulting from their infertilkgezience and 48%
described changes in their societal interactions or relationships. Twecénpe
mentioned effects in their daily life functioning, and 13% cited physical health g+ bod
related effects of their infertility experience.

Within each of the four main categories, coders indicated when the effect was
positive (e.g., “my relationship with my partner became stronger”) tivega.g., “I felt
depressed”), both positive and negative, or neutral (e.g., “we are having difficulty
conceiving”). In regards to the directionality of the changes in these fag af¢heir
lives due to their infertility, 71% considered these changes negative, 1@Pbaite
positive and negative changes, and only 4% described only positive changes. Six percent
of responses were coded as reporting neutral effects in these four areas.

The four broad categories were broken down further into eleven content domains,
described below with the percentage of responses referring to these sjmugins
indicated in parenthesis. The total percentage for the content domains &ajlsat 100%
because not all responses fit into one of the content domains and thus, only the most
frequently cited domains are listed here. The mental health/emotional aspegts'x
was divided into (a) emotions (67%), (b) spirituality (5%), and (c) identity (20%@
physical health/body-related aspects was divided into the content domains gfsfaiph
effects of treatment (e.g., intrusive procedures; 2%) and (b) body not functioning
properly (e.g., “I feel betrayed by my body”; 2%). The societal/relatiprsspects main
category was comprised of the content domains of (a) relationship with partner (B¥%)
relationship with family/friends (28%), and (c) relationship or interactiatis tive rest of

society (e.g., strangers; 13%). Finally, the main category of daalfulifctioning
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subsumed the content domains of (a) work/career (5%), (b) finances/payment for

treatment (5%), and (c) future plans (e.g., “travel is on hold”; 11%).
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Chapter 6
Discussion

This chapter presents a summary and comparative description of the survey
participants. Further, conclusions regarding each research hypothesis diwhgues
provided as well as a discussion of post-hoc analyses. This chapter also includes a
discussion of the study’s limitations and suggests implications for futiearobsand
clinical practice.
Sample

Summary and comparison of sample demographic characteristicsThe

sample of this study was primarily heterosexual married, White, highlgaged women.
Although the sample’s reported sexual orientation and relationship status mige tei
that of the general population of women with infertility, the 2002 National Survey of
Family Growth (U.S. Department of Health and Human Services, 2002) repomé$ tha
women between the ages of 15 and 44 in the United States who report impaired fertility,
72.7% are White, 7.7 % are Latina, and 11.5% are African American. Therefore, the
current study’s sample somewhat over-represented White women witilitpfend
under-represented African American and Latina women with infertilitythEgyrwhereas
only 19.2% of the current sample reported completing only a high school degree, 64.6%
of women with infertility reported completing only a high school degree in the 2002
National Survey of Family Growth (U.S. Department of Health and Humac8sy
2002). In this way, the sample was not representative of American women with
infertility. However, this limitation of the sample was anticipated baseshople

characteristics in the majority of other infertility studies. Compared tdratithe
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infertility research, the current sample was more demographically divetsrms of age,
socioeconomic status, and employment.

Among the current study’s sample of women with primary infertility, thpnta
was from the United States and nearly 25% were Canadian. In contrast, among
participants with secondary infertility, the majority represented the t)Bitates and less
than 10% represented Canada. The geographic background of the sample is important to
account for because each country differs in its policies regarding healfiidoeoecrage
of infertility treatment, and the extent of coverage could relate to quantity anty quiali
treatment options and possibly also distress levels. However, the low number of
participants from countries outside of North America made it impossible to run
meaningful statistical comparisons across countries of residence andhadideings of
this study more applicable to infertile women in the United States.

The age distribution of the current sample was similar to the age of wonien wit
secondary infertility in the general American population (U.S. Departmerg¢altiHand
Human Services, 2002). However, primary infertility participants in thectstudy
were younger compared to other American samples, which report that 78.1% of
American women with primary infertility are between the ages of 30ed4syof age
(U.S. Department of Health and Human Services, 2002). In short, the sample fails t
represent all women with infertility in the United States in terms elraad educational
background and fails to represent women with primary infertility in the UnitesSin
terms of age. These biases will be explored further in the limitationsrsecti

The socioeconomic background for this sample was more representative of the

general infertility population in the United States. The majority of ppetius rated
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themselves as middle class but all income brackets were represented. Mhbazensus
data or national statistics on employment related to infertility could beskhdie
employment status of the current sample failed to differ significémthy that of women

in general as presented in U.S. Census Bureau data from 1996 to 1999. In the current
sample, more women with children were unemployed compared to women without
children, but overall the majority of women with and without children were employed. In
short, the socioeconomic and employment background of the study’s participants
reflected characteristics of the general U.S. population.

Compared to the general population of couples with infertility, those in the
current sample with male-factor caused infertility and combined female factor were
underrepresented and those with female-factor were overrepresented. Rerinaps
with female-factor infertility are more likely to utilize online suppgmbups. However,
few studies assess the diagnosed cause of participants’ infertilityyexmetbte it is
unknown as to how this sample compares to other samples in infertility research.

The majority of respondents reported having utilized medical treatme8%{g87.
representing an especially high level of active treatment for women edtmdary
infertility. Thus, those women with secondary infertility who utilize onlinerinifgy
support groups appear to be those who are actively seeking medical attention ® addres
their infertility, compared to the large number of women with secondary litjeirithe
general population who never seek medical treatment.

Comparison of sample’s scores on the independent and dependent
variables. The two-sample t-tests conducted separately for women with primary

infertility and for women with secondary infertility compared to previousported
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samples revealed that the current sample reported greater levelstoityafelated
stress, less life satisfaction, less positive affect, and greaativeeaffect than other
infertility studies, as well as lower levels of hope and self-compassiomdtiage
women samples. There are several possible explanations for elevations in tleéssampl
distress. Domar et al. (1992) found that women who had experienced infertility for 2-
years reported greater depression than women who had experienced infierigisg
than 1 year. A slight majority of the participants in the current sample (50.2%) b=l
having experienced infertility for the past 1-3 years, and therefore cquiksent the
peak of distress levels when facing infertility. Yet the length of tittesrgting to get
pregnant failed to relate to levels of hope, self-compassion, subjective wej|-aed
infertility-related stress, so mixed evidence exists for this exptanafiincreased
distress. Perhaps those who seek medical treatment for infertilityenqeegreater
distress than those who do not seek medical treatment. Nearly 87% of women with
primary infertility and over 90% of women with secondary infertility in gasple
reported the use of medical treatment for their infertility. The gépepulation of
women with infertility utilizes medical treatment at a much lower, eépecially among
women with secondary infertility. It is possible that it is not the length of woraen
have been trying to get pregnant but whether they have utilized medical trettate
relates to greater distress levels. However, an insignificant number cfnwwho have
not utilized medical treatment in the current sample prevented any meaniniggticata
comparisons between the two groups.

Further, the use of medical treatment may be confounded with the use of online

support groups, such that several women reported that their medical doctors informed
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them of online support groups. Similarly to differences in racial and educational
backgrounds between the sample and the general population, this increased level of
distress in the sample could be due to the online recruitment strategy used. Perhaps
infertile women who seek medical treatment or infertile women who havieeglezels
of distress are more likely to use online infertility support groups compartbdse who
do not access medical treatment or to less distressed women. However,Ginyi @os
about differences between infertile women who do and do not participate in online
infertility support groups must be tentative because so few of studies havaeisade
distress and well-being measures with the general infertile population.
Hypotheses and Research Question
Comparing the well-being and distress of women with primary and secalary
infertility. In contrast to what was conjectured based on previous research (e.g., Epstein
& Rosenberg, 2005; McQuillan et al., 2007; Newton et al., 1999), the current study found
no significant differences in reported levels of subjective well-being aadility-
related stress for women with primary and secondary infertility wamobne infertility
support groups. Women with both primary and secondary infertility reported low levels
of life satisfaction and positive affect as well as elevated levelsgdtive affect and
infertility-related stress. This unexpected outcome suggests that althowe}pérences
of women with primary and secondary infertility may be different (Begila¢ 1998;
Newton, et al., 1990; Newton et al., 1999), both groups report significant distress;
secondary infertility is not necessarily less distressing than primiznyility.

Failure to find support for these hypotheses raises questions regarding the

generalizability of previous studies that reported differences in ¢fiedo@ing of women
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with primary and secondary infertility. For instance, Epstein and Rosgsl§2005)

found that women with primary infertility seeking egg donation reported greatds of
depression than women with secondary infertility seeking egg donation. Perlsaps thi
differential experience in depression depending on infertility type itelihto those

seeking egg donation, a step in infertility treatment that occurs afseri@stic treatment
options (e.g., ovulation inducing medication) have been eliminated. In the present study,
only 2.9% (n=5) of the participants reported use of a medical treatment invdbmag

eggs. Therefore, the results of the Epstein and Rosenberg (2005) study fail to be
applicable to women who have not reached that level of medical treatment.

Although all research methodologies have the potential to result in some form of
selection bias, the findings of the current study raised questions about theapotenti
selection bias that occurs with online recruitment for participants with acatedi
condition. Perhaps women with secondary infertility who are not members in online
infertility support groups do not experience as much distress. A large number of women
with secondary infertility never seek medical treatment for their ilifgrin great
contrast to the 90.6% of women with secondary infertility in the current sample who
reported the utilization of medical treatment. Perhaps those with secondatijtinfeho
never seek medical treatment are less likely to use online infertility sugppogs and
also less likely to experience distress. Yet these women could also expernieat
distress and simply never access online infertility support. Further, thosesaatidsry
infertility who utilize online support might find that the internet allows them press
their negative feelings in a manner that is not possible in the non-virtual world. Women

with secondary infertility might feel caught between two worlds; they haicdand
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thus their lives include what those with primary infertility are yearfiamgyet those with
secondary infertility are isolated from the world of the fertile becaweseate unable to

have another child when they would like or possibly to ever have another child. In short,
based on the current findings, it can only be concluded that women with primary and
secondary infertility who utilize online infertility support groups fail tpesence
significantly different levels of subjective well-being and infastilielated stress.

Research questions about the relevance of self-compassion for wometh
primary and secondary infertility. Self-compassion was found to have a medium
effect size with positive affect and a large effect size with negatieet and with the
global construct subjective well-being for both groups of women. Self-coropasas
demonstrated to be a relevant construct for the well-being of women with bothmyprima
and secondary infertility, especially in relation to negative affect. Thoser@ported
greater levels of self-kindness, mindfulness, and common humanity also repated les
negative emotions, more positive emotions, and greater satisfaction withvibeir li
These findings with a sample of women with infertility mirror previous reséa
findings that self-compassion positively correlated with positive affesttite
satisfaction and negatively correlated with negative affect in ageoiident sample
(Neff, 2003a; Neff, Rude, & Kirkpatrick, 2007).

Although the directionality of the relationship of self-compassion with subgecti
well-being cannot be determined based on these correlations, it is plansibleeive of
self-compassion as an emotion regulation coping strategy when experiecbiogia
health condition such as infertility. Previous research using college stadepies has

linked self-compassion to problem-focused coping strategies and positive nefi@mi
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problems, which has been hypothesized to occur because self-compassion allows for a
sophisticated level of emotional clarity in the face of difficult circumsgar(Neff,
Kirkpatrick, & Dejitthirat, 2004). Rather than becoming stuck in rumination or avoiding
problems by denying them, the mindfulness component of self-compassion demands
approaching problems without becoming consumed by them. Neff (2003a) hypothesizes
that self-compassion aids the transformation of negative emotions into af steiee
positive feelings, as one approaches painful feelings with kindness, dadtg, sense of
connection with the rest of humanity. As a further extension, Neff, Kirkpatricktitz)
(2004) conceptualize self-compassion as a form of resiliency against the@egatct
of acknowledging one’s faults. The current study provides evidence that sgléssion
relates to improved well-being as women experience negative emotionspendith
their infertility problem, which could be viewed as one of the most devastatingdypes
“one’s faults.”

Self-compassion related to infertility-related stress inverselywdéonen with
primary and secondary infertility, having respectively a largeceffizce and a medium
effect size. No significant differences were reported in this oglsiiip depending on the
infertility type. The relationship between higher self-compassion, inclutiing i
component of mindfulness, and lowered infertility-related stress followsalbglzased
on previous research linking mind/body techniques to improving infertility adjustment
(Lemmens, 2004). In their infertility intervention study, Domar et al. (1990) ingyiézd
psychoeducation on the topics of self-empathy and compassion, and the current study
provides further empirical support for the relevancy of these constructs iningnag

infertility-related stress. Again, the directionality between seifipassion and infertility-
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related stress is unknown; perhaps those with less stress can be mampalsionate
with themselves or those who are self-compassionate with themselveeeepdess
stress when confronting infertility. In short, self-compassion representgpantant
coping strategy pertinent to the well-being and stress of women experiéoting
primary and secondary infertility.

The type of infertility failed to relate to how self-compassion itedwith the
well-being and stress levels of women with infertility using online suppoups. The
data in the current study suggested that women with both types of inferiity
experiencing distress that relate to self-compassion’s components kihsekss,
common humanity, and mindfulness; the protective benefits of self-compassion could
possibly extend beyond the protective factor of already having a child sudelfhat
compassion is a general coping strategy that holds potential for women expgriencin
different types of infertility. In both groups of women with infertilitglfsjudgment,
isolation, and over-identification with their pain were linked to greater |@falstress
and lower levels of well-being while the ability to be gentle with oneself nance
oneself that others have also experienced their same pain, and to be in touch with their
pain without it consuming them was connected to less stress and greaseolevell-
being. Very few studies have explored the differences in the psychologicabfungtof
women with different types of infertility (e.g, Epstein & Rosenberg, 2005), amd m
research is needed on how various psychological variables, such as selfstomaag
hope, differentially predict the adjustment of women depending on their infelpigy

The current lack of research in this area makes it difficult to explain thieampty of
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how and why self-compassion affects well-being and infertility-relatedsof women
with both primary and secondary infertility.

Research questions about the relevance of hope for women with primary and
secondary infertility. For women with both primary and secondary infertility, hope had
a large effect size for life satisfaction and global life satisfagn addition to a medium
effect size for positive affect. Hope had a medium effect size with negétee far
women with primary infertility, but failed to have a significant relationstiip negative
affect for women with secondary infertility. Hope’s failure to have a sogmt
relationship with negative affect for women with secondary infertility stayn from the
smaller sample size in this group and was not found to be statisticalledtffesm the
correlation between hope and negative affect for women with primary ityeiore
research is needed to determine if the different correlations for hope witivaegtect
stem from differences in these two populations of women with infertility. Further
research could address whether hope is an important variable for understanding the
negative emotions experienced by women with secondary infertility.

Although hope had not been studied previously with infertile samples, hope
correlated with positive and negative affect in a similar fashion in the curuelytas
with a college student sample. Snyder (2002) conjectures that as goakt goesitive
emotions increase and negative emotions decrease. As an extension of thigrepitject
is theorized that as women with infertility meet their generablifals, which likely
include their reproductive goals, their positive emotions increase and thativee

emotions decrease. Likewise, higher hope is linked to higher life satisfaatigpositive
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affect for both samples of women, indicating that hope theory is applicable to ttieeposi
functioning of this population of women.

For women with primary infertility, hope negatively correlated with il
related stress (large effect size), but for women with secondarylityfetthe relation
between hope and infertility-related stress failed to be significanhdfudignificant
differences were found in the correlation between hope and infertilitgdettitess
depending on the infertility type such that higher levels of hope related to lowsrdéve
infertility-related stress for women with primary infertility but riot women with
secondary infertility. Due to the specific dimensions related to theilityeekperience
captured in the infertility-related stress measure, more confidendgegalaced in these
findings because they relate more directly to being infertile than daonttieds about
hope’s relationship with more global measures of functioning.

Snyder (2002) theorizes that higher levels of hope allow those facing obstacle
their goals experience less stress than those with lower levels of hope bexaikelps
individuals reappraise obstacles as challenges requiring alternatapatrather than as
permanent blockages to goals. Therefore, hope appears to serve as suchisal appr
strategy effective for reducing infertility-related stress fonven with primary infertility
but not for women with secondary infertility. Because the global score on the hope
measure was used rather than the agency or pathway subscales scoggetiisiinable
as to whether women’s infertility type differentially relates to the thay cognitively
plan to meet their goals and determine the appropriate route (i.e., pathways) or
differentially relates to their beliefs about their abilities to relaelr goals, their

motivation to do so, or their ability to maintain progress (i.e., agency). If wontlen w
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secondary infertility are unable to determine what methods to use to readbrtiigy
goals or other more general life goals, they might also not be motivated do tinp$e
goals. Or these women might have the energy to try to reach their goals, divectreg
that energy into unfeasible pathways that fail to bring them closer to achieving the
goals. Nearly 40% of women with secondary infertility reported an unexplained ch
their infertility, compared to nearly 30% of women with primary infeytilRerhaps
women with an unexplained cause of infertility, rather than an identified female, or
combined-factor cause, struggle to identify achievable pathways fogteds, thereby
lowering their levels of hope. If they cannot identify what medical stepd teebe taken
to achieve fertility because they do not know the reason for their infertilibgically
follows that they might lack confidence in the efficacy of any steps theytdaachieve
fertility. Further, the consideration of adoption as an option might be more categdlic
now that they have a biological child. Perhaps the methods and motivation used to
achieve fertility for the first child no longer become relevant to stmeels when
attempting to have additional children. Whereas women with primary infenigit be
hopeful that their fertility situation will improve, those with secondary iriigrinight
experience a sense of loss as something that they once had, their ability tclhéle a
has been taken away from them or been lost. Hope may not capture this experience for
women with secondary infertility. In short, hope fails to protect againstilitferelated
stress for women with secondary infertility but holds the potential to do so for women
with primary infertility.

The type of infertility failed to moderate the relationship between hope and

subjective well-being variables, but moderated the relationship between hope and
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infertility-related stress. In other words, hope’s relationship with g outcomes did
not differ depending on the women'’s type of infertility, yet hope was relevame to t
infertility-related stress levels of women with primary but not secondaetiiitly. The
subjective well-being variables represent more global measuresatiioning than that
captured in the infertility-related stress outcome. Perhaps hope also mepeesere
global coping strategy that helps individuals conceptualize their generdieugdj in a
positive way but fails to alleviate distress stemming from specific coscelated to
their infertility. For instance, perhaps when women conceptualize the broad!iutal
comprise their overall satisfaction with their life (e.g., having a fgutiteir cognitions
about their motivation and pathway for achieving their goals protects themtagains
distress. Yet, when those same women consider their specific feelbiygd concerns on
a smaller scale (e.g., whether to attend a friend’s baby shower), agdapttire

Fertility Problem Inventory, hope appears to relate to decreasedfstregsnen with
primary infertility but not for women with secondary infertility.

In other words, those with primary infertility demonstrated a signifigantl
stronger relationship between their higher levels of hope, including theirigegnit
reappraisal of obstacles of inevitable but not insurmountable, and their infeeliéitgd
stress about their social relationships, sexual concerns, friendships and family
relationships, their attitudes toward a childfree lifestyle, and theirediesiparenthood
than did those with secondary infertility. Hope is a more important copiriggstrior
managing the specific infertility-related stressors of women withany infertility than
for women with secondary infertility. Other variables that were not esglior the

present study, such as social support, resilience, or optimism, might be mocaéforit

151



understanding how women with secondary infertility manage their worries over how
infertility is affecting their relationships, their sexuality, and othé&srtility-specific
stressors. In summary, the few studies that have examined differengesrbéie
experiences of primary and secondary infertility have highlighted the urfigqillerges
of each. The current study reveals that although the overall distress l&being of
these two samples is not significantly different, the importance of hope tiometia their
infertility-related stress levels is different.

Hope has been explored as a moderator in relation to depressive symptoms and
engagement in daily activities activity in stroke victims (Gum, Snyderu&dan, 2006)
and in relation to distress and coping in stressful interpersonal situations (Kato, 2006)
But no research could be located that analyzed factors that might moderate the
relationship between hope and psychological outcomes. Currently, little is known about
under what conditions hope holds promise for those facing various medical conditions.

Although hope has been explored largely as a positive coping strategy in relation
to psychological, behavioral, and physical outcomes, many have noted the fine line
between fostering hope and fostering unrealistic expectations (e.g., Benyz003). It
is unclear as to how having false or unrealistic hopes might connect to the lack of
relationship between hope and stress for women with secondary infertilityjsat it
concept worth exploration in future research. Possibly hope helps inspire women with
primary infertility to continue in their treatment, yet hope fails to inspwenen with
secondary infertility.

Questions about variance explained by psychological variables above and

beyond infertility type. Across all outcomes, self-compassion and hope predicted
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additional variance beyond that predicted by the type of infertility. The hoallog

variable of type of infertility held less predictive power than the psycha@bgariables

of self-compassion and hope. More specifically, regressions including the tadlogi
variable of infertility type but not the psychological variables of self-casipa and

hope failed to be significant. In contrast, regressions of age, socioecotaius; S
relationship length, infertility type, self-compassion, and hope accounted for 65% of the
variance of life satisfaction; 53% of the variance of positive affect; 62% ofitence

of negative affect; and 62% of the variance of infertility-related stidssse regressions
provide evidence of the importance of psychological variables for understanding the
well-being and stress levels of women with infertility.

More specifically, length of relationship and self-compassion emerged as
significant individual predictors above and beyond the other variables for the outcome of
negative affect, with self-compassion representing 18% of the variation in negfédste
after accounting for the other independent variables. It seems that womerevgletf-a
compassionate experience fewer negative emotions, suggesting thahgefssmn
might serve as a valid method for controlling negative emotions. Further, age,
socioeconomic status, and self-compassion also emerged as significant individual
predictors for the outcome of infertility-related stress, with self-ca@sipa representing
15% of the variation in infertility-related stress after accounting for tier addependent
variables. In short, self-compassion appears to hold special significancarfagimg
negative outcomes such as negative emotions and infertility-specifig. stres

In a study examining the underlying mechanisms for the positive effiects

mindfulness, Kyrimis (2007) found that self-compassion, self-judgment, and forgsvene
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partially mediated the relationship between mindfulness practices anseahoti
acceptance. Perhaps self-compassion promotes emotional acceptancéonsituat
typically arouse strong negative emotions and increased levels of stiessngmssion
appears to be an especially useful emotional regulation strategy foginganagative
emotions and stress related to body issues. In a study with female caldgetstBerry
et al. (2007) suggested that self-compassion could improve women'’s attitudegstowar
their bodies. More broadly, Neff (2003a) conceptualizes self-compassiaoastauct
that differs from self-esteem in its ability to withstand negative feddaad threats to
one’s ego (Neff, Baumeister, Smart, & Boden, 1996), and presumably infeuiliky c
represent a threat to one’s ego. Additionally, self-compassion has been propmsed as
self-nurturance strategy especially helpful for those with seltalithinking patterns

and interventions presenting self-compassion as a method for self-soothingdesie re
been implemented (Gilbert & Irons, 2004; Gilbert & Procter, 20QBhough more
research is needed in this area, the current study supported previous findings in
identifying self-compassion as holding much promise as a self-soothinggti@ate
manage stress and negative feelings.

Self-compassion and hope both had a large effect size in the regressions for
positive affect and life satisfaction. More specifically, hope explained 1li#eof
variance in life satisfaction after accounting for the other independeablesiwhereas
self-compassion explained 4%. Life satisfaction, as captured by Diesle(¥85)
represents a cognitive assessment of one’s life. Therefore, as theogrute/ely-based
construct among the predictors, it would be anticipated that hope would explain

significant variance in life satisfaction. For the outcome of positivetafédter
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controlling for the other independent variables, self-compassion explained 8% of the
variance and hope explained 4%. In conclusion, self-compassion and hope appear to be
especially important variables in understanding the positive functioning of wortken w
infertility.
Additional Analysis

Mediation analyses. Self-compassion mediated the relationship between hope
with positive and negative affect for women with primary infertility. In otwerds, self-
compassion serves as a mechanism through which hope relates to positive and negati
emotions for those women with primary infertility. Snyder (2002) descritzsat
people’s goals are met, their negative emotions decrease and their posaiwns
increase. This same pattern was found for women with primary infertilitgatrthe
sample’s ability to treat themselves with self-kindness, to be mindful, and to baneex
of common humanity explained the connection between hope and negative and positive
emotions. Snyder (2002) explains that higher levels of hope help those experiencing
obstacles to their goals undergo less stress as they reframe blockaggsi@s uni
challenges that simply require alternate pathways. It appeafsithradmen with primary
infertility, their levels of self-compassion are linked to their abtlityeappraise their
goals (i.e., hope) and to control how their goals relate to their emotional functidhiag
suggests that those who have high levels of hope but treat themselves withgsertid
over-identify with their infertility, and feel isolated from others migkperience greater
negative emotion and fewer positive emotions. Their reliance on hope as a cognitive
strategy relates to their positive and negative emotions based on their lesadfs of

compassion.
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Interestingly, for the primary infertility sample, self-corap@n only mediated
the relationship between hope and the global measures of positive and negative emotional
functioning, but not between hope and infertility-related stress (i.e., a speedisure of
emotional functioning) or between hope and life satisfaction (i.e., a type ofigegnit
functioning). This finding provided evidence for the link between self-compassion and
emotions rather than between self-compassion and cognitions (e.qg., lifecgah¥fa
perhaps suggesting that self-compassion is a broad-based emotionalaegtiategy.

Due to the global nature of well-being assessed in this study, it is poksibladtors
that were not infertility-specific affected it. Perhaps those with higivedls of overall
well-being cope better across a variety of situations, and not only inlitfedlated
situations. Further research is needed on how self-compassion might serve as a
emotional regulation strategy for specific stressors such as refapiarssexual concern
stemming from infertility.

Hope failed to have a significant relationship with negative affect and iityertil
related stress for women with secondary infertility, so mediation was sexszsl with
these variables. It appeared that for those who already have a child, hope doedictot pr
their experience of infertility-specific and more global negative emsfisomething
besides their levels of hope might contribute to their levels of stress andlgergative
affect. Although hope correlates with life satisfaction and positivetdfieavomen with
secondary infertility, self-compassion failed to serve as a significashatoe to explain
these correlations. It may be that the nature of one’s hopes and the ability of se
compassion to emotionally buffer against these hopes changes depend on whether or not

one has had a child previously.
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Open-Ended Questions

Positive and negative aspects of online infertility support groupsWWomen
described the information and knowledge shared, the social and emotional support
received, and the structure of the online infertility groups as the groupsidpests. The
social and emotional supported was cited in 75.8% of responses. The groups served as a
place where the majority of participants reported that they found hope and insgimati
others who understood their circumstances first-hand. Members portrayed the graups a
place to release emotion and decrease their isolation. As one participant ndbedt the
aspects are that the online support groups are a place where “other pepglargre
through the same thing! I am not the only one . . . finding others in my situation . .
Identifying w/ their feelings, validating each others’ experiences, being
UNDERSTOOD!”

The information or shared knowledge garnered from the group experienced was
mentioned in 22% of responses. They reported that the online groups allowed them to
learn of new treatment options, gain insight from others’ experiences, and to “eompar
notes” on how others are dealing with their infertility. In short, the onlinetilrtie
support groups serve to normalize women’s experiences with infertility andptthieeh
connect with others who have experienced similar situations. This normalizingefel
the online support group theoretically related to the common humanity elemetit of s
compassion, and the general knowledge that others have gone through what they are
going through.

Moreover, the structure of the online groups was perceived as one of their best

aspects in 18.7% of responses. Participants noted that they could always find another
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group member online at any time of the day or night, and that they appreciated the
anonymity that came from the online format. For some, that anonymity madeeit fea
them to discuss their infertility problem openly. Others commented on the groaps as
place where they could discuss their thoughts and feelings for free, in ttmtragch of
the high cost associated with infertility treatment.

As negative aspects of their online support group experience, participants (30.1%)
described how their group participation can result in negative emotions, becane tim
consuming and contribute to rumination and obsession with their infertility (9.8%),
inaccurate or unhelpful information (11.3%), and feelings of isolation from the other
group members when they have difficulty relating to other group members (13.5%).
Furthermore, limitations resulting from the structure of the online fof&88%) were
cited also as negative aspects.

More specifically, participants reported that they often felt jealous wdeating
of others’ successful pregnancy and conversely, they felt discouraged and sleae i
others’ disappointments, sometimes taking on others’ reproductive failureheg if
were their own. Some found that reading about others’ infertility difficufteeghtened
their concern about their own reproductive problems, causing them to worry even more
than they had before they joined the online group. Contagion of positive or negative
emotions appears to occur within the online infertility support groups.

Others stated that they would compulsively check the group postings, which
distracted them from their jobs and other relationships with family and friends. One
participant stated that “you feel like you will always be online talking abangbe

pregnant instead of being OFFline and being a mother.” Some worried about other
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consequences of group membership for other aspects of their lives, including whether the
groups were truly anonymous and what repercussions might occur if their idengte
revealed.

Although most agreed that there was always another group member who could
relate to their same experience, the few who stated that the group memkbetrsotoul
understand their specific circumstances or minimized those circumstaewesl this as
an isolating experience. The structure of the online format made it €amt tost in the
crowd.” A few viewed the groups as impersonal and “faceless,” with some gofag s
as to lament that they could not give group members actual hugs or attendl medic
appointments with each other.

Responses to these open-ended questions are similar to those found in Malik and
Coulson’s (2008) qualitative study on women and men’s use of online support groups.
The same themes of online support group use decreasing isolation and providing
members with valuable medical information about their own treatment optioas wer
replicated in the current study. Likewise, the current study also found girsgroup
users reported the negative reactions of experiencing grief and distregsoinseto
others’ postings and sometimes became preoccupied with the group postings. In short, the
use of online infertility support groups offers both positive and negative consequences
that members should consider.

Utilization and reliance on online infertility support groups. Women with
primary infertility reported that they visit online support groups approximatate
every few days whereas women with secondary infertility, on averagethegtoups a

little less frequently. Both groups of women perceived the groups as somewhat helpful
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and agreed somewhat with the statement that “Internet forums are my pouniatyfor
discussing infertility.” For women with primary infertility, therefjuency of group use
correlated positively with negative affect and infertility-relatedsstrand reliance on the
groups as their only outlet correlated negatively with life satisfactitregk.05 level.
In other words, the more they reported using the online support groups, the more negative
emotions and stress they also reported. Additionally, using online support groups as the
primary method for discussing their infertility was associated withlifesssatisfaction
(small effect size). For women with secondary infertility, reliance omgtbeps as their
only outlet related to a medium effect size in increased negative, aléeceased life
satisfaction, and increased infertility-related stress and the frequeusg oorrelated
positively with infertility-related stress.

In their study comparing those who relied on internet support as their only outlet
(OO0s) for discussing infertility with those who had additional outlets (AQmteln et
al. (20002) found that OO participants reported more depression, greater levels of
anxiety, poorer coping strategies for dealing with their infeytiléss satisfaction with
“real-world” support, and generally, viewed their infertility as moressiful than their
AO counterparts. Many have noted that those who utilize support groups tend to have
greater distress and or iliness-related concerns that non-users in gegergefglund et
al., 1997; Sherman et al., 2008), and it appears that those levels of distress are Heightene
even further when group users have no other sources of support. Likewise, the results of
the current study also suggest that those who rely on infertility support grstipsir
main outlets of social support were also experiencing greater levelsregdiand lower

levels of well-being than those with other “real-world” support systenthape those
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who lack relationships outside of the infertility support groups in which they can openly
discuss their difficulties with infertility are especially sensitiwe¢he negative aspects of
online support groups, finding that their emotions are as volatile as the threads snember
post, and fail to benefit as much from the positive aspects of the groups. More research is
needed in this area to determine characteristics of individuals who most brenefit f

online support groups and those who might find them less helpful.

Perceived cause of infertility. Historically, women often were blamed for their
infertility, with doctors and psychologists pointing to the women’s deficientahent
health as the cause. Women who had difficulty conceiving were thought to have
psychological issues, such as neuroticism or heightened stress levdikydkatl their
ability to become pregnant. Yet with advanced medical technology, the diagnosed caus
of infertility shifted from internal psychological causes to biologprablems with their
reproductive system. The open-ended question of what women believed was the cause of
their infertility intended to capture information about the extent to whichtileferomen
have blamed themselves or internalized the historical messages abauisthefctheir
infertility.

Somewhat surprisingly based on the long history of attributing infertility to
women'’s psychological functioning, 81.1% of the participating women attributed the
infertility to identified or possible biological or unpreventable medicaoes, such as
poor egg quality or thyroid problems. Age also represents one significant bibkaisa
for infertility that is commonly recognized and was a frequently citedecalisfertility
in the current sample, as was polycystic ovary syndrome and endometriogedy Lar

these women identified only a biological cause of their infertilitheut attributing it to
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any other cause. More specifically, 81 of the 119 women (68%) who described medical
reasons for their infertility did not identify any other cause. The lagerity of the
sample (86.6% of women with primary infertility and 90.6% of women with secondary
infertility) had utilized medical treatment for their infertility.i$ possible that those
women who received an identified medically diagnosed cause, such as polycggto ov
syndrome (PCOS), when seeking medical treatment for their infeddityot
hypothesize any additional causes of their infertility whereas thoseewanedical cause
of infertility is complicated or uncertain are much more likely to specolaidditional
reasons for their infertility. Increased use of more sophisticateicateéechnology may
better allow women to identify a definitive medical cause of their itifgrtOr perhaps
users of online infertility support groups are more medically oriented oouegr
consumers of medical research compared to earlier samples of women witltynfe
The users of online support group might find that other support group members challenge
them to identify “logical” medical causes for their infertility raththan to blame
themselves. Hopefully, as the depth and breadth of reproductive medicine advances,
fewer women will received unclear infertility diagnoses and thus also, enpeiiess
self-blame.

Nineteen women (11%) cited psychological reasons for infertility. Stred
anxiety were the most often cited psychological causes of inferéiity stress continues
to be investigated as it relates to infertility. Further, behaviorabnsasere cited by
13.4% of participants, including the use of birth control, hormones in the food supply,
their weight, past abortions, medications from their childhood, or STDs. A fourth cause

was described as an unexplained and uncontrollable reason, with some citing fate or
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“God’s joke.” This fourth category of unknown cause was reported by 22.6% of the
participants. This distribution of a little less than 1/4 of the sample ragamiknown
causes of infertility was similar to the statistics cited by the haae Society for
Reproductive Medicine (2009).

In summary, the majority of the sample recognized a biological condition as the
causal agent of their infertility, failing to attribute their infertilitya deficit in their own
mental health. Yet stress and anxiety also were indicated, and almoshafabe
participants cited unknown reasons for their infertility. Much continues to nemai
unknown when diagnosing the cause of infertility, and the lack of knowledge about the
cause itself might be stress-provoking and a time when constructs sudh as sel
compassion might be especially relevant.

Effect of infertility on their lives. Participants described a multitude of ways
that infertility had had an impact on their lives, and often their responses vagte he
wrenching. The large majority of respondents (81%) cited emotional or merithl hea
effects of their infertility experience, and nearly half (48%) noted wegtsinfertility had
affected their relationships with others. One fifth of the sample describedhfestility
had affected their daily life decisions and functioning about such things asngjdheir
finances or vacations, whereas 13% described how infertility had changed ttreatvay
they think about or experience their body. Over 70% reported that infertility festieal
them negatively, and only 4% reported that infertility had affected thes liva positive
manner. Almost 20% described both positive and negative effects of their infertility

experience.
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The large majority (67%) of those reporting changes in their mentahhealt
functioning described specific emotions, such as depression, anxiety, angers,saathes
grief. They stated that infertility had “taken all the joy out of my life apdaced it with
stress. Every month that | don’t get pregnant kills a little part of me.” Anaotberan
responded that, “It has left me empty. | feel like a barren waste of a wearagnsecond
of the day.” One fifth of women reporting changes in their emotional health due to
infertility, also described changes in their identity and they way that ey of
themselves, stating that their identities as women have changed and timaivitfew|
“different.” Their self-esteem had been affected as they struggleke sease of their
infertility. Further, twenty percent of women reported changes in theituspilives,
such as having to trust God’s plan for their lives and finding that they pray more as a
result of their infertility experience.

Interpersonal changes due to the infertility experience were prevalemrip ne
half of responses (48%). The largest reported changes occurred in interagtio
family and friends, and changes in their relationship with their partner alstbeéesc
frequently. As noted in prior research (e.g., Jirka, Schuett, & Foxall, 1996;rl&aske
Borg, 1987) , infertility holds the potential to affect the structure and utilizatisnwél
support systems, such that those systems that previously provided the foundation of
support now often are the systems that cause the most stress and pain. This finding was
reflected in participants’ responses such as they feel as if they eatedtas “second
rate” by their families because they do not have children and as if they wiéiagdr
apart” from their family and friends. A few noted that their partners did ngt ful

understand why they wanted to have a child so badly, and that infertility had interrupted
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their sex life with their partner. Others told of how difficult it was fomtite watch
strangers treat their children badly in public, in essence taking their chitdrgranted,
when the participants were struggling so much to have children to cherish. Intshort
understand the impact of infertility, it is important to address not only gstefon the
mental health of women, but also the impact it has had on their interactions and
relationships with others.

The other two areas of infertility effects, bodily changes and dailydifetioning
changes, were less prevalent in responses. A small percentage mengtngdeif
they had been “betrayed” by their bodies, but these responses typically reda¢eid m
their identity as women and their self-esteem rather than to their biolagicsibning. A
few others noted the invasiveness of the medical procedures to treat thelitynfeuti
this was a secondary concern; responses indicated that they were willimgerrgo the
pain and lack of privacy inherent in infertility treatment if such experiewoedd help
them achieve their goal of having a child. A small percentage (5%) spdlgiiited the
financial cost of infertility treatment, but this was often then linked to emadteffets
such as stress and matrital strain. The most often cited aspect of daipdfiehing
involved the inability to make future plans because their infertility madelihesrfeel
uncertain; they refrained from planning for vacations, buying houses, or beginning ne
jobs because they wanted to leave open the possibility that they might beconampreg

Largely, these effects of infertility were considered negativeggsarBut
participants were more likely to describe both positive and negative changes due to
certain effects of infertility. More specifically, both positive and negadifects were

reported in the area of spirituality, which was mentioned by 20% of responsesitode
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the mental health effects category, and in the area of relationship chahgdswas

mentioned in 48% of all responses. As one woman explained, infertility:
has changed my relationships with everyone. I'm closer to my husband,
cherish my time with the children | do have even more, am less inclined to
gossip about other's personal business and less inclined to have close
friendships with other women. Infertility has forced me to dig deep to my
spiritual roots too and develop my relationship with God better. It has
taught me to be sensitive to others' difficulties. It has forced me to redefine
who | am and what | want in life.

Although infertility can be a devastating experience for many people) dlsa represent

a time of self-evaluation as well as hold the potential for benefit-findidgysowth.

The negative effects of infertility on women’s emotional well-b&ind their
interpersonal relationships are well-documented (e.g., Burns & Covington, 2006; Grei
1997). Yet the responses to this open-ended question about the impact of infertility on the
women’s lives also raised the question of what positive effects occur wheteaxpey
infertility. Perhaps an even more important question worthy of exploration ts wha
distinguishes women who report positive effects from those who report only negative
effects. Future research could explore whether variables such as self-compads
hope are two such factors in what distinguishes those who see positive effectsosem t
who report only negative effects.

Overall Summary of Findings
The biopsychosocial model originally was presented to conceptualize the

relationship between the many variables presented in this study, and idarseful
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understanding the implications of this study’s multitude of findings. The biological
variable of infertility type failed to be significant in predicting levelsubjective well-
being and infertility-related stress. Both women with primary infertditd women with
secondary infertility reported experiencing significant levels ofekstand negatively
impacted well-being; both types of infertility were connected to deedeadjustment.
This finding implies that both types of infertility are related to distressttatdn
general, one type of infertility is not “easier” than the other in ternasstrfess and
adjustment.

In contrast, the psychological variables examined revealed differentoivays
relating to distress for the current sample. The relevance of self-coomagh well-
being and stress variables was not connected to infertility type; self-caiopas
consistently was important in understanding the adjustment of women with both types of
infertility. Thus, self-compassion is a psychological construct deseo¥ifugther
exploration in relation to infertility and could be incorporated into further intéiwes
aimed at improving the adjustment of women with primary as well as secondary
infertility.

The relationship between hope with well-being and distress appeared to be more
complicated. For women with secondary infertility, hope failed to relategataaffect
but the difference in the correlation between hope and negative affect vagnifatant
for the two groups of women. Perhaps the failure to find significance in thiemela
between hope and negative affect for women with secondary infertility wat/sarby-
product of the smaller secondary sample size. However, the differences imtioa rel

between hope and infertility-related stress depending on infertility typetae
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explained away by differences in sample size. Hope and infertility typeaatéd in
relation to infertility-related stress such that higher levels of hoptdeta lower levels
of infertility-related stress for women with primary infertility but fiot women with
secondary infertility. Snyder (2002) proposed that hope represents a cogiitive se
which emotions play a secondary role. Perhaps infertility-related srassy/-product of
emotional functioning rather than of cognitive adjustment to stressors for woithen w
secondary infertility. However, this does not address why hope functions wlifyere
relation to stress for women depending on their infertility type.

The complexity of the interaction between biological and psychological vesiabl
was further illuminated in the mediation of the relationship between hope and positive
and negative affect by self-compassion. If hope represents a cognitivihsetnations
as secondary, it might be expected that hope’s relationship with measurements of
emotions, such as positive and negative affect, might be weaker than its relatiatiship w
measurements of cognitive assessments of well-being, such asdifecsain.
Furthermore, self-compassion has been presented as a form of emotionenegulati
emotion-focused coping (Neff, 2003a) helpful when confronting a chronic stréssor
plausible that a cognitive strategy such as hope relates to levels otlafbecth its
connection to an emotion-focused coping skill such as self-compassion.

The social variables explored in this study related to the use of online ityfertili
support groups. Participants’ responses replicated previous findings that sommo$the
beneficial aspects of such a support group were its ability to normalizegieets 24/7
accessibility, and the quantity and quality of information that it provided. 3iyithe

same negative aspects of online infertility support groups were descrithesl study as
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found in previous studies: the arousal of feelings of jealousy, of compulsivity ingisit

the online forums, and of feeling disconnected from the “real” world. Furtherasexnte
frequency of use of online infertility support groups related to increasediveegffect

and fertility-related stress. Those who reported greater reliance on iodirteity

forums to discuss their infertility reported less life satisfaction andathaibjective

well-being as well as increased negative affect and infertiliptedlstress. The use of

online infertility support groups has identifiable benefits, but overreliandegcessive

use also relates to lowered well-being and increased distress. Idealiyplutese

support groups will be able to find a balance between use of the online groups and use of
other social outlets for support.

In summary, for women with both primary and secondary infertility, the
relationship between biological, psychological, and social variables is conmaglex a
interactional. As presented in the concentric biopsychosocial model of health édoffm
& Driscoll, 2000), psychological variables and psychosocial contributors, such as hope
self-compassion, and online social support, are important for capturing a comgle& pic
of people’s health above and beyond that presented in biomedical factors such as
infertility type. Additionally, this study contributes to infertility esgch by using the
concentric biopsychosocial model to highlight variables that relate to positive
components of adjustment (Hoffman, 2000).

Limitations

This thesis proposal has several limitations. The primary limitation was the

sampling method. Traditional infertility research has been conducted usiptesgrom

infertility clinics and local support groups. Yet, the majority of women with seegnda

169



infertility does not actively seek treatment at clinics nor participalecial support
groups. Reaching the secondary infertility population is a difficult but impoeskit t
Internet research offers one possibility for contact with this group, bubhé&tteysearch’s
inherent issues with reliability, validity, and generalizability need tadk@owledged
openly. Difficulties obtaining a response rate and potential respondent bia® actw
problems with Internet research. For instance, a self-selection biag éimegparticipants
existed if only those who are high in self-compassion, hope, or distress choose to
complete the survey. In addition, the representativeness of the sample wexkthm
those who are searching for online support to help them with their infertility erpes.
Although prior research has demonstrated that over half of infertilitgrgatutilize the
Internet for infertility-related purposes (Kahlor & Mackert, 2009; Ra&Eaddad,
2006), the generalizability of the current study to the broader infertility popnlis
restricted.

The generalizability of this study is limited also because it utilizeg @sbhmple
of women, rather than of men and/or couples. Women are presumed to have higher levels
of distress surrounding issues of infertility in comparison to men, except in thefcas
male-factor infertility. But perhaps the traditional distress measised in infertility
research are more sensitive to women'’s expression of distress than to mepsssible
that infertility adjustment instruments are not sensitive to men’s expesi¢Newton et
al., 1999). Unfortunately, it was not feasible to explore these ideas in this tlogsd. pr

The cross-sectional design of this thesis project also represented aimitae
results of this study may have been affected by whether participantscireetya

seeking infertility treatment and if so, where they were in the treajpnecéss when
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completing this survey. The demographic and treatment history questions attémpte
capture pertinent information related to this issue. An additional limit of the-cros
sectional design is the ability to make causal statements and to stdilysh
moderation and mediation. Longitudinal research and the use of multiple comparison
groups (e.g., women not experiencing infertility), which is beyond the scopes of thi
project, is needed to capture more fully the relationships between inferititwell-
being.
Implications for Research

This study’s greatest research implication was its demonstratibe oflevance
of studying positive psychological constructs for understanding the wallrb&women
experiencing infertility by adopting a more complex view of infertilitstt goes beyond
its mere biological effects. Although a wide range of studies have addrefesdtity’'s
impact on negative aspects of functioning, such as depression and anxiety, fes studi
have explored how infertility relates to positive aspects of functionings Ibbéan
establishing that positive functioning is more than the absence of negative gguable
has it has been established that health is more than the absence of disease.nthe curre
study increases our knowledge of how the experience of infertility is connected to
cognitive and emotional aspects of well-being, and introduces the construelfs of s
compassion and hope as relevant and important positive psychological variablgs worth
of further exploration in women with primary and secondary infertility. Despit
experiencing a difficult health situation such as infertility, hope and setpassion can

be related to positive outcomes.
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Furthermore, previous infertility studies that have addressed positive fungtioni
have failed to implement well-validated and widely used assessmentassDatner et
al’'s (1985) measure of life satisfaction and Watson et al.’s (1988) Positive gatde
Affect Schedule. By utilizing empirically-established measures of stingewell-being,
this study intended to further the ability to draw meaningful comparisons obwiall
across studies utilizing the same constructs and assessments. Havingtagetbthe
significant stress and lowered well-being reported by women with priarett secondary
infertility, this study aims to encourage future research to investigatereteeant
variables to improving adjustment to infertility.

Although the current study utilized the concentric biopsychosocial framework, it
did not attempt to fully test this model. More specifically, the current stubgatitest
the biopsychosocial model’s tenet that psychosocial contributors mediate tioasbia
between biomedical conditions and health status. Now that the current study has
established that hope and self-compassion are relevant variables wotthdyofigh
infertile populations, future research can explore whether these psycholog@hlegr
mediate the relationship between infertility and well-being. By usirap&a group of
women who are not experiencing infertility in addition to multiple groups of wonii#n w
different types of infertility (e.g., primary), future research nutirectly could use
longitudinal designs to assess whether psychological variables serve digi@min
short, the current study represents a first step towards moving beyond thal mediel
to integrate attributes of positive functioning in our understanding of infertilit

adjustment.
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More specifically, this study identified that self-compassion related ta¢tie
being and distress of women with both primary and secondary infertility hutdpa’s
relationship with stress varied depending on infertility type. More rdséareeded to
explore infertility type’s role as a moderator on the relationship betwestive
psychological variables such as hope and stress measures. The current desetrdf r
on moderators of hope and the even greater absence of research on hope in relation to
infertility makes it difficult to speculate as to why this moderation ocduffature
research could explore how hope functions differently under various conditions to help
determine when its presence is most beneficial for those experiencing@huoediditions.

Additionally, more research is needed to examine the relationship between self
compassion and hope. Although they correlate in the range of .60, they have been
conceptualized as two distinct constructs that are related closely but Wer&rdly. The
current study provided further evidence of the distinction between the two ctmblyuc
demonstrating that self-compassion mediated the relationship between hope aal posit
and negative affect for women with primary infertility. But future agsk is needed to
untangle their relationship and to understand how they relate to one another, how they
differentially affect various outcomes, and under what conditions they afféotisa
outcomes.

Future research is also needed using more diverse samples of women
experiencing infertility to extend the current findings beyond women usingeonli
infertility support groups. Future studies could survey men, couples, or more diverse
samples in terms of race, educational background, or country of origin. It would also be

interesting to explore how the experience of infertility relates to $exieatation, such
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as whether the experience of infertility differs for same-sex couplapared to
heterosexual couples. Although the use of internet research has inherenohs)iiat
allows researchers to access difficult-to-reach populations, such asnwotine
secondary infertility and participations from a broader geographical @he advantages
of the online format along with the increasingly widespread use of online sop@brt
networks exemplify the importance of improving and expanding this typsedneh in
future studies.
Implications for Practice

Nearly twenty years ago, Domar et al. (1990) developed a mind/body pragram f
women with infertility that included the concepts of self-empathy angassion. More
recently developed interventions have taught infertile women meditation taebriftat
highlighted the importance of mindfulness (Chan et al., 2006). The current study
provided further support for incorporating the concept of self-compassion in intengenti
directed at improving the adjustment of women with both primary and secondary
infertility. Specifically, self-compassion could be presented as an @mioicused
coping strategy that does not over-activate emotions and therefore, allowseftecive
response to coping with the chronic stressor of infertility without over-act/die
stress-related biological systems involved. Self-compassion could repraseEmbtion
regulation strategy that allows women to work through their feelings withcatrbeg
consumed by them or allowing them to impact their fertility negatively.

Based on the current study’s findings, hope also appears to be a relevanteogniti
framework for women with infertility. Hope appears to be most relevantdonen with

primary infertility, and interventions specially designed for this typafefiility could

174



outline the general tenets of hope theory. Such an explanation of hope theory might help
women identify what aspects of their pathway and agency are affectedibytertility
experience, hopefully allowing them to also identify solutions. However, these
implications for practice are tentative at best because the currenwstadynly

exploratory and not an intervention study. Additional research is needed on the
effectiveness of interventions incorporating self-compassion and hope.

Based on this study’s findings regarding online infertility support groups, a
moderate amount of reliance on online infertility support groups related to positive
adjustment. Having identifiable outlets for discussing one’s infertility ideisf the
online support group format, related to increased well-being and loweredgdistres
Practitioners working with women with infertility could make them awargefonline
infertility support groups available, but advise that they also should accessmihzes
of social support to avoid the negative consequences of online support group use.
Practitioners can also increase their knowledge of which sites atdretpgently used to
help monitor the accuracy of information provided and to help set guidelines (e.qg.,
netiquette) to make the use of online social support a positive experience fopauatsic
Ideally, in conjunction with online support groups, a multitude of other social support
sources will help women best adjust to their experiences with infertility.

In summary, this correlational study demonstrated significant relatpmshi
between positive psychological variables of self-compassion and hope for theingll-be
and distress of women experiencing primary and secondary infertility wizeditonline
infertility support groups. The moderation and mediation analyses indicate a komple

relationship between these psychological variables and the medical condition of

175



infertility, and future research is needed to better identify the causatdaFuture
research that demonstrates causal relationships then can be used to better infor
interventions. Nonetheless, the current study highlighted the need to move beyond the
medical model when understanding adjustment to a health condition such as infiertility
addition to examining how infertility relates to negative outcomes such as sleprasd
anxiety, it is also important to understand how it relates to positive aspectstafriumyge
such as life satisfaction and positive affect. The use of open-ended questioersd allow
participants to describe those positive aspects in their own words, such as gyhaitin

“I am more aware of my marriage and how much it means to me so we are ¢pnstant
checking in and working on our marriage to keep it strong through the strugglesvebeli
| am more compassionate towards other and conscious of my words and actions.” In
short, this study helped contribute to a greater awareness of the multifacetedidim

of experiencing infertility, including psychological factors such #sceenpassion and

hope that can help women cope as they face difficult medical conditions.
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Appendix A
List of Online Support Groups for Participant Recruitment
Infertility (General)
Daily Strength Infertility Support Group

4002 Members
(http://dailystrength.org/c/Infertility/support-group

Daily Strength Trying to Conceive Support Group
262 Members
(http://www.dailystrength.org/c/Trying-To-Conceive/support-gioup

Infertility Network
http://health.groups.yahoo.com/group/InfertilityN etwork/?v=1&t=seardix&meb&pub=
group&sec=group&slk=1

The InterNational Council on Infertility Information Dissemination, Inc.
http://www.inciid.org/forum

Secondary Infertility

Daily Strength Secondary Infertility Support Group
251 members
http://dailystrength.org/c/Secondary-Infertility/support-group

Yahoo Groups Secondary Infertility
http://groups.yahoo.com/group/secondary-if
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Appendix B
Recruitment Posting

Announcement for General Infertility Support Groups

Do you wish others had a better understanding of what it is like for you to stwitjgle
infertility? My name is Trisha Raque-Bogdan, and | am a doctoral studeatinseling
psychology at the University of Maryland. If you have been strugglingdorhe
pregnant for at least 12 months, PLEASE consider completing a questionnajredes
to explore women’s unique experiences with infertility.

Your participation will help researchers interested in understanding fnou¢ the
challenges of infertility, as well as about the strength and resiliéioeensby women
who experience infertility. It might also be interesting for you as yfeateon some of
your responses to the questions!

Participants can enter a drawing to win a $100 gift certificate to spafinder
redeemable at thousands of locations throughout the country!

The questionnaire should take you about 20-30 minutes to complete and can be accessed
by visiting the following web site:

Thank you for your time and consideration.

Trisha Raque-Bogdan, M.S.

Doctoral Student, Counseling Psychology
University of Maryland, College Park
traque@umd.edu

Mary Ann Hoffman, Ph.D.
Professor, Counseling Psychology
University of Maryland, College Park
hoffmanm@umd.edu
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Announcement for Secondary Infertility Support Groups

Do you wish others had a better understanding of what it is like for you to struggle w
infertility? My name is Trisha Raque-Bogdan, and | am a doctoral studeatinseling
psychology at the University of Maryland. If you have been struggling to leecom
pregnant for at least 12 months, PLEASE consider completing a questionnajreedesi
to explore women’s unique experiences with infertility.

Your participation will help researchers interested in understanding morethbout
challenges unique to secondary infertility, as well as about the strengthsdiehce
shown by women who experience secondary infertility. It might also be imbey st
you as you reflect on some of your responses to the questions!

Participants can enter a drawing to win a $100 gift certificate to spafinder
redeemable at thousands of locations throughout the country!

The questionnaire should take you about 20-30 minutes to complete and can be accessed
by visiting the following web site:

Thank you for your time and consideration.

Trisha Raque-Bogdan, M.S.

Doctoral Student, Counseling Psychology
University of Maryland, College Park
tiraque@umd.edu

Mary Ann Hoffman, Ph.D.

Professor, Counseling Psychology
University of Maryland, College Park
hoffmanm@umd.edu
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Appendix C

Informed Consent

This is a research project being conducted by Mary Ann Hoffman and Trisha Raque-
Bogdan at the University of Maryland, College Park. We are interested inggpanses
to this survey because you are a woman over the age of 18 who has experienced
infertility. The purpose of this study is to learn more about the unique experigince
women dealing with infertility.

The procedure entails completing an online survey, which will take about 20-30 sninute
You will be asked questions about your feelings over the past week, your feblngs a
how you think about yourself, your feelings about your infertility-relatgube&nces,

your feelings about your future, and your use of an infertility-specifio@siupport

group.

The survey does not ask for identifying information, and the confidentiality of you
answers will be protected as best as possible. Due to the public nature ofrtiet,Inte
absolute confidentiality cannot be promised. The likelihood of someone accessing your
data is very improbable but a theoretical possibility. Be sure to exit orydosénternet
browser when you have completed the survey to ensure that another person using that
same computer cannot see your responses.

The main possible risk from participating in this survey is that the questions rnght e
negative emotions (e.g., sadness about your infertility diagnosis).

Although this research is not intended to benefit you directly, its findinghelpl the
investigators learn more about the unique strengths and challenges facehdry w
experiencing infertility. Your responses will be contributing to reseandmamportant
area of study.

Your participation in this survey is completely voluntary. You may ask questions or
withdraw from survey patrticipation at any time without penalty.

If you have any questions about the research study, please contact:

Mary Ann Hoffman, Ph.D. or Trisha Raque-Bogdan, M.S.
University of Maryland

Counseling and Personnel Services

3222 Benjamin Building

College Park, MD 20742

Phone: 301.405.2865.

Email: hoffmanm@umd.edulraque@umd.edu
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If you have questions about your rights as a research subject or wish to nresedrah-
related injury, please contact: Institutional Review Board Office, Usiityeof Maryland,
College Park, MD, 20742.

Phone: 301-405-0678

Email:irb@deans.umd.edu

This research has been reviewed according to the University of MarylamheeCBhark
IRB procedures for research involving human subjects.

By clicking “I Accept” you acknowledge that:

You are at least 18 years of age

The research has been explained to you

Your questions have been fully answered; and

You freely and voluntarily choose to participate in this research project.

| Accept
| Do Not Accept
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Appendix D
Demographics

Please answer the following questions about yourself. All responses are ansram
confidential.

1. What is your country of residence?

2. What is your age?

3. What is your racial/ethnic background? (Mark all that apply)
African-American/Black
Asian-American/Pacific Islander
Asian-Indian/Pakistani
Biracial/Multiracial
Hispanic/Latino(a)
Middle Eastern/Arab
Native American/Native Alaskan
White/European American
Foreign National (please specify):
Other (please specify):

4. What is your highest level of education completed?

Grade school College
High School Graduate School
_______ Other

5. What is your employment status?
Not employed Employed part-time
Employed full-time___ Student

6. What is your annual household income (before taxes)?
Less than 30,000
30,000-59,999,
60,000-99,999
100,000-149,999
150,000 or higher
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7. Please indicate your sexual orientation:
Bisexual
Heterosexual
Homosexual
Pansexual
Other, please specify:

8. What is your relationship status?

Married

Remarried (How many times? )
Engaged

Co-Habitating with partner of __ years
Single

9. Please indicate the number of years that you have been in your current refations
(round to the nearest year): Years

10. Are there any children or adolescents currently in your home on a full-tis@ bas
If yes, please indicate their relationship to you and their age:

Relationship Age
example: stepson 5 years old

11. What do you believe is the cause of your infertility:

12. Which type of infertility have you been diagnosed with formally? (Check one only)
Primary Infertility
Secondary Infertility
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13. What is the medically diagnosed cause of your fertility problem? (Check gne onl
Male factor
Female factor
Combined male-female factor
Unexplained cause
Other, please specify:

14. Who provided your infertility diagnosis?
Infertility specialist
Gynecologist/Obstetrician
General Practitioner
Self-Diagnosis
Other, please specify:

15. How long have you been trying to become pregnant?

16. Have you utilized medical services as part of your infertility treafPmges/no)

If no, please skip to question #18

17. If yes, please indicate how you are paying for your infertiligtinent: (Check one
only)

Insurance covers all cost

Insurance plus out-of-pocket payment

No insurance, all out-of-pocket

Other, please specify:

18. How long have you been pursuing infertility treatment from your current and/or
previous infertility physicians?

19. What type of treatments have you pursued? (Check all that apply)
Intracervical insemination (ICI)
IVF
Endometrial surgery
Surgery to repair a septum
Fibroid surgery
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Tubal surgery

Donor eggs

Donor sperm

Gamete Intrafallopian Transfer (GIFT)
ICSI

Ovulation induction medication (e.g., FSH, Clomid, HCG)
UI

Zygote intrafallopian transfer (ZIFT)
Surrogate or gestational carrier
Assisted hatching

Cytoplasmic transfer

Laparoscopy

Immunotherapy

Acupuncture

Meditation

20. Have you ever been pregnant? (yes/no)

21. If yes, what was the outcome? (Indicate the number of times you'vediad ea
outcome)

Miscarriage

Ectopic pregnancy

Abortion

Live birth

Stillbirth

Other

22. Have you adopted? (yes/no)

23. If yes, how many children have you adopted and what were their ages at time of
adoption?

24. What is the name(s) of the online infertility-specific support group thatge?

25. On average, how often do you visit online infertility support groups?
One time every two weeks or less
Once each week
Once every few days
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Once a day
Several times a day

26. How much do you agree with the following statement:
Internet forums are my primary outlet for talking about infertility.
Strongly agree
Agree somewhat
Uncertain
Disagree somewhat
Strongly disagree

27. How helpful would you rate your use of an infertility online support group?
Very helpful
Somewhat helpful
No opinion
Not very helpful
Not at all helpful

28. What is the best thing about using an online infertility support group?

29. What is the worst thing about using an online infertility support group?

30.. How did you find out about this study?
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Appendix E
Self-Compassion Scale

HOW | TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES

Please read each statement carefully before answering. To the lefh @leeaandicate
how often you behave in the stated manner, using the following scale:

Almost Almost
never always
1 2 3 4 5

1. I'm disapproving and judgmental about my own flaws and inadequacies.

2. When I'm feeling down | tend to obsess and fixate on everything that’s wrong.
3. When things are going badly for me, | see the difficulties as parttbflife
everyone goes through.

4. When | think about my inadequacies, it tends to make me feel more separate
and cut off from the rest of the world.

5. I try to be loving towards myself when I'm feeling emotional pain.

6. When | fail at something important to me | become consumed by feelings of
inadequacy.

7. When I'm down and out, | remind myself that there are lots of other people in
the world feeling like 1 am.

8. When times are really difficult, | tend to be tough on myself.

9. When something upsets me I try to keep my emotions in balance.

10. When | feel inadequate in some way, | try to remind myself that feelings of

inadequacy are shared by most people.

11. I'm intolerant and impatient towards those aspects of my personalitly | don’
like.

12. When I'm going through a very hard time, | give myself the caring and
tenderness | need.

13. When I'm feeling down, | tend to feel like most other people are probably

happier than | am.
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Almost Almost

never always
1 2 3 4 5
14. When something painful happens I try to take a balanced view of the situation.

15. I try to see my failings as part of the human condition.
16. When | see aspects of myself that | don't like, | get down on myself.
17. When | fail at something important to me | try to keep things in perspective.

18. When I'm really struggling, | tend to feel like other people must be hawing a

easier time of it.

19. I'm kind to myself when I'm experiencing suffering.

20. When something upsets me | get carried away with my feelings.

21. | can be a bit cold-hearted towards myself when I'm experiencinghguffer
22. When I'm feeling down | try to approach my feelings with curiosity and

openness.
23. I'm tolerant of my own flaws and inadequacies.

24. When something painful happens | tend to blow the incident out of

proportion.

25. When | fail at something that's important to me, | tend to feel alone in my

failure.

26. | try to be understanding and patient towards those aspects of my peisonality
don't like.

Neff, K. D. (2003). Development and validation of a scale to measure self-compassion.
Self and Identity, 2, 223-250.

Coding Key:

Self-Kindness Items: 5, 12, 19, 23, 26

Self-Judgment Items (reverse scored): 1, 8, 11, 16, 21

Common Humanity Items: 3, 7, 10, 15

Isolation Items (reverse scored): 4, 13, 18, 25

Mindfulness Items: 9, 14, 17, 22

Over-identified Items (reverse scored): 2, 6, 20, 24

To compute a total self-compassion score, take the mean of each subscale, them comput
a total mean. (This method of calculating the total score is slightlyafitféinan that used

in the article referenced below, in which each subscale was added togeth@veHow

Neff finds it easier to interpret the scores if the total mean is used.)
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Appendix F
The Trait Hope Scale

Directions: Please read each item carefully. Using the scale shown p&age select
the number that best describes YOU and put that number in the blank provided.

Definitely false
Mostly false
Somewhat false
Slightly false
Slightly true
Somewhat true
Mostly true
Definitely true

O~NO O WNE

1. I can think of many ways to get out of a jam.

2. | energetically pursue my goals

3. | feel tired most of the time.

4. There are lots of ways around any problem.

5. | am easily downed in an argument.

6. | can think of many ways to get the things in life that are important to me.
7. 1 worry about my health.

8. Even when others get discouraged, | know I can find a way to solve the
problem.

9. My past experiences have prepared me well for my future.
10. I've been pretty successful in life.
11. I usually find myself worrying about something.

12. I meet the goals that | set for myself.
Notes When administering the scale, it is called “The Future Scale.” The Agency
subscale score is derived by summing items #2, 9, 10, and 12; the Pathway subscale score
is derived by adding items #1, 4, 6, and 8. The total Hope Scale score is derived by
summing the four Agency and the four Pathway items.
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Appendix G
Satisfaction with Life Scale

Directions Below are five statements that you may agree or disagree witig tha 1 -
7 scale below, indicate your agreement with each item by placing the apf@opmber
on the line preceding that item. Please be open and honest in your responding.

7 - Strongly agree

6 - Agree

5 - Slightly agree

4 - Neither agree nor disagree
3 - Slightly disagree

2 - Disagree

1 - Strongly disagree

In most ways my life is close to my ideal.
The conditions of my life are excellent.
| am satisfied with my life.
So far | have gotten the important things | want in life.
If I could live my life over, |1 would change almost nothing.
= 31 - 35 Extremely satisfied
= 26 - 30 Satisfied
= 21 - 25 Slightly satisfied
= 20 Neutral
= 15 - 19 Slightly dissatisfied

= 10 - 14 Dissatisfied
= 5- 9 Extremely dissatisfied

Diener, E., Emmons, R. A, Larsen, R. J., & Griffin, S. (1985). The Satisfaction with Life
ScaleJournal of Personality Assessment, 49-75.
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Appendix H

Positive and Negative Affect ScheduRANAS)

Directions This scale consists of a number of words that describe different featitigs a
emotions. Read each item and then circle the appropriate answer next to ¢hat wor
Indicate to what extent you have felt this way during the past.week

Use the following scale to record your answers.

(1) = Very slightly (2) = Alittle (3) =Moderately  (4) = Quite abit 5)(= Extremely
or not at all
Very
slightly or
not at all Alittle Extremely
Moderately | Quite a bit

1. Interested 1 2 3 4 5
2. Distressed 1 2 3 4 5
3. Excited 1 2 3 4 5
4. Upset 1 2 3 4 )
5. Strong 1 2 < 4 5
6. Guilty 1 2 3 4 5
7. Scared 1 2 3 4 5
8. Hostile 1 2 3 4 5
9. Enthusiastic 1 2 3 4 5
10.Proud 1 2 3 4 5
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11.Irritable 1 2 3 4
12. Alert 1 2 3 4
13. Ashamed 1 2 3 4
14.Inspired 1 2 3 4
15.Nervous 1 2 3 4
16.Determined 1 2 3 4
17. Attentive 1 2 3 4
18. Jittery 1 2 3 4
19.Active 1 2 3 4
20. Afraid 1 2 3 4

Watson, D., Clark, L.A., Tellegen, A. (1988). Development and validation of brief
measures of positive and negative affect: the PANAS scllamal of Personality and
Social Psychology, 54063-70.
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Appendix |

Fertility Problem Inventory

Directions: The following statements express different opinions about a fertility problem
Please place a number on the line to the left of each statement to show how much you
agree or disagree with it. If you have a child, please answer the way yogtieeow,

after having a child.

Please mark every item. Use the following response categories:

4.

S.
career.

6.

7.

10.
11.

12.

strongly agree
moderately agree
slightly agree
slightly disagree
moderately disagree
strongly disagree

PNWhkAOOO
L T | I T

Couples without a child are just as happy as those with children.

Pregnancy and childbirth are the two most important events in a couple's
relationship.

| find I've lost my enjoyment of sex because of the fertility problem.
| feel just as attractive to my partner as before.

For me, being a parent is a more important goal than having a satisfying

My marriage needs a child (or another child).

| don't feel any different from other members of my sex.

It's hard to feel like a true adult until you have a child.

It doesn't bother me when I'm asked questions about children.

A future without a child (or another child) would frighten me.

| can't show my partner how | feel because it will make him/her fe¢l upse

Family don't seem to treat us any differently.
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13.
14.

15.
child).

16.
17.

8.
infertility.

19.
20.
21.
22.
23.
24,
25.

26.

27.

28.
satisfying

29.

strongly agree
moderately agree
slightly agree
slightly disagree
moderately disagree
strongly disagree

PNWRAOOTO

| feel like I've failed at sex.
The holidays are especially difficult for me.

| could see a number of advantages if we didn't have a child (or another

My partner doesn't understand the way the fertility problem affects me.
During sex, all I can think about is wanting a child (or another child).

My partner and | work well together handling questions about our

| feel empty because of our fertility problem.

| could visualize a happy life together, without a child (or another child).
It bothers me that my partner reacts differently to the problem.

Having sex is difficult because | don't want another disappointment.
Having a child (or another child) is not the major focus of my life.

My partner is quite disappointed with me.

At times, | seriously wonder if | want a child (or another child).

My partner and | could talk more openly with each other about our fertility
problem.

Family get-togethers are especially difficult for me.

Not having a child (or another child) would allow me time to do other
things.

| have often felt that | was born to be a parent.
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30.

31.

32.

33.

34.

35.

36.

argument.

37.

38.
child)

39.
40.
41.
42.
43.
44,
45.

46.

strongly agree
moderately agree
slightly agree
slightly disagree
moderately disagree
strongly disagree

PNWRAOOO

| can't help comparing myself with friends who have children.
Having a child (or another child) is not necessary for my happiness.
If we miss a critical day to have sex, | can feel quite angry.

| couldn't imagine us ever separating because of this.

As long as | can remember, I've wanted to be a parent.

| still have lots in common with friends who have children.

When we try to talk about our fertility problem, it seems to lead to an

Sometimes | feel so much pressure, that having sex becomes difficult.

We could have a long, happy relationship without a child (or another

| find it hard to spend time with friends who have young children.
When | see families with children | feel left out.

There is a certain freedom without children that appeals to me.

I will do just about anything to have a child (or another child).

| feel like friends or family are leaving us behind.

It doesn't bother me when others talk about their children.
Because of infertility, | worry that my partner and | are dgféipart.

When we talk about our fertility problem, my partner seems comforted by

my comments.
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Scoring: 1. Positively phrased items* are first re-keyed as follows;
(6=1, 5=2, 4=3, 3=4, 2=5, 1=6)

2. Subscale scores are derived by summing raw scores for items in each
subscale.

3. Global Stress is calculated by summing all items (or all 5 subscale
scores)

1. Social Concerr{10 ITEMS)

High Score: Sensitivity to reminders, comments, questions about infertility
Feelings of alienation or isolation from peers, family, finding socialities difficult.

ltems (*9, *12, 14, 27, 30, *35, 39, 40, 43, *44)

2. Sexual Concerf8 ITEMS)

High Score: Loss of enjoyment of sexual relations, feelings of pressure t
schedule sex, loss of sexual self-esteem

ltems (3, *4, *7, 13, 17, 22, 32, 37)

3. Relationship Concer(il0 ITEMS)

High Score: Problems in communicating openly or constructively about
infertility, difficulty accepting gender differences, concerns aboufutee of the
relationship

ltems (11, 16, *18, 21, 24, 26, *33, 36, 45, *46)

4. Rejection of Childfree Lifestylé8 items)

High Score: Negative view of childfree lifestyle or status quo.
Future happiness dependent on having a child (or another
child) Difficulty perceiving other roles as satisfying/fulfig

ltems (*1, ¥15, *20, *25, *28, *31, *38, *41,)

196



5. Need For Parenthoo(l0 items)

High Score: Close identification with the role of parent, parenthood primary or
essential life goal

ltems (2,5,6, 8, 10, 19, *23, 29, 34, 42)

6. Global StresgAll 46 items)

High Score: High level of infertility-related stress, psycholdgsti@ss in
comparison to other same sex individuals dealing with infertility.
FPI NORMS

Males Females

Mean SD Mean SD
Social Concern 221 93 27.6 11.0
Sexual Concern 146 5.9 18.4 7.9
Relationship Concern 196 79 21.6 9.3
Rej. Childfree Lifestyle 264 7.7 27.3 8.2
Need for Parenthood 33.9 10.0 39.2 9.8
Global Stress 117.0 29.3 134.4 33.8

N=1149 N=1153
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Raw Scores As Percentiles - Women

16%ile50%ile84%ile98%ile

Social Concern 15 26 39 50
Sexual Concern 10 17 27 37
Relationship Concern 12 19 31 43
Rej.Childfree Lifestyle 18 26 36 44
Need For Parenthood 28 39 49 56
Global Stress 97 132 167 204

High Score: Indicates that the individual is experiencing more psycholstieas
than the average individual seen for infertility treatment.

Interpretation:

Below 16 % percentile Low stress

16-84 % percentile Average stress

85-98 % percentile Moderately High Stress
Above 98% percentile Very High stress
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Appendix J
Open-Ended Questions
1. What is the best thing about using an online infertility support group?
2. What is the worst thing about using an online infertility support group?
3. What do you believe is the cause of your infertility?

4. How has infertility most affected your life?
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Appendix K

Debriefing Form

Thank you very much for participating in this study.

Previous research on women experiencing infertility primarily has fdauséow
infertility negatively impacts women'’s lives. Undoubtedly, infertilitycaeate
enormous stress and pain for some women, which should not be underestimated. But
more research is needed on the strength and resilience of women who fadityirdedi
what protects them against the negative effects of infertility. The purptsie study
was to explore how levels of self-compassion and hope relate to the well-being and
adjustment of women experiencing infertility. Further, this study aimexpiore the
unique experiences of women with different types of infertility, thereby iboititng to

our knowledge of how the experiences of women with primary and secondaryityferti
compare.

Please be assured that your responses to the survey will be held in sfrisnumze,
which will not be violated under any circumstances. We ask you not to discuss this
survey with anyone because we are still recruiting others for particip@tanis
important to protect the study’s validity.

If you would like further information on how to cope with infertility, please visit the
website of RESOLVE: The National Infertility Associatidritp://www.resolve.or}y If
you are interested in locating a psychologist to discuss any of the concémayhzave
arisen for you while completing this questionnaire, please visit http://hedpimgrg/ or
call 1-800-964-2000.

Please contact us if you have any questions or concerns about your partidgip#tis
study. We appreciate your time and effort in assisting us with this impettet

Sincerely,

Trisha Raque-Bogdan, M. S., NCC Mary Ann Hoffman, Ph.D.

Doctoral Student Dept. of Counseling & Personnel Services
University of Maryland, College Park University of Maryland, Coll&gek
tiraque@umd.edu hoffmanm@umd.edu
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